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ABSTRACT 

Despite agreement on the importance of satisfactory and quality clinical supervision, evaluation 

models of supervisory competence have received little attention in the professional literature. 

The purpose of this multiple baseline design was to evaluate whether, following a training 

intervention, supervisors with six or more months of supervision experience increased their use 

of three essential supervisory practices during dyadic supervision: (a) supervisee goal review, (b) 

client progress review, and (c) provision of formative feedback. Each of three is necessary to the 

promotion of supervisee professional development. Following its introduction, the intervention 

in this study increased the frequency and accuracy of each supervisor’s use of the three practices 

during observations of dyadic supervision. Furthermore, the intervention resulted in supervisor 

and supervisee changes in perceptions of delivered supervision; specifically, greater alignment of 

perceptions. Implications will focus on the need to further define and evaluate specific, not 

assumed, supervisor needs.  

Key words: best practices, clinical supervision, competence, evaluation, feedback, supervision, 

supervision goals, supervisory relationship, training. 

  



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  10 
 

CHAPTER I 

INTRODUCTION 

Supervision is the signature pedagogy for the counseling profession (Bernard & 

Goodyear, 2018), referring to the fact that clinical supervision is fundamental to the teaching and 

monitoring of new counselors’ clinical competence (Falender, 2018). Supervisors are thus 

responsible for applying developmentally-appropriate supervision techniques to their 

supervisee’s goals and needs (Simpson-Southward et al., 2017). Despite some variability in 

supervision standards across states and countries as well as professionals, there is 

interdisciplinary consensus that supervision is key to the training of counselors and 

psychotherapists (Bernard & Luke, 2015; Borders, 2014; Friedlander & Ward, 1984; Gonsalvez 

et al., 2017; Rodenhauser et al., 1985). Protecting the safety and welfare of clients as new 

generations of counselors and psychotherapists gain competence, supervision is critical to the 

development, performance, and satisfaction of supervisees (Schultz, 2015). Through supervisee 

adherence to treatment principles that foster quality counseling services, the goal of supervision 

is to promote positive treatment outcomes for clients (Milne & James, 2000).  

Clinical supervision, first and foremost, is concerned with the quality of service to the 

client via the promotion of supervisee competence. Practicing under supervision has thus become 

an ethical and legal requirement for both counselors-in-training during their initial years of 

practice as well as experienced counselors expanding their scope of practice or encountering a 

novel clinical situation (Corey, 2016). In fact, the American Counseling Association (ACA) 

Code of Ethics (2014) has mandated that all counselors take reasonable steps to seek supervision 

in order to monitor their effectiveness (C.2.d). Despite the fact that supervision is an ethical 

imperative for all counselors and supervisors, the evaluation of supervisory competence is 
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relatively absent from the literature. Evaluation of competence has traditionally focused on 

clinical practitioners, not on those who supervise them. Historically, accreditation, licensure, and 

certification standards have only suggested the requisite knowledge and skills for competent 

supervision. While the Approved Clinical Supervisor (ACS) national certification is increasingly 

the credential of choice as a marker of supervisory expertise among state counselor licensure 

boards, supervision training is far from standardized. Regulated by the Center for Credentialing 

and Education (CCE, 2020), the ACS credential endorses supervisor clinical supervision training 

across a range of topics. Even so, researchers have yet to specify which topics improve the 

quality of supervision. Indeed, research on the competencies necessary to the delivery of ethical 

and effective supervision remains unexamined (Borders & Brown, 2005; Bernard & Luke, 2015) 

despite swelling evidence of inadequate and harmful supervision and clinical services (Ellis et 

al., 2014; Ellis et al., 2015; Giddings et al., 2007).  

In supervision, there has been a tradition of innovation that continuously unveils 

complexities camouflaged by a veneer of assumptions (see Leddick & Bernard, 1980). Focused 

on revealing these assumptions, chapter two of this dissertation will discuss the history of 

supervision in greater detail, including four similarities across the related fields of counseling 

and psychology with respect to the development of supervision practice in mental health fields 

(Bertolote, 2008; Borders, 2014; Borders et al., 2014; Leddick & Bernard, 1980; Luke & 

Goodrich, 2018). First is that supervision’s history has been largely ancillary to that of 

therapeutic models, meaning that supervision has been secondary to the development of 

treatment models. Second, a general prerequisite for effective supervision is a healthy working 

alliance between the supervisor and supervisee, regardless of power differentials. Third is that 

supervision is dependent on clear and effective communication with respect to how the 
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supervisor responds to supervisee needs. Finally, and perhaps most importantly, evaluation of the 

effectiveness of the delivery of supervision has been relatively absent. The lack of empirical 

research on what works in supervision is problematic if it contributes to inadequate and harmful 

supervision practices. 

The importance of supervision competencies and best practices is undeniable; yet, much 

remains unknown about supervisor skills and knowledge. Thus far, research and best practices 

have focused on knowledge that supervisors must have, but not on how to train supervisors in its 

application during supervision practice. When practitioners turn to the voluminous literature and 

research on supervision knowledge, it can be unclear, contradictory, and difficult to translate into 

action (i.e., knowledge transfer, KT) and best practices (Curran et al., 2011). Furthermore, 

supervisor time constraints limit access to that same literature and research. Combined, both 

potentially increase the likelihood that supervision practice will be based on prior experiences as 

a supervisee as well as on a generic understanding of supervision, not on best practice guidelines 

(Bernard & Luke 2015; Bowlby, 1988; Ellis et al., 2014; Ellis et al., 2015; Giddings et al., 2007; 

Holloway, 1982; Holloway & Poulin, 1995). Before addressing best practice guidelines, it is 

important to first define supervision.   

Clinical Supervision Defined 

Two of several definitions of clinical supervision are noteworthy. Bernard and 

Goodyear’s (2004) widely-accepted definition is that clinical supervision is an intervention 

provided by a senior member to a junior member of the profession in a supportive and evaluative 

relationship that extends over time, enhances the supervisee’s professional functioning, monitors 

the quality of delivered services, and serves a gatekeeping function for the profession. 

Supervision is a hierarchical, intentional, proactive, goal-oriented, developmentally-based 
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intervention concerned with supervisor as well as supervisee accountability. Milne (2007) 

defines clinical supervision as the formal provision of relationship-based and client-focused 

education and training intended to manage, support, challenge, develop, and evaluate the work of 

junior members of the profession. Both definitions emphasize direction and guidance of the 

clinical work of the supervisee by a more senior member of the profession. Combined, the 

definitions align with current scholarship on the positive influence of the supervisory relationship 

on supervisee professional development and client outcomes (Bowlby, 2005; Holloway, 1995, 

2016; Mikulincer & Shaver, 2003, 2004, 2007a, 2012). 

Clinical supervision is increasingly important to professional accountability, risk 

management, and fiscal considerations related to managed care. Identified by accreditation, 

certification, and licensure standards as critical to the acquisition and development of sound and 

ethical service delivery, supervision is a method of gatekeeping that maintains the integrity of the 

counseling profession (ACA, 2014; Association for Counselor Educators and Supervisors 

[ACES], 2011; American School Counselor Association [ASCA], 2016; Council for 

Accreditation of Counseling and Related Educational Programs [CACREP], 2016; Commission 

on Rehabilitation Counselor Certification [CRCC], 2017). For instance, supervision is required 

as part of the training and education of professional counselors according to CACREP (2016). 

As part of practicum and internship, students receive weekly supervision where the evaluation of 

audio/video recordings and/or live supervision of the student’s counseling performance  plays a 

key role. Accredited graduate counselor education programs adhere to CACREP standards, 

which include supervision as the core pedagogy for counselor professional development.  The 

requirements that supervision is provided by program faculty and by appropriately-credentialled 

field supervisors reflect concerns about the potential detrimental effects to clients, supervisees, 
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and the profession if supervisees provide unethical or incompetent services. Unfortunately, field 

supervisors vary in discipline and expertise, and are not always more expert than supervisees, 

especially in new and emerging counseling techniques (Borders, 2017; Milne, 2010; Milne & 

James, 2002; Watkins & Scaturo, 2013). What is more, the certification that the supervisor’s 

clinical expertise exceeds that of the supervisee is only rigorously applied during licensure-

seeking supervision (American Association of State Counseling Boards [AASCB], 2020). It is 

important to note that during the licensure-seeking supervision process, interdisciplinary 

supervision is a common practice because supervisor-supervisee disciplinary matches can be 

difficult, costly, and impractical. For those reasons, cross-discipline supervision is limited to a 

maximum of 50% of the mandatory clinical supervision hours (AASCB, 2020; American Board 

of Examiners in Clinical Social Work, 2004; Tebes et al., 2011). Outside of licensure-seeking 

supervision, supervisors are often unlicensed, recent graduates, or lack a graduate degree in any 

discipline related to counseling (Borders et al., 1995; Borders & Usher, 1992; Falender, 2018; 

Falender & Shafranske, 2012; Kaplan & Krause, 2018). Given the critical role supervision plays 

in the development of supervisee counseling skills, the absence of clear supervision standards 

and evaluation criteria for quality supervision is problematic (Barker & Hunsley, 2013; Bernard 

& Goodyear, 2018; Falender, 2018; Falender & Shafranske, 2012).    

State licensure boards help shape the definition of supervision as they respond to multi-

disciplinary and regional professional needs with standards focused on practitioner competence 

and the supervision integral to it (AASCB, 2020; Borders et al., 2014; Tebes et al., 2011). For 

example, to be eligible for state licensure as a professional counselor, most states require 3,000 

hours or more of post-degree supervised experience as a way for counselors to demonstrate the 

competence necessary to practice independently (Tarvydas et al., 2016). Namely, state licensure 
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boards outline supervision requirements for supervisees and supervisors according to licensure 

status (i.e., none, associate, independent) and discipline. While state licensure boards closely 

regulate supervised experiences that count toward supervisee licensure, supervisor credentials 

and competence beyond that process are less consistent across states.    

It is important to mention critical events. Critical events such as inadequate-harmful 

clinical supervision must include remediation of the supervisor’s supervision practice as part of 

an ethical response. The inadequate and harmful constructs are difficult to operationalize, which 

explains, at least in part, the absence of empirical findings (Giddings et al., 2007; Ladany et al., 

2013). Ellis and colleagues (2014) defined inadequate supervision as ineffective supervision that 

does not result in supervisee trauma or harm, but is characterized by the supervisor’s disinterest 

or lack of investment in supervision, failure to provide timely feedback or evaluation, disregard 

for the supervisee’s concerns or professional growth needs, or indifference to the supervisee’s 

opinions or feedback. In contrast, harmful supervision was characterized by supervisory 

practices that resulted in supervisee psychological, emotional, and/or physical harm or trauma 

(e.g., sexual inappropriateness, aggression, boundary violation). Finally, remediation of 

professionals who demonstrate persistent deficiencies is more frequently discussed in the context 

of students and trainees (Cobia & Pipes, 2002; Knudsen et al., 2008).  

Counselor supervisors are responsible for remediating students as well as professionals as 

articulated in CACREP standards (2016) and the ACA Code of Ethics (2014). While increasing 

scholarship and legal cases stress the supervisor gatekeeping function, they do not explicate how 

or what to remediate, particularly when supervisors require remediation (Dean et al., 2018; 

Freeman et al., 2019). In recent literature reviews, 93% of 363 study participants reported current 

inadequate supervision and 35.3% reported current harmful supervision, and over half received 
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harmful clinical supervision at some point (Ellis et al., 2014; Ellis et al., 2015). Inadequate-

harmful supervision is a complicated topic confounded by subjective impressions as well as 

interpersonal and personality factors. However, increased discourse and empirical investigation 

on inadequate-harmful supervision is important because of its potential impact on clients as well 

as supervisees who are made more vulnerable by an evaluative relationship (see Allen et al., 

1986; Burkard et al., 2009; Giddings et al., 2007; Goodyear et al., 2005; Ladany et al., 2013; 

Watkins, 1995, 1997, 2011, 2017). While the responsibility to remediate supervisors is clear, 

how to implement remediation to address problem behaviors requires more research on 

supervision delivery and detailed supervisor training on how to identify and intervene in cases of 

inadequate-harmful supervision.  

Supervision Purpose and Function 

 The two core purposes of supervision are to ensure supervisee professional development 

in order to assure client welfare (Milne et al., 2011). Both purposes imply the supervisor has two 

forms of competence: clinical and supervisory. Clinical competence refers to the knowledge and 

skills necessary to the provision of counseling services in the areas the supervisee practices in, 

consistent with the ACA Code of Ethics (2014) requirement that “counselors practice only within 

the boundaries of their competence” (p. 8). Supervising within their minimum level of clinical 

competence, the ACES Best Practices in Clinical Supervision (2011) guidelines describe a 

clinical supervisor as a “competent and experienced practitioner who has knowledge of a range 

of theoretical orientations and techniques and experiences with diverse client populations, as 

relevant to their counseling setting” (p.13). A seemingly straightforward standard, the challenge 

is that clinical competence must be related to the supervisee’s area of practice. Since it is 

unethical for supervisors to offer supervision beyond their clinical experience, the supervisor 
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may need to delegate supervision to a colleague with the appropriate training and expertise to 

meet a client’s needs. Hence the variation in clinical competence for supervision, including how 

to proceed when a supervisee treats a client whose clinical needs fall outside the supervisor’s 

clinical competence (Barnett & Molzon, 2014). 

Historically, counselors were promoted into the supervisor role based on their clinical 

competence. Only recently has the counseling profession recognized the importance of 

supervision competence or the knowledge and skills associated with providing clinical 

supervision. The ACES Best Practices in Clinical Supervision (2011) require that supervisors are 

trained in supervision models and techniques to promote supervisee professional development. 

Additionally, the ACA Code of Ethics (2014) has mandated that counselors are also similarly 

trained prior to providing supervision services (F.2.a). While the ACA code does not define the 

methods or techniques, according to Proctor (1994, 1997, 1998) and Inskipp and Proctor (1993, 

2009), supervision functions are formative (i.e., educative), normative (i.e., accountable), and 

restorative (i.e., supportive). Focused on the functions of supervision, the ACES best practice 

guidelines state that supervisors must be competent to engage in the primary and continuous 

mechanisms that ensure supervisee professional growth: (a) supervisee goal reviews, (b) client 

progress reviews, and (c) formative feedback to supervisees within multiple formats (e.g., 

dyadic, triadic, group). Supervisors, therefore, must be competent to educate, monitor, and 

evaluate supervisee learning, skill development, and service outcomes.    

Evaluation of supervisee clinical competence is a critical ethical-legal function of 

supervision intended to ensure client safety and professional gatekeeping (Bernard & Goodyear, 

2018). For supervisors, client safety is an ethical and legal liability that requires, at least in part, 

accurate and timely supervisee disclosure of work with clients (Bernard & Goodyear, 2018; 
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Corey, 2016). In addition to direct liability and the supervisors’ legal liability for their own 

actions or omissions, (e.g., not directing or unethically directing a supervisee; Wheeler & 

Barkham, 2014), vicarious liability or doctrine of respondeat superior is supervisor liability for 

the actions of the supervisee (Wheeler & Barkham, 2014). Supervisee transparency, therefore, 

requires a strong working alliance constructed from strong supervisor intrapersonal, 

interpersonal, and professional skills. More to the point, a healthy alliance buffers the 

supervisory relationship as the supervisor evaluates and communicates the fit between 

professional expectations and supervisee disposition, knowledge, and skills (e.g., remediation, 

counseling from the profession; Vacha-Haase et al., 2004), thereby reducing the intimidating risk 

of ethical and legal liability. The key to meeting that normative function of supervision is to 

enhance the supervisee’s ability to behave professionally and ethically through the application of 

clinical and ethical standards in multiple contexts (Carroll & Shaw, 2012; Schultz, 2015).  

Focused on the professional competence of the supervisee, the imperative function of 

gatekeeping obliquely monitors client welfare by providing instructional, therapeutic, 

consultative, and evaluative feedback to the supervisee (Kerl et al., 2002; Olson et al., 2016). To 

that end, the supervisor is expected to possess the necessary expertise and professional judgment 

to assist the supervisee in behavioral adjustment through formative and evaluative feedback 

(Borders, 2014). Within supervision, formative evaluation refers to the everyday assessment of 

the supervisee’s ability to provide competent counseling services to specific clients. Summative 

evaluation is the broader assessment of the supervisee’s accumulated clinical ability to work 

therapeutically with multiple clients over time, prior to being endorsed for licensure (Dugger & 

Francis, 2014; Francis & Dugger, 2014; Gaubatz & Vera, 2002; Neuer Colburn et al., 2016). 

Responsible for evaluating the supervisee’s clinical skills, counseling supervisors serve as 
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professional gatekeepers. For the competent execution of supervision obligations and tasks, 

training and evaluation are key. 

Supervision Training and Evaluation 

The importance of competent supervision is undisputed (Bernard & Goodyear, 2018; 

Milne & James, 2002). Unfortunately, neither training nor evaluation has kept pace with the 

evolution of research on supervision best practices (Gonsalvez & Calvert, 2014; Milne & James, 

2002), causing some to wonder about the source of supervisor knowledge not derived from 

training and ongoing supervision-of-supervision (Borders, 2017; Borders et al., 2017; Getz, 

1999; Getz & Agnew, 1999; Herbert, 2012). Others expressed the concern that the counseling 

profession’s lack of standardized training and evaluation of supervision is akin to therapeutic 

services delivered by paraprofessionals, rather than properly trained clinicians (Bernard & 

Goodyear, 2018; Hoffman, 1994; Pope & Vasquez, 2011; Stoltenberg & Delworth, 1987). The 

discussion that follows explores training and evaluation, focusing on the knowledge and 

evidence underlying each.  

In addition to training on the knowledge associated with supervision, there is a need to 

address training around how to effectively and ethically deliver supervision. On a practical level, 

the role of the supervisor requires the requisite knowledge and skills to improve a supervisee’s 

clinical skills. Hence the importance of didactic as well as experiential training around the 

behaviors associated with competent supervision (Bernard, 1979; Borders & Leddick, 1987, 

1988; Hawkins & Shohet, 2012; Holloway, 1995; Stoltenberg & Delworth, 1987). Despite the 

extensive body of work on the need for training in supervision, there is limited research on 

whether supervisors engage in the behaviors associated with competent supervision. In fact, a 

decade after experiential training components were identified as critical, only a third of Barker 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  20 
 

and Hunsley’s (2013) review of three thousand articles found that supervisor training included 

experiential components. Not unlike the chicken and egg dilemma, the supervision profession 

faces the challenge that without the benefit of evidence on what happens during supervision, 

training curricula is a hypothetical “shots in the dark” with respect to anything other than what 

supervisors should be doing.  

Many supervision trainings are based on ACES Best Practices in Clinical Supervision 

(2011) that specify domains of effective supervision, such as supervision models, techniques, 

evaluation, and feedback (Borders et al., 1991). Unfortunately, while most Master’s-level 

graduates are the most likely to assume supervisory roles, CACREP-accredited Master’s degree 

programs require only minimum instruction on supervision (Bahrick et al., 1991; Bordin, 1983; 

Inskipp & Proctor, 1993, 2009; Russell & Petrie, 1994). Although counter-intuitive when 

considering the critical importance of supervision, the fact that Master’s degree counseling 

programs minimally address supervision is understandable. The programs train clinicians, not 

researchers, educators, or supervisors; and, thus, have no room for additional courses specific to 

supervision. Even so, additional coursework on supervision may be strategically woven 

throughout clinical courses in order to ensure master’s-degree supervisors are properly trained. 

Outside of the Master’s degree in counseling, credentialing bodies are increasingly 

requiring field supervisors to attend supervision trainings and/or hold relevant supervisory 

credentials to ensure they have received relevant and adequate supervision training. Nonetheless, 

there have been difficulties in standardizing supervision training within and across states. First, 

terms such as “relevant” and “adequate” are open to interpretation. Regarding matters of such 

importance, best practice guidelines are inadequate and the need persists for enforceable training 

standards (Fouad et al., 2009; Kaslow et al., 2009). Second, increasingly scarce resources within 
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community agencies have restricted the ability of students and their graduate programs to insist 

on field supervisors who have received more formalized supervision training. Professionals 

cannot bill insurance companies for supervision hours, disincentivizing the provision of quality 

supervision that is viewed as financially prohibitive.  

Another barrier to standardizing supervision training is the lack of empirical research 

(Barker & Hunsley, 2013; Ellis et al., 1996) and theoretical-grounded research (Barker & 

Hunsley, 2013; Booth & Carroll, 2015; Ellis et al., 1996; Goodyear et al., 2016). Consequently, 

it is much easier to mandate supervision competence, than to define and regulate what 

competence means. The result is incongruencies between professional values and standards of 

practice such as: (a) thousands of hours of mandated supervision without clear standards for the 

supervision itself (Baranchok & Kunkel, 1990; Barnes, 2004; Bernard & Goodyear, 2018; 

Styczynski, 1980), (b) a greater focus on didactic training in supervision rather than experiential 

supervision-of-supervision (Barnes, 2004; Goodyear, 1998; Goodyear & Bernard, 1998; 

Steward, 1998), and (c) training objectives that primarily rely on panel consensus statements 

versus replicated research that delineates the fundamental tasks associated with effective clinical 

supervision (Fouad et al., 2009; Kaslow et al., 2009). The combined effect of all three factors 

suggests that the next step toward defining and regulating competent supervision training is 

empirically-based research evaluating what works within supervision practice.  

Theoretical Frameworks 

Theory organizes and structures research and helps contextualize its findings. Two 

theoretical frameworks undergird this study, although for different reasons. The first is 

attachment theory (Bowlby, 1969, 1973, 1977, 1980, 1982, 1988), offering an understanding of 

the relationship between the supervisor and supervisee as well as the supervisee’s ability to 
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develop the intrapersonal and interpersonal competencies to work effectively with clients. The 

second is the systems approach to supervision (Holloway, 1995, 2016), which examines the 

relationships and context of supervision, with a focus on evaluating the supervisor’s ability to 

meet the complex needs of supervisees engaged in therapeutic practice. 

Attachment Theory 

Attachment theory (AT) focuses on the emotional connection or attachment between the 

supervisor and supervisee, who not only enter supervision with divergent life experiences, but 

also need the buffering effects of a healthy alliance to address the three essential supervisory 

practices in a timely manner (Wampold & Imel, 2015). Informed by the work of Bowlby and 

advanced by Bartholomew and Horowitz (1991) as well as Mikulincer and Shaver (2001, 2003, 

2004, 2007a, 2007b, 2012, 2015, 2019), AT is a way to understand and promote critical 

interpersonal dynamics within the supervision relationship, including emotional connections 

between self and others. Within supervision, attachment refers to the bond between the more 

dependent supervisee and the more knowledgeable supervisor, which has been increasingly 

examined with respect to effective supervision (Wrape et al., 2017). Analogous to the parental 

relationship, it is the supervisory relationship that is considered most important to AT 

(Mikulincer & Shaver, 2019).  

According to Bowlby (1969, 1973, 1977, 1980, 1982, 1988), the parental bond 

established during infancy has far-reaching implications across a life span of relationships, 

including the relationships that supervisees form with supervisors. Attachment experiences 

influence nervous system development, thinking patterns, psychophysical development, general 

satisfaction, trust and worthiness in relationships, and aspects of personality. AT, therefore, 

provides a lens through which the supervisor can organize and productively use information 
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about the supervisee, supervision, clients, self, and the agency. Attachment is a complex concept 

that is impacted by life experience, character development, and genetic and environmental 

influences. Attachment theory does not suggest any attachment style guarantees problem-free 

relationships; but rather, that the key to healthy relationships is to have a pattern that facilitates 

the formation and maintenance of relationships within a particular context, in this case the 

supervisory relationship. 

Systems Approach to Supervision Framework 

The systems approach to supervision (SAS) is the second theoretical framework that is 

based on information processing theory and, thus, directly concerned with context and evaluation 

during supervision (Atkinson & Shiffrin, 1968, 1971; Schunk, 2016). In that regard, it informs 

and is informed by the essential three supervisory best practices. The intent of Holloway’s 

(1995) SAS is to parsimoniously synchronize supervisee needs with the supervisor role during 

supervision. With its common language and visual representations of how the various 

supervision components dynamically interact, the SAS framework places the supervisory 

relationship at the heart of supervisory activities. SAS accounts for multiple interpersonal 

factors, supervisor interventions, supervisee goals and learning needs, and perhaps most 

importantly, evaluation. Focused on structuring supervision training and clinical practice through 

a descriptive base, systematic and continuous goals and objectives, and individual and global 

professional “meanings,” SAS encapsulates the ACES Best Practices in Clinical Supervision 

(2011), while also linking the best practices to relationship factors reminiscent of Bowlby’s AT. 

Holloway offers a variety of supervision strategies that range from effective micro-skills (e.g., 

inquiry, challenge, support) to session skills and outcomes, all of which focus on satisfactory 

supervisee development and effective outcomes over time.  
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Evaluation is a core SAS component that focuses on supervisees becoming increasingly 

capable of self-evaluating their clinical competence, and supervisors becoming increasingly self-

aware of attitudes and attributes that influence supervisory alliances. Evaluation of the supervisor 

is based on input from the supervisee, supervisor, and self. Furthermore, since the dynamics that 

unfold inside the therapeutic relationship are often reenacted in the supervisory relationship 

(Lambert et al., 2005; Worthen & Lambert, 2007), client outcomes and client perceptions of 

improvement can springboard SAS supervision objectives and approaches, as long as supervisors 

align each client’s needs with the supervisee’s competence level and own area of expertise 

(Lambert et al., 2005). Client outcome data helps supervisees focus on learning needs and helps 

the supervisor guide evaluative and supervisory strategies. The SAS, consequently, invites the 

supervisor to contextualize evaluation according to position and circumstance.   

Statement of the Problem 

While clinical supervision is consistently rated as an important activity among graduate 

students as well as novice and experienced counselors, there is a need for more research to define 

and evaluate the tasks associated with effective supervision (Bernard & Goodyear, 2018; 

Rønnestad et al., 2019). Watkins and colleagues (2015) have argued that competent supervision 

is based on the supervisory relationship involving professional attachment, belongingness, and 

social connection. In other words, supervision is based on the supervisor-supervisee relationship 

of shared obligations, affective challenges, and strategic collaborations (Barnes, 2004; Borders, 

2015; Shaver & Fraley, 2008; Borders et al., 2014; Ellis et al., 2014; Holloway, 1995; McCarthy, 

2013). The problem is the gap that exists between supervision research and what supervisors are 

doing in clinical practice (Bahrick et al., 1991; Borders, 2015; Bordin, 1983; CACREP, 2016; 
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Dressel et al., 2007; Inskipp & Proctor, 1993, 2009; Magnuson et al., 2000b; McCarthy, 2013; 

Russell & Petrie, 1994). 

Unfortunately, quality supervision in practice is more often assumed than verified 

(Borders, 2014), and the absence of empirical data on quality and competent supervision calls 

into question the validity of supervision training. Furthermore, variability between supervisors 

and their definitions of supervision competence makes it difficult to determine if delivered 

supervision meets best practice standards (Berler & Edelstein, 2013; Dressel et al., 2007; 

Henderson, 2018; Hirschenberger et al., 1987; McCarthy, 2013; McHolland, 1987; Robiner, 

2006; Robiner et al., 1997). Complicating matters further, the work by Watkins and colleagues 

(2015) has suggested that what works in supervision is mediated by the supervisory relationship 

and thus dependent on the supervisor’s ability to tailor supervision to the unique, but varied 

needs of the supervisee. Easier said than done, clinical supervision is complex and, thus 

establishing the minimum level of supervisor competence can be a challenge. Instead of a false 

dichotomy of fully competent to fully incompetent, Barnett and Molzon (2014) argued that 

supervisory competence should be viewed on a continuum of constant improvement, but with a 

minimum level of competence.  

Unless there is an integrated approach to research addressing conceptual, methodological, 

and practical constraints, outdated beliefs and assumptions about supervision will persist 

(Bambling, 2014; Matarazzo, 1977; Norcross & Finnerty, 2019; Rocco et al., 2019; Stevenson & 

Norcross, 1987; Stevenson et al., 1984). In particular, there is a need for empirical evidence to 

address widespread misconceptions: (a) that knowledge of supervision alone leads to competent 

supervisory practices, as opposed to oversight of the supervisor and supervision-of-supervision; 

(b) supervisors have generally received the requisite education and training required to provide 
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effective supervision, rather than the creation of more formalized standards for training; and (c) 

that supervisors who are skilled clinicians with licenses and certifications guard against 

inadequate-harmful supervision, when the skills used in counseling are not necessarily the same 

as those used in supervision (Garfield, 1977; Henry et al., 1993; Ho, 2017; Matarazzo,1977; 

Rocco et al., 2019).  

With considerable evidence documenting the effects of inadequate and harmful 

supervision (Muratori, 2001; Ladany et al, 2013), it has been easier to mandate supervisory 

competence, then to define and regulate the necessary knowledge and skills that ensure 

competent supervision (Dressel et al., 2007; Getz, 1999; Getz & Agnew, 1999; Healthcare 

Providers Service Organization, 2019; Magnuson et al., 2000a; Magnuson et al, 2000b; Shaheed, 

2018). Supervision is one of the most powerful contributors to the training of ethical and 

effective counselors and psychotherapists, and thus the evaluation of competent supervision is 

fundamental to ensuring appropriate and high-quality monitoring of supervisee clinical 

performance (Corey, 2016; Ellis, 2010). Focused on client welfare and safety, clinical 

supervision serves the purpose and function of emerging and experienced counselors practicing 

under the supervision of a more experienced professional as they become increasingly competent 

in their independent delivery of ethical and effective counseling and psychotherapy. 

Research Questions 

The dearth of research on the evaluation of supervision delivery underscores a gap in the 

supervision knowledge base regarding behaviors that supervisors demonstrate during 

supervision, and the use of evaluation to determine which behaviors associated with competent 

supervision are used. In response, the purpose of this study is to use a single-subject research 

design to quantitatively (a) measure supervisory best practice target behaviors during the 
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delivery of each recorded supervision session; and (b) whether a training intervention would 

increase supervisor use of the essential three best practices during supervision. In addition, the 

study will identify supervisor and supervisee perceptual changes and trends of delivered 

supervision. Specifically, this study intends to answer two research questions:  

(1) Will study supervisors increase the frequency of their use of three essential 

supervision best practices during supervision following the training intervention?   

(2) Will study supervisors and their supervisees change their perceptions of the 

supervision process and its outcomes as a result of the training intervention?   

Significance of the Study 

Research abounds with descriptions of the supervisory relationship, supervisee outcomes, 

inadequate-harmful supervision, and supervisory competencies and best practices. What 

transpires during supervision needs to become more transparent, as does its empirical 

measurement, and subsequent empirically-based supervision training (Dressel et al., 2007; 

Magnuson et al., 2000a; Magnuson et al., 2000b). The lack of research on evaluating the 

effectiveness of supervision is problematic because by the time a supervisee has earned an 

independent counseling license, they will have received supervision from an estimated three to 

five different supervisors (Dennin & Ellis, 2003). One reason for the number of supervisors is 

that it is common for supervisees to desire supervision in a range of areas, which may require 

seeking out multiple supervisors with diverse clinical expertise. Unless the counseling profession 

has a better understanding of what works within the supervision process, supervisors with 

different approaches can have a damaging impact on the development of supervisees 

(Stoltenberg & Delworth, 1987).  
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A better understanding of what occurs in supervision can translate theory to practice, 

fostering deliberate ethical and culturally-competent supervision practice. Put another way, the 

summative goal of supervision is to encourage supervisees to learn to self-supervise, applying 

critical thinking and reflexivity to monitor their own professional practice. Without a better 

understanding of what occurs in supervision, supervisors have limited empirical data to translate 

into meaningful actions and practices. With this in mind, the significance of this study is to add 

to the literature regarding the supervision competencies associated with beneficial and effective 

supervision outcomes.  

Definition of Terms 

Attachment Styles: Styles refer to broad groups to which individuals may be loosely 

categorized (i.e., secure, insecure). Understanding attachment styles can foster a healthy 

supervisory alliance, which can foster the supervisor’s adherence to supervisory best practices. 

Secure individuals view self as undistressed and others as accepting and responsive. Insecure 

individuals report more negative interpersonal beliefs and less acceptance from others, and more 

self-doubt. Included in insecure attachment are four styles. Preoccupied individuals feel 

unworthy, where the acceptance of others replaces self-acceptance. Fearful-avoidant individuals 

feel unworthy and avoid intimacy because others are untrustworthy, although others fulfill 

positive self-regard needs. Dismissive-avoidant individuals feel worthy, but their negative 

dispositions toward others mean they avoid intimacy to remain invulnerable.  

Best Practices in Clinical Supervision: The 12 ACES (2011) best practice guidelines are: 

1. Initiating supervision 

2. Supervisee goal-setting  

3. Giving feedback  

4. Conducting supervision – client progress reviews  
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5. The supervisory relationship 

6. Diversity and advocacy considerations 

7. Ethical considerations 

8. Documentation 

9. Evaluation  

10. Supervision format 

11. The supervisor 

12. Supervisor preparation (training and supervision of supervision) 

Client Progress Review: One of the essential three best practices during each supervision 

session. One or two systematic client progress reviews, in combination with data-based 

feedback, allow supervisors to assess whether and how client needs are met as well as supervisee 

learning needs. The reviews meet supervisory ethical-legal obligations while they contribute to 

timely and informed decision-making, particularly during early supervisee development.   

Competence, effectiveness, satisfaction triad: Competence is conferred by laws and best 

practices, and specifies the basic skills required to perform a specific task. Effectiveness is the 

objective degree to which a task’s desired outcomes are achieved. Satisfaction is the subjective 

rating on the outcome of a specific task. Competence need not result in effectiveness or 

satisfaction. A supervisor may demonstrate the requisite range of skills and still not achieve 

desired outcomes or supervisee satisfaction. Conversely, supervisees may be satisfied with a 

supervisor who knows, but does not demonstrate the requisite range of knowledge and skills.  

Essential Three Best Practices: Three of the 12 ACES supervisory best practices identified as 

essential to each supervision session (i.e., supervisee goal review, client progress review, 

formative feedback to supervisee). Their natural interface during supervision clarifies supervisee 
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strengths and needs, confers ethical-legal protective factors, facilitates increased productivity 

inside each session, and continuously unveils client needs and gaps in service delivery. The 

supervisor is inquisitive not interrogative; infuses ethics, culture, power, client preference, 

evidence-based or creative solutions to meet client need and culture; aligns service plans, case 

reviews, and documentation; and adjusts style according to client, supervisee, and agency 

factors.  

Feedback: One of the essential three best practices, feedback during each supervision session is 

the cornerstone of supervisee professional development. It is a bidirectional and non-

dichotomous process intended to stimulate supervisee self-assessment in the short-term and self-

supervision in the long-term. Moreover, it serves as a tool for assessing the effectiveness of 

delivered supervision. Feedback is articulated as a statement, not a question. When limited to 

three constructive statements and balanced with praise, it allows supervisees to compare their 

work to clinical standards and agency expectations. To result in meaningful change, feedback 

should be timely, specific, and based on observable and changeable supervisee behaviors not 

supervisee self-report or supervisor personal opinion. Supervisors can draw work samples from a 

range of formats, settings, and treatment phases. Included are direct observations or recordings of 

client sessions (e.g., individual, group) with multiple diagnoses or issues, client outcomes, and 

documentation reviews. Equally as important, continuous feedback can defuse the anxiety often 

associated with traditional formal summative evaluation (e.g., performance review), when 

supervisees must meet minimum standards to continue employment.  

Informed Consent Practices: A practice implying an understanding of supervisory roles, 

processes, and expectations of each dyadic member. The practices limit misunderstandings while 

it provides context. Included: (a) professional disclosures, (b) supervisor personal disclosure 
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statements regarding how supervisory authority ensures client welfare, (c) supervision contract 

with SMART goals, and (d) supervision components (e.g., culture and power, purpose, formats, 

observation, feedback and evaluation, remediation, standing topics, forms).  

Internal Working Models: Also known as representational models of attachment, they refer to 

the reflective processes, or defenses, being assessed. Understanding internal working models can 

foster a healthy supervisory alliance, which can influence the supervisor’s adherence to 

supervisory best practices. 

Liability: Founded on the “do no harm” ethic. Direct liability is supervisors’ legal liability for 

their own actions or omissions (e.g., unethical, unclear, or lack of direction to supervisee). 

Vicarious liability is the supervisor’s legal liability for supervisee behaviors (i.e., doctrine of 

respondeat superior, the superior is responsible for acts of the subordinate).    

Supervisee Goal Review: One of the essential three best practices that should occur during each 

supervision session and founded on the informed consent practices of supervision. When 

combined with feedback and reviews of client progress, reviews of 1-2 goal reviews each session 

facilitate the dyad’s review and reprioritization of supervisee SMART goals (i.e., specific, 

observable/measurable, attainable, realistic to developmental stage and needs, time-limited). 

Goal foci include the therapeutic alliance and outcomes, competence, and professional 

development.  

Supervisory Relationship: The dyadic relationship resides at the heart of productive 

supervision, influences supervisee competence and professional growth, and client welfare. 

Three elements are key to the supervisory relationship: (a) interpersonal structure (e.g., power, 

attachment, attraction); (b) relationship stage of development; and (c) informed consent practices 

(e.g., supervisee goals). Since the supervisor’s evaluative and expert power mean the supervisor 
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has the primary responsibility for the relationship, some essential supervisor traits include self-

awareness, dependable and ethical conduct, warm authority, strong administrative and clinical 

skills, and cultural sensitivity. Non-defensive supervisors foster the mutual trust and candor 

required for continuous feedback provision.   

Utility: The ability to maximize time, energy, and other resources in the pursuit of a desired 

outcome. In this context, it is an efficient approach to supervision where supervisors use a 

condensed, not minimized, version of the ACES supervisory best practices.  
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CHAPTER II 

LITERATURE REVIEW 

 Professions differ from occupations in the scope of knowledge as well as the level of 

professional autonomy. A classic criterion of professional status is governmentally-sanctioned 

licensure, which is a contractual agreement between the profession and the government to assure 

public welfare through profession self-regulation (Garfield, 1977; Henry et al., 1993; Ho, 2017; 

Matarazzo,1977; Rocco et al., 2019). To protect the public, state licensure boards have defined 

supervision requirements that ensure counselors-in-training have learned and demonstrated the 

values, ethics, and competencies necessary prior to being allowed to practice independently as 

clinicians. Hence, the requirement of supervision as a training requirement is about more than 

just knowledge; rather, it is the application of knowledge to practice, with supervision as the act 

of professional self-regulation within the counseling profession (Bernard & Goodyear, 2018).  

Within the counseling profession, there has been a shift toward a “culture of competency” 

(Roberts et al., 2005) whereby the education and training of counselors has moved toward more 

experiential processes focused on developmental outcomes (Rubin et al., 2007). That shift in 

pedagogy is evident in the historical and philosophical development of supervision standards for 

counselors, including accreditation guidelines, ethical and professional standards, and licensure 

and certification requirements (ACA, 1990; Nelson, 2007; Nelson & Neufeldt, 1998). It is 

important to understand that supervision is part and parcel of the professional status of 

counseling, with evolving supervision standards defining the preparation and development of 

new generations of counselors and psychotherapists (Bernard, 2014; Leddick & Bernard, 1980; 

Ellis, 2010).  
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Evolution of Supervision as a Professional Practice  

The beginnings of clinical supervision can be traced to Freud and his psychoanalytic 

theory of the early 1900s (Leddick & Bernard, 1980). While Freud’s approach to supervision 

focused on informal lectures in response to therapist experiences of providing psychotherapy, 

behaviorism and humanism quickly emerged with competing approaches to supervision. By the 

1950s, more theoretical approaches emerged for supervision: each with its own approach to 

supervision. While theories provided the lens to understand supervision as a developmental 

process, the need for supervision grew out of changes to the American healthcare system. 

Ultimately, it was the deinstitutionalization movement of the 1960s and expansion of 

outpatient treatment models for individuals with mental health issues that prompted the need for 

formal supervision in counseling and psychology. To be more precise, it was the 1963 

Community Mental Health Act that created the conditions necessary for community-based 

supervision, shifting counseling services away from state mental hospitals and toward 

community mental health centers (CMHCs). With the shift to CMHCs, supervision became 

critical to ensuring the safety of clients who received services within the community, rather than 

the more structured setting of the hospital. 

A few years later, Truax and Carkhuff (1967) introduced didactic supervision training as 

a structured process to promote supervisee development, laying the foundation for research on 

supervision outcomes and the supervisory relationship (Lambert, 1974; Pierce et al., 1967; Pierce 

& Schauble, 1970) and supervisory roles (Alssid & Hutchinson, 1977; Gulanick & Schmeck, 

1977; Hansen et al., 1976; Selfridge et al., 1975). One of the most important research results of 

the 1960s were the varied and inconsistent approaches to supervision, which created a need for 

more evidence-based approaches to supervision (Krumboltz, 1966; Mager, 1962).  
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 At about the same time, Wolpe, Knopp, and Garfield (1966) created a structure for 

supervision that involved an “apprenticeship” model reliant on case presentations, role-plays, 

and supervised counseling sessions (Leddick & Bernard, 1980). With a focus on process, 

supervisors could blend elements from multiple theoretical approaches to guide supervisee 

development (Mahoney, 1974; Wachtel, 1977). In response, supervision became a 

transtheoretical practice, with an emphasis on the common elements of supervision across 

theoretical models such as supervision goals and processes, supervisor and supervisee 

relationship, developmental behaviors and roles, and stage-based supervision (Delaney, 1972; 

Hackney & Nye, 1973; Ivey, 1971; Ivey et al., 1968; Kell & Burrow, 1970).  

It was soon thereafter that attachment theory was applied to supervision with a focus on 

evolutionary and ethological frameworks to explain the role of the supervisory relationship. 

Bowlby’s (1969) principal tenet was that, to survive, young children needed to form a strong 

relationship with at least one primary caregiver for normal social and emotional development. 

Over time, Bowlby’s (1988) philosophy about the origins of mental illness and the need for 

empirically-based approaches to treatment led to the clinical applications of attachment theory to 

supervision. Specifically, Bowlby stressed factors undergirding clinical supervision with a focus 

on behavioral change, the importance of the supervisory relationship, and the process of earning 

a secure base with an attachment figure (i.e., the supervisor).  

With the growth of managed care in the 1970s and 80s, the training and supervision 

standards for counselors increased dramatically (Bertolote, 2008; Borders et al., 2014; Leddick 

& Bernard, 1980). Yet, it was not until the 1990s when the need for minimum standards of 

supervisory competence became associated with certification and licensure, including ethical 

standards for supervisors, training and competency standards, and finally accreditation guidelines 
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for the supervision that counselors-in-training were required to receive (Myers, 1995). With the 

rise of accreditation, licensure, and certification standards, a movement arose to define the 

unifying elements and parameters of supervision across the various counseling specializations 

(ACA, 2014; ACES, 2011; ASCA, 2016; Bernard & Goodyear, 2018; Borders & Brown, 2006; 

Campbell, 2013; CRCC, 2017; Falender et al., 2004; Falender & Shafranske, 2004a, 2004b, 

2004c, 2007, 2014a, 2014b; Getz, 1999).  

From the 1990s, Holloway’s (1995) systems approach to supervision integrated the 

common elements of supervision across counseling specializations. Importantly, Holloway’s 

theory augmented the work of Bowlby by increasing the focus on the breadth of the supervisory 

relationship, including the role of environmental factors. While accounting for many different 

factors, Holloway placed the supervisory relationship at the center of a framework focused on 

supervisor and supervisee connection as fundamental to an environment where the supervisee 

could develop clinical counseling skills. 

The abbreviated history of supervision, at a minimum, has illustrated the interdisciplinary 

nature of supervision and the unique development of supervision practices based on theoretical 

orientations (Bertolote, 1993; Borders et al., 2014; Leddick & Bernard, 1980; Luke & Goodrich, 

2018). Moving forward, there is a need to shift focus from theory to practice, with an emphasis 

on what works within the supervision process (Borders, 2014; Ellis, 2010). For that to happen, 

there is a need for more research on the transfer of supervisor knowledge and skills to 

supervision practice (Borders, 1989; Graham et al., 2006; National Center for the Dissemination 

of Disability Research, 2005; Rogers et al., 2009; World Health Organization, 2020). When 

practicing supervisors turn to research, it can be overwhelming because of unclear, contradictory, 

and difficult to translate research findings (Kristensen et al., 2016; Rousseau & Gunia, 2016; 
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Scurlock-Evans et al., 2014). Furthermore, time restrictions limit access to reading research, 

which has led to generic understanding of supervision and a reliance on what feels comfortable 

based on one’s own personal experiences as a supervisee (Bernard & Luke 2015; Ellis et al., 

2014; Ellis et al., 2015; Giddings et al., 2007; Holloway, 1982; Holloway & Poulin, 1995; Luke 

& Goodrich, 2018).  

What has become evident across the research is that the supervisory relationship is 

central to effective supervision (Bernard & Goodyear, 2018; Bowlby, 1988; Holloway, 1995; 

Mikulincer & Shaver, 2012), supporting supervisee learning over time (Beutler, 2000; Bordin, 

1983; Bowlby, 1988; Holloway, 1995, 2016; Horvath, 2000; Horvath et al., 2011; Kohlenberg & 

Tsai, 1995; Tsai et al., 2009). Increasingly, the supervisor and supervisee’s ability to manage 

emotions within supervision has been tied to a healthy supervisory working alliance and the 

development of the supervisee’s clinical skills (Bandura, 1988; Bernard & Goodyear, 2018; 

Bowlby, 1988; Follette & Batten, 2000; Follette et al.,1996; Holloway, 1995; Kohlenberg & 

Tsai, 1995; Mikulincer et al., 2001; Mikulincer & Shaver, 2012; Mikulincer et al., 2006; Shaver 

et al., 2009; Watkins, 2014a, 2017). In other words, the supervisory relationship is the very place 

where supervisees learn to become professional counselors (Bernard & Goodyear, 2018; 

Bowlby, 1988; Holloway, 1995, 2016; Nelson & Friedlander, 2001; Nelson et al., 2001; Olk & 

Friedlander, 1992) by interacting with a more knowledgeable professional attachment figure 

(Bowlby, 1988; Holloway, 1995, 2016; Mikulincer & Shaver, 2012).   

Competence to Supervise: Training and Evaluation 

 Competence is typically defined by behaviors and demonstrable attitudes, while best 

practices serve as aspirational guidelines (Borders, 2014).  By necessity, both competencies and 

guidelines evolve in relation to current empirical evidence and professional standards (Borders, 
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2014). Most notably, the ACES Best Practices in Clinical Supervision (2011) itemize the 

knowledge, tasks, and behaviors for counseling supervision with a clear emphasis on the ethical-

legal obligation to educate and evaluate supervisees for appropriate and quality services, and to 

continuously seek training and supervision for supervision. Furthermore, the guidelines specify 

three guidelines that should be present during each supervision session: (a) supervisee goal 

review, (b) client progress review, and (c) formative and objective feedback to the supervisee. 

When Bernard (1979) introduced the discrimination model for supervisor training, the 

counseling profession was ambivalent about the need for more standardized approaches to 

supervision. While competent supervision was viewed as fundamental to practitioners 

developing clinical competence (Bernard & Goodyear, 2018; Carroll, 1999; Gonsalvez & 

Calvert, 2014; Holloway, 1999), the counseling profession lacked a framework with explicit 

standards and empirical data regarding what was most effective in supervision practice (Borders 

et al., 2017; Gonsalvez & Calvert, 2014; Herbert, 2012; Milne & James, 2002). While today 

there is much more literature, scholarly recommendations on supervision training echo Bernard’s 

observation from four decades ago: there is a need for research on the behaviors associated with 

what works in clinical supervision.   

In sum, there is a need for empirically-based supervision training that is based on the 

evaluation of supervision effectiveness (Hoffman, 1994; Pope & Vasquez, 2011; Stoltenberg & 

Delworth, 1987). Central to quality supervision is the question of the evaluation of supervisory 

competence; that is, the evaluation of supervisor behaviors (Bernard & Luke, 2015; Milne & 

James, 2000). Without processes to evaluate supervisory competence, supervisees in all phases 

of development may be receiving inadequate supervision. The balance of this section will review 

available research on supervision training, followed by the evaluation of supervision. 
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Supervision Training  

The contradiction between the value placed on supervision and the limited investment in 

the research and preparation of supervisors is problematic (Bernard, 1979; Bernard & Luke, 

2015; Hayes et al., 1999; Tangen & Borders, 2017). Scholars point to several contributing factors 

(Alberts & Edelstein, 1990; Binder, 1993). First, supervision training has traditionally focused on 

an empirical base restricted to competencies, approaches that meet supervisee needs and 

treatment outcomes, and on what Stein and Lambert (1995) called the product instead of the 

means of production (Barnett & Molzon, 2014; Corey et al., 2014; Watkins & Scaturo, 2013). 

The results have been that competency-based training is limited in concept and method, most 

often atheoretical, and often relying on supervisor self-report measures, and research designs that 

do not account for the demographics of the supervisor or supervisee (Borders, 1989, 2015). In 

other words, there is a dissonance between competency-based training with respect to the fit 

between extant knowledge and the training available (Barnett & Molzon, 2014; Ellis & Ladany, 

1997; Ellis et al., 1996; Lambert & Ogles, 1997; Watkins, 1995, 2017; Watkins & Scaturo, 

2013). Second, although supervisory style may influence client outcomes, confounding variables 

such as the unique traits of the client, supervisee, and supervisor and theoretical perspectives are 

so numerous as to make a causal relationship between supervisor training and outcomes nearly 

impossible (Holloway & Neufeldt, 1995). Third, there has been an unsubstantiated yet appealing 

assumption that competent counselors make competent supervisors (Barnes, 2004; Steward, 

1998). That assumption has led to a deficit in the training base for supervisors (Bernard & 

Goodyear, 2018; Steward, 1998), including the absence of a supervisor development model 

(Baranchok & Kunkel, 1990; Green & Dye, 2002; Johnson & Stewart, 2000; Kavanagh et al., 

2008; Pilling & Roth, 2014; Robiner et al. 1997; Styczynski, 1980). Fourth, evidence suggests 
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that supervisors fill gaps in their knowledge by replicating supervision they received as 

supervisees and rely exclusively on techniques they feel most comfortable with, rather than 

focusing on the supervisee’s needs (Borders et al., 2017; Herbert, 2012). Finally, the 

considerable variability within and between supervisors has led to a dearth of replicable 

supervisor research and training frameworks that can be applied across supervision settings 

(Bernard & Luke, 2015; Wampold & Holloway, 1997; Neufeldt, 1994; Rønnestad et al., 2019; 

Watkins, 1997).   

As the counseling profession continues to evolve with respect to education for the 

preparation of future generations of counselors (ACA, 2014; CAREP, 2016; state licensure 

boards), the same level of rigor is absent for supervision. In fact, outside of critical event 

research, little is known about the execution of competent supervision, despite its critical role 

established in safeguarding clients and the integrity of the counseling profession (Leddick & 

Bernard, 1980). Historically, the counseling profession has trusted clinical supervisors to possess 

the skills and credentials reflective of a more expert status than their supervisees (Ellis 2010; 

Ellis & Douce, 1994). However, the reality has been that outside of licensure-seeking 

supervision, that has not always been the case (Barker & Hunsley, 2013; Bernard & Goodyear, 

2018; Ellis, 2010; Ellis et al., 2015; Falender & Shafranske, 2014a, 2014b; Watkins, 2014a, 

2014b, 2017).    

Master’s-level practitioners are the most likely to assume supervisory roles, yet the 

CACREP-accredited Master’s degree requires minimal standards addressing supervision 

(Bahrick et al., 1991; Bordin, 1983; CACREP, 2016; Inskipp & Proctor, 1993, 2009; Russell & 

Petrie, 1994). Furthermore, even CACREP (2016) accreditation standards regarding supervision 

cite “adequate” and “relevant” supervision training, ambiguous terms with respect to what 
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actually happens in practice. To be clear, “adequate” and “relevant” training requirements are 

open to interpretation, not based on empirical data, and are therefore not enforceable. 

Consequently, the accreditation training recommendations of CACREP do not protect against 

supervisory practices that may be harmful or inadequate (Borders, 2014).  

While mandatory standards to ensure that supervisors are adequately trained will not 

eliminate dangers, the propensity for danger is greater without them (Castonguay et al., 2010; 

Dimidjian & Hollon, 2010; Ellis et al., 2015; Falender & Shafranske, 2012, 2014b; Watkins, 

2014a, 2014b). Furthermore, supervisors risk being ineffective a good portion of the time when 

they (a) rely extensively on “comfortable” supervisory methods (i.e., instructive and supervisee 

self-report interactions), (b) rely on general knowledge regardless of its source, (c) mimic 

supervision they received as supervisees, or (d) apply therapeutic principles to supervision needs 

(Bernard & Luke 2015; Ellis et al., 2014; Ellis et al., 2015; Giddings et al., 2007; Herbert, 2012; 

Holloway, 1982, 2012; Holloway & Poulin, 1995; Luke & Goodrich, 2018).  

While training opportunities for supervisors are becoming ubiquitous, research on 

supervision training is largely focused on self-report surveys, rather than observed supervisor 

behaviors (Borders, 2015; Green, 2005; Green, 2006; Davis et al., 1992). Unless there is a more 

complete knowledge base to draw from, Bernard and Goodyear (2018) point out that one or two-

day workshops, conferences, and condensed courses cannot adequately address the need for 

knowledge transfer. Furthermore, most trainings have a didactic format, but do not provide 

experiential components; which runs counter to ACES (2011) supervisory best practices. 

Without the experiential component often referred to as supervision-of-supervision, knowledge 

alone is insufficient to promote competent and confident supervision practices (Barnes, 2004; 

Bernard & Goodyear, 2018; Getz, 1999; Goodyear, 1998; Goodyear & Bernard, 1998; Steward, 
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1998). In other words, there is a need to link supervision training standards to directly benefit (a) 

supervisee professional development, (b) client outcomes, and (c) the integrity of the counseling 

profession (Carey et al., 1988; Friedlander & Snyder, 1983; Green, 2006; Milne & James, 2000). 

Equally as important, supervisor training infuses principles with praxis and can become a forum 

to promote the stewardship of the profession, fulfilling the self-regulation role that the 

counseling profession has with the general public (Clarke, 1999; Garrett & Barretta-Herman. 

1995). 

Focused on the praxis of supervision, several research studies on supervision training are 

noteworthy. First, Steward (1998) linked supervision training to the increased self-efficacy and 

self-awareness ratings of supervisors regarding their own demonstrable competence. Reviewing 

the Steward study, Goodyear (1998) drew a clear line between the training and delivery of 

clinical supervision with an emphasis on the critical role of feedback regarding the supervisors’ 

behavior. Third, Getz (1999) adopted a broader perspective regarding a group format didactic-

experiential training model to increase supervisory competence. Utilizing competency-based and 

SMART individualized plans for each participant, Getz noted the need for a series of supervisory 

experiences for each participant. Getz found that supervisors endorsed greater confidence and 

less discomfort in supervisory tasks following the training. Although self-report was used in the 

Getz study, it provided evidence that training can increase supervisors’ perceptions of their self-

efficacy. Finally, Barnes (2004) used the Counseling Supervisor Self-Efficacy Scale to explore 

how supervisors reconstruct supervision training into competence, with supervisors reporting 

higher self-efficacy ratings and expertise following the training. While the Barnes study was 

limited by the exclusive use of self-report measures, it reinforced the Steward and Getz studies. 

More importantly, the Barnes study supported the notion that supervision knowledge without an 
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experiential component did not lead to supervisors being able to competently execute their 

supervision duties.  

Finally, an unpublished qualitative study by Shaheed (2018) explored counseling 

practicum students’ impressions of essential supervisor traits. Particularly for first-time 

practicum participants, professionalism, clinical and supervisory competence, and interpersonal 

skills were “indispensable,” yet over 83% of the supervisors were rated by the students as 

unprepared and “casual” about the supervisory process. Examples of being “casual” included not 

offering meaningful feedback, not fostering self-awareness and autonomy, and lacking an 

understanding of and empathy for student field experience requirements. More to the point, none 

of the supervisors used informed consent practices. According to first-time practicum students, 

the supervisors negatively colored student expectations of both future field placements and the 

counseling profession. When Shaheed solicited recommendations, participants stressed more 

supervision training and supervision for supervision. 

Taken as a whole, there is clearly a need for more focused research on supervision 

training (Baranchok & Kunkel, 1990; Styczynski, 1980). The limited scholarship on supervisor 

training has been largely atheoretical without replication studies (Fouad et al., 2009; Kaslow et 

al., 2009). Furthermore, it is critical that supervision training relies on evidence-based and 

systematic training, rather than generic or anecdotal evidence (Barnes, 2004; Bernard & 

Goodyear, 2018). To break that cycle, empirical data on supervisor competence must precede 

empirically-based supervision training (Barnes, 2004; Goodyear, 1998; Steward, 1998). To do 

otherwise places the cart before the horse. 
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Supervisory Evaluation 

In addition to training, there is a need a need for scholarship on the evaluation of 

competent clinical supervision (Beinart, 2014; Bernard & Goodyear, 2004, 2018; Borders, 2014; 

Borders & Brown, 2006; Borders et al., 2014; Bourg, 1987; Burkard et at., 2009; Davidovitz et 

al., 2007; Deal et al., 2011; Dickson et al., 2011; Edwards, 2013; Ellis et al., 2014; Falender & 

Shafranske, 2007, 2012; Fouad et al., 2009; Friedlander & Ward, 1984; Gonsalvez, & Calvert, 

2014; Gonsalvez et al., 2002; Hawkins & Shohet, 2012; Holloway, 1995, 2012, 2016; Ivey, 

1971; Ladany et al., 2013; Milne, 2009; Milne & Watkins, 2014; Neuer Colburn et al., 2016; 

Patton et al., 1992; Pilling & Roth, 2014; Riggs & Bretz, 2006; Rønnestad et al., 2019; Rousseau 

& Gunia, 2016; Shaheed, 2018; Steward, 1998; Watkins, 2014a, 2017; White & Queener, 2003). 

Most notably, the ACES Best Practices in Clinical Supervision (2011) codify the knowledge, 

tasks, and behaviors necessary for competent supervision with a clear emphasis on the ethical-

legal obligation to educate and evaluate supervisees, as well as seek up-to-date training and 

supervision for supervision.  

The criteria for supervisory evaluation need to reflect the standards defined by 

professional credentialing (Bernard & Goodyear, 2018). The purpose of credentialing is to 

authenticate a supervisor’s qualifications, requiring supervisors to possess not only education and 

expertise, but a host of other variables such as maturity and ethical conduct (Leahy, 2017). 

Unfortunately, there continues to be a need for more rigorous credentialing standards for 

supervisory competence (Dressel et al., 2007; Dugger & Francis, 2014; Ellis et al., 2014; 

Gaubatz & Vera, 2002; Ladany et al, 2013; Magnuson et al., 2000b; Milne & Watkins, 2014; 

Neuer Colburn et al., 2016; Vacha-Haase et al., 2004). That said, there is the need for researchers 

to respond by investigating supervisor adherence to supervisory best practices, including the role 
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of training (Bernard & Goodyear, 2018; Borders, 2015; Ellis, 2010; Ellis et al., 2014; Giddings et 

al., 2007; Ladany et al., 2013; Milne, 2010; Pilling & Roth, 2014; Watkins, 2014b).  

Borders (2014) spoke for many of her contemporaries when she stressed the need for the 

counseling profession to make supervisory obligations more substantial. More specifically, 

supervisors are expected to adhere to supervisory competencies and best practices, while also 

maintaining their clinical and supervision expertise via training and supervision-of-supervision 

(Falender & Shafranske, 2007). Importantly, effective supervision is based on a strong 

supervisory and contractual relationship between the supervisor and supervisee (Falender & 

Shafranske, 2007, 2014a, 2014b; Falender et al., 2014; Holloway, 1995, 2016) Ladany et al., 

2013; Mikulincer & Shaver, 2012). A trusting relationship is critical because supervisors 

consistently oversee and measure supervisee clinical work, with a focus on client outcomes. Less 

skilled counselors depend on supervisors to understand and navigate new clinical experiences 

(Atkinson & Woods, 2007). More experienced counselors likewise rely on supervision, although 

typically in a more consultative manner (Atkinson & Woods, 2007).  

When it comes to evaluation, more than self-report, there is a need for the continuous 

assessment of the use of supervisory best practices during supervision (Borders, 2014; Cobia & 

Pipes, 2002; Knudsen et al., 2008; Walzer & Miltimore, 1993). Most supervision research has 

focused on supervisee processes and evaluation as well as the requisite supervisor traits, skills, 

and competencies (Ellis 2010; Ellis & Douce, 1994; Falender, 2018; Ladany, 2014). Otherwise, 

research has generally overlooked what transpires during day-to-day supervision sessions 

(Bernard & Luke, 2015; Bucky et al., 2010; Campbell, 2013; Getz, 1999; Gray & Erickson, 

2013; Neuer Colburn et al., 2016). That gap in scholarship, with the exception of supervisor self-

report and supervisee evaluation of supervisors (Bernard & Goodyear, 2018; Bernard & Luke, 
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2015; Bucky et al., 2010; Gray & Erickson, 2013; Holloway, 2016), has contributed to the 

problem of inadequate-harmful supervision (Bernard & Luke, 2015; Bucky et al., 2010; Dressel 

et al., 2007; Ellis et al., 2014; Gottlieb et al., 2007; Magnuson et al., 2000b; Gray & Erickson, 

2013; Neuer Colburn et al., 2016; Shaheed, 2018). With this in mind, there is a pressing need for 

the empirical measurement of supervisor competence as well as theoretical frameworks that 

support specific evaluation criteria. 

Without an effective and efficient way to evaluate supervision competence, supervisors 

are without a necessary tool to fulfill their essential roles and responsibilities (Bernard & 

Goodyear, 2018). A general consensus regarding the need for evaluation (Bertsch et al., 2014; 

Bucky et al., 2010; Burkard et al., 2009; Dimidjian & Hollon, 2010; Ellis et al., 2014; Steward, 

1998; Veach, 2001) will hopefully reduce incidents of harmful supervision (Ellis & Ladany, 

1997; Ellis et al., 2014; Magnuson et al., 2000b; Milne & Watkins, 2014; Neuer et al., 2016; 

Watkins, 1995, 1997). Prior to establishing evaluation criteria, there is first a need for an 

operational definition of competent supervision (Castonguay et al., 2010; Dimidjian & Hollon, 

2010; Ellis, 2001; Ellis et al., 2014; Goodyear et al., 2005; Gottlieb et al., 2007; Ladany et al., 

2013) including supervisory competencies and best practices (Castonguay et al., 2010; Dimidjian 

& Hollon, 2010; Ellis, 2001; Ellis et al., 2014; Goodyear et al., 2005; Ladany et al., 2013; Milne, 

2009; Reiser & Milne, 2014). Since supervisors may initially be uncomfortable with direct 

evaluation of their supervisory competence, it is important to focus on evaluation as a process 

(Bernard, 2014; Milne & Watkins, 2014).   

 Another barrier is the lack of established methods to measure supervisory practices 

(Beinart, 2014; Dugger & Francis, 2014; Gaubatz & Vera, 2002; Vacha-Haase et al., 2004). Over 

two decades ago, Ellis and Ladany (1997) called for psychometric measures specific to clinical 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  47 
 

supervision (Ladany et al., 2005). Today, the measurement of competency in supervision 

remains in its early developmental stages (Falender & Shafranske, 2004a, 2004b; Gonsalvez et 

al., 2002; Wheeler & Barkham, 2014). In fact, comprehensive reviews of supervision 

measurements underscore how gaps in research have hindered the measurement of supervisory 

competence (Olds & Hawkins, 2014; Reiser & Milne, 2014; Watkins, 2014b). Current 

instruments have relied largely on supervisor and supervisee subjective evaluations (i.e., 

Supervisory Styles Inventory, Friedlander & Ward, 1984; Evaluation Process Within Supervision 

Inventory, Lehrman-Waterman & Ladany, 2001; Supervisee Levels Questionnaire, McNeill et 

al., 1985; Supervision Outcome Scale, Tsong & Goodyear, 2014). While informative, subjective 

instruments lack the validity necessary to measure a construct as important as supervisory 

competence (Watkins, 2014b).  

The problem with subjective measurements is that they are vulnerable to contextual (e.g., 

triadic, paid supervision), supervisor (e.g., supports, challenges), and supervisee factors (e.g., 

developmental stage, knowledge of supervisory practices; Edwards et al., 2005). Even when 

focused on the behaviors as delineated by ACES best practice guidelines (2011; Bernard & 

Goodyear, 2018; Borders, 2006, 2014, 2015; Ellis, 2017; Shafranske & Falender, 2016), 

subjective evaluations are limited. Instead, there is a need to measure supervisory competence 

via observations, according to first-order levels (i.e., supervisee outcome levels), and second-

order levels (e.g., client outcomes levels), and then the by-products of supervisor and supervisee 

competence (e.g., complaints, malpractice claims).  

Borders (2006) and Bernard and Luke (2015) conducted exhaustive analyses of published 

articles on supervision, finding only one article on objective evaluation of supervision training, 

and none on the direct evaluation of the supervisor (Getz, 1999). Outside of studies on 
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inadequate-harmful supervision (Ellis et al., 2014; Ellis et al., 2015; Giddings et al., 2007), few 

studies have investigated the effectiveness of supervision interventions (Borders, 2006; Bernard 

& Luke, 2015), and even fewer on the assessment of the supervisor (Campbell, 2013). In one 

review, Goodyear (1998) demarcated supervision training from supervision practice, 

emphasizing the need for the evaluation of supervisor practices in light of their influence; and 

that knowledge alone is insufficient as a measure of competent supervision. Indeed, graduate 

student participants in one qualitative study (Shaheed, 2018) recommended more training and 

supervision of supervisors.  

Concerns about the lack of evaluation studies on supervisor competence are well-

founded. Typically, the research has been limited to supervisee self-report, not data-informed 

reviews (Amerikaner & Rose, 2012; Bernard & Goodyear, 2018; Borders et al., 1995; Borders & 

Usher, 1992; Coll, 1995; Culbreth et al., 2004; Fall & Sutton, 2004; Herbert & Trusty; 2006). 

Even more alarming, supervisors have self-disclosed that they have endorsed supervisees for 

licensure even though they had significant concerns (Brear & Dorrian, 2010; Magnuson et al., 

2000a; Muse-Burke et al., 2018; Neuer Colburn et al., 2016; Remley & Herlihy, 2014). Without 

research supporting process for effective supervision, supervisors are in a difficult position when 

it comes to providing negative feedback regarding supervisee’s disposition, knowledge, and 

skills that result in the denial of the supervisee’s endorsement for graduation or licensure 

(Bernard & Goodyear, 2018; Dugger & Francis, 2014; Vacha-Haase et al., 2004).   

The absence of research offering objective measures of supervisor competence is 

attributable to several limiting factors. One is the fact that the counseling profession prefers to 

assume that all supervisors are competent (Granello et al., 2008; Milne et al., 2011), which has 

alleviated pressure to engage in the systematic assessment of competence (Bucky et al., 2010; 
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Getz, 1999; Lee et al., 2016; Shaheed, 2018; Steward, 1998). A related factor is the inference of 

supervisor competence from supervisee satisfaction and supervisor self-assessment inventories 

(Gray & Erickson, 2013). A final limitation is the lack of discrimination between didactic and 

experiential training, which has reinforced the misassumption that knowledge of supervision is 

all that is necessary to measure competence (Goodyear, 1998; Goodyear & Bernard, 1998).  

On the whole, the counseling profession is at a crossroad with respect to standards on 

supervision training and evaluation. Having made strides toward what constitutes competent 

supervision, the counseling profession is well situated for its final objective – evaluation of 

supervisory competency. Not unlike a supervisor anxious about conflict with a supervisee, 

competency frameworks remain the Zeitgeist of supervision practice (Bernard & Goodyear, 

2004, 2018; Bernard & Luke, 2015; Bertsch et al., 2014; Borders et al., 2014; Burkard et al., 

2009; Dimidjian, & Hollon, 2010; Ellis et al., 2014; Holloway, 2012; Ladany et al., 2013; Milne, 

2007, 2009; Milne & Watkins, 2014; Neuer Colburn et al., 2016; Shaheed, 2018; Veach, 2001; 

Watkins, 1997, 2017). Evaluation, then, despite conceptual and methodological complexities, is 

fundamental to the advancement of the counseling profession. As Hirschenberger and colleagues 

(1987) noted, unless supervisory competence is evaluated, it undermines the knowledge base 

necessary for effective education, training, and practice of professional counselors. This study 

will contribute to that knowledge base with its investigation of day-to-day supervision practices, 

anchored in two theoretical frameworks concerned with interpersonal relationships and 

evaluation. 

Theoretical Frameworks 

The following section will summarize two supervision frameworks that dovetail with one 

another to (a) undergird the role of the supervisory relationship and one of its core elements, 
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evaluation; and (b) that provide context for the three essential supervisory best practices during 

supervision. The first draws on Bowlby’s (1969, 1973, 1977, 1980, 1982, 1988, 2005) 

attachment theory as advanced by Bartholomew and Horowitz (1991), Mikulincer and Shaver 

(2001, 2003, 2004, 2007a, 2007b, 2012, 2015; 2019), and others (Ainsworth, 1973, 1982, 1989; 

Ainsworth et al., 1978; Kim & Birk, 1998; Main, 1990; Main, Kaplan, & Cassidy, 1985; Pistole 

& Watkins, 1995; Watkins, 1995, 2017). Focused on how individual differences can be 

addressed in a culturally-sensitive manner, Bowlby (1988) ended his career with a focus on the 

clinical applications of attachment theory. His attention to behavioral change and the importance 

of relationships in the process of earning a secure base with an attachment figure have been 

reinforced by counseling and supervision research (Beinart, 2014; Bernard & Goodyear, 2018; 

Ivey, 1971, 1987; Ivey & Daniels, 2016; Pistole & Watkins, 1995; Riggs & Bretz, 2006). 

Following an introduction to attachment theory, Holloway’s (1995, 2016) systems approach to 

supervision is examined for its greater breadth with respect to environmental factors, the 

supervisory relationship, and its explicit approach to supervisor evaluation, albeit self-evaluation. 

Holloway’s systems approach to supervision places the supervisory relationship at the heart of 

each supervision session and synchronizes the mosaic of supervisor and supervisee behaviors 

around it to ensure the completion of essential supervisory tasks, three of which are the focus of 

this study (i.e., supervisee goals, client progress reviews, data-based feedback). 

Attachment Theory 

Bowlby’s (1969, 1973, 1977, 1980, 1982) attachment theory (AT) has grown into a broad 

and influential theory of social behavior and personality development (Ainsworth, 1989; 

Ainsworth & Bowlby, 1991; Crowell et al., 2016; Main, 1990; Mikulincer & Shaver, 2001, 

2003, 2004, 2007a, 2007b, 2012, 2015, 2019). Bowlby turned to primate social behavior to better 
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understand motivation (Harlow, 1955; Harlow et al., 1971), social development (Piaget, 1953), 

and cognitive development in personality and relationship formation. He viewed motivation as 

an innate system of goal-directed behaviors, dependent on context, cognitively monitored, and 

deliberately modified into distinct behaviors such as caregiving and attachment (Mikulincer & 

Shaver, 2012; Shaver & Fraley, 2008).  

 AT’s features mirror the complex intrapersonal and interpersonal processes found in 

supervision (Bowlby, 1988), primarily the attachment between supervisor and supervisee, 

making AT a contextual approach to behavior inside supervision (Bowlby, 1988; Mikulincer & 

Shaver, 2012, 2015, 2019; Riggs & Bretz, 2006). Within supervision, AT explains how 

individual attachment behaviors influence working models of self and others, including cognitive 

networks and appraisals of social situations (Ainsworth, 1989; Ainsworth & Bowlby, 1991; 

Ainsworth et al., 1978; Brennan & Shaver, 1995; Clare, 2016; Collins & Feeney, 2000; Collins 

& Read, 1990; Davila & Cobb, 2004; Chris Fraley, 2002; Epps, 1999; Foster et al., 2007; 

Mikulincer & Shaver, 2003; Simpson et al., 2007; Simpson et al., 2003; Simpson et al., 1992; 

Sroufe et al., 2005). Focused on the foundational principle of relationship continuity, AT is an 

approach to understand how individual appraisals of interpersonal transactions and attachments 

function from “cradle to grave” (Ainsworth, 1973, 1982, 1989; Bowlby, 1977, 1980, 1982).  

To understand AT, it is important to discriminate between attachment style and internal 

working models (IWMs). Attachment styles are broad groups (i.e., secure, insecure [anxious, 

avoidant]) that are enduring and adaptive psychological connections between a caregiver or 

authority figure who provides safety or security (Bowlby, 1958, 1969). From attachment styles, 

IWMs become the specific reflective processes that people use to explain and evaluate 

themselves and others in close, dependent relationships, and the world. Rather than being static, 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  52 
 

attachment styles and IWMs are continually influenced and reconstructed through new 

experiences and relationships. At the same time, it is early attachments that are often the most 

powerful. 

According to Bowlby (1973, 1982), the propensity for proximity and development of 

self-concept are closely aligned with attachments that develop early in life and then persist into 

adulthood. Proximity is the individual’s pursuit of others who can meet needs for security and 

safety (Baumeister & Leary, 1995), whereas self-concept is the individual’s appraisal of self-

worth, including beliefs about others’ availability and support that can be expected. IWMs 

originate in repeated, pervasive, and consistent interactions between infant and caregiver, 

influencing patterns of attachments across the life span (e.g., peer and romantic relations, 

academic and professional achievement, parenting). According to Bowlby, an infant develops a 

model of self in response to “Am I deserving of support?” and a model of other in response to 

“Will others respond to my requests for support?” For infants who have an earned secure model 

of self, the answer is “Yes,” making it easier to reach out for help. Infants who are earned 

insecure, meaning others cannot be depended upon, often use avoidant strategies when help-

seeking, which often matures into defensiveness in adulthood. It is important to note that AT 

does not pathologize individuals or attribute behavior to unconscious impulses (Bowlby, 1973, 

1982; Main, 1990); but, rather, to understand the internal world as a reasonable and adaptive 

response to early interpersonal experiences. Since there is a great deal of life experience between 

infancy and adulthood, AT is one lens to understand developmental pathways, including the 

influence of social context and interaction on expectations of the supervisory relationship. 

While attachment is often viewed as an internalized process, it is important to note that 

environments provide the affordances, demands, and opportunities for supervisees to develop 
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and sustain personal and interpersonal resources. When supervision is effective, supervisees use 

multiple behavioral systems (e.g., attachment, exploration, power), each with its own behavioral 

strategy, to form a “secure base” with the supervisor as the attachment figure (Ainsworth et al., 

1978). Using feedback to develop new goals that increase expertise over time (Bowlby, 1982; 

Mikulincer et al., 2009; Waters & Waters, 2006), supervisees mentally store positive supervision 

experiences as residuals of their growing influence and ability to accurately evaluate themselves 

and others (Bowlby, 1973; Shaver & Mikulincer, 2002).  

Attachment, exploratory, and power systems are three systems that can be activated 

independent of one another or in combinations within the supervisory relationship. Across these 

three systems, the need for security matures from concrete to more sophisticated needs in a 

manner similar to the ACES (2011) best practice guidelines, especially the three essential 

supervisory practices of goal development, client treatment, and need for supervisory feedback. 

As supervisees learn to meet their need for security through material as well as symbolic 

methods, a successful relationship is one where the supervisor and supervisee establish 

increasing trust with another. Alternatively, when distrust emerges, the need for security 

hyperactivates secondary strategies (Main, 1990) that can lead to dysfunction within the 

supervisory relationship (Cassidy & Kobak, 1988; Mikulincer & Shaver, 2007a). Secondary 

strategies can alienate the supervisor and supervisee, inhibiting or delaying successful 

supervision outcomes. In that context, supervisee (and supervisor) “blind spots” are problematic 

as the supervisee pursues competence at any cost. Examples of problematic secondary strategies 

may involve a supervisee pursuing a supervisor so frequently that the supervisor severely limits 

or avoids interactions; or a supervisee avoids negative supervisory support so frequently that 

clinical competence grows protracted.   
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Attachment behavioral systems. AT is behavioral in nature, and like all behavioral 

systems, it is the attachment behavioral system (ABS) that protects the supervisee from material 

or symbolic threats to security (Baccus et al., 2004; Bowlby, 1973, 1980, 1982; Green & 

Campbell, 2000; Mikulincer et al., 2001; Mikulincer & Shaver, 2001, 2004, 2007b; Mikulincer 

et al., 2005; Mikulincer et al., 2006; Rowe & Carnelley, 2006; Sroufe & Waters, 1977). 

Proximity is the ABS strategy that keeps the novice counselor near the primary attachment figure 

of the supervisor until more independent function is possible (Bowlby, 1973, 1980, 1982, 1988; 

Mikulincer & Shaver, 2004, 2007b). As the need for security is regularly met, the supervisee 

grows increasingly confident in managing new needs without the supervisor’s physical presence 

(Ainsworth, 1973; Davidovitz et al., 2007; Mikulincer et al., 2002; Mikulincer & Shaver, 2012; 

Rom & Mikulincer, 2003). Moreover, with professional maturity, supervisees will achieve 

proximity needs through mental representations of the supervisor attachment figure or objects 

reminiscent of the supervisor (e.g., a book).   

Exploration behavioral systems. The exploratory drive (EBS) requires a secure 

attachment figure relationship (Ainsworth, 1973; Bowlby, 1982; Harlow, 1955; Piaget, 1953; 

White, 1959). Repeated successful EBS cycles, even with increased distance from the attachment 

figure, increase competence in and satisfaction with social, academic, or professional activities 

(Bowlby, 1988; Bandura, 1986, 1988, 1991; Seligman, 1970, 1971). Exploration, be it in the 

sand box, the counseling session, or supervision is fundamental to competent management of 

new or conflicting information about self, other, and environment (Bowlby, 1982; Ainsworth, 

1973). Part of clinical practice and development is the management of challenges to existing 

knowledge and IWMs that can activate primary EBS strategies. When the supervisor helps a 

supervisee accommodate new schemas (e.g., set limits with demanding or hostile clients) to 
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existing ones, EBS successfully deactivates. When primary strategies repeatedly fail to achieve 

their goals, the supervisee can turn to secondary strategies that will confound success (e.g., 

decreased self-concept, preference for the known).  

Power behavioral systems. Bowlby did not explore power behavioral systems (PBS), 

although others have explored the human tendency to acquire material or symbolic power to 

meet survival needs (Buss & Greiling, 1999; Keltner et al. 2003; Riggs & Bretz, 2006; Shaver et 

al., 2011; Sloman et al., 2003; Thibault & Kelley, 1959). Technically, power and assertive 

influence vary with time within supervision. Family researchers have contributed to 

understanding the interface between power and relationships with emotional bonds (Gülgöz & 

Gelman, 2017; Schaefer & Bayley, 1963). While most parental figures adapt their behavior 

during healthy child development to account for the child’s control and autonomy, the greater 

influence during such transitions in attachment representations is one of affect. In principle, 

supervisee professional development follows a similar path: Supervisees learn and mimic a 

supervisor’s power behaviors, suggesting power can be a crossing point between individual and 

social interactions (Bernard & Goodyear, 2018; Troy & Sroufe, 1987; Watkins, 1995, 2014a, 

2014b; Zaporowska-Stachowiak et al., 2019). 

Since control is a primary feature of power, even subtle threats can activate the PBS 

primary strategy of resource holding power (Buss & Greiling, 1999; Shaver et al., 2011). In 

terms of supervision, this is best illustrated by the supervisee’s desire for autonomy as expertise 

increases. The supervisor’s response can determine whether the supervisee seeks secondary 

strategies. Here, individual and dyadic “blind spots” can influence supervision, particularly in 

reference to promotion focus, a motivational state regarding goal achievement. Again, informed 

consent practices introduce collaborative power and diffuse potential issues related to the natural 
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drive to acquire power (e.g., competence, licensure. In its extreme state, PBS hyperactivation-

deactivation is implicated in physical and/or psychological harm (Bartholomew & Allison, 2006; 

Ein-Dor et al., 2011; Mikulincer & Shaver, 2012; Keltner et al., 2003; Shaver et al., 2011); 

although Shaver and colleagues (2011) demonstrated how supervisors can power prime 

supervisees, effectively increasing attachment security among even anxious supervisees. 

Supervisor sensitivity to supervision’s inherent power differential can diffuse issues related to 

passive supervisee learning, “neediness”, and a restricted ability to self-supervise (French & 

Raven, 1959; Gülgöz & Gelman, 2017; Keltner et al., 2003). 

IWM and personal reflection. IWMs can change through personal reflection (Bowlby, 

1988; Main, 1990; Pistole & Watkins, 1995; Shaver & Fraley, 2008). Thus, supervisors can use 

AT as an avenue to understand supervisees, including their beliefs about self and others. 

Questions such as “How do you think supervision experiences have affected you prior to this?” 

and “How do those past experiences shape your expectations of our work together?” provide a 

platform for the supervisor to gain a sense of the supervisee’s internalized rules and expectations. 

Without an opportunity to listen to how the supervisee shares information, it can be difficult for 

the supervisor to formulate a response that can interrupt negative patterns and understand the 

supervisee’s attachment to supervision and her/his development as professional counselors 

(Bowlby, 1988; Epps, 1999; Heard & Lake, 1986; McCluskey, 2018). The supervisor can 

collaborate with the supervisee to “prime” developmental goals in a way that builds upon past 

supervision experiences, while it addresses negative patterns of attachment that may interfere 

with current development (Bowlby, 1980; Shaver & Mikulincer, 2010).  

Since it would be unrealistic for deeply held attachment styles to change overnight (Epps, 

1999; Shaver & Mikulincer, 2002, 2010), supervision is a process where security is earned for 
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self and other based on new, repeated, pervasive, consistent interactions between the 

metaphorical child and the caretaker. With support, supervisees’ insight can grow through self-

assessment as well as the reorganization of past supervision experiences to form a secure base 

with the supervisor and the development of new IWMs for understanding themselves and others 

within the context of the counseling profession. Otherwise, the supervisee is more likely to rely 

on insecure strategies (i.e., preoccupied, fearful-avoidant, dismissive-avoidant) that can maintain 

or exacerbate current negative patterns.  

Unfortunately, in a setting like supervision where evaluation, affective processing, and 

other elements are inescapable, the supervisor and supervisee need to work together to modify 

internal beliefs through ethological and behavioral systems (Johnson, 2019; Main, 1990; Main et 

al., 1985; Mikulincer & Shaver, 2019; Zaporowska-Stachowiak et al., 2019). To influence 

motivation and behavior, the supervisor and supervisee can discuss primary activation-

deactivation strategies and, ideally, reduce the supervisee’s need to activate hyperactivation-

deactivation strategies (Bowlby, 1982), that will flood the supervisee with privately-held 

negative emotions about performance. To avoid hyperactivation strategies, supervisors and 

supervisees need to increase trust, an attachment behavior that reflects mutual dependence 

(Bowlby, 1982, 1988). The supervisee trusts the supervisor to share knowledge and shape skills 

for increased supervisee competence just as the supervisor trusts the supervisee to disclose 

therapeutic details for informed decisions that limit the supervisor’s professional liability. The 

supervisory working alliance is thus a product of the cognitive and behavioral resources of both 

the supervisor and supervisee, each securing and managing power in ways that are mutual and 

continuous.  
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While Bowlby’s work began more globally around species-specific behaviors that 

promoted survival, it can be used as a lens through which to observe the process of professional 

survival where the supervisee develops competence. In this way, Bowlby’s concept of “set-

goals” organizes and prioritizes the supervisee’s behavior to achieve a desired outcome that, 

when deactivated (i.e., achieved or deleted), ushers in new goals and ways of being (Ainsworth 

et al., 1978). Feedback is thus essential to all goal-oriented activities from the lens of AT, 

increasing supervisee self-efficacy in the transition from a novice into a more experienced 

counselor, learning to actively self-reflect and solicit feedback, rather than passively waiting for 

input from the supervisor about work quality.  

To sum, attachment patterns and behaviors are a complex network of interconnected 

systems that shift according to context, experience, and cultural demands (Bowlby, 1982). 

Although research is inconclusive on if and how behavioral systems inform or explain 

personality, findings do suggest moderate correlations between childhood and adult attachment 

styles; and that adult models of self and others complement and mutually confirm one another 

(Ein-Dor et al., 2011; Mikulincer & Shaver, 2007a; Mikulincer et al., 2009; Shaver & 

Mikulincer, 2006; Shaver et al., 2009). Consequently, the suitability of AT for the essential three 

supervisory practices in this study is strong, particularly since it fortifies the bond between 

supervisor and supervisee for supervisee goal reviews, client progress reviews, and the provision 

of formative feedback to supervisees. In this way, when a crisis disrupts a supervisee’s EBS via 

ABS activation (constructive feedback), the supervisor’s inoculation of the supervisee with AT 

strategies means the supervisee will turn to PBS to reduce “neediness” and explore potential 

solutions.  
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Systems Approach to Supervision Framework 

Since supervisors and supervisees vary in their attachment experiences, a supervisory 

conceptual framework or theory is essential to structuring supervision sessions. Theory allows 

the supervisor to anchor supervisory best practices to a framework, which increases consistency 

in supervision delivery (Bernard & Goodyear, 2018; Bowlby, 2005; Holloway, 1995). Teaching 

supervisees how to interact professionally; and, tangentially, how to behave as future supervisors 

themselves (Bernard & Goodyear, 2018; Troy & Sroufe, 1987; Zaporowska-Stachowiak et al., 

2019), Holloway’s (1995) systems approach to supervision (SAS) is an information processing 

theory that is consistent with supervisory best practices (Atkinson & Shiffrin, 1968, 1971; 

Schunk, 2016). Most importantly with respect to the present study, SAS concretizes Bowlby’s 

work on attachment with a focus on the coordination of the assortment of supervisor and 

supervisee tasks and variables.   

Concerns regarding competence are as fundamental to supervision as they are to clinical 

practice (Bernard & Goodyear, 2018; Borders, 2014; Holloway, 1995). The primary indicators of 

supervisory competence are parsimonious instruction, temporal accountability, and concentrated 

interpersonal dynamics across multiple roles (Fouad et al., 2009; Gonsalvez & Calvert, 2014; 

Gonsalvez et al., 2015; Holloway, 2016; Pilling & Roth, 2014; Rodolfa et al., 2013). Those, in 

turn, are ideally buttressed by performance evaluations (Olds & Hawkins, 2014). Among 

supervision-specific models, Holloway’s (1995) SAS was the first to extend the discrimination 

(Bernard, 1979, 1997) and social role models (Hawkins & Shohet, 2012), offering an integrative 

and comprehensive framework based on an empirical, conceptual, and experiential knowledge.  

In terms of its structure, the SAS process is composed of seven systems that function in 

combination or independently according to contextual factors (Wampold & Imel, 2015). In this 
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regard, SAS relies on factors basic to the supervisory process and outcome for the systematic 

assessment of supervisee needs (Bernard & Goodyear, 2018; Holloway, 2016; Holloway & 

Neufeldt, 1995). In other words, SAS provides a descriptive base, goal-directed guidelines, and a 

common language that underscores the ethos of supervision. To that end, the SAS function and 

task matrix (i.e., 25 combinations) helps supervisors strategize supervision needs and goals 

according to supervisee goals and skills along with client needs (Holloway, 1995, 2016; 

Holloway & Neufeldt, 1995).   

Specifically, the SAS model has seven components (i.e., relationship, client, 

supervisee/trainee, supervisor, institution, functions, tasks) that reverberate around the 

supervisory relationship, with three elements central to the supervisory relationship: (a) 

interpersonal structure (e.g., power, attachment); (b) relationship stage of development; and (c) 

informed consent practices. Diagrammatically, the supervisory relationship is in the center, with 

the supervisory functions and tasks in the foreground, and contextual factors in the background. 

As the elements interact with one another, contextual factors influence the supervisory 

relationship as well as its supervisory function and tasks. Factors include, but are not limited to, 

the supervisor’s theoretical orientation and cultural traits; the supervisee’s experience, prior 

experiences in supervision, and cultural traits; client presenting issues, treatment experiences, 

and cultural traits; and institutional structure, size, funding source (e.g., state/federal, insurance), 

and cultural traits.  

SAS parsimoniously synchronizes supervisee needs with the supervisor role during 

supervision, accounting for multiple interpersonal factors, supervisor interventions, supervisee 

goals and learning needs, and perhaps most importantly, evaluation. SAS not only encapsulates 

the ACES (2011) best practice guidelines in supervision, but it also links them to relationship 
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factors reminiscent of Bowlby’s AT. The focus is on structured supervision training and clinical 

practice through a descriptive base, systematic and continuous goals and objectives, and 

individual and global professional “meanings”. Holloway (1995) offered a variety of supervision 

strategies that range from effective micro-skills (e.g., inquiry, challenge, support) to session 

skills and outcomes, all of which focus on satisfactory supervisee development and effective 

outcomes over time.  

Evaluation is the core element of the SAS theory. Focused on increasing supervisee 

clinical self-evaluation as well as supervisor self-awareness of attitudes and attributes that 

influence the supervisory working alliance, SAS was one of the first approaches to broach the 

topic of supervisor evaluation. Since the dynamics that unfold inside the therapeutic relationship 

are often reenacted in the supervisory relationship (Lambert et al., 2005; Worthen & Lambert, 

2007), supervision becomes the place for supervisees to process client perceptions and outcomes, 

leading to growth in the supervisee’s competence level and expertise (Lambert et al., 2005). It is 

through work with clients that supervisees navigate their learning needs, with the supervisor 

using techniques such as guided evaluative strategies. The SAS, consequently, invites the 

supervisor to contextualize evaluation in terms of position and circumstance; making it an ideal 

framework to understand the nature of effective evaluation and feedback. Furthermore, 

evaluation of the supervisor themselves would be based on perspectives of the supervisee; the 

supervisor; and, potentially, the supervisor-of-supervisor. 

Although anchored in scholarly evidence, further investigation is needed to understand 

how SAS components interact. The model’s strength resides in its utility in case consultation, 

provision of feedback, training in supervision, and even as a tool to resolve clinical dilemmas as 

it integrates the complexity of the supervisory relationship, an element missing from earlier 
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supervision models (Ellis & Ladany, 1997). SAS, more than other supervision models, 

responded to Ellis and Ladany’s (1997) clarion call for a unifying theory that incorporates the 

supervisory relationship and its key influence on supervisee satisfaction, transparency, and 

performance (Olk & Friedlander, 1992). Moreover, it adds impetus to the need for robust 

measures of supervision practices.   

On the whole, the counseling profession is in the beginning stages of developing 

standards on supervision training and evaluation. Evaluation is, therefore, central to the 

advancement of the counseling profession since it empirically determines supervisor competence 

and, by extension client welfare. Supervisor self-report and supervisee satisfaction with 

supervision have adjunctive value, but cannot address competence. To be of value, evaluation of 

supervisor competence must be observable and measurable. In turn, research on the evaluation of 

supervisors will inform research on supervisor training, which is necessary for effective 

counselor education and the competent clinical practice of professional counselors. Finally, 

evaluation needs to be based on theoretical frameworks such as attachment theory and systems 

approach to supervision, which encapsulate the spirit and intent of current supervisory best 

practices. This study will contribute to that knowledge base with its investigation of day-to-day 

supervision practices, anchored in two theoretical frameworks concerned with interpersonal 

relationships and evaluation.   
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CHAPTER III 

METHODOLOGY 

Clinical supervision is an apprenticeship model, where supervisees receive guidance and 

support from supervisors to expand their competence. Extending the ACES Best Practices in 

Clinical Supervison, the purpose of this study was to examine the impact of a training 

intervention intended to increase supervisor use of three essential supervisory best practices 

identified by ACES (2011) as essential to each supervision session: (a) supervisee goal review, 

(b) client progress review, and (c) provision of formative feedback to supervisees (ACES, 2011). 

Informed by attachment theory and the systems approach to supervision, the study had two 

primary research goals. The first was to quantify the frequency that study supervisors 

demonstrated the three best practices mandatory in each supervision session during two study 

phases. The second was to qualitatively explore the supervisor’s and supervisee’s perceptions of 

the supervision process at two distinct points in the study – prior to and following the training 

intervention. The PI anticipated the training intervention would have an effect on the three 

supervisory best practice target behaviors, particularly supervisee goal review and formative 

feedback. In other words, the best practice frequency of use would increase and stabilize for a 

minimum of three data points as a function of the independent variable (i.e., training 

intervention). 

Focused on measuring the frequency of the three best practices during supervision and 

the impact on the supervisees, this chapter will overview the research methodology, including 

the multiple baseline design. A multiple baseline design has been used to examine interventions 

on professionals’ behavior and has been particularly useful in increasing the fidelity of training 

interventions in the field (Gast & Ledford, 2018). In this study, the multiple baseline design was 
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used to measure the effect of a supervision training intervention focused on the three essential 

supervisory practices. Describing the research team, participants, setting, intervention, and data 

analysis, this chapter will operationally define the dependent and independent variables, 

including how each variable was measured. The chapter will conclude with a discussion on inter-

observer agreement and treatment integrity. 

Research Design 

 While single-case studies are not generalizable on their own, they can provide evidence 

to support specific practices. The multiple baseline design is a type of single-case research 

design that allows investigators to measure individual differences within practice settings, 

identifying intervention alternatives that can change the behavior of participants. Moreover, 

because participants serve as their own controls, generalizability is stronger than it would be for 

a single-case study. More to the point, the argument for a cause-and-effect relationship is 

stronger. This study consisted of a multiple baseline design (A-B) to evaluate whether a 

supervision training intervention increased supervisor use of the three best practices. This section 

will discuss the appropriateness of a multiple baseline design (A-B) for this study, as well as its 

primary limitations.  

Single Case Research Design  

  The single-case research design (SCRD) has a long tradition in the behavioral sciences. 

First described by Sidman (1960), and later expanded by Baer, Wolf, and Risley (1968), a 

primary application has been the evaluation of intervention effectiveness (Gast & Ledford, 

2018). Indeed, SCRD is a pragmatic and reliable method of research that quantitatively measures 

participant behavior and offers an efficient way to analyze and visually describe the effect of an 
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independent variable on a dependent variable. SCRD is an ideal approach for the clinical 

scientist-practitioner (Gast & Ledford, 2018).  

Multiple Baseline Design 

Multiple baseline designs (MBDs) are a class of SCRDs highly suited for the evaluation 

and accountability of intervention studies in clinical settings. The MBD A-B design is one of the 

most basic SCRDs, requiring repeated measurement of the dependent variable at the baseline 

phase (A) and the intervention phase (B). Once the baseline data trend has stabilized (i.e., a 

minimum of three data points), the training intervention is introduced. The targeted behaviors are 

measured continuously, where changes in the dependent variables are presumed to be due to the 

introduction of the independent variable. It is important to note that the MBD A-B design’s use 

of multiple baselines establishes a cause-and-effect relationship if the dependent variable does 

not change until the introduction of the independent variable.  

According to Gast and Ledford (2018), MBDs, practical and rigorous in assessing threats 

to internal validity, have three defining features. First is the continuous measurement of 

behaviors prior to and following a training intervention, where change is defined as a three or 

more data point change in measurement. Second, participants serve as their own experimental 

controls, providing data on baseline behaviors prior to the training intervention. Third, data 

analysis includes a visual analysis of the frequency, duration, intensity, or latency of behaviors 

between baseline phase A and the training intervention phase B. Taken together, each 

participant’s behavior is graphed, with phases adjacent to one another, to create a vertical 

structure across the best practices. The multiple baselines allow for a staggering of interventions 

(Carr, 2005), offering experimental control that accounts for threats to internal validity (Baer et 

al., 1968; Ferron et al., 2010; Sharpley, 1981; Van den Noortgate & Onghena, 2003).  
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It is important to note that MBD research is not without its critics. Kratochwill and 

colleagues (2010) have argued that small sample sizes limit generalizability, requiring the 

identification and measurement of three or more participants, which can be impractical due to 

financial and time investments. Participant boredom or fatigue are other factors if the baseline or 

intervention phases are over-extended. While there are limitations to any research design, there 

are many proponents of MBD (Barlow et al., 2009; Gallo et al., 2013; Horner et al., 2005; 

Kazdin, 2011; Kennedy, 2005; Morgan & Morgan, 2009; O’Neill et al., 2011; Riley-Tillman & 

Burns, 2009; Vannest et al., 2013), particularly in behavioral research (Gallo et al., 2013) where 

participant learning is a primary factor in the research design (Plavnick & Ferreri, 2013; Ray, 

2015; Vannest et al., 2013). More importantly, in studies like this one where reversibility is 

impossible, MBDs strengthen the ability to infer causation. 

In the context of the present study, the value of the MBD was the real-world application 

and evaluation of the three best practice behaviors following the training intervention (Gast & 

Ledford, 2018). MBD was selected for this study because its structure revealed the effect of the 

training intervention through repeated measurements over a period of time. There was the 

additional advantage of introducing the training intervention on a staggered schedule across 

supervisors. MBD was chosen as a relevant and economical alternative to randomized controlled 

trials, particularly when extensive resources for the present study were unavailable. 

The MBD A-B designs can demonstrate that behavior change (i.e., three or more data 

points) is not due to maturation, as evidenced by stable baseline phase A data until the 

introduction of the training intervention.  The MBD A-B design is ideal for studies that involve 

learning, such as the training intervention used in the present study (Ray et al., 2010). To rule out 

maturation or historical confounding, the present study used concurrent MBD across 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  67 
 

participants, a recommended research design where the withdrawal of an intervention is 

unethical or impractical (Barlow et al., 2009; Kennedy, 2005). In this study, the concurrent MBD 

allowed participants to receive the same supervision training intervention, making data collection 

as efficient as possible (Carr, 2005; Christ, 2007; Harvey et al., 2004; Smith, 2012).  

The present study examined two supervisors as participants, each of whom provided 

ongoing supervision to three supervisees. To stagger the multiple baselines, the supervision 

training intervention was introduced to the supervisor whose baseline phase stabilized first (i.e., 

Supervisor One) while the other supervisor continued in the baseline phase. Once Supervisor 

One demonstrated a stable change across three plot points, the second supervisor (i.e., Supervisor 

Two) received the training intervention. In practice, while MBD of multiple participants can be 

time-consuming (Carr, 2005), it increases the validity of the training intervention (Carr, 2005; 

Christ, 2007) as well as accounts for participant maturation and historical events (Kazdin, 1982). 

Experimental control is a major advantage in MBD (Cooper et al., 2007; Johnston & 

Pennypacker, 1993). First, the continuous measurement of the baseline phase offered stable 

comparative data to highlight differences in behaviors following the intervention phase. Second, 

the effects of the supervision training as the independent variable allowed the researcher to infer 

that the training intervention changed a supervisor’s behavior without influencing the other 

supervisor continuing to hold in the baseline phase. Third, replicating the effects of the training 

intervention across multiple supervisors would be considered an indication of the intervention 

effect. When all three elements are demonstrated, MBDs reduce threats to internal validity. 

The MBD across participants method was selected for the present study for all the 

reasons delineated above, but particularly for its determination of cause-and-effect relationships 

(Baer et al., 1968, 1987; Gallo et al., 2013; Kazdin, 2011; Morgan & Morgan, 2009) and its 
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navigation of the carryover effect (Plavnick & Ferreri, 2013; Ray, 2015; Vannest et al., 2013). 

The carry-over effect is one that "carries over" from one experimental phase to another. For 

example, test performance improves after a test’s second administration. Additionally, supervisor 

participants served as their own controls, which decreased cost and increased efficiency (Baer et 

al., 1968, 1987). Finally, there was a reasonable expectation that if the intervention was precise, 

it would exert the same influence on both supervisors (Baer et al., 1968, 1987; Gast & Ledford, 

2018). 

Procedures and Processes 

Research Team 

The research team consisted of the Principal Investigator (PI) as well as an interrater 

observer. With over two decades of experience as an independent counselor, clinical supervisor 

and administrator, and educator, the PI had extensive knowledge of supervision and clinical 

practice. The interrater had a clinical and research background in counseling and supervision, 

including a graduate degree in counseling, an associate counseling license, quantitative research 

experience, and familiarity with clinical vocabulary and basic supervisory processes. The role of 

the interrater was to assess the reliability of the PI’s target behavior observations. 

To address the potential for experimenter bias and rater drift, the present study relied on 

inter-observer agreement (IOA) with independent observations of the same events. The focus 

was on the three best practice target behaviors in the study: supervisee goal review (SGR), client 

progress review (CPR), formative feedback to the supervisee (FB). With the two raters working 

independently, the greater the discrepancy between the PI and interrater, the less reliable and 

valid the study outcomes. Event recording required a count of best practice behaviors, where 

each rater summed all events at the end of each supervision session. Huberman and Miles (2002) 
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suggested an IOA of 80% as sufficient reliability. To be exact, IOA data collection should occur, 

at a minimum, in approximately one-third of sessions (i.e., every other week in this study) for 

each supervisor and each phase (i.e., A, B). To determine the total IOA, the PI counted the 

number of times each rater recorded the occurrence of the best practice behaviors during each 

session and divided the smaller number of occurrences by the larger number of occurrences 

before multiplying the figure by 100 for a percentage (16/17 = .93 x 100 = 93%).  

In this study, the PI and the interrater followed specific guidelines (see Data Collection 

and Reliability sections) to count the frequency of each supervisor’s use of the three best 

practices during each supervision session. The PI used an abridged version of the training 

intervention as an interrater training tool as well as sample YouTube supervision recordings for 

event recording practice opportunities (e.g., Australian Institute of Professional Counsellors, 

2014; Pullen, 2018; Social Care Wales TV, 2020). The interrater, blind to the study purpose and 

phases of the study, never interacted with study supervisors or their supervisees. Furthermore, 

the interrater did not know the names of the supervisors nor their supervisees.  

To further reduce bias, the PI bracketed any bias with bi-weekly Zoom platform meetings 

or telephone calls with her doctoral committee members as necessitated to minimize the impact 

of potential assumptions and inconsistencies. Before the start of the study, the PI also read 

extensively about MBD A-B data collection, graphing, and analysis to ensure appropriate 

incorporation of its elements in the current study.   

Setting 

 This study was located in the state of Arizona with clinical supervision provided in a 

single community mental health center (CMHC). CMHCs are publicly-funded, not-for-profit 

clinics that contract with the Arizona Health Care Cost Containment System (AHCCCS) for the 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  70 
 

provision of outpatient, inpatient, day treatment, or crisis and emergency care services. AHCCCS 

is a Medicaid health care program that serves Arizona residents who met income guidelines and 

other requirements to receive services. Consequently, CMHCs serve several thousand clients at 

any given time, typically during standard business hours (i.e., Monday through Friday, 8AM to 

5PM or 7PM). In recent decades, there has been a strong shift toward integrated care in 

community healthcare where CMHCs partnered with primary healthcare providers and 

pharmacies for a “one stop” service setting. That care continuum has been identified as a best 

practice because individuals, particularly those with low incomes and persons of color, tend to 

have multiple medical and mental health care concerns. Since each state established CMHC 

requirements and had the authority to sanction or prohibit CMHC practice, it was important that 

the setting for this study occurred within a single state. In Arizona, CMHCs are mandated to 

provide clinical supervision regardless of licensure status: unlicensed counselors received a 

minimum of one-hour weekly supervision, and licensed counselors received one-hour monthly 

supervision. For those reasons, supervision within CMHCs is more regulated and structured than 

supervision in private practice. 

 The supervision session structure, location, and schedule remained unchanged from what 

was provided prior to the study. However, one of the supervisors needed recording assistance for 

the supervision sessions. The only contact between the PI and supervisors was a single 30-

minute audio training intervention via Zoom software. The training intervention as well as 

supervision sessions were originally planned as in-person meetings. However, the novel corona 

virus-19 (COVID-19) restricted physical contact. By the time the study began, supervisors had 

provided distance supervision for at least three months. The use of Zoom meetings, therefore, 
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safeguarded supervisor, supervisee, and PI safety while it ensured consistency in the provision of 

supervision and introduction of the training intervention.  

Recruitment and Participants 

Following Institutional Review Board (IRB) approval, participant recruitment occurred 

over a period of three weeks across five Arizona CMHCs. Each CMHC clinical administrator 

was asked to review the study and, if approved, forward the Invitation to Participate (Appendix 

A) and the Personal Inventory (Appendix B) to all clinical supervisors in the agency. The 

Personal Inventory solicited basic demographic information and information about each 

supervisor’s professional background and experience with supervision. Supervisors held active 

independent Arizona licenses and supervised a minimum of three Master’s-level clinicians 

seeking independent licenses.  

The Invitation to Participate described the study intent, duration, and supervisor 

commitment to six core tasks: (a) pending supervisee written consent, provide supervision 

session recordings with at least three different supervisees per week; (b) listen to an audio 

training recording (Appendix I) and provide feedback on it; (c) read the Resource Guide that 

delineated the three essential supervisory practices 30 minutes prior to each supervision session 

scheduled for recording; (d) track the use of the Resource Guide on the Resource Guide Log; (e) 

complete the training intervention and provide feedback about the experience; (f) complete an 

inventory at the start and end of the study regarding perceptions of the supervision process; and 

(g) ensure supervision sessions were completed as scheduled or within the same week if re-

scheduled to safeguard study continuity and limit its length. The Invitation to Participate 

included the PI’s email address, application instructions, and guidelines surrounding the $125  

compensation for supervisors and $55 for each of their supervisees. 
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During the three-week recruitment period, the PI dated and entered all submitted Personal 

Inventories into an Excel spreadsheet. The PI telephoned potential participants who met 

inclusion criteria to provide additional information about the research study and the recorded 

training intervention intended to promote supervision best practices. The PI disclosed that no 

details would be shared about the audio training. To receive the $125 in compensation for study 

participation, participants agreed to: (a) complete a pre- and post-inventory; (b) continuously 

record supervision sessions with pre-identified supervisees; (c) listen to a 30-minute audio 

recording training intervention during a scheduled Zoom meeting, (d) complete the Training 

Intervention Feedback form following the training intervention; and (e) beginning with the first 

session following the training intervention, read the Resource Guide 30 minutes prior to the start 

of each supervision session scheduled for recording, and (f) track the Resource Guide reviews on 

the Resource Guide Log. 

Of four potential supervisors interested in participating, two supervisors from one CMHC 

met inclusion criteria. At a minimum, each selected supervisor met the following criteria: (a) 

drawn from the same CMHC for a more homogenous sample, (b) held an independent license to 

practice in counseling, (c) supervised at least 10 supervisees, (d) had at least six months of 

clinical supervision experience, (e) reported comfort with distance supervision for the past six 

months as a result of COVID-19 restrictions (i.e., a minimum level of 4 of 5 on the application, 5 

being most comfortable), and (f) completed the required supervision training as a certified 

Arizona Board of Behavioral Health Examiners clinical supervisor. Although diversity in 

supervisor selection was a primary goal in terms of gender, ethnicity, and age, the dearth of 

interested supervisors resulted in two Caucasian females over fifty years of age with an average 

of 13 years of clinical and over five years of clinical supervision experience. On balance, each of 
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the supervisors did not rely on a primary supervisory approach. Rather, their method tended to be 

“eclectic” as one supervisor labelled her approach. Table 1 provides other demographic data such 

as the assigned number of supervisees and the categories in which they fell. For example, 

Supervisor One primarily supervised license-seeking clinicians. Supervisor Two supervised a 

more heterogenous group.  

Table 1 

Supervisor Demographics 

Demographic Supervisor One Supervisor Two 

Ethnicity Caucasian Caucasian 

Age 50 70 

Years as Clinician 10 15 

Years as Supervisor 3 6 

Supervisory Load 10 12 

      Licensed  2 3 

      Licensure-Seeking 8 3 

      Licensure-

Ineligible 

0 3 

      Students 0 3 

Distance Supervision 

Comfort  

(scale 1-5, 5 = strong)  

 

5 

 

5 

Supervisory Approach 

or Theory 

“Eclectic: integrative Developmental, 

existential humanistic, CBT” 

“Depends on supervisee 

needs, Person-centered” 

Supervision received 

as a clinician 

“Mixed bag: Some more attentive than others, 
some relied on case reviews & others on 
[professional] development. I was unaware 

supervision models existed until I became a 

supervisor and took several trainings.” 

“Just spent time together. I 
make sure I am getting 
constant input from the 

supervisee so we are 
addressing actual 

problems.” 

  

Once the PI selected the two supervisors, the PI contacted each via telephone to review the 

Participant Orientation and Training Intervention Protocol. The orientation provided additional 

study information to strengthen the informed consent process and reduce attrition. The PI 

emailed each supervisor the Supervisor Consent to Participate in Research. Both supervisors 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  74 
 

agreed to participate, signed the Consent forms, and emailed the PI potential supervisee email 

addresses. The PI emailed supervisees, supervisors in copy, a description of the study and its 

purpose, and their roles. When the six referred supervisees provided verbal consent to participate 

in the study, the PI emailed each the Supervisee Consent to Participate in Research form. The 

study began only after all Consent forms were signed with a wet signature and emailed to the PI. 

Throughout, the PI gently prompted supervisors and supervisees to complete tasks at each phase 

of the protocol. More precisely, no one proceeded to the next phase until all completed the tasks 

associated with the prior one. 

After all participants read and signed a Consent to Participate, each was assigned a 

unique code to protect identity (see study-related forms A – M in the Appendix). Although the 

IOA rater signed a confidentiality agreement to protect all participant information, only the PI 

interacted with study participants, had access to their unique codes, and ensured that the single 

recording that included identifiable information (in that case, a client last name) were excluded 

from the rater’s recording pool. All electronic communications (e.g., documents, forms, lists, 

electronic files, and supervision recordings) were encrypted and password-protected; and will be 

destroyed according to IRB guidelines. The same confidentiality protocol applied to 

communication and contact with supervisees, including their consent to record supervision 

sessions. 

Although supervisees were not the focus of the study, clinical supervision does not exist 

without them and were key to supervision session recordings. As such, written consent to record 

the supervision sessions was necessary. Additionally, supervisees contributed tangentially to the 

study’s social validity measure when they completed the Supervisee SWAI, a tool that measured 

impressions of the supervisor and the supervision received at the start and at the end of the study.  
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The PI did not divulge details about the recorded training, only that it could assist 

supervisors with their role. To participate in the study as supervisees, only individuals who 

consented to supervision session recordings and who have worked with the study supervisor 

between three months and three years were included in the potential pool. They will have worked 

with the assigned supervisor between a minimum of three months and a maximum of three years. 

A supervisor’s ability to proficiently establish a working alliance with supervisees, regardless of 

discipline, resides at the core of obligations such as gatekeeping and has been found to mediate 

supervisee satisfaction and performance (Bernard & Goodyear, 2018; Holloway, 1982, 1995, 

2016; Martin et al., 2014). For a more homogenous participant pool, the lower and higher ranges 

were considered sufficient for supervisees to form an opinion regarding the supervisory alliance 

(Bernard & Goodyear, 2018; Holloway, 1982, 1995, 2016; Kavanaugh et al., 2003; Renfro-

Michel & Sheperis, 2009; Sweeney et al, 2001).  

As demonstrated in Table 2, all the supervisees were Caucasian females of variable 

tenures with their supervisors. Supervisees who worked with the more experienced supervisor 

(Supervisor Two) had done so for an average of three years. Those who worked with the other 

supervisor (Supervisor One) had worked with her for an average of seven months. On average, 

Supervisor One supervisees were more familiar with their supervisor’s ethnicity. All supervisees 

either entered nothing or “?” for Supervisor Two. 

Table 2 

Supervisee Demographics 

Demographic Supervisor 1 

Supervisees 

Supervisor 2 

Supervisees  

Ethnicity: Caucasian 100% 100% 

Knows Supervisor’s Ethnicity 67% 0% 

Length of supervisory relationship     M 7 months 2.5 years (30 months) 

SD 1.15 0.29 
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Data Collection 

Best Practice Target Behaviors 

 Data collection and analysis processes in single subject research designs markedly differ 

from those of other research designs because the focus is on the measurement of precisely-

defined target behaviors (Carr, 2005; Horner et al., 2005; Gast & Ledford, 2018; Lundervold & 

Belwood, 2000). The PI and interrater measured the frequency of each best practice target 

behavior across all individual supervision sessions. The best practice markers were as follows: 

(1) Supervisee goal review (SGR) – The supervisor reviews, modifies, creates, or re-

prioritizes 1-2 supervisee goals according to supervisee and client needs. Goals are 

specific, measurable, attainable, realistic, and time-limited. Goal focus can be on (a) 

therapeutic alliance and outcomes (e.g., relationship building, culture, power, advocacy), 

(b) competence (e.g., counseling skills, diagnostics, service plans), or (c) professional 

development (e.g., self-evaluation, identity, self-care, credentialing). 

(2) Client progress review (CPR) – The supervisor systematically confirms the 

progress of 1-2 clients or explicitly guides the supervisee on “next steps” (assess 

whether/how client needs are met and supervisee learning needs). The supervisor ensures 

congruence between client needs, service plan, and clinical documentation.    

(3) Formative feedback (FB) – A maximum of three constructive statements that are 

timely, specific, measurable, balanced, and focused on observable and changeable 

supervisee behaviors. It can confirm prior feedback. It is based on supervisee work 

samples (e.g., observation or recording of various treatment formats and phases, 

diagnoses, documentation) are compared against professional standards/agency 
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expectations, not self-report or supervisor opinion. Concerned with what, not why. 

Supervisor ensures supervisee understands the feedback before exploring solutions. 

Supervisor and Supervisee Perceptions of Supervision  

Supervisor Supervisory Working Alliance Inventory. To measure changes in 

supervisor perceptions of the supervision process as a result of the training intervention, the PI 

administered the Supervisor Supervisory Working Alliance Inventory (SWAI; Appendix F) once 

at the start and again at the conclusion of the study. The SWAI is composed of 35 components 

with a maximum score of 245 (Efstation et al., 1990), where higher overall scores are indicative 

of more functional or productive alliances. The overall instrument and its subscales have 

demonstrated excellent internal reliability, test–retest reliability, and concurrent validity 

(Efstation et al., 1990; Gonsalvez et al., 2017; Patton et al., 1992). Moreover, the SWAI has been 

found suitable for use with participants from different backgrounds and with different 

experiences (Bernard & Goodyear, 2018).  

The SWAI begins with components related to general supervisory functions and 

behaviors followed with more specific supervisory behaviors. The PI modified the wording of 

the Supervisor SWAI formative feedback component to ensure its match with the same 

component on the Supervisee SWAI. The intent was to align the Supervisor and Supervisee 

SWAI components related to the three supervisory best practice target behaviors (i.e., I provide 

feedback based on samples of supervisee work, and offer suggestions). Specifically, the 

modification did not change the intent of the component. In the context of this study, the SWAI 

measured (a) supervisor perceptions of the three supervisory best practices and (b) any changes 

in supervisor perceptions of delivered supervision.   
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The PI emailed the SWAI to supervisors prior to baseline measurement (henceforth first 

SWAI) and the other following the last supervision session recording (henceforth second SWAI). 

Supervisors emailed each completed SWAI to the PI. Data from both SWAI were used to assess 

the degree of perceptual change as a result of the training intervention as well as the level of 

agreement between supervisors and supervisees.  

Supervisor Self-Ratings. Included in the Personal Inventory (Appendix B), was a brief 

inventory focused on supervisor self-ratings (maximum score of 70). Supervisors were asked to 

rate themselves on competence, effectiveness, efficiency, satisfaction, and commitment as 

supervisors. They were also asked to rate themselves on competence, effectiveness, efficiency, 

satisfaction, and commitment as practitioners.  

Supervisee Supervisory Working Alliance Inventory  

To measure changes in supervisee perceptions of the supervision process, supervisees 

completed the Supervisee SWAI once at the start and again at the end of the study (SWAI; 

Appendix G). The Supervisee SWAI is composed of 27 components, where higher overall scores 

are indicative of more functional or productive alliances (maximum score of 165; Efstation et al., 

1990). Like the SWAI for supervisors, the overall instrument demonstrated excellent internal 

reliability, test–retest reliability, and concurrent validity (Efstation et al., 1990; Gonsalvez et al., 

2017; Patton et al., 1992). Additionally, it has been found suitable for use with participants from 

different backgrounds and with different experiences (Bernard & Goodyear, 2018).  

The SWAI begins with components related to general supervisory functions and 

behaviors. That is followed by more specific supervisory behaviors, supervisee perceptions of 

supervision quality or fit. It closes with an opportunity for personal comments. Finally, the PI 

modified the wording of one SWAI component related to formative feedback to ensure its match 
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with the Supervisor SWAI component. Once again, the intent of the modification was to align 

the Supervisor and Supervisee SWAI components with the three supervisory best practice target 

behaviors, not change the intent of the component (i.e., “I provide feedback based on samples of 

supervisee work, and offer suggestions”). In the context of this study, the Supervisee SWAI 

measured (a) supervisee perceptions of the use of the three supervisory best practices and (b) any 

changes in supervisee perceptions of delivered supervision.  

The PI emailed the SWAI to supervisees at the two distinct points. Supervisees 

completed and returned the inventories to the PI. Data collected from the two SWAI were used 

to assess perceptual changes of supervision between the start and end of the study as well as the 

level of perceptual agreement between supervisees and supervisors. 

Confidentiality  

Confidentiality was a critical aspect in data collection, and all communication, 

documentation, and supervision session recordings. PI and interrater used personal password-

protected laptops to review supervision session recordings for IOA. The PI used an Excel 

program to track all aspects of the study (i.e., potential participants, inclusion-exclusion criteria, 

scheduled supervision sessions, session recording receipt and coding, IOA, baseline and 

intervention phase data, data graphs). All study-related documents and data were de-identified 

according to the following coding procedure: each supervisor and supervisee was assigned a 

code at the start of the study. Any emailed document or session recording began with that code 

followed by “SS”, then the month, day, year format (i.e., “BOOSS111919” for Supervisor One 

supervision session on November 19, 2019). Supervisee codes began with the same letter as the 

supervisor code for easier identification. 
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Supervision Sessions Recordings 

During the review of recorded supervision sessions, the PI and rater measured the use of 

the three supervisory best practice target behaviors during the baseline and intervention phases. 

The PI used event recording to measure the frequency of each best practice behavior for each 

supervisor during each phase, whereas the rater reviewed one randomly selected recording for 

each supervisor a minimum of every other week during baseline and intervention phases. Event 

recording required a continuous count of best practice behaviors, where the PI and rater summed 

the use of the three best practices on the Best Practice Target Behavior Index (Appendix G).  

According to MBD guidelines, the length of supervision session recording continued 

depended on the length of time it took both participants to complete both phases of the study. For 

instance, when a supervisor’s baseline phase data demonstrated stability, the PI introduced the 

training intervention. Only after the intervention data stabilized for that supervisor did the next 

supervisor, whose baseline had demonstrated stability, receive the training intervention.  

To minimize supervisee performance anxiety, study supervisors started the recording 

mechanism prior to the arrival of the supervisee and stopped it following the supervisee’s exit. 

For the purpose of this study, audio recordings of supervision sessions were the minimum 

requirement since neither the physical behaviors nor the supervisees were the focus of the study. 

Supervisors named session recordings with their assigned code name, SS, and session date 

before they emailed them to the PI within two hours of completion (e.g.., BOOSS04122020). 

Upon receipt of a supervision session recording, the PI reviewed the full recording, checked (√) 

the frequency of each best practice target behavior on the Best Practice Target Behavior Index, 

and entered “0“if the behavior was absent (Gast & Ledford, 2018; Umbreit et al., 2007). The 
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interrater did likewise for randomly-selected supervision session recordings every other week for 

each supervisor and each study phase.   

Variables 

Counseling researchers often investigate whether the presence or absence of an 

intervention has a measurable effect on a condition or situation, theoretical orientation 

notwithstanding (Gast & Ledford, 2018). Given the long-standing emphasis placed on client 

progress review, the PI anticipated the supervision training intervention in the present study 

would have an effect on the three supervisory best practice behaviors, most particularly 

supervisee goal review and formative feedback to the supervisee. To be more precise, that the 

dependent variable would change (i.e., a shift of three or more data points) as a function of the 

independent variable. 

Dependent Variables 

The dependent variables in this study were each supervisor’s demonstration of the best 

practice behaviors during each supervision session (Best Practice Target Behavior Index, 

Appendix G). The three essential supervisory best practice behaviors were (a) SGR, (b) CPR, 

and (c) FB. The three best practices are the accumulation of several decades of supervision 

scholarship, delineated by ACES (2011) as essential to each supervision session. Included below 

are descriptions of each of the dependent variables, including how they were measured. 

Supervisee Goal Review 

In supervision, SGRs are founded on the supervisor’s informed consent practices at the 

start of supervision, which includes the written supervision contract that emphasizes supervisee 

professional development as the primary methods for ensuring client safety via quality services. 

Continuously-evolving SMART supervisee goals (i.e., specific, measurable, attainable, realistic 
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to developmental stage, time-limited) are reviewed each supervision session to guarantee that 

supervisee goals remain congruent with the supervisee’s professional development and agency 

expectations. Each session, supervisor and supervisee dovetail supervisee self-reports with 

objective samples of clinical work to re-prioritize learning needs.  

In this study, the PI and interrater reviewed supervision session recordings using the Best 

Practice Target Behavior Index (Appendix G). Both raters listened for references to, reviews of, 

modifications to, or re-prioritization of at least one supervisee goal. Specifically, SGRs focus on 

therapeutic alliance and outcomes (e.g., relationship building, culture, power, advocacy), 

competence (e.g., counseling skills, diagnostics, service plans, case conceptualization), and 

professional development (e.g., self-awareness, self-evaluation, identity, confidence, self-care, 

credential eligibility).   

Client Progress Review  

Systematic monitoring of client progress during each supervision session is the principal 

mechanism by which supervisors meet ethical and legal obligations related to client care, 

supervisee competence, and agency risk management. Supervisors collect data (e.g., observation, 

documentation, client outcomes) through a variety of formats (e.g., dyadic, triadic, group) that 

results in an objective and comprehensive profile of the supervisee’s overall strengths and 

limitations, particularly important during early supervisee development. There is a natural 

interface between CPRs and SGRs. 

In the current study, the PI and interrater reviewed supervision session recordings using 

the Best Practice Target Behavior Index (Appendix G). Both raters listened for the systematic 

review of progress of at least one client per supervision session, where supervisors assessed 

whether and how client needs are met, and how supervisees met those needs. The raters also 
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listened for evidence that the supervisor ensured congruence between client needs, service plan, 

and supporting documentation. Finally, the raters listened for supervisor confirmation of client 

progress or safety with explicit guidance to the supervisee.    

Formative Feedback to Supervisees 

Formative feedback is fundamental to supervisee professional development, resides at the 

heart of the supervisory working alliance, and serves an ethical-legal function. As a give-and-

take process, it increases supervisee self-evaluation in the short-term and self-supervision in the 

long-term. Friedlander, Siegel, and Brenock (1989) defined feedback as a statement with an 

explicit or implicit evaluative component that refers to aspects of the therapeutic or supervisory 

relationship; or refers to a supervisee’s behaviors, attitudes, ideas, or emotions. It is not a 

question. It is a vehicle that facilitates supervisee understanding, alternative strategies, missing 

elements in supervision, and create a bridge between SGRs and CPRs.  

Feedback is constructive, supportive, timely, clear, balanced, provided in manageable 

doses appropriate to the supervisee’s developmental stage and counseling setting (e.g., individual 

therapy, family therapy, crises). Since the focus of feedback is on specific changeable behaviors 

and clear directives about the next steps, it is based on objective data from observations drawn 

from multiple formats and sources. “This is feedback … I’d like to provide some feedback on… 

Let’s review your … How does this feedback compare to how you perceive your abilities?” 

In this study, the PI and interrater reviewed supervision session recordings using the Best 

Practice Target Behavior Index (Appendix G). Both raters listened for a maximum of three 

constructive statements (i.e., not questions) that were timely, specific, measurable, balanced, 

focused on observable and changeable behaviors; based on specific work samples compared to 

recognized standards (i.e., not supervisee self-report, supervisor judgement) and a variety of 
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treatment formats and client concerns. The raters listened for feedback that stimulated supervisee 

self-assessment, updated previous feedback, or ensured supervisee understanding.   

Independent Variables 

 The independent variables for this study included a one-time 30-minute audio training 

intervention and script (Appendix I) and its two components. The first, the Laminated Two-

Sided Resource Guide (Appendix L), was read 30 minutes prior to each supervision session 

scheduled for recording, and the Resource Guide Log (Appendix M) was used to track 

intervention fidelity. There was no guarantee that supervisors would review the Laminated Two-

Sided Resource Guide prior to the supervision sessions. Consequently, the Resource Guide Log 

was used as a device to prompt the review of the Laminated Two-Sided Resource Guide. The PI 

mailed the Laminated Two-Sided Resource Guide to supervisors two business days prior to their 

respective training interventions, with instructions to open the envelope only during the 

scheduled Zoom training intervention meeting with the PI.  

Baseline Phase A  

The baseline phase or “control phase” always precedes intervention phase B in single 

case research. It was the phase during which behaviors (i.e., dependent variables) were 

quantified prior to introduction of the training intervention (i.e., independent variable). That is, 

each participant served as her own control with respect to the three targeted behaviors. Once a 

baseline behavior was established following a consistent pattern of at least three data points, the 

intervention could begin based on when other participants achieved baseline phase data stability. 

Intervention Phase B 

The intervention phase always follows baseline phase A. It was the phase in which the 

independent variable or training intervention was introduced before data were collected on the 
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dependent variable. Once a baseline of behavior was established following a consistent pattern of 

at least three data points, the intervention began. When behavior change was observed in both 

participants only after the intervention, the intervention, not other variables, was credited as 

having had an “effect”. 

Within supervision, attachment is the bond between the more dependent supervisee and 

the more senior supervisor (Wrape et al., 2017). If the supervisor is to productively apply the 

three essential best practices, a buffer was needed against the many differences between both 

individuals (Wampold & Imel, 2015). In the development of the training, attachment theory (AT) 

promoted “nurturing” emotional connections between flexible internal working models (IWMs) 

of self (i.e., supervisor) and others (i.e., supervisees) alongside a method by which to critically 

understand interpersonal dynamics in order to increase certain behaviors. Consequently, weaving 

AT concepts into the training provided a lens through which the supervisor could learn to solicit, 

organize, and use information about the supervisee specifically. More importantly, it de-

pathologized individuals and offered the supervisor an opportunity to attribute supervisee 

behavior, or absence of behavior, to a reasonable and adaptive response to circumstances 

(Bowlby, 1973, 1982; Main, 1990).  

The 30-minute audio training intervention in this study followed the Training 

Intervention Protocol (Appendix H) that ensured training intervention integrity across 

supervisors during their respective audio-visual Zoom meetings with the PI. Following the 

consent process, the PI emailed the supervisor participants a step-by-step protocol for the study 

to reduce confusion and ensure study integrity. The training intervention prepared by the PI, 

introduced a distillation of the twelve ACES (2011) Best Practices in Clinical Supervision into 

three.  
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Each supervisor received the audio training once with the PI. After the start of the Zoom 

meeting, the PI welcomed the supervisor (see Appendix I: Training Intervention Script), 

summarized meeting agenda items, and cued the supervisor to take out the envelope containing 

the Resource Guide (Appendix L). The PI informed the supervisor that she could relax and focus 

on content. The PI emailed a verbatim script would be emailed at the end of the meeting. 

Furthermore, all questions would be addressed at the end of the recording. When the supervisor 

stated she was comfortable and ready, the PI began the audio recording.  

The training intervention began with an emphasis that the best practice distillation should 

not be treated as a short-cut, but as a method for the efficient application of current scholarship. 

The PI defined constructs such as clinical supervision, competencies, best practices, feedback, 

satisfaction, effectiveness, culture, and SMART goals. That was followed by a review of five 

variables that influence supervision (i.e., accountability, informed consent, three interdependent 

best practices, how simplicity increases fidelity, the working alliance). The PI then detailed how 

supervisors could demonstrate cultural competency and increase fidelity to all twelve best 

practices when they used the essential three, which encapsulated the twelve, during each 

supervision session. Thereafter, the PI described and provided concrete examples of the best 

practices of supervisee goal review, client progress review, and formative feedback to 

supervisees.  

Once the audio training ended, the PI executed the following steps: (a) responded to 

supervisor questions on training intervention content; (b) asked the supervisor to open the 

envelope containing the Laminated Two-Sided Resource Guide, stressing it took no more than 

two minutes to review and could serve as a mouse pad; (c) reviewed the protocol for the 

Laminated Two-Sided Resource Guide and Resource Guide Log; (d) emailed the Training 
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Intervention Feedback form (Appendix K) to the supervisor; and (e) and emailed the Training 

Intervention Script for Audio Recording that included all supervisor questions posed at the end 

of the audio training as well as PI responses.  

Briefly, the colorful and two-sided Laminated Two-Sided Resource Guide (Appendix L) 

summarized the essential three best practices, with examples, on the front side and the twelve 

ACES Best Practice Guidelines on the back. Prior to the training intervention, the PI mailed the 

Resources Guide two business days prior to the audio training to the supervisor to reinforce 

learning. Subsequent to the training intervention and until the end of the study, supervisors 

agreed to read the front side of the Resource Guide 30 minutes prior to each supervision session 

scheduled for recording. The Resource Guide Log (Appendix M) served as an additional layer of 

procedural validation. The Log was included as a compliance enhancement tool. The reasoning 

was simple. There was no guarantee that supervisors would review the front side of the Resource 

Guide. However, according to Festinger’s (1959) theory of cognitive dissonance, since they 

agreed to complete the Resource Guide Log with the dates and times that they reviewed the 

Resource Guide, they were likely to review it, at least minimally, to avoid the psychological 

discomfort associated with behaving in a manner inconsistent with their agreement. Finally, the 

Recorded Training Intervention Feedback form (Appendix K) served as procedural fidelity 

measure. The form is the Rating Profile for Teachers, an intervention rating scale (IRP; Martens 

et al., 1985). Reliability for the IRP using Cronbach's alpha was 0.98. 

Social Validity  

Wolf’s (1978) seminal article made the case that analysis of behavior should coincide 

with measures that evaluate the social validity of an intervention. While Wolf acknowledged the 

dangers of subjective measures (e.g., reliability, confounding variables), he also believed that 
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without social acceptability of research procedures by primary, secondary, or tertiary consumers, 

behavior analysis may not be perceived as being relevant and may not result in continuous 

improvement of behavioral interventions. Nearly a decade later, Baer and colleagues (1987) 

reiterated the importance of social validity, linking its measurement of the level of an 

intervention’s effectiveness to the maintenance of the applied dimension of research and 

consumer registration of societal issues.  

Wolf (1978) defined social validity as the measurement of the social significance of 

goals, the social appropriateness of procedures, and the social importance of the impact of an 

intervention. The collection of social validity data is most often a two-step process that solicits 

consumer opinion about an intervention and uses that data to sustain or change an intervention 

(Schwartz & Baer, 1991).  As such, social validity data supplements the effectiveness of an 

intervention. Among the methods for the assessment of social validity is subjective assessment, 

which will be used in this study in the form of rating and open question surveys (Kazdin, 1980). 

In this study, supervisors and supervisees as the primary secondary consumers of the intervention 

are ideal respondents in the social validation process (Schwartz & Baer, 1991).  

Recorded Training Intervention Feedback 

 The Recorded Training Intervention Feedback form (Appendix K) is the Rating Profile 

for Teachers, an intervention rating scale developed as a social validity measure (IRP; Martens et 

al., 1985). The IRP addresses intervention acceptability (e.g., “The information was useful for 

what I do”). Higher scores on the 6-point Likert scale are associated with acceptance of an 

intervention. Reliability for the IRP using Cronbach's alpha was 0.98. 
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Data Analysis 

Multiple baseline designs capture the effect of an independent variable on a dependent 

variable. In this study, the independent variable was the supervision training intervention. The 

dependent variables were the three essential best practices -- supervisee goal review (SGR), 

client progress review (CPR), and formative feedback to the supervisee (FB).  

On a spreadsheet, the X-axis represented supervision sessions, and the Y-axis represented 

the frequency of the best practice behaviors observed per session. Data from each supervision 

session was plotted vertically with baseline phase A and intervention phase B data graphs 

adjacent to one another. Once the frequency of each best practice was plotted on a graph, a visual 

analysis of the data from supervision sessions determined the presence or absence of an 

intervention effect (Carr, 2005; Gast & Ledford, 2018; Horner et al., 2005; Lieberman et al., 

2010; Lundervold & Belwood, 2000). It is important to note that it is not until Supervisor Two 

session recording data demonstrated an intervention effect that changes in Supervisor One 

behavior can also be considered an effect of the intervention.  

Experimental Control 

 Multiple baseline design (MBD) research is useful when the intent is to modify and 

document behavior change. Unlike traditional quantitative research designs with control and 

treatment groups, MBD participants serve as their own control and treatment groups. 

Experimental control is key to meaningful outcomes. To ensure that only the variable of interest 

changes, experimental control is the process of holding constant the variables that are not of 

interest. Doing so limits personal or environmental deviations that may influence study 

outcomes. Five variables were fundamental to experimental control in the current study.  
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First, analysis of baseline phase A and intervention phase B enhanced experimental 

control by demonstrating the behavior change occurred following the training intervention. The 

determination of behavior change requires: (a) minimum three data points within both phases; 

(b) variable change across the adjacent baseline and intervention phases; (c) stability of 

behaviors within and between phases; (d) trend direction, stability, and change within and 

between phases; and (e) a low percentage of data points of one phase that fall within the range of 

data plotted in the other phase. Together, the five requirements demonstrate a cause-and-effect 

relationship between independent and dependent variables (Parker et al., 2006).  

The second variable key to experimental control was a stable baseline trajectory in the 

absence of an independent variable. In MBD research, it is reasonable to conclude from baseline 

data that, without the training intervention, there is a strong likelihood that participants will, on 

average, display the same levels of the behavior. Consequently, frequency line graphs during 

baseline helped determine when and whose behavior stabilized in order to receive the training 

intervention (Parker et al., 2006). A steady baseline phase A trajectory underscored experimental 

control, particularly when changes were observed in intervention phase B data. 

The third variable was confirmation of independent variable effect, after a participant was 

introduced to the training intervention. In the current study, an indication of experimental control 

was an immediate change in best practice behavior during each supervision session that followed 

the training intervention.    

The fourth variable was replication of independent variable effect in the second 

participant to receive the training intervention. Replication of the intervention effect for the 

second supervisor participant increased experimental control for the first supervisor participant. 

In other words, when behavior changed for the second participant in response to the independent 
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variable, that replication meant that (a) baseline phase A levels for the first and second 

participants were maintained until introduction of the independent variable, and that (b) observed 

changes in behavior immediately following introduction of the independent variable were due to 

that variable. For the three best practice target behaviors in this study, when outcome data met 

both criteria, then study validity was strengthened and threats to internal validity were controlled 

(i.e., history, maturation; Christ, 2007). 

Fifth, the higher the percentage of non-overlapping data (PND) between phases A and B, 

the greater the impact of the training intervention on the target behavior and the greater the 

experimental control. The degree of experimental control within either phase depended largely 

on change in level between the two phases and in the strength of PND for both phases (Wolery & 

Harris, 1982). Therefore, a deceleration in dependent variable change following an irregular 

baseline data path would suggest either weaker experimental control or a less effective training 

intervention regarding that dependent variable. 

In this MBD study, graphic representation of data was key to its interpretation. Visual 

analyses were based on absolute, not relative, changes in data patterns. Each supervisor’s best 

practice data were graphed, with baseline phase A and intervention phase B adjacent to one 

another. Two properties for each graphed data path were essential to visual analysis. By 

examining data level and trend, the researcher was able to determine not only data stability, but 

also when “abrupt” changes in data signaled an intervention effect (Gast & Ledford, 2018). 

Level refers to the location of data in relation to the vertical axis. For example, supervisors may 

provide formative feedback to supervisees at low levels during baseline phase A, but at higher 

levels during intervention phase B. Trend refers to the overall direction of data on a graph (i.e., 

zero-celerating, accelerating, decelerating). For example, zero-celeration signals when a study 
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supervisor in baseline phase A is ready for the training intervention. Alternatively, an 

intervention can be considered successful when visual analysis of a graph demonstrates an 

accelerating trend. 

Reliability 

 Although the interpretation of quantitative data typically does not suffer from 

interpretation bias, even operationally-defined behaviors can be subject to it (Lincoln & Guba, 

1990; Walther et al., 2013). In this MBD study, PI and interrater used an event recording method 

to determine interobserver agreement (IOA). Data collection occurred in about one-third of each 

supervisor’s supervision sessions during phases A and B (see Table 3). PI and interrater 

separately reviewed supervision session recordings in full and checked (√) the frequency of 

demonstrated best practice behaviors (i.e., SGR, CPR, FB) on the Best Practice Target Behavior 

Index (Appendix H). The strong IOA outcomes are attributable to several factors. First, the PI 

was present during each training opportunity to address questions and augment training content. 

Second, the PI introduced the three essential best practices to the interrater (Interrater Training, 

Appendix J). Third, the PI provided multiple opportunities to practice event coding, thus 

identifying interrater training needs (e.g., Pullen, 2018; Social Care Wales TV, 2020). 

Table 3 

Interobserver Agreement  

Supervisor, Supervisee Study Phase 
(A, B) 

Supervision Session # 
(of 10) 

IOA (%) 

Supervisor One, Supervisee 1b A 3 100 

Supervisor One, Supervisee 1a B 4 100 

Supervisor One, Supervisee 1c B 7 100 

Supervisor One, Supervisee 1a B 8 100 

    

Supervisor Two, Supervisee 2a A 3 100 

Supervisor Two, Supervisee 2c B 7 100 

Supervisor Two, Supervisee 2c B 9 100 

Note. Study phase A = Baseline. Study phase B = Intervention.  
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Training Intervention Integrity 

Treatment integrity relies on procedural fidelity and social validity (Gast & Ledford, 

2018). Each supervisor participant received the same introduction to and audio training 

intervention. Procedural fidelity in this study was assessed via specific definitions of the 

experimental conditions that undergird the IOA process, reporting fidelity, implementation 

fidelity to the recorded training intervention protocol, and the primary social validity measure. 

All verified functional relationships between dependent and independent variables. 

Implementation validity in this study was demonstrated by adherence to specific procedures for 

the baseline and intervention phases, and their precise and reliable measurement. The pre-

recorded training intervention, in particular, maximized study replicability and minimized 

validity issues with the strict adherence to the script. There were no deviations from the 

implementation of procedures between phases to report. Procedural fidelity was ensured through 

the (a) operationalization of the three target behaviors; (b) collection of baseline phase A and 

intervention phase B data on designated data sheets (Appendix G); and (c) use of a systematic 

protocol for the introduction and use of the pre-recorded training intervention (Appendix I). 

For social validity to exist, behaviors targeted for change should be socially important 

and should make a difference or be subjectively useful to stakeholders (Baer et al., 1968, 1987; 

Kazdin, 1977, 1980; Umbreit et al., 2007; Wolf, 1978). Social validity is measured by the (a) 

social significance of the dependent variable; (b) the fidelity with which the training intervention 

is implemented by field practitioners (in this study, supervisor participants); (c) and when field 

practitioners report positive outcomes related to feasibility, demonstrated success, sustained use, 

and satisfaction.  
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Subjective social validity measures have a potential for bias in studies with a single PI, as 

this study did. To offset that, ratings of implementation fidelity and reported use of interventions 

by those surveyed was considered useful (Gast & Ledford, 2018; Hanley, 2010). The PI 

collected data from the two supervisors (i.e., direct consumers) following the intervention 

training on the usefulness of the training. The Training Intervention Feedback form (Appendix 

K) measured supervisor perceptions of the training intervention’s usefulness directly following 

its introduction (Martens et al., 1985). Some research suggests that the ratings can be augmented 

by implementation fidelity and self-reported use of interventions (Gast & Ledford, 2018; Hanley, 

2010). For those reasons, feedback on the training intervention was solicited directly following 

the training intervention. Doing so was expected to capture changes in preference during the use 

of the intervention, a practice considered both realistic and desirable (Gast & Ledford, 2018; 

Hanley, 2010).  Accordingly, Table 4 provides the supervisors’ quantitative and qualitative value 

of the training intervention. 

Table 4 

Training Intervention Social Validity  

Training Intervention Feedback Questions 
1 = weakest, 6 = strongest 

Sup 

1 

Sup 

2 

The training targeted important supervision tasks. 6 5 

The information was useful for what I do. 6 5 

The content was reasonable for my role. 6 6 

The presentation was well-presented. 6 5 

The training increased my knowledge base. 6 5 

I am likely to implement the recommendations. 6 6 

This will help me be more efficient in my supervision. 6 6 

M 6 5 

SD 0 0.53 

Supervisor One comments:  

“Why is it important to use SGR and FB during each session? It seems it would be awkward to do that 
every session…. It made me realize some of the things I’ve been missing, what I need to change. Now, 

when and how do I start without using too much time?” 

Supervisor Two comments:  
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“Isn’t [direct observation of supervisees] a violation of trust between supervisor, supervisee, and 

client?... I appreciate the culturally sensitive nature of the information, and the recognition and intention 
of understanding the ‘power and privilege in service delivery’ that we face in practice. I am curious 
about how to create a more natural means of incorporating this into my supervision style – practice will 

make perfect.” 

 

Three incidents interrupted supervision session recording, although none influenced data 

stability, its collection, or its analysis. The first was a holiday that resulted in additional 

supervisee time away. That incident only delayed data collection for approximately one week. 

The second and third incidents were technological and interrelated. When Supervisor Two 

encountered supervision session recording issues, efforts to identify another recording method 

resulted in one corrupted recording out of eleven. A corrupted recording was defined as one that 

lacked clear content for the full session. Otherwise, Supervisor One and Two supervision session 

recordings proceeded without incident. 

Baseline phase A, intervention phase B, and post-intervention integrity was maintained 

100% of the time (see Table 5). Following the introduction of Supervisor One to the training 

intervention, one methodological addition was made to the question-and-answer portion that 

followed the intervention. The PI appended Supervisor One questions and PI responses to the 

Training Intervention Script for Audio Recording (Appendix I). In due course, the PI similarly 

captured Supervisor Two questions and PI responses. Each supervisor received a copy of the 

most current document in order to benefit from the additional content.  

Table 5 

Implementation Integrity  

BASELINE PHASE (A) PROTOCOL Integrity 

Emailed greeting to supervisors (n = 2) and their respective three supervisees (n = 6) 100% 

Email format used: Step-by-step instructions, included attachments as indicated and next 

task preview. Each task was completed by all concerned before the next one was given 

100% 

Read orientation scripts to supervisors and supervisees 100% 
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Emailed/Followed-Up on first Supervisor SWAI 100% 

Emailed/Followed-Up on first Supervisee SWAI 100% 

Emailed supervisors the protocol for supervision session recording submission 

(deadlines, recording signals [“BEGIN/STOP RECORDING”]), followed-up on each 

late supervision recording, and when to expect the training intervention 

100% 

Supervisors emailed PI a video or audio joke to verify recording and email function 100% 

Emailed supervisors: “BEGIN RECORDING” 100% 

First supervisor whose data stabilized (Supervisor One) scheduled 1-hour Zoom meeting 

for 30-minute training intervention, Q&A (eventually, same for Supervisor Two [Sup 

2]) 

100% 

TRAINING INTERVENTION PHASE (B) PROTOCOL  

Greeted and asked supervisor to open envelope PI mailed (Resource Guide) 100% 

Alerted supervisor a Training Intervention script for the audio will be emailed (included 

Q & A) 

100% 

Read Training Intervention introduction, which stressed not to discuss Training 

Intervention with the other supervisor and recordings continued uninterrupted and 

unchanged 

100% 

Asked if supervisor was comfortable and ready for Training Intervention 100% 

Started audio recording, Two-Sided Laminated Resource Guide introduced during 

training, concluded with a question-and-answer opportunity 

100% 

Emphasized: do not discuss Training Intervention with other supervisor, supervision 

recordings continue uninterrupted/unchanged 

100% 

Read Training Intervention Feedback Form script, emailed form (followed-up on 

Training Intervention Feedback Form)  

100% 

Trained supervisor on when/how to use (a) Resource Guide and (b) Resource Guide Log 100% 

Emailed Training Intervention Script that included Sup 1 questions and PI responses 

(repeated after Sup 2 completed Training Intervention Q&A) 

100% 

Re-emphasized: recording continued as scheduled until the “STOP RECORDING” 

email, do not discuss Training Intervention with the other supervisor 

100% 

POST-INTERVENTION PHASE PROTOCOL  

Emailed intermittent supportive “check-in” to supervisors 100% 

Emailed supervisors “STOP RECORDING” when Sup 2 data stabilized 100% 

Emailed supervisors and their supervisees “STUDY RECORDINGS COMPLETE, only 

exit inventories needed” 

100% 

Emailed/Followed-Up on second Supervisor SWAI 100% 

Emailed/Followed-Up on second Supervisee SWAI 100% 

Followed up on Resource Guide Logs 100% 

Emailed gift cards or mailed gift checks 100% 

Note. Sup = Supervisor. The two supervisors and a total of six supervisees completed one SWAI 

prior to the start and one at the end of the study.  
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CHAPTER IV  

RESULTS 

This chapter presents the results of a study examining the impact of a training 

intervention intended to increase supervisor use of three essential best practices during 

supervision: (a) supervisee goal review (SGR), (b) client progress review (CPR), and (c) 

formative feedback to the supervisee (FB). The focus was on two supervisors, each of whom 

delivered weekly clinical supervision to three designated supervisees. Supervision sessions were 

60-minutes per week for approximately 10 weeks. Prior to and following a 30-minute audio 

supervisory training intervention, the frequency of the three supervisory best practices during 

each supervision session was measured and analyzed.  

This study used a multiple baseline design (MBD), ideal for modifying and documenting 

behavior change. Unlike traditional quantitative research designs with control and treatment 

groups, MBD participants serve as their own control and treatment groups. Experimental control 

in MBD research is key to meaningful outcomes. It is the process that holds variables constant to 

ensure that only the variables of interest change.  

In this study, Supervisor One was the first to achieve a stable baseline phase A data and, 

thus, was the first to receive the training intervention. Supervisor Two continued in baseline 

phase A until Supervisor One intervention phase B data stabilized for a minimum of three 

consecutive data points. Once Supervisor One intervention phase data stabilized, assuming 

Supervisor Two baseline phase data was also stable, then Supervisor Two received the same 

training intervention. Supervisor introduction to the training at different times is critical to 

establishing a cause-and-effect relationship. It is only after Supervisor Two’s dependent 

variables demonstrate an intervention effect that Supervisor One data can be said to demonstrate 

a cause-and-effect relationship.   
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The two guiding research questions for this study were as follows:  

(1) Will study supervisors increase the frequency of their use of the three essential 

supervision best practices following the training intervention?  

(2) Will study supervisors and their supervisees report changes in their perceptions of 

the supervision process and its outcomes as a result of the training intervention?  

The following sections will provide specific and overall findings in response to both 

research questions.  

Best Practice Target Behaviors 

The three target behaviors for this study were (a) supervisee goal review (SGR), (b) client 

progress review (CPR), and formative feedback to supervisees (FB). These behaviors are 

considered best practices for counselor supervisors (ACES, 2011).  To measure the behaviors, 

observations were collected from 60-minute supervision recordings across approximately 10 

weeks from two clinical supervisors and their three respective supervisees. Graphic 

representations of the best practices during baseline phase A and intervention phase B were 

expected to serve as robust litmus tests of intervention effect (Parsonson et al., 1992).  

Best Practice Behavior One: Supervisee Goal Review  

Although supervisee goal review (SGR) is a recommended best practice (ACES, 2011; 

best practice 2), neither of the study supervisors demonstrated its use during baseline phase A. In 

other words, supervisors in this study did not solicit supervisee perceptions to continuously 

identify and prioritize learning needs in the form of SMART supervisee goals (specific, 

measurable or observable, attainable, realistic to counselor developmental stage and needs, and 

time-limited).  
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During intervention phase B, both supervisors abruptly accelerated their SGR use.  The 

Supervisor One trend accelerated from zero during baseline phase A to approximately twice per 

supervision session [M = 1.86, SD = 0.38]. While there was a temporary deceleration to once in 

session 7, the trend returned to twice per session until the conclusion of the study. Table 6 

demonstrates between-phase changes in FB application. Supervisor Two use of SGR accelerated 

from zero during baseline phase A to once per supervision session for the duration of the study. 

Overall, the trend was positive for both study supervisors, demonstrating a positive intervention 

effect for the SGR best practice. See Table 6 for within- and between-phase descriptive analyses. 

Also see Figure 1 for a visual representation of best practice activity during the two phases for 

each supervisor. 

Best Practice Behavior Two: Client Progress Review 

Since the systematic review of client progress (CPR) is the principal mechanism by 

which supervisors meet ethical and liability obligations related to client welfare (ACES, 2011; 

best practices 4, 9), it is not surprising that both study supervisors demonstrated this behavior 

during baseline phase A. Indeed, of the three targeted best practices, the two supervisors 

demonstrated only CPR during phase A. The Supervisor One trend held steady at twice per 

session [M = 2.00, SD = 0] as did Supervisor Two, who demonstrated it roughly twice per 

supervision session [M = 1.60, SD = 1.10] during baseline. 

Following the relatively high frequency of CPR during baseline phase A, there was a 

slight deceleration in CPR use during intervention phase B across the two supervisors. For 

instance, Supervisor One use of CPR remained fixed at twice per supervision session (i.e., zero-

celeration) until session 7 when there was an abrupt deceleration. That was followed by an 

abrupt acceleration in session 8 to CPR use twice per session. On average, Supervisor One 
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demonstrated the CPR best practice nearly twice per supervision session, the same frequency as 

demonstrated during baseline phase A level and trend. Between-phase CPR changes can be seen 

in Table 6. Overall, the trend was neutral, demonstrating a neutral intervention effect for CPR (M 

= -0.14).   

In contrast to Supervisor One, the Supervisor Two level abruptly changed three times 

before it stabilized. Directly following the training intervention, CPR level (a) decelerated from 

roughly twice to none during session 6, (b) accelerated to twice during session 7, and (c) returned 

to once during session 8 where it remained until the end of the study. On average, Supervisor 

Two demonstrated the CPR best practice about once per supervision session, which was lower 

than the CPR frequency during baseline phase A. Between-phase CPR changes can be seen in 

Table 6. Overall, the trend was negative for this study supervisor, demonstrating a negative 

intervention effect for CPR (M = -0.60). 

Best Practice Behavior Three: Formative Feedback to Supervisee 

At its core, formative feedback to supervisees (FB) is a give-and-take process intended to 

increase supervisee self-evaluation in the short-term and self-supervision in the long-term 

(ACES, 2011; best practice 3). Neither of the study supervisors demonstrated the use of FB 

during baseline phase A.  

Following the training intervention, Supervisor One level of the FB best practice abruptly 

accelerated from zero during baseline phase A to three per session in intervention phase B, where 

it stabilized until it decelerated during session 7 to twice per session until the end of the study [M 

= 2.43, SD = 0.53]. Directly following the training intervention, Supervisor Two use of FB 

accelerated abruptly from zero during baseline phase A to once per supervision session (sessions 

6, 7) after which level of FB accelerated to three times per supervision session, where it 
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remained until the end of the study [M = 2.10, SD = 1.10]. Between-phase CPR changes can be 

seen in Table 6. Overall, the trend was positive for the two supervisors, demonstrating a positive 

intervention effect for FB.   

Laminated Two-Sided Resource Guide 

 Following the training intervention and until the end of the study, each supervisor agreed 

to read the front of the colorful Laminated Two-Sided Resource Guide (Appendix L) 30 minutes 

prior to each supervision session scheduled for recording. The Resource Guide was a component 

of the training intervention, which contained a summary of the three best practices. The 

introduction of the Resource Guide Log (Appendix M) as a compliance enhancement and 

procedural validation tool was based on cognitive dissonance theory (Festinger, 1959). 

According to the theory, supervisors were more likely to review the Resource Guide to avoid 

psychological discomfort associated with the agreement to complete the Log. The compliance 

rate for Supervisor One exceeded 71% and that for Supervisor Two was 40%. Table 6 provides 

support for the argument that the strength of Supervisor One’s overall post-intervention use of 

the three best practices can be attributed to her more consistent use of the Resource Guide. 

Summary of Best Practice Target Behaviors 

To summarize, a cause-and-effect relationship was demonstrated between the 

intervention and the supervisors’ use of the best practices. Indeed, greater fidelity to the 

Laminated Two-Sided Resource Guide, a component of the training intervention, had the effect 

of greater best practice use following supervisor introduction to the training intervention.  

Moreover, the intervention and Resource Guide effect on the best practice target 

behaviors SGR and FB was such that intervention phase B levels accelerated between 100% and 

186%. In contrast, there was an inverse effect on the CPR best practice. Both supervisors 
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demonstrated CPR during phase A and phase B sessions. In other words, as supervisory use of 

SGR and FB increased during each supervision session, CPR use tended to decrease. 

Specifically, SGR and FB levels increased from zero at baseline to three times per session after 

the training intervention. In comparison, CPR levels during each session decreased from 

approximately twice per session during baseline phase A to between once and twice per 

intervention phase B session. Overall, all three best practices either improved or met the ACES 

(2011) best practice guidelines during phase B because each was used during each supervision 

session.  

Table 6 

Within- and Between-Phase Analysis of Best Practice Observations During Supervision Sessions 

Phase of Analysis  Best 
Practice 

Frequency 

   Best 
Practice 

Frequency 

 

WITHIN-PHASE        

Supervisor One 
Phase A 

SGR  CPR  FB Supervisor Two 
Phase A  

SGR CPR FB 

           Session 1 0 2 0           Session 1 0 2 0 

           Session 2 0 2 0           Session 2 0 0 0 

           Session 3 0 2 0           Session 3 0 2 0 

              Session 4 0 2 0 

              Session 5 0 2 0 

M 0 2 0 M 0 2 0 

Supervisor One 
Phase B 

   Supervisor Two 
Phase B 

   

         *Session 4 2 2 3           *Session 6 1 0 1 

            *Session 5 2 2 3           *Session 7 1 2 1 

            *Session 6 2 2 3           Session 8 1 1 3 

            *Session 7 1 1 2           Session 9 1 1 3 

            *Session 8 2 2 2         Session 10 1 1 3 

            Session 9 2 2 2     

            Session 10 2 2 2     

M 2 2 2 M 1 1 2 

BETWEEN-PHASE        

Supervisor One SGR CPR FB Supervisor Two SGR  CPR FB 

M 1.86 -0.14 2.42 M 1.00 -0.60 2.20 

Trend Positi
ve 

Negative Positive Trend Positi
ve 

Negative Positive 
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Note. SGR = Supervisee goal review best practice. CPR = Client progress review best practice. 

FB = Formative feedback to supervisee best practice. * = Supervisors agreed to review the front 

side of the Two-Sided Laminated Resource Guide 30 minutes prior to each supervision session 

scheduled for recording. The Guide, a component of the training intervention, was a best practice 

synopsis that also served as a mouse pad.   

Figure 1 

Observed Best Practice Use Pre- and Post-Intervention 
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Note. Freq = Frequency of observed best practice target behavior. 

Perceptions of Supervision 

 The two study supervisors and their three respective supervisees who participated in this 

study completed the Supervisory Working Alliance Inventory (SWAI; Efstation, Patton, & 

Kardash, 1990) at two distinct points during the study. The first SWAI was administered before 

the start of the study (i.e., baseline phase A) and the second at the conclusion of the study (i.e., 

intervention phase B). Consequently, first SWAI data was informed by each supervisor’s day-to-

day supervision practices, while the second was potentially informed by the training intervention. 

More importantly, the SWAI included components specific to the three supervisory best practice 

target behaviors in this study. With this in mind, data from the two SWAI allowed an analysis of 

supervisor and supervisee perceptions of best practice use and supervision practices before 

baseline phase A and after intervention phase B.  

Supervisor Perceptions 

 Supervisor perceptions of their supervisory best practice use are important given their 

ethical and legal obligations to ensure client welfare. To that end, two sets of data were collected 

and analyzed. The first was the three SWAI components that matched the three best practice 

target behaviors during supervision session recordings. The second was supervisor self-ratings 

on five domains that underpin each supervisor’s supervisory and clinical roles.  

Supervisor One Perceptions 

Although Supervisor One’s rating of the use of the SGR best practice on the first SWAI 

was relatively modest (i.e., 3), observations of her baseline phase A session recordings 

confirmed she had not engaged in SGR use at all (see Table 7). In contrast, Supervisor One 

believed she had not demonstrated CPR, even though it was the only best practice she 

demonstrated during baseline phase A. Finally, Supervisor One perceptions of FB use (i.e., 1) 
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were relatively congruent with baseline phase A session observations. See Table 7 for average 

first SWAI ratings prior to the start of the study.  

With respect to the second SWAI, Supervisor One perceptions strengthened by over 15% 

(see Table 7). Supervisor One’s rating of SGR use increased by 29%, a rating more aligned with 

intervention phase B session observations. Although the CPR rating (i.e., 4) was congruent with 

intervention phase B session observations in that it occurred, the perception that use increased by 

43% directly contradicted phase B observations that decelerated. Finally, the second SWAI FB 

rating increased (i.e., 7), a perception congruent with phase B session observations.  

Table 7 

Supervisor Perceptions of Pre- and Post-Intervention Best Practice Use  

Components of 

Two SWAI 

 Supervisor 

One 

  Supervisor 

Two 

 

 SWAI 
Score  

*Observed  
Phase A Freq  

*Observed  
Phase B Freq  

SWAI 
Score 

*Observed 
Phase A Freq 

*Observed 
Phase B Freq 

1st          SGR 3 0  7 0  

2nd         SGR 5  2 7  1 

1st          CPR 1 2  6 2  

2nd         CPR 4  2 7  1 

1st             FB 1 0  7 0  

2nd            FB 7  2 7  2 

Note. The SGR, CPR, FB components of the SWAI aligned with the three supervisory best 

practice target behaviors. Supervisors completed one SWAI at the start and one at the end of the 

study (scale: 1 = almost never, 7 = almost always). SWAI Scale = 1 almost never, 2 rarely, 3 

occasionally, 4 neutral, 5 sometimes, 6 often, 7 almost always. Observed Frequency = average 

frequency the three best practices observed during each supervision session. A SWAI score of 7 

is roughly equivalent to an Observed Frequency of 1 or higher.     

Table 8 presents supervisor perceptual changes specific to competence, effectiveness, 

efficiency, satisfaction, and commitment in the supervisory and clinical roles. Supervisor One 
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self-ratings for supervisory competence, satisfaction, and commitment increased by 14%. Self-

ratings for clinical effectiveness, efficiency, and commitment increased at the same rate. Overall, 

Supervisor One’s self-ratings as a clinician were stronger by nearly one rating point as compared 

with self-ratings as a supervisor.  

Table 8 

Supervisor Pre- and Post-Intervention Self-Ratings as Supervisor and Clinician  

 Sup 1 

1st SWAI  
1 = almost never 

7 = almost always 

Sup 1 

2nd SWAI 
1 = almost never  

7 = almost always 

Sup 2 

1st SWAI  
1 = almost never 

7 = almost always 

Sup 2  

2nd SWAI 
1 = almost never  

7 = almost always 
As a Supervisor     

            Competence 4 5 6 7 

            Effectiveness 5 5 6 7 

            Efficiency 5 5 6 7 

            Satisfaction 5 6 6 7 

            Commitment 6 7 7 7 

As a Clinician     

            Competence 6 6 6 6 

            Effectiveness 5 6 6 7 

            Efficiency 5 6 6 6 

            Satisfaction 6 6 6 7 

            Commitment  6 7 7 7 

  

Supervisor Two Perceptions 

With respect to the second SWAI, Supervisor Two perceptions strengthened by 6% (see 

Table 7). Although Supervisor Two’s rating of the SGR best practice on the first SWAI was 

strong (i.e., 7, almost always), observations of her baseline phase A session recordings confirmed 

she had not engaged in SGR during phase A sessions. Supervisor Two perceptions regarding 

CPR use (i.e., 6) were relatively congruent with observations (i.e., 7). Of the three best practices, 

Supervisor Two believed she used CPR the least, when CPR was the only best practice used 

during phase A.  Finally, the supervisor’s strong perceptions of FB use (i.e., 7) were unconfirmed 
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by baseline phase A session observation (i.e., 0, never demonstrated). See Table 7 for average 

first SWAI ratings prior to the start of the study.  

With regard to the second SWAI, Supervisor Two’s ratings for SGR and FB remained 

unchanged from the first SWAI, but were confirmed by intervention phase B observations. In 

contrast, although the supervisor’s CPR rating was congruent with intervention phase B 

observations in that CPR occurred, the perception that CPR use acceleration by 14% was directly 

contradicted with the phase B observation of CPR deceleration from baseline phase A.  

Table 8 presents Supervisor Two’s perceptual changes specific to competence, 

effectiveness, efficiency, satisfaction, and commitment in the supervisory and clinical roles. 

With regard to the supervisor role, the variables of competence, effectiveness, efficiency, and 

satisfaction increased by 14%; and commitment remained high (i.e., 7 of 7). Self-ratings for 

supervisory effectiveness and satisfaction increased at the same rate. The supervisor’s self-

ratings for her own clinical competence, efficiency, and commitment remained unchanged (i.e., 6 

of 7). Finally, Supervisor Two’s overall self-ratings as a supervisor were stronger by 

approximately half a rating point as compared with self-ratings as a clinician. 

For both supervisors, ratings for supervisory traits, behaviors, and supervisor-clinical 

domains increased. However, some evidence suggests that interpretation of the SWAI ratings 

may be more complex. Specifically, ratings may be stronger if supervisor perceptions were 

analyzed at the component instead of aggregate level. For instance, a lower supervisor rating 

during the second SWAI may be lower yet more accurate when a supervisor reduces her initial 

rating that she “… clearly outline[d] the supervisory process, and define[d] supervisor and 

supervisee roles and responsibilities” or “… solicit[ed] supervisee feedback on … [the 

supervisor] and the supervision process.” 
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Qualitative Perceptions  

Finally, supervisors had the opportunity to share general qualitative comments. Time, 

specifically the lack of it and its “fleeting” nature, emerged as a recurring theme during each 

supervision session for both supervisors in intervention phase B. One supervisor wondered how 

she would incorporate training intervention knowledge without “wasting more time.” Ostensibly, 

that was in response to the addition to each supervision session of the SGR and FB best practices 

to CPR.  

Another emergent theme was captured by a question directly following the training 

intervention. A supervisor asked “… isn’t observation [of supervisees] a violation of trust 

between supervisor, supervisee, and client?” The comment suggested that the supervisor did not 

observe supervisee clinical performance, but relied on supervisee self-report; and it also 

suggested an issue largely attributable to supervision training.  

A third theme was a supervisor’s estimate of the level of “awkward[ness]” in using all 

three best practices during supervision. The comment suggested that SGR, CPR, and FB best 

practices were contingent on supervisee self-report and what each brought into supervison. 

Furthermore, the projected level of discomfort spoke to the need for more focused supervision 

training.  

Finally, the theme of structure emerged in two different ways. The first was a supervisee 

comment: “It's been helpful to implement some structural changes that have improved our 

[supervision] sessions, [which] I have used in my [clinical] sessions, so role modeling works!” 

The second was a supervisor comment provided as part of the training intervention feedback: 

“Supervisees prefer an informal environment for case conceptualization, techniques, and 

brainstorming ideas.” That remark explained, at least in part, why all supervisees consistently 
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determined the structure and agenda for each baseline phase A supervision session. 

Cumulatively, the two examples demonstrate supervisor perspectives that differ from supervision 

best practices, specifically regarding the intent and structure of supervision as well as the 

transferability of supervision to therapeutic work instead of the reverse (Bernard & Goodyear, 

2018). 

In summary, post-intervention data confirmed the positive effect of the training 

intervention on perceptions of delivered supervision. Overall, supervisor SWAI and supervisor-

clinician self-ratings accelerated from modest and strong positions, a significant finding given 

the foundational role that the three supervisory best practices play in supervisee development, the 

supervisory alliance, and client welfare (Holloway, 1982, 1995, 1999). Further, neither 

quantitative nor qualitative supervisor reports suggested that score fluctuations may be related to 

perceived or identified supervisory relationship ruptures. Most importantly, the qualitative 

finding that direct observation of supervisees breaches supervisee and client trust underscored 

gaps in supervision for supervisors and supervision trainings.  

Supervisee Perceptions 

Supervisory Best Practices 

Supervisee perceptions of the use of supervisory best practices are important. Not only is 

the supervisee one half of the supervisory alliance, but supervisee perceptions also directly 

contribute to supervisee professional development. That, in turn, promotes client welfare through 

quality services. To measure perceptions, supervisees also completed SWAI at the start and at 

the end of the study. The section that follows will summarize findings from and comparisons 

between the three SWAI components congruent with the three best practice target behaviors as 

well as observations of best practice use observed in session recordings.  
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Supervisor One Supervisees. Overall, supervisees’ SWAI perceptions either remained 

constant or accelerated from baseline phase A to intervention phase B (see Table 9). 

Additionally, first and second SWAI ratings were relatively constant across the two supervisee 

groups, deviating from one another from one to one and one-half SWAI points per component 

(scale 1 – 7, 7 = almost always). To be precise, the SGR and FB best practice ratings on the first 

SWAI largely exceeded recorded session observations. Both best practices were absent during 

recorded session observations, although the CPR best practice SWAI ratings were congruent 

with recorded session observations. In comparison to the first SWAI, supervisee second SWAI 

ratings of SGR and FB use were congruent with intervention phase B session observations. With 

respect to the second SWAI CPR best practice, supervisee perceptions were congruent with 

session observations that it was present.  

Table 9 

Supervisee Perceptions of Pre- and Post-Intervention Best Practice Use  

Best Practice *1st SWAI Observed  

Phase A Freq 

*2nd SWAI Observed 

Phase B Freq  

Sup One Supervisees     

        SGR  0  2 

M 4  5  

SD 2.08  2.08  

        CPR  2  2 

M 5  6  

SD 2.31  1.0  

        FB   0  2 

M 6  6  

SD 1.0  1.0  

Sup Two Supervisees     

        SGR   0  1 

M 5  5  

SD 2.0  2.0  

        CPR  2  1 

M 5  6  

 SD 1.53  1.0  

        FB  0  2 
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Best Practice *1st SWAI Observed  

Phase A Freq 

*2nd SWAI Observed 

Phase B Freq  

 M 7  6  

SD 0.58  1.15  

Note. Sup = Supervisor. SWAI components align with the three supervisory best practice target 

behaviors. Supervisees completed the SWAI once at the start and once at the end of the study 

(scale: 1 = almost never, 7 = almost always). *SWAI Score of 7 is the rough equivalent of an 

Observed Phase Freq of 1 or greater. Observed Phase Freq = Average frequency that a best 

practice was observed during a supervision session.    

Supervisor Two supervisees. The first and second Supervisee SWAI ratings remained 

relatively constant across the two supervisee groups, deviating between one to one and one-half 

SWAI points per component (scale 1 – 7, 7 = almost always). Specifically, the first SWAI 

perceptions of SGR and FB levels largely exceeded baseline phase A session recording 

observations since both were not observed in session recordings, unlike the CPR best practice 

that was confirmed by session observations. However, second SWAI SGR and FB ratings 

corresponded with intervention phase B observations. Regarding the second SWAI ratings for 

the CPR best practice, supervisee perceptions were consistent with phase B session observations.   

Supervisory Traits and Behaviors  

Table 10 provides evidence of changes in supervisee perceptions of supervisory traits and 

behaviors prior to the start of the study and at its conclusion. Based on second SWAI data, 

Supervisor One supervisees increased their ratings of supervisory components by a negligible 

1.8% after the supervisor received the training intervention. On the one hand, there was neither 

quantitative nor qualitative evidence suggesting relationship fractures. On the other, two 

supervisees volunteered during the first SWAI, the first remark reiterated in the second SWAI, 

that more supervisor education, training, and experience with “more psych theory and 
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perspective” and diverse client populations and specialties would be helpful for “when I need 

specific support and direction … [that] she can’t give.” 

Table 10 

Supervisee Perceptions of Supervisory Pre- and Post-Intervention Traits and Behaviors  

Supervisees 1st SWAI Score 
Maximum 165 

2nd SWAI Score 
Maximum 165 

Supervised by Supervisor One              M 142 145 

SD 18 17 

Supervised by Supervisor Two            M 149 142 

SD 16 21 

Note. Supervisees completed the SWAI once at the start and once at the end of the study.    

According to second SWAI scores, supervisee ratings of the supervision they received 

following Supervisor Two’s introduction to the training intervention declined by 4%. Once 

again, supervisees did not disclose difficulties reflective of typical rupture-repair processes; 

although one comment may help explain the finding. The supervisee found “organic supervision 

more valuable than systematic supervision.”  The explicit focus on specific goals, work sample 

reviews, and data-based feedback qualify the three best practices as systematic supervision. 

Qualitative Perceptions 

Three of the six supervisee participants in this study identified eight qualitative 

components for inclusion in the SWAI. The following is a compilation of those remarks. To 

start, all perceived their supervisors as culturally competent, even “sensitive” to the potential 

impact of their word choices. The supervisors were experienced as “well-rounded [with] a deep 

and rooted ability to understand how culture is defined and played out in the lives of clients and 

supervisees. If [they don’t] understand something, [they] research it.” Alternatively, one 

supervisee supervised by Supervisor Two acknowledged that while she could not “comment on 

cultural understanding because it has not come up or been an issue that was discussed, …. my 

supervisor reminds us to go back to the basics and stressed the importance of meet[ing] the client 
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where the client is.” In fact, none of three supervisees was able to identify the supervisor’s 

ethnicity (see Table 2, Supervisee Demographics). In the case of Supervisor One, two of three 

supervisees correctly identified supervisor ethnicity. 

Another supervisee contribution was associated with modeling supervision session 

structure. Following the training intervention, the majority of supervisees expressed their 

appreciation for the increased structure. For example, one supervisee reported positive client 

outcomes when she “modeled” her supervisor’s behavior inside clinical sessions. “It was very 

rewarding,” she said. One supervisee, perhaps in response to the sudden change in session 

structure, stated she preferred “organic” over “systematic” supervision.  

Yet another qualitative finding was the limitation of supervisor scope of knowledge and 

competence, particularly when the need for guidance was immediate. One supervisee alluded to, 

but did not discuss, the impact of limited knowledge and guidance. Another detailed how her 

supervisor managed those variables.  

One supervisee, despite her supervisor’s sensitivity to supervisee needs, disclosed a 

reluctance to be forthright with her opinions. Specifically, her belief that being direct could be 

misinterpreted as criticism, kept her from being transparent with her supervisor; a response 

typical of relationships with unequal distributions of power.  

Finally, time was as much an issue for supervisees as for supervisors. All supervisees 

regularly remarked, either in the SWAI or during supervision recordings, on how quickly an hour 

passed, a sentiment expressed by one supervisee’s wish for additional “impromptu” supervision. 
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Supervisor and Supervisee Perceptions Compared 

Supervisor One and Supervisees 

During baseline phase A, supervisee average ratings of the three best practices diverged 

from Supervisor One self-ratings, sometimes up to six SWAI points per component (see Table 

11; scale 1 – 7, 7 = almost always). For example, Supervisor One was more conservative than 

her supervisees in her perceptions of SGR, CPR, and FB use; and was more accurate in her 

perceptions of SGR and FB use. Moreover, there was considerable deviation between supervises 

in their perceptions of CPR and FB use during sessions. Generally, therefore, supervisor as well 

as supervisees differed about what transpired during supervision; and their high ratings of SGR 

and FB best practice use during baseline phase A were unsupported by session observations. In 

comparison, CPR perceptions were consistent with session observations. 

During intervention phase B, supervisee SWAI ratings averaged between one and two 

SWAI points higher per component than Supervisor One self-ratings. Once again, supervisor and 

supervisees generally differed in their perceptions, although differences were smaller in this 

phase. Differences were also smaller between supervisees for the CPR and FB best practices. 

Finally, supervisors’ and supervisees’ perceptions of best practice use was technically accurate in 

that best practices were used. However, the acceleration of CPR by nearly one and one-half 

SWAI points is inconsistent with observations of a deceleration in CPR use.   

Overall, although Supervisor One’s and her supervisees’ first SWAI perceptions were 

largely incongruent with one another and with baseline phase A supervision recording 

observations, differences in perceptions of supervision decreased by nearly one standard 

deviation during phase B. It is important to note that phase B supervision session observations 
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and second Supervisee SWAI ratings were technically accurate in that they occurred at least once 

per best practice guidelines.  

Table 11  

Supervisor and Supervisee Perceptions Versus Observed Best Practice Use Across Phases A & B 

Supervisor  

&  

Supervisees 

*1st SWAI Score Observed 
Phase A 
Frequency 

*2nd SWAI Score Observed 
Phase B 
Frequency 

SGR     

    Supervisor One Perception 3 (occasionally) 0 5 (sometimes) 2 

    Supervisees’ Perception M = 4, SD = 1.83  M = 5, SD = 1.71  

CPR     

    Supervisor One Perception 1 (almost never) 2 4 (neutral) 2 

    Supervisees’ Perceptions M = 5, SD = 2.63  M = 6, SD = 1.29  

FB     

    Supervisor One Perception 1 (almost never) 0 7 (almost always) 2 

    Supervisees’ Perceptions M = 6, SD = 2.63  M = 6, SD = 0.96  

SGR     

    Supervisor Two Perception 7 (almost always) 0 7 (almost always) 1 

    Supervisees’ Perceptions M = 5, SD = 1.91  M = 5, SD = 1.91  

CPR     

    Supervisor Two Perception 6 (often) 2 7 (almost always) 1 

    Supervisees’ Perceptions M = 5, SD = 1.29  M = 6, SD = 0.96  

FB     

   Supervisor Two Perception 7 (almost always) 0 7 (almost always) 2 

   Supervisees’ Perceptions M = 7, SD = 0.50  M = 6, SD = 1.00  

Note. The three SWAI components align with the three supervisory best practice target 

behaviors. Supervisors and supervisees completed one SWAI prior to the start of and at the end 

of the study. *SWAI Scale = 1 almost never, 2 rarely, 3 occasionally, 4 neutral, 5 sometimes, 6 

often, 7 almost always. Observed Frequency = average frequency the three best practices were 

observed during each supervision session. A SWAI score of 7 is roughly equivalent to an 

Observed Frequency of 1 or higher.  
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Supervisor Two and Supervisees 

During baseline phase A, supervisees averaged between less than one-half and two SWAI 

points per component lower than strong Supervisor Two self-ratings (see Table 11). In other 

words, Supervisor Two supervisees were more conservative than their supervisor in their 

perceptions of supervision, although they generally agreed about the FB best practice. 

Additionally, supervisor and supervisee perceptions of SGR and FB best practice use were at 

odds with supervision session recording data. 

According to second SWAI data, supervisee SWAI ratings were one to two SWAI points 

less than Supervisor Two self-ratings. Since the supervisor’s ratings were already at maximum 

levels, second SWAI ratings were relatively unchanged from first SWAI ratings. The majority of 

second Supervisee SWAI ratings were either unchanged (i.e., SGR, FB) or increased by one 

SWAI point (i.e., CPR). Although there was inter-supervisee SWAI variability in second SWAI 

ratings, the supervisor and supervisee ratings were consistent with intervention phase B session 

observations, despite negligeable changes in supervisor and supervisee SWAI ratings. 

Best practice target behavior observations, Supervisor and Supervisee SWAI ratings, and 

qualitative comments confirm an overall training intervention effect. The use of SGR and FB 

best practices for Supervisor One and Supervisor Two accelerated abruptly and stabilized 

following the training intervention. However, CPR levels remained fixed or decelerated. On the 

whole, there were four important outcomes. First, study supervisors increased the frequency of 

their use of the three essential supervisory best practices during supervision. Second, study 

supervisors and study supervisees reported changes in their perceptions of supervision and its 

outcomes as a result of the training intervention. Third, supervisors and supervisees tended to 

disagree, as did supervisees with one another, about the use of best practices during supervision. 
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Finally, significant misconceptions about supervision and its execution suggest potential training 

concerns.  
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CHAPTER V 

DISCUSSION 

Clinical supervision is an apprenticeship model, where supervisors provide guidance and 

support intended to expand supervisee competent practice (Bernard & Goodyear, 2018). 

Extending the ACES (2011) Best Practices in Clinical Supervision, this multiple baseline design 

study examined the effect of a training intervention on supervisor use of three supervisory best 

practices essential to each supervision session. The best practices were (a) supervisee goal 

review, (b) client progress review, and (c) formative feedback provision to the supervisee 

(ACES, 2011). It was anticipated that the training intervention would increase the use of the best 

practices within supervision sessions. Informed by the supervision framework of attachment 

theory and the systems approach, the hypothesis was that the use of the targeted behaviors would 

increase by a minimum of three or more data points following the training intervention. 

Additionally, the increase in the use of the targeted behaviors would be associated with increased 

supervisor and supervisee perceptions of the supervision process. This chapter will contain a 

discussion of the results presented in Chapter Four.    

Overview of the Findings 

The purpose of the current study was to measure the frequency of best practice behaviors 

during the delivery of supervision and measure changes in perceptions of supervision following 

the training intervention. Although extant supervision theory and best practices have 

strengthened the foundation of supervision (ACES, 2011; Bernard & Goodyear, 2018; Leddick 

& Bernard, 1980), didactic training models continue to be based on self-report and generic 

reviews of supervision best practices (Bernard & Luke, 2015; Watkins & Scaturo, 2013). To the 

knowledge of this author, no study has either explicitly reduced supervision to its three primary 

components for utility nor investigated the use of these three best practices during in vivo 
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supervision. With this in mind, the findings from the present study offer insights into behaviors 

of supervisors and how those observations align with supervisor and supervisee perceptions. In 

other words, this research can illuminate specific supervisory practices and, consequently, allow 

researchers and educators to tailor supervision training to known, not presumed, supervisor 

needs.  

In this study, the training intervention focused on increasing the behaviors of supervisee 

goal review (SGR), client progress review (CPR), and provision of formative feedback to the 

supervisee (FB). A multiple baseline design study that included qualitative data answered the 

two research questions:  

(1) Will study supervisors increase the frequency of their use of the three essential 

best practices during each supervision session following the training intervention?  

(2) Will the supervisors and their supervisees change their perceptions of the 

supervision process and its outcomes as a result of the training intervention?    

Research Question One 

For the first research question, the intervention in this study not only demonstrated an 

effect as evidenced by an increase in the supervisee goal review (SGR) and provision of 

formative feedback to the supervisee (FB) by as much as 186%; but it also resulted in three 

noteworthy findings about the intervention itself. Neither supervisor used the best practices of 

SGR and FB during baseline phase A supervision sessions; although both used the best practice 

of client progress review (CPR). One explanation may be that since supervisors did not observe 

supervisees engaged in clinical work, they relied on the CPR best practice to ensure client 

welfare (Bernard & Goodyear, 2018; Leddick & Bernard, 1980). That explanation is supported 

by a remark made by one supervisor that the observation of supervisees during clinical sessions 
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was a violation of the trust between the supervisor, supervisee, and clients. If supervisors are not 

observing supervisee clinical sessions, it would make sense they would prioritize CPR during 

supervision as a means of quality assurance. Relying on the CPR practice during supervision 

makes even more sense when quality assurance departments, not supervisors, audit clinical 

records.  

Furthermore, the effect of the Laminated Two-sided Resource Guide cannot be neglected. 

As a component of the training intervention, the Resource Guide contributed to the higher 

frequency of best practice use. That was supported by the greater and more consistent use of all 

three best practices by the supervisor who used the Resource guide 31% more frequently than the 

other supervisor. The different rates at which both supervisors used the Resource Guide 

demonstrated the potential value of cues to trigger training intervention material recollection.  

Following the training intervention, all three best practices improved or met the ACES 

(2011) best practice guidelines for use during each supervision session of the intervention phase. 

Specifically, the supervisors accelerated their use of SGR and FB and either decelerated or 

maintained their use of CPR. One explanation may be that supervisors shifted focus to the SGR 

and FB best practices and, thus, reduced CPR use due to the time constraints of their supervision 

sessions. Qualitative comments from the participants supported this interpretation. Both 

supervisors remarked on time restrictions and how to initiate changes in response to the training 

intervention without “wasting” time. Another possible explanation is that the supervisors did not 

know how to balance the use of the SGR and FB best practices with the CPR practice. It can be 

challenging for supervisors who are learning new techniques to integrate them seamlessly with 

what they were doing previously. Indeed, one supervisor asked why SGR and FB were 

important. It “seems it would be awkward to do that every session…. It made me realize some of 
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the things I’ve been missing, what I need to change.” With the cognitive load of adding a new 

technique, this captures the complexity of trying to use all three best practices during each 

supervision session. It is understandable that the CPR best practice did not increase following the 

intervention because it was already being used and the supervisors were focused on using the 

SGR and FB techniques, which were absent during baseline.   

Research Question Two 

Supervisors, and supervisees more so, tended to over- and under-estimate the use of best 

practice behaviors as compared to what was observed by the researcher of this study. One 

interpretation is the PI and interrater used more specific criteria for the observed behaviors. For 

instance, a supervisor and supervisees may have perceived that one of the best practices was 

present or absent based on specific criteria not technically observed in session recordings. 

However, it is possible that the supervisors and supervisees felt that client progress was 

reviewed, or feedback given, even though the techniques were non-explicit. Alternatively, it is 

also possible that supervisors and supervisees may have inaccurate perceptions of the use of the 

three targeted behaviors. The ability to accurately self-assess is integral to professional 

development, but the variability in how each individual self‐assesses can be great. The 

discrepancies between supervisor and supervisee perceptions and between the observations 

strengthens the case for more research that includes systematic data collection, including 

observations. Accurate research on the use of best practices is critical when counselor 

competence and client welfare are at stake in a profession that still has much to learn about the 

delivery of supervision (Falender, Shafranske, & Ofek, 2014; Gonsalvez & Calvert, 2014; Milne, 

2010).  

Supervisor Perceptions of Supervision  
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As measured by the Supervision Working Alliance Inventory (SWAI; Efstation et al., 

1990), supervisors’ perceptions of their own supervisory traits and behaviors increased by 16% 

for Supervisor One and by 6% for Supervisor Two. MBD research is unique in that newly 

acquired knowledge can “reality check” prior learning. As a result, new ratings reflect 

knowledge acquisition. Supervisor One increased each rating regarding her own supervisory 

competence, satisfaction, and commitment by one point (1 -7 scale, 7 = strongest). The same was 

true for clinical effectiveness, efficiency, and commitment. Overall, Supervisor One’s clinical 

self-ratings were stronger than her supervisory self-ratings. Consistent with her self-ratings, 

Supervisor One reported how she “still feel[s] new to supervision” despite four years as a clinical 

supervisor. In contrast, Supervisor Two rated herself as stronger for the supervisory items due 

perhaps to supervisor experience that exceeded eight years. 

In addition to the SWAI self-ratings, qualitative findings suggested that supervisors were 

grappling with integrating the new supervisory techniques from the training intervention. One 

supervisor asked, “Isn’t [direct observation of supervisee work] a violation of trust between 

supervisor, supervisee, and client?” “Why is it important to use SGR and FB during each 

session? Isn’t it awkward to do that every session?” These qualitative comments exemplify 

potential misconceptions. More importantly, generic supervision trainings may not target the use 

of specific behaviors, but rather focus more generally on supervisor beliefs, needs, and practices. 

While it is impossible to know what underpins the questions posed by the supervisors, the 

questions can act as a tipping point for increased scholarship on the delivery of supervision, 

including misconceptions and training barriers. Importantly, future research may need to address 

knowledge transfer and supervisor internalization of how supervisory best practices are intended 

to ensure client welfare and supervisee professional development.  
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Supervisee Perceptions of Supervision  

Overall, the supervisees in each group were fairly similar in their perceptions of the 

supervision they received from their respective supervisors. For example, the perceptions of 

supervisees working with both supervisors remained roughly constant or increased by an average 

of 14% from phase A to phase B.   

With respect to perceptions of best practice use, supervisees perceived SGR and FB use 

during baseline phase sessions to be more frequent than what the researcher observed during 

those sessions. In particular, Supervisor Two’s supervisees perceived SGR and FB being 

between 43% and 86% more frequent than what was observed. In contrast, ratings of the 

frequency of CPR matched baseline phase A observations. One potential explanation is that the 

supervisees were better able to identify use of CPR. During the intervention phase, the 

supervisee ratings of CPR frequency increased beyond what was observed in the recordings. 

Overall, it appeared that supervisees may have overestimated the use of the three supervisory 

best practices in baseline and intervention phases.   

In regard to supervisory traits and behaviors, supervisee perceptions changed following 

the training intervention. Overall, supervisee ratings (1 – 7 range) increased in strength, although 

supervision quality and fit declined for one of the supervisees of Supervisor One by 3 points. 

Additionally, one of the supervisees of Supervisor Two decreased by 4 points. It is important to 

keep in mind that all the supervisees knew their supervisors were participating in a study that 

intended to strengthen their supervisory skills. According to some supervisee comments, their 

supervision expectations rose in response, which may have resulted in the decrease in ratings. 

Although there was no evidence of relationship fractures, there were concerns that persisted 

across both study phases. One supervisee expressed a concern about her supervisors’ lack of 
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education, training, or experience specific to the supervisee’s core specialty, “At times, she can’t 

provide the specific support and direction [I need]”. Another supervisee reiterated that she would 

“welcome more psych theory and perspective.”  

According to Holloway (1995), concerns regarding competence are as fundamental to 

supervision as they are to clinical practice. The core indicators of supervisory competence are 

parsimonious instruction; accountability; and a synchrony between supervisor roles and 

supervisee goals, needs, and evaluation (Holloway, 2016). The systems approach to supervision 

(SAS) structures the three essential ACES (2011) best practices in supervision, linking them to 

“meanings” reminiscent of Bowlby’s attachment theory (AT). For that to occur, SAS includes a 

number of supervision strategies that range from effective micro-skills (e.g., inquiry, challenge, 

support) to session skills and outcomes, all of which focus on supervisee development and 

effective outcomes over time. As an example, one supervisee in this study noted that “It is these 

“… [structural changes that have] been helpful to implement … [and] have improved our 

sessions.” In other words, increased structure was associated with improved perceptions of 

supervision from the lens of the supervisee. 

The qualitative data can, at least in part, explain some differences between the 

supervisees in their ratings. One supervisee found “organic supervision more valuable than 

systematic supervision” a statement directed at what the supervisee appeared to believe to be the 

forced use of the three best practices. To fully appreciate this remark, it is valuable to know that 

all supervisees were in charge of determining the structure and agenda for each supervision 

session prior to the training intervention. Following the training, supervisors reversed that 

practice. That is not to say that the transfer of responsibility for supervision structure went 

unappreciated. On the contrary, qualitative data confirms that some of the supervisees 
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appreciated the increased structure in diverse ways, even the supervisee who expressed a 

preference for “organic” supervision. For example, one supervisee stated “[knowing] what to 

expect from supervision helped improve the sessions” while another stated “It's been helpful to 

implement some structural changes that have improved our sessions. I have used some in my 

sessions as well, so role modeling works!” In principle, supervisee professional development 

involves learning and mimicry of a supervisor’s behaviors, suggesting that both behavior and 

power can be a crossing point between individual and social interactions (Bernard & Goodyear, 

2018; Troy & Sroufe, 1987; Watkins, 1995, 2014a, 2014b; Zaporowska-Stachowiak et al., 2019). 

Finally, findings from this study demonstrated supervision’s continued reliance on 

relationships, particularly as related to time and power. Time was as potent a topic for 

supervisees as it was for supervisors. One supervisee encapsulated that sentiment when she said 

“… the 1-hour time constraint [makes] things difficult…It would be wonderful to be able to have 

more impromptu supervision as needed.” This remark touches on the limited frequency of 

supervisor-supervisee interactions outside of scheduled supervision. According to Bowlby (1973, 

1982), the propensity for proximity and development of self-concept are closely aligned in 

relationships. It makes sense that supervisees would pursue others who can meet their needs for 

security and safety (Baumeister & Leary, 1995). 

One supervisee acknowledged her supervisor’s sensitivity and eagerness to assist, yet 

continued to keep her opinions to herself. “I do not readily give suggestions because I am afraid 

it will be perceived as criticism.” This concern is typical of relationships where power is 

unequal. The supervisee’s comment draws attention to Holloway’s (2016) systems approach to 

supervison (SAS), but more specifically, Bowlby’s (2005) attachment (AT) body of work. The 

supervisory alliance, even when free of ruptures, is a product of the cognitive and behavioral 
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resources of supervisor and supervisee, each securing and managing power in ways that are 

mutual and continuous.  

This study was informed by two supervision frameworks that dovetailed to (a) undergird 

the role of the supervisory relationship and one of its core elements, evaluation; and (b) provide 

context for the three essential supervisory best practices during supervision. This is where 

Bowlby’s (1969, 1973, 1977, 1980, 1982, 1988, 2005) AT and Holloway’s (1995, 2016) SAS 

merge to focus on how individual differences can be addressed in a culturally-sensitive manner 

depending on environmental factors, the supervisory relationship, and supervisor self- and 

supervisee evaluation. SAS, like AT, places the supervisory relationship at the core of each 

supervision session so that supervisor and supervisee synchronize behaviors that ensure the 

completion of the three essential best practices. 

AT in supervision is concerned with how attachment influences supervisee internal 

working models (IWMs) of self and others, as well as how certain situations are appraised. It is 

such specific and dynamic reflective processes that help supervisees evaluate themselves and the 

supervisor within the context of the dependent environment of supervision. The relationship 

continuity that ensues provides supervisors with a conceptual framework for consistency and 

structure within supervision. Viewed from that lens, a supervisee’s propensity for proximity and 

professional development is closely aligned with an available supervisor. More to the point, the 

supervisor’s culturally sensitivity (e.g., power, supervisee goals, balanced feedback), particularly 

to supervisee need for a “secure base”, allows supervisees to increase expertise, exert influence, 

and accurately evaluate themselves and others. As demonstrated in this study, supervisor time 

and availability were limited. AT, supported by the specific tasks of SAS, clarifies the process of 

“professional survival” or competence development. In this way, AT’s concept of “set-goals” 
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organizes and prioritizes SAS tasks such as supervisee goals, client progress review, and 

formative feedback in order to transition the supervisee from a novice into an experienced 

counselor. In fact, SAS teaches professionalism and, tangentially, how to behave as a future 

supervisor. As one supervisee observed, “… role modeling works!” 

The construct of power was also demonstrated in supervisees’ decisions (a) to be less 

transparent, (b) to settle for the supervisor’s theoretical perspective, (c) accept expertise that was 

incongruent with need, and (d) be unable to “… comment on cultural understanding because it 

[w]as not … an issue that was discussed.”  In such cases, the need for a secure base is strong. 

Security matures incrementally into more sophisticated needs as the supervisee learns to meet 

developmental needs. When trust is restricted, as seemed to be the case for at least one 

supervisee, supervisee development may inhibit or delay successful outcomes. For example, the 

supervisee may stop seeking feedback. In such cases, SAS utility becomes evident. The constant 

flow of case consultation, provision of feedback, training in supervision, and even conflict 

resolution can promote several elements. For example, SAS is conducive to the germination of 

supervisee transparency, performance, and satisfaction within the essential work that both 

members of the supervisory relationship are tasked with.  

Supervisor and Supervisee Perceptions of Supervision Compared 

When comparing the perceptions of supervisors and their supervisees, two themes 

emerged. First, Supervisors One and Two and their respective supervisees consistently differed 

in the strength of their perceptions across both study phases. Specifically, Supervisor One and 

her supervisees were significantly more conservative in their ratings. In contrast, Supervisor Two 

and her supervisees were nearly double in their perceptions of the frequency of the best practices 

of those reported by Supervisor One and her supervisees.  
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With respect to the accuracy of these perceptions, both Supervisors’ One and Two and 

their supervisees’ perceptions of SGR and FB were stronger than what was observed during the 

baseline phase. In contrast, for CPR, baseline phase A supervisor and supervisee perceptions 

were lower than baseline session observations and higher than intervention base observations. 

Those perceptions make sense since for both supervisors and their supervisees, CPR has always 

been a priority during supervision. Overall, perceptions of supervision for each supervision team 

increased in alignment in phase B of the study. In particular, the perceptions of Supervisor One 

and her supervisees during phase B increased in agreement by 28%. For Supervisor Two and her 

supervisees the increase was 5%, which can be expected given their initially high perceptual 

ratings prior to phase B.  

Collectively, supervision session observations, supervisor and supervisee ratings, and 

supervisor and supervisee qualitative comments confirmed an intervention effect. Following the 

training intervention, the supervisors met the ACES (2011) guidelines for the three best practices 

during each supervision session in that they were used. Indeed, SGR and FB best practice use by 

both supervisors accelerated by as much as 186%. Moreover, although the supervisors 

demonstrated CPR during both study phases, CPR decreased as supervisor use of SGR and FB 

increased. Furthermore, comparisons of supervisor and supervisee perceptions point to 

differences in what constitutes SGR, CPR, and FB. That interpretation finds some support in one 

supervisor’s remark that she wished she could “go back and do this the right way [supervision 

contract with its explicitly defined constructs and processes].” 

Study findings also illuminated several supervision practices. The first can be linked with 

the Getz (1999) study that noted that study participants needed to apply new knowledge. In that 

study, a key outcome was increased supervisor confidence and less discomfort in specific 
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supervisory tasks following the training. Although Getz relied on supervisor self-reports, the 

findings were consistent with the present study. Specifically, a more focused process for the 

assessment of supervisor competence is required if training is to improve supervisor 

demonstration of best practices. 

The present study also adds evidence that the supervision contract may be an important 

place to define essential supervision constructs such as SGR, CPR, and FB. With clearer 

definitions and examples, supervisors and their supervisees are likely to share “meanings” 

(Bowlby, 1988) for more accurate assessment. In this study, Supervisor and supervisee 

perceptions of SGR were up to five times higher than session observations and those for FB that 

were six times higher. While supervisor and supervisee perceptions of CPR increased by roughly 

equal amounts during intervention phase B, actual observations decreased in phase. Given the 

importance of CPR for monitoring client welfare, supervisors and supervisees may have inferred 

that client progress was being reviewed even though it was not observed by the researcher. 

Study findings, therefore, supported the fundamental need for observation-based research 

and experiential training as demonstrated by Getz (1999), if only to accurately identify and 

support supervisor needs. Equally as important is the use of material cues of any new material 

such as that provided by the Laminated Two-Sided Resource Guide. More to the point, without 

objective evidence of how supervision is delivered, trainings are likely to remain generic instead 

of specific. The consequences are several. Both supervisor and supervisee professional 

development and quality of services are reduced. More importantly, client welfare will hang in 

the balance as evidenced by increasing clinical and supervisory complaints and malpractice rates. 

Limitations 

The training intervention in this study essentially introduced two best practices to the 

participants who exclusively used the CPR best practice. The most important limitation is 
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generalizability. At a minimum, one more participant would have strengthened study outcomes. 

Moreover, all the supervisors as well as the supervisees were Caucasian females, although 

different in age. Finally, both the supervisors diverged in terms of years of clinical and 

supervisory experience, placing them in different developmental stages. Different developmental 

stages are based on different experiences, skill sets, and identity. That was demonstrated in the 

supervisors’ competence self-ratings. The supervisor with the shorter tenure as a supervisor rated 

her competence 28% weaker as supervisor than as a clinician. The opposite was true for the 

supervisor with the longer tenure. Other follow-up studies are needed to not only replicate these 

preliminary findings, but to do so with more diverse participants and disciplines. 

Although the use of CPR was forecasted, if not for qualitative data regarding supervision 

time limitations, overall findings for that target behavior would have made post-intervention 

behavior more difficult to interpret. A more explicit statement during the training intervention 

concerning “balance” between the three best practices may have resulted in stronger observations 

of behavioral change across all three best practices as opposed to only SGR and FB.   

A third limitation was related to two study tools. The first was the SWAI. The SWAI was 

key to this study’s overall success. It provided valuable data on participant perceptions at two 

distinct points during the study, which enhanced interpretation of supervision session 

observations. However, SWAI length in combination with its dual application complicated 

interpretation of results. Consequently, although the use of the SWAI in this study played a 

material role in responding to Borders’ (2006) and Bernard and Luke’s (2015) call for at least 

one published article on the direct evaluation of the supervisor, conclusions drawn from SWAI 

findings should be approached with caution. The second tool was the Laminated Two-Sided 

Resource Guide, a component of the training intervention. Findings in this study supported the 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  132 
 

fundamental need for observation as well as the application of new material. Although the 

Resource Guide was found to be useful for one supervisor, the fact that it was not for the other 

suggests the need for a an alternate or more “hands on” method for ensuring the use of “cues” in 

training processes.  

Directions for Future Research 

The intervention effect in this study was an immediate, accelerated use of the SGR and 

FB supervisory best practices in addition to the continued use of the CPR best practice. In other 

words, the training intervention increased knowledge, modified behavior, and altered how 

supervisors approached supervision. Indeed, the intervention had the added effect of influencing 

how at least one supervisee approached clinical work. To the researcher’s knowledge, no 

published study has provided detailed information on supervision outside of self-report. For that 

reason, there is a need for more research focused on the observation of day-to-day supervision.  

This MBD single case research design added value to supervision scholarship because it 

directly addressed the long-standing dilemma of how to simultaneously research in vivo 

supervision and increase supervisor agency. Therefore, replication of this study is important 

before other avenues are explored. Future research can be a series of studies anchored in single 

case design or, for example, group designs.  

Following replication, several opportunities for research present themselves. One path of 

inquiry is the intersection between cultural competence and the use of three essential best 

practices. Such a line of inquiry can contribute to supervision scholarship in at least two ways. It 

can increase the existing knowledge base on cognitive, emotional, and interpersonal variables 

that are part of supervision experiences. It can also examine the role of Bowlby’s and 

Holloway’s theoretical frameworks in core competency training. Another path of inquiry was 

suggested by a key finding in this study -- time. For example, are there cultural competence 
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differences between supervisors with degrees earned within the last ten years as compared to 

degrees earned twenty or more years ago? The research may signal a knowledge-experiential gap 

in supervisor comfort with culture-related topics. Alternatively, since supervisors make 

innumerable daily decisions about what merits time and attention, how supervisors allocate time 

can prove valuable to the practice of supervision. Finally, all suggested paths of inquiry can be 

explored across other disciplines other such as social work and psychology. 

Conclusion 

Supervisors in this study reported a substantial amount of learning. They incorporated 

new knowledge into existing knowledge to meet the needs of their supervisees and to 

demonstrate supervisory competence. As a consequence, a new confidence and a “higher 

professional level”, according to one supervisor, emerged. In spite of such benefits, they also 

acknowledged substantial training needs.  

Central to a supervisor’s client welfare obligation is supervisor competence during 

supervision. The ACES supervisory best practices delineate 12 best practices for competent 

supervision, but questions persist about how to verify their application. This study has breached 

that gap with quantitative and qualitative evidence of supervisor behavior and supervisee 

perceptions. Indeed, the outcomes of this study reinforce the need for more research, more 

empirical evidence, on the delivery of supervision as well as more need-based training.  

If client welfare is to remain the primary supervisory directive, if best practices are to be 

applied as intended, then this study has demonstrated the importance of more verification and 

fewer assumptions about supervision practice. Equally as important, this study is not an 

indictment of clinical supervisors. That would be a mistake. Rather, the promising outcomes are 

an opportunity to elevate the integrity of the supervision and counseling professions by providing 

requisite resources to its key players. 
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Appendix A 

Invitation to Participate in Research Flyer 

CLINICAL 

SUPERVISORS! 

   Paid Needed 
Do you … 

… want more time to do the things you hoped for as a clinical supervisor? 

… want to stop wondering what you’ll return to after PTO?  

… want to contribute to research on clinical supervision? 

… want to earn $125* while you do what you do so well?  

 

You’re a clinical supervisor who isn’t shy about recording some supervision sessions for a 

study that isn’t about right or wrong, but about what’s useful and efficient (three supervisees per 

supervisor must consent to the recordings, although supervisees are not the focus**).   
 

Supervision recordings can determine if a new approach to supervision is more efficient. 

 

  The study’s four primary tasks should take no more than two months: a) record three pre-

scheduled supervision sessions per week, (b) listen to an audio training, (c) read a brief resource 

guide before the three supervision sessions, and (d) complete some inventories.   

 

Interested? 
Complete and email the attached Personal Inventory to camysmarvel@email.arizona.edu 

mailto:camysmarvel@email.arizona.edu
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The primary investigator will contact you 

*$125 is based upon 100% completion of all designated tasks, as scheduled 

**$55 is based on 100% completion of an inventory at start and end of study 

This project has been reviewed and approved by the University of Arizona IRB #2007830818 
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Appendix B 

Personal Inventory 

(email only to camysmarvel@email.arizona.edu) 

Name:      Cell: (      )   email: 

Only the PI sees this and there are no right or wrong answers. Circle None or N/A as needed   

Age:                                    Gender:                                Race/Ethnicity:  

Highest Completed Degree(s):  

Degree(s) in:    

State License(s):                                                                                                                          

None   

National Certification(s):                                                                                                             

None                                      

Years Clinical Experience: 

Completed 12 then 6-Hour Formal Supervision Training:  □ Yes    □ No 

Years Supervision Experience (0 for none):  

I currently provide: (check all that apply) 

1. ______ Face-to-face clinical supervision.  

My comfort level: Very uncomfortable 1  2  3  4  5 Very comfortable 

2. ______ Audio-video distance supervision      Months of A/V supervision: _________ 

My comfort level: Very uncomfortable 1  2  3  4  5 Very comfortable 

3. ______ Audio only distance supervision (e.g., telephone, texting, email) 

My comfort level: Very uncomfortable 1  2  3  4  5 Very comfortable 

4. ______ Other (specify) __________________________________________________ 

My comfort level: Very uncomfortable 1  2  3  4  5 Very comfortable 

Number of current supervisees in each category: (enter 0 for none) 

      1. _______ State-licensed clinicians 

      2. ________ Licensure-seeking clinicians 

      3. _______ Practitioners who do not qualify for state licensure 

      4. _______ Students 

 

Select the frequency with which each behavior characterizes your work.  

(Almost Never) 1    2     3    4    5    6    7 (Almost Always) 

1. ___ I use a supervision model that focuses on supervisee needs and developmental stage. 

2. ___ I use teaching/training techniques during supervision (e.g., reflective practice, role 

reversal). 

3. ___ I clearly outline the supervisory process, define supervisor and supervisee roles and 

responsibilities, and identify my primary obligation to clients. 

4. ___ I form supportive and trusting relationships with supervisees based in clear and respectful 

communication. 
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5. ___ I foster an environment of learning (help supervisees use strengths and resources to meet 

needs, problem solve, and make ethical decisions). When appropriate, I share power. 

6. ___ I define and demonstrate cultural and ethical competence and seek consults/supervision/ 

training as needed. 

7. ___ I do not avoid difficult conversations about supervisee performance.  I initiate plans for 

improvement as needed and with reasonable expectations. 

(Almost Never) 1    2     3    4    5    6    7 (Almost Always) 

8. ___ Supervisees and I co-evaluate supervision contracts and supervisee goals to maintain 

focus, think critically, problem-solve, and determine training needs.  

9. ___ I solicit supervisee feedback on my work and on the supervision process.  

10. ___ I continuously collect balanced (+, -) supervisee data (observations, documentation, 

client perceptions) to review supervisee work patterns and trends. 

11. ___ I encourage self-reflection to influence performance and professional identity. 

12. ___ I link academic knowledge, EBPs, and application.  I sequence knowledge and skills 

development and include transferable skills where needed. 

Describe your approach or style in providing supervision: 

How does your approach or style compare to supervision you received as a clinician:  

Rate yourself in the following domains 

     As Practitioner  As Supervisor 

             (Not at All) 1    2     3    4    5    6    7 (Very Much) 

Competence…?   ___    ___ 

Effectiveness…?   ___    ___ 

Efficiency…?    ___    ___ 

Satisfaction…?   ___    ___ 

Commitment…?    ___    ___   

Additional comments: 

University of Arizona IRB #2007830818 

Thank you for your interest. I will email you within 48 business hours of its receipt. 

Note.  Modified from Bernard, J. M., & Goodyear, R. K. (2018). Fundamentals of clinical 

supervision (6th ed.).  Boston, MA: Pearson Education. 
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Appendix C 

Supervisor Consent to Participate in Research   

Study Title: From the back to the front burner: Supervision training and delivery 

 

Principal Investigator (PI)    Dissertation Committee Chair 

Camelia Shaheed, Doctoral Candidate  Michael T. Hartley, Ph. D. 

Counselor Education & Supervision   mthartley@email.arizona.edu 

camysmarvel@email.arizona.edu   (520) 621-5166   

(480) 710-3180    

   

You are asked to participate in a doctoral dissertation research study. Your participation in 

this study is voluntary and you do not have to participate. This document contains important 

study information as well as what to expect when you decide to participate. Please consider the 

information carefully and feel free to ask questions before you make a final decision about study 

participation.  

 

Study Purpose. Clinical supervision is important to the education, training, and development of 

mental health practitioners. However, supervisors often feel overwhelmed by obligations, the 

volume of research on supervision competencies and best practices, and time limitations. The 

purpose of this study is to examine the effect of a 30-minute pre-recorded audio training 

intervention on your supervision practice. The intervention is intended to supplement your 

supervisory style for more efficient supervision, which can result in more time to engage in other 

tasks such as learning and modeling new clinical techniques as well as supporting supervisees in 

their application of those techniques.  

 

Expected Research Duration. Four months or less. 

 

Compensation. You will qualify for compensation for your participation with $125 upon 

completion of all the following tasks as directed: study orientation, sample recording, an 

inventory at the start and end of the study, supervision session recordings to the PI via encrypted 

email, participate in the intervention, use resource guide cheat sheet 30 minutes prior to each 

supervision session recorded for this study.   

 

Project Requirements. An independent state license, in person or audio-visual technology-

based supervision, at least four months supervision experience. 

 

Risks and Benefits. The only potential risk is performance anxiety related to session recording, 

which typically fades. With respect to benefits from participating in this study, you can reinforce 

or increase your understanding of supervisory techniques. Furthermore, your participation will 

materially contribute to the supervision profession’s knowledge base and provide other 

supervisors with a potential method of support. 

 

Maintenance and Protection of Record Confidentiality. To minimize risk to you and data 

related to you, you will be assigned an identification code accessed only by the PI. Your name 
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will not be in any notes. For that reason, confidentiality practices restrict your agency's access to 

specific study data that may reveal your identity. The agency and you will only receive general 

findings, thereby minimizing any breaches in confidentially. Additionally, all emails will be 

encrypted and data and its analysis will be secured in the PI's password-protected computer and 

the duplicate will be stored in the PI's bank security box. Finally, you can contact the PI during 

any phase of the study with concerns and questions, including withdrawal from the study. Once 

the dissertation resulting from this project is approved, all study-related electronic documents 

bearing your legal name and the code list will be destroyed. Any future research or publication of 

research will not use your name or other identifiable information.  

 

The information that you provide in the study will be handled confidentially. However, there 

may be circumstances where this information must be released or shared as required by law. The 

University of Arizona Institutional Review Board (IRB) may review the research records to 

ensure the PI’s ethical conduct and adherence to the project proposal. IRB is bound by the same 

confidentiality standards as the PI.  

 

Questions, Concerns, Complaints. For questions and concerns, contact the PI 

(camysmarvel@email.arizona.edu). If you have any concerns regarding your rights as a project 

participant, or to discuss other study-related concerns or complaints, contact the Human Subjects 

Protection Program at (520) 621-6721. 

 

Study Findings and Conclusions. Study findings and conclusions are available upon request 

from the PI: camysmarvel@email.arizona.edu  

 

Dissertation and Publication of Findings and Conclusions. The study findings and 

conclusions will become part of the PI’s doctoral dissertation. The findings and conclusions may 

be published at a later date. Your identity will be fully protected as noted above in “Maintenance 

and Protection of Record Confidentiality”.  

 

IRB Approval. This project was approved by the University of Arizona IRB (#2007830818). 

The IRB has determined that this study fulfills the human research subject protection obligations 

required by state and federal law, as well as university policies. If you have any concerns 

regarding your rights as a project participant, or to discuss other study-related concerns or 

complaints with someone other than the PI, contact the Human Subjects Protection Program at 

(520) 621-6721 or visit http://rgw.arizona.edu/compliance/human-subjects-protection-program.  

 

Participant Signature 

I have read this document that requests my participation in a doctoral dissertation research study 

with the PI Camelia Shaheed. The PI has provided me with an opportunity to ask questions and I 

am satisfied with her answers. I will email her if I have additional concerns or questions at 

camysmarvel@email.arizona.edu. I voluntarily agree to participate in this study and understand 

that financial compensation is based on my completion of designated tasks as scheduled.  

 

I do not give up any legal rights by signing this form. I will be given a copy or electronic image 

of this form. 

 

mailto:camysmarvel@email.arizona.edu
mailto:camysmarvel@email.arizona.edu
mailto:camysmarvel@email.arizona.edu
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Printed Name of the Participant:  

 

Participant Signature: _______________________________ Signature Date:  

(sign and send via encrypted email to camysmarvel.@email.arizona.edu) 
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Appendix D  

Supervisee Consent to Participate in Research 

Study Title: From the back to the front burner: Supervision training and delivery 

 

Principal Investigator (PI)    Dissertation Committee Chair 

Camelia Shaheed, Doctoral Candidate  Michael T. Hartley, Ph. D. 

Counselor Education & Supervision   mthartley@email.arizona.edu 

camysmarvel@email.arizona.edu    (520) 621-5166 

(480) 710-3180      

     

You are asked to participate in a doctoral dissertation research study.  Your participation in 

this study is voluntary and you do not have to participate. This document contains important 

study information as well as what to expect when you decide to participate. Please consider the 

information carefully and feel free to ask questions before you make a final decision about study 

participation. 

 

Study Purpose. Clinical supervision is important to the education, training, and development of 

mental health practitioners. However, supervisors often feel overwhelmed by obligations, the 

volume of research on supervision competencies and best practices, and time limitations. The 

purpose of this study is to supplement your supervisor’s supervision. The intent is more time to 

learn, model, and support your professional development. 

 

Expected Project Duration. Four months or less, although your participation is only at the start 

and conclusion of the project. 

 

Compensation. You will qualify for compensation for your participation ($55) based on all 

supervision session recordings, and completion of an inventory at the start and end of the study.   

 

Project Requirements. Agency clinical employee who holds or is independent licensure-

seeking, willing to be recorded during clinical supervision. Supervision session recordings need 

not include your image or voice.   

 

Risks and Benefits. The only potential risk to study participation is performance anxiety related 

to session recording, although the PI has alerted your supervisor that supervision session 

recordings need not include your image or voice. With respect to benefits from participating in 

this study, any benefits to your supervisor can benefit you. Furthermore, your participation will 

materially contribute to the supervision profession’s knowledge base. 

 

Maintenance and Protection of Record Confidentiality. To minimize risk to you and data 

related to you, you will be assigned an identification code accessed only by the PI. Your name 

will not be in any notes. For that reason, confidentiality practices restrict your supervisor’s and 

your agency’s access to specific study data that may reveal your identity. The agency and you 

will only receive general findings, thereby minimizing any breaches in confidentially. 

Additionally, all emails will be encrypted and data and its analysis will be secured in the PI's 
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password-protected computer and the duplicate will be stored in the PI's bank security box. 

Additionally, supervision session recordings may exclude your image and minimize your voice. 

Finally, you can contact the PI during any phase of the study with concerns and questions, 

including withdrawal from the study. Once the dissertation resulting from this project is 

approved, all study-related electronic documents bearing your legal name and the code list will 

be destroyed. Any future research or publication of research will not use your name or other 

identifiable information.  

 

The information that you provide in the study will be handled confidentially. However, there 

may be circumstances where this information must be released or shared as required by law. The 

University of Arizona Institutional Review Board (IRB) may review the research records to 

ensure the PI’s ethical conduct and adherence to the project proposal. IRB is bound by the same 

confidentiality standards as the PI. 

 

Questions, Concerns, Complaints. For questions and concerns, contact the PI 

(camysmarvel@email.arizona.edu). If you have any concerns regarding your rights as a project 

participant, or to discuss other study-related concerns or complaints, contact the Human Subjects 

Protection Program at (520) 621-6721. 

 

Study Findings and Conclusions. Study findings and conclusions are available upon request. 

Please email the PI: camysmarvel@email.arizona.edu  

 

Dissertation and Publication of Findings and Conclusions. Study findings and conclusions 

will become part of the PI’s doctoral dissertation. The findings and conclusions may be 

published at a later date. Your identity will be fully protected as noted above in “Maintenance 

and Protection of Record Confidentiality”. 

 

IRB Approval. This project was approved by the University of Arizona IRB (#2007830818). 

The IRB has determined that this study fulfills the human research subject protection obligations 

required by state and federal law, as well as university policies. If you have any concerns 

regarding your rights as a project participant, or to discuss other study-related concerns or 

complaints with someone other than the PI, contact the Human Subjects Protection Program at 

(520) 621-6721 or visit http://rgw.arizona.edu/compliance/human-subjects-protection-program. 

 

Signature 

I have read this document that requests my participation in a doctoral dissertation research study 

with the PI Camelia Shaheed. The PI has provided me with an opportunity to ask questions and I 

am satisfied with her answers. I will email her if I have additional concerns or questions at 

camysmarvel@email.arizona.edu. I voluntarily agree to participate in this study and understand 

that financial compensation is based on my completion of two designated tasks as scheduled.  

 

I do not give up any legal rights by signing this form. I will be given a copy or electronic image 

of this form. 

 

Printed Name of Participant:  

 

mailto:camysmarvel@email.arizona.edu
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Participant Signature: _______________________________ Signature Date:  

(sign and send via encrypted email to camysmarvel.@email.arizona.edu) 
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Appendix E 

Supervisor Supervision Working Alliance Inventory  

Please email completed form only to camysmarvel@email.arizona.edu  to ensure confidentiality. 

Participant Code:        Date: 

Please do your best to respond to the following, even if any seem awkward. 

Describe your work with supervisees with 

Almost Never 1   2   3   4   5   6   7 Almost Always 

1. ____ I help supervisees work within a specific treatment plan with clients. 

2. ____ I help supervisees stay on track during supervision. 

3. ____ I carefully and systematically consider what supervisees bring to supervision. 

4. ____ Supervisees work with me on specific goals during supervision. 

5. ____ I expect supervisees to think about or reflect on my comments during supervision. 

6. ____ I teach supervisees through direct suggestion (EBPs, specific techniques). 

7. ____ I place a high priority on our understanding client perspectives during supervision. 

8. ____ I encourage supervisees to take time to understand what clients say and do. 

9. ____ I provide feedback based on samples of supervisee work, and offer suggestions. 

10. ____ I encourage supervisees to formulate their own interventions for clients. 

11. ____ I encourage supervisees to talk about work in ways that are comfortable for them. 

12. ____ I welcome supervisee explanations about client behaviors. 

13. ____ Supervisees talk more than I do during supervision. 

14. ____ I make an effort to understand supervisees. 

15. ____ I’m tactful when I comment on supervisee performance. 

16. ____ I facilitate supervisee talking during supervision. 

17. ____ Supervisees during supervision are more curious than anxious when discussing 

challenges. 

18. ____ Supervisees seem comfortable working with me. 

19. ____ Supervisees understand client behavior and treatment techniques in the way I do. 

20. ____ Supervisees are able to step back and reflect on what I’m saying during supervision. 

21. ____ I stay in tune with supervisees during supervision. 

22. ____ Supervisees tend to identify with me in the way they think and talk about clients. 

mailto:camysmarvel@email.arizona.edu
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23. ____ Supervisees consistently implement suggestions made during supervision. 

 

Thank you 

University of Arizona IRB #2007830818 

Note.  Modified from Bernard, J. M., & Goodyear, R. K. (2018). Fundamentals of clinical 

supervision (6th ed.).  Boston, MA: Pearson Education. 
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Appendix F 

Supervisee Supervision Working Alliance Inventory  

Email the completed form only to camysmarvel@email.arizona.edu   No one else will see it. 

Date: 

Assigned code:     Your supervisor’s first name: 

Your ethnic/racial identity:    Supervisor ethnic/racial identity: 

Your gender: F  M  Other:     Supervisor gender: F  M  Other: 

How long have you worked together: 

Describe your supervisor’s cultural understanding, sensitivity, and ability: 

Instructions (1-19): Please do your best to respond to the following, even if any seem awkward. 

Describe work with your supervisor (no right/wrong answers) 

Almost Never 1   2   3   4   5   6   7 Almost Always 

1. _____ I feel comfortable working with my supervisor. 

2. _____ My supervisor welcomes my explanations about client behavior. 

3. _____ My supervisor makes the effort to understand me. 

4. _____ My supervisor encourages me talk about my client work in a comfortable way. 

5. _____ My supervisor is tactful when commenting about my performance. 

6. _____ My supervisor encourages to formulate my own interventions with the client. 

7. _____ My supervisor helps me talk freely in our sessions. 

8. _____ My supervisor stays in tune with me during supervision. 

9. _____ My supervisor and I understand client behavior and treatment techniques similarly.  

10. _____ I feel free to mention to my supervisor any troubling feelings I have about 

him/her/them. 

11. _____ My supervisor treats me like a colleague in our supervision sessions. 

12. _____ In supervision, I’m more curious than anxious when I discuss client difficulties.  

13. _____ My supervisor places a high priority on our understanding the client’s perspective. 

14. _____ My supervisor encourages me to take time to understand what the client says/does. 

15. _____ My supervisor carefully and systematically considers what I bring to supervision. 

16. _____ My supervisor provides me with feedback based on samples of my work, and 

offers suggestions. 

mailto:camysmarvel@email.arizona.edu
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17. _____ My supervisor helps me work within a specific treatment plan with my clients. 

18. _____ My supervisor helps me stay on track during our sessions. 

19. _____ In supervision, I work with my supervisor on specific goals. 

 

20. _____ How would you rate the quality of the supervision you’ve received? 

Excellent 1   2   3   4 Poor 

21. _____ Do you get the kind of supervision you want?   

Definitely not 1   2   3   4 Definitely yes 

22. _____ To what extent does this supervision fit your needs? 

Almost all 1   2   3   4 None 

23. _____ If a friend was in need of supervision, would you recommend this supervisor? 

Definitely not 1   2   3   4 Definitely yes 

24. _____ How satisfied are you with the amount of supervision you receive? 

Very dissatisfied 1   2   3   4 Very satisfied 

25. ______Has the supervision you received increased your effectiveness as a practitioner?  

Definitely yes 1   2   3   4 Definitely not 

26. _____ Globally-speaking, how satisfied are you with the supervision you’ve received? 

Very satisfied 1   2   3   4 Very dissatisfied 

27. _____ If you were to seek supervision again, would you return to this supervisor? 

Definitely not 1   2   3   4 Definitely yes 

 

Additional comments: 

 

Thank you. 

University of Arizona IRB #2007830818 

Note.  Modified from Bernard, J. M., & Goodyear, R. K. (2018). Fundamentals of clinical 

supervision (6th ed.).  Boston, MA: Pearson Education. 
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Appendix G 

Best Practice Target Behavior Index 

Participant:          Phase: (Baseline, Intervention)     Date/Session #: Observer: (CS, LM) 

BEST PRACTICE BEHAVIORS DEFINED 

 

EACH supervision session… 

1.  Supervisee goal review (SGR): Sup reviews, modifies, creates, or re-

prioritizes 1-2 supee goals according to supee & client needs.  

   SMART goal (specific, measurable or observable, attainable, realistic, time-

limited) focus: therapeutic alliance & outcomes (relationship building, culture, 

power, advocacy), competence (counseling skills, diagnostics, service plans, 

case conceptualization), professional development (self-awareness, self-

evaluation, identity, confidence, self-care, credential eligibility).  

 

2. Client progress review (CPR): Sup systematically confirms the progress of 1-

2 clients or explicitly guides supee on “next steps” (assess whether/how client 

needs are met & supee learning needs).  

      Ensures congruence between client needs, ISP, & documentation.       

 

3. Formative feedback provision (FB):  A maximum of three constructive 

statements, not questions; timely, specific, measurable, balanced, focused on 

observable and changeable supee behaviors; based on supee work samples, not 

on self-report or sup judgements.   

      Give-and-take process that stimulates supee self-assessment. Concerned 

with what not why. Work samples compared against professional 

standards/agency expectations. Work samples from observations/recordings of 

various treatment formats and phases, diagnoses, client outcomes, 

documentation. Confirm use of prior FB. Sup ensures supee understands FB 

before exploring solutions. Continuous FB can defuse anxiety about summative 

evaluations (e.g., performance reviews).   

 

 

Check (✓) in a cell to indicate each occurrence of the corresponding target behavior. Total √ 

1. SGR √ Frequency  

                        
 

= 

 

2. CPR √ Frequency  

                        
 

=  

 

3. FB √ Frequency  

                        
 

=  

 

 

Notes.  Supee = Supervisee.  Sup = Supervisor.  ISP = Individual Service Plan 

  



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  149 
 

Appendix H 

Participant Study Orientation and  

Training Intervention Protocol 

Supervisor Study Orientation Protocol 

Hello, I’m Camelia Shaheed, the principal investigator (PI) for this research project. Are 

you still interested in participating? Very good! May I have 30 minutes to review the basics of 

the study? Or we can schedule a better time. 

The principal activities in this study are the weekly recording of designated supervision 

sessions and the 30-minute training intervention. Otherwise, logging session recordings and 

reviews of the resource guide will take less than five minutes; and the inventories at the start and 

at the end of the study will take no more than five minutes.  

Since this will be the first counseling research project of its kind, I want to review three 

items with you: the study goal, study supervisees, and the specific tasks that qualify you for 

$125/$55 at the end of the study. At the end of this call, you can tell me if you’re still interested 

in participating.  

This study’s tasks are straightforward and take very little time. I’ll send you a copy of 

this conversation so you don’t need try to remember everything. 

Study Goal. I’m interested in helping supervisors maximize supervision time so they’ll 

have more time to complete other tasks. As researchers, we can do a better job of translating our 

research into action. This study hopes to do that. First, the focus will not be your supervision 

style. Second, the focus will be on how I can help make your style more efficient. If you’re a 

good supervisor, let’s see if this approach will help you be a great supervisor. Third, don’t 
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change anything about how you supervise so you and I can collect before-and-after data. That 

will tell us how well the approach works. So, supervise as you usually do. Any questions? 

Study Supervisees. I notice ZZZ supervisees have received weekly 1:1 supervision 

between XXX months and YYY years. To determine the impact of my training, supervision 

session recordings without supervisees are impossible. I, therefore, need their consent. The 

camera needn’t be on them at all. If you give me their email addresses, I’ll contact them for their 

consent (you’ll be in copy). Please alert them I’ll email them and feel free to share the study 

goal. I’ll discuss the study with them, but they may feel more reassured if you tell them you’re 

the focus. When they’re comfortable and engage in supervision as usual, you will as well. 

Supervisees are not financially compensated as you are. Any questions? 

Essential Study Tasks. A couple of the tasks in this study have their own tracking logs 

so you don’t have to rely on memory or go through emails if questions arise during the study. 

I can’t stress enough that your decision to participate in this study shouldn’t be due to the 

compensation. I’m unable to stagger compensation because I can’t use partial data, so your 

commitment to the study, not the gift, is vital.  

One step leads to the next. Let’s start… 

1. Supervisor Consent to Participate in Research: If you still want to participate when we’re 

done, I’ll email it to you. Please read, initial/sign, and send it to me as soon as possible.  

2. Supervisor participant code: I will email your unique code to you that we’ll both use to 

communicate with one another. The code ensures confidentiality in case an email delivers 

to the wrong email address. 

3. Supervisee email addresses: Please email to me.  
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4. Supervisee Consent to Participate in Research: Be sure supervisees return their signed 

forms to me. I’ll email those after you send me supervisee email addresses.  

5. Supervisee participant code: I will email this code to supervisees for communication. The 

code ensures confidentiality in case an email delivers to the wrong email address. 

6. Supervision schedule: Provide me with the weekly schedule of supervision for each of 

the supervisees.  

7. Supervisor SWAI I: Complete it and return to me.  

8. Supervisee SWAI I: Encourage supervisees to return them to me. 

9. Sample recording: Record a joke on the computer that you plan to record supervision 

sessions on and email it to me. 

10. When 1-9 above are complete and we know the recoding mechanism works, we’ll begin 

the study. The less missed supervision sessions, the faster the study proceeds. 

11. Supervision session recording: Start recording before each supervisee arrives for weekly 

1:1 supervision to increase comfort. Stop recording after supervisee leaves the office. 

12. Continue 11 above until otherwise directed, regardless of the Zoom training. 

13. Zoom supervision training intervention: At some point, I’ll contact you to schedule the 

training intervention and will send you the Zoom meeting link. At the end of the training, 

Ill email you a written script of the training. 

14. Laminated two-sided Resource Guide and Resource Guide Log: I’ll mail this to your 

home. Do not open it until directed during the Zoom training. 

15. After the training:  

a. Continue recording of the supervision sessions without interruption until directed 

otherwise. 



TRAINING AND EVALUATION OF CLINICAL SUPERVISORS  152 
 

b. Laminated two-sided resource guide and log: Use the Laminated Two-Sided 

Resource Guide starting with the first supervision session that follows the 

training. Review the Resource Guide 30 minutes before each scheduled 

supervision session. Log each review of the resource guide on the log. The guide 

is yours to keep. 

16. Supervisor SWAI II: I’ll email to you. Complete it and return to me.  

17. Supervisee SWAI II: I’ll email to supervisees. Be sure they return these to me. 

18. $150: I will deliver the gift with warmest thanks.  

We’ve finished. So, would you like to collaborate on this study?  

Supervisee Study Orientation Protocol 

Hello, I’m Camelia Shaheed the principal investigator (PI) for this research project. Are 

you still interested in participating? Very good! May I have 10 minutes to review the basics of 

the study? Or we can schedule a better time. I want to review two items with you: the study goal 

and the two essential tasks that qualify you for $55 at the end of the study. This study’s tasks are 

straightforward and take very little time. I’ll send you a copy of this conversation so you don’t 

need try to remember everything. At the end of this conversation, you can tell me if you’re still 

interested in participating. 

Before we begin, it’s important that you know your participation in this study is 

voluntary. That means you’re free to withdraw from the study at any time without explanation 

and without negative personal or professional consequences. That said, I cannot stress enough 

that your decision to participate should not be motivated by the financial compensation of $55. I 

can’t stress enough that your decision to participate in this study shouldn’t be due to the 

compensation. I’m unable to stagger compensation because I can’t use partial data, so your 
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commitment to the study as if you’re not compensated is vital. In other words, partial completion 

of any study task or withdrawal at any time prior to the conclusion of the study will result in full 

forfeiture of the $55.  

Study Goal. I’m interested in helping supervisors maximize supervision time and have 

time to support you in other clinical tasks. As researchers, we can do a better job of translating 

our research into application; which is what I’d like to do with this study. First, you are not the 

focus of the study, which is why your face needn’t be seen or your voice heard on supervision 

session recordings. I hope this will help you feel comfortable and not change your behavior 

during supervision. When you’re comfortable, your supervisor is likely to feel more comfortable. 

So, I hope this will help you relax. Any questions? 

Essential Study Tasks. You have only two tasks to complete after you sign the consent 

form. 

1. To protect your identity, all emails will be encrypted. 

2. Supervisee Consent to Participate in Research: If you still want to participate when we’re done, 

I’ll email it to you. Please read, sign, and email it to me as soon as possible.  

3. Participant code: I will email your unique code to you at the end of this conversation. Please use 

it for all communications between us. The code ensures confidentiality in case an email delivers 

to the wrong email address. 

4. Inventory I: I’ll email it to you. Complete and email it to me per enclosed instructions.  

5. When 1-4 above are complete, we’ll begin the study. The less missed supervision sessions, the 

faster the study progresses. 

6. Inventory II: At the end of the study (difficult to determine exactly when because of the research 

design), I’ll email you the document. Complete it and email it to me per enclosed instructions.  
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7. $55: I will deliver the gift with warmest thanks.  

So, here we are at the end. Would you like to collaborate on this study?  

Training Intervention Protocol 

The following steps will be executed by the PI with each study participant: 

1. The PI prepares the prerecorded 30-minute audio training intervention before the 

participant’s electronic arrival. The PI will hit “play” when the participant states 

she/he/they are ready. 

2. The PI greets the participant when s/he arrives for the pre-scheduled 1-hour 

appointment. 

3. The PI requests the participant to use the ACES Best Practice Guidelines distilled 

from 12 supervision best practices into the essential three best practices. The 

document was either delivered or emailed to the participant earlier that morning.  

4.  The PI encouraged participant to write questions the PI would answer at the end 

of the audio recording. Reminded participant that a training intervention script 

(Appendix I) would be emailed at end of meeting. 

5. That done, the PI asked participant to sit comfortably to listen to the training. 

6. The PI asks the participant if s/he is comfortable. When participant was 

comfortable, the PI began with a description of the training intervention process: 

“[Participant first name], thank you for meeting with me. It’s good to meet you 

face-to-face. I’ll review the three items on today’s agenda: (a) I’ll play a 30-

minute audio recording; (b) then I’d appreciate your feedback on the recording 

(Appendix K); and (c) don’t forget the Resource Guide that encapsulates the 
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recorded material. I’d like you to review the side with the three essential practices 

every morning at work (Appendix L). Ready? Good. Here we go.”  

7. When the audio recording ends, the PI asks: “[Participant first name], do you have 

any questions? … (Answers questions). We’re nearly finished. I’ve just emailed 

you a brief Training Feedback form and the training script. I’d appreciate it if you 

would take a minute to complete it and email it back to me. Be brutally honest. 

Your input will help me improve this training.”  

8. When the participant emails the completed feedback form, the PI says: “You have 

the two-sided Resource Guide and resource guide log. Per our agreement at the 

start of the study, I’d like you to read the resource guide 30 minutes prior to each 

supervision session scheduled for recording. Directly following, please use the log 

you were provided to enter the date and time you read the resource guide and 

initial it. You can see it will take less than two minutes. It’s yours to keep. Look it 

over in case you have questions… (Answers questions). Since this training is 30 

minutes, a CEU certificate will not be offered unless you request one. I’ll provide 

it at the end of the study unless you need it earlier. Again, thank you [participant’s 

first name]”.   
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Appendix I 

Training Intervention (with Addenda) 

Hello. I’m Camelia Shaheed, the principal investigator for this project. I’m a licensed 

clinical practitioner and supervisor as well as a researcher interested in translating supervision 

research into practice. That means I’m interested in how supervisors balance daily demands so 

that busy means productive. Some mundane tasks are inescapable, but figures suggest that only 

20% of our time is focused on what we can have the greatest impact on. Keeping that mind, what 

if you had time to meet obligations and to oversee program development and experiment with 

new techniques? Today, I want to introduce a focused approach that can facilitate these quality 

of professional life issues – an approach that can yield more positive outcomes as you define 

them.  

Since this is a short recording, it isn’t a thorough training in supervision. Indeed, to translate 

supervision what into how, I must make assumptions about your knowledge base. So, if any one 

thing today is a little unclear, consider didactic-experiential training. I can answer your 

questions, but that’s different from didactic-experiential training. To save time, invest time.  

First and foremost, what I propose today is not a short-cut. Rather, it makes what you know 

more efficient. Second, supervisory relationships exist along a continuum ranging from 

mutually-rewarding to those that, despite best efforts, must be moderated through formal 

channels. Today, let’s work on efficiency and leave the other to your supervisor and HR.  

Language is important. Clinical supervision is an intervention provided by a senior member 

to a more junior member of the profession in a supportive and evaluative relationship that 

extends over time, enhances the supervisee’s professional functioning, monitors the quality of 

delivered services, and serves a professional gatekeeping function. To achieve those goals, 
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supervisors rely heavily on the relationship with the supervisee to fluidly shift between coach, 

instructor, mentor, and consultant functions per client-supervisee needs. Supervision is proactive, 

goal-oriented, intentional, accountable. Competencies describe behaviors and demonstrable 

attitudes, while best practices are guidelines for processes concerned with competency. 

Feedback is a formative day-to-day constructive response or summative performance review or 

evaluation. Both speak to competence. Satisfaction is a subjective rating not indicative of 

competence. For example, supervisee satisfaction with supervision (lovely) does not reflect 

supervisor competence. Effectiveness is the degree to which desired outcomes are achieved. 

That reflects competence. Finally, legal liability is founded on the “do no harm” ethic. It is 

direct (dereliction of duty) or vicarious (culpability due to negligence [the disregard of or the 

provision of unclear clinical advice]). Sadly, therapeutic and supervisory malpractice has steadily 

increased the last two decades. Culture is everything: values, gender, language, how early 

attachments adult influence personal and professional relationships. Finally, SMART goals are 

specific, measurable/observable, attainable, realistic to developmental stage/needs, and time-

limited (if a goal is unachieved within 2-3 months, it isn’t SMART). 

There are 12 supervision best practices, which we’ll reduce to a more efficient three:  

1. Initiating supervision  2. SMART goal-setting 3. Feedback  

4. Conducting supervision 5. Supervisory relationship 6. Diversity and advocacy  

7. Ethics    8. Documentation  9. Evaluation 

10. Supervision format  11. The supervisor  12. Supervision preparation: 

Training and Supervision of Supervision 

Five variables play a key role in our work today. One, accountability is inherent to any role. 

For supervision to fulfill its functions, supervisors should be more skilled than supervisees (I can 
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supervise ≠ I should). Further, a good practitioner doesn’t make a good supervisor any more than 

a good piano tuner makes a good pianist. Supervisors are risk management tools, legal-ethical 

lightning rods. Different responsibilities call for different skills. Two, informed consent process 

(professional disclosures, written supervision contract, supervisee supervision goals) during the 

first supervision session is the open and direct foundation for (a) how and what the supervision 

dyad can expect from one another, (b) your communication style, and (c) how supervisory 

authority meets client welfare and gatekeeping obligations. Three, in order for supervisees to 

deliver appropriate and quality services, supervisors rely on three interdependent and 

continuously evolving practices: (a) supervisee goal reviews, (b) client progress reviews, and (c) 

formative feedback provision. Four, although supervisory best practices are vital to competent 

supervision, the number of pages (15) needed to describe them can reduce application fidelity. 

Five, each unique working alliance catalyzes what happens inside and outside therapy and 

supervision. It increases work quality, role satisfaction, and retention. Personality issues aside, 

relationship-building seems intuitive. It isn’t. Language, culture, power, resistance, transference, 

and c-transference among other variables can plague the bond. Healthy alliances have a “secure 

base” from which interventions and feedback can flow. If half of the 44% of reported claims of 

inadequate-harmful supervision is frivolous, we still must ask how has supervision gone awry?  

Those are the five variables. How, then, do supervisors avoid liability exposure, be the 

supervisors they envisioned, and take worry-free PTO? I acknowledge that we researchers can be 

less technical or opaque in this area. If we review the 12 best practices, three emerge as essential. 

To competently apply each during each supervision session, it is important to understand each 

and how each intersects with the other two. The three best practices are:  

1. Supervisee goal reviews  2. Client progress reviews 3. Formative feedback provision 
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That’s straightforward. Now, take a minute to review the 12 best practices on your laminated 

resource guide. The first thing you’ll notice is the redundancy in the best practices. Redundancy 

is important to the knowledge base; but today, we’re more concerned with application. Some  

best practices can stand alone, but many can be collapsed together, not eliminated. That’s how 

the 12 become an essential three. Example: #4 (conducting supervision) & #10 (supervision 

format). #4 reviews factors involved in conducting supervision. #10 specifies that (a) supervision 

formats must adhere to accreditation or credentialing standards, and supervisee, client, site 

needs; and, therefore, (b) supervision format selection is not based on supervisor convenience. 

Since #10 and its sub-elements are included #4, collapse all into one best practice. This process 

continues until an essential three emerge for use during each supervision session. Makes sense? 

Let’s start with the relationship before descriptions of the three best practices. 

No matter the profession, relationship quality and transparency (I’m wrong, sorry; I don’t 

know) contribute to positive outcomes. During the first supervision session, solicit information 

about prior supervision experiences. Here’s a trick: focus on how the supervisee tells the story, 

instead of listening for accuracy or content. That will illuminate supervisee beliefs about self and 

others. The info can help you both co-create a safe and structured atmosphere that fosters self-

disclosure and experimentation. Before anything else, informed consent practices (#1) ensure 

accountable supervison (#4, 7) and “warmer” alliances with reciprocal disclosure and non-

apologetic feedback. Consider: an “I” focus; openness; culture and power in all interactions; 

allow supervisees to supervise; make firm and clear requests; use metaphor; attend to patterns; 

use facilitative confrontation; brainstorm; use strategic, scaled, and solution-focused questions; 

examine parallel processes; and cheerlead; “What if?”; and bottom-line.  
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Supervisee goal review. The reviews are founded on the first supervision session’s informed 

consent practices that describe how the essential three best practices as standing supervision 

topics ensure professional growth and client welfare. Goal reviews monitor the supervisee’s 

strengths and needs with respect to the therapeutic alliance, competence (counseling skills, 

diagnostics, service plans, case conceptualization), and professional development (self-

awareness, self-evaluation, identity, confidence, work/learning ethic, self-care, credential 

eligibility). Since each goal is SMART, prior goals, feedback, knowledge, and skills scaffold 

goals those that follow. This isn’t a stilted, goal-by-goal review process. No, the dyad exchanges 

info based on current supervisee and client data that identifies successes, potential barriers to 

competence, and re-prioritizes goals. Lean on relationship skills, listen to how the supervisee 

discloses. During each dyadic supervision session, (a) reference 1-2 supervisee “goals”, “plans”, 

“learning priorities”; (b) evaluate, modify, re-prioritize, delete goals as needed; and (c) review 

how prior feedback influenced goal progress. Following intuition is one of your goals. What did 

you think when I challenged dad? You saw the need to, but … Fear is important and we’ll 

discuss it, but for now – How would you rate your instinct? That’s very insightful! How shall we 

modify this goal to meet you where you are?  

Client progress review. All effort leads to client welfare, making client needs and 

supervisee competence a balancing act. These reviews offer legal and ethical protective factors 

(ACES #7, 8). Supervisory oversight shifts according to evolving supervisee strengths and needs. 

To safeguard clients, supervisors need a strong supervisory alliance and supervisee observation-

based data. The two are applied to incrementally sharpen supervisee diagnostic, service planning, 

case conceptualization skills, and self-supervision. Supervisors can strategically focus on 

supervisee self-awareness, ethics, culture, advocacy, client input, theory, and technique 
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application among others. Be inquisitive without being an attorney; shape supervisee case 

conceptualization skills to include subtle issues related to power, privilege, and 

countertransference. Explore competence; seek congruence between client need, client goals, and 

clinical notes. Adjust supervisory approach according to your assessment of client and 

supervisee strengths and limitations, environmental demands, and context; combine techniques; 

and demonstrate your faith in the supervisee by asking for help. During each dyadic supervision 

session, (a) solicit case summaries and conceptualizations for 1-2 clients; (b) probe, confirm 

supervisee work, or guide the supervisee in necessary actions; (c) review client service continuity 

such as congruence between client needs, service plan, and clinical documentation; and (d) 

review supervision intensity/frequency based on client needs & supervisee competence. I’m 

concerned because her sister gets married next week. Call her after our meeting. Bridge her to 

her next appointment. It’s important to model some behaviors for her: (a) apologize for 

forgetting the contingency plan, (b) be curious about how you “forgot”, and (c), be clear yet 

emotionally neutral about the reasons. I’ll write a consult note, which I’ll append after you 

debrief ... Let’s appeal to your investigative nature: how did “forgot” the contingency plan? 

Include other clients that come to mind... I need your help with something ...  

Feedback provision. If any of the professional development skills is misunderstood, it’s 

feedback. First, it’s a give-and-take process that says as much about the giver as the recipient. 

Supervisor openness to feedback tends to increase the frequency of the supervisee’s solicitation 

of it. Second, feedback is a statement about what. It’s not a question about why. It’s a timely, 

clear, and manageable statement. Third, feedback is both non-apologetic and supportive. Non-

apologetic because feedback reflects the supervisee’s current work, and because feedback’s 

fundamental to the supervisory role and supervisee growth. It’s tailored to the developmental 
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stage, setting (recent graduate; individual, group supervision), and client-treatment method 

needs. It’s also influenced by a supervisee’s goals, personality, and right to privacy. Fourth, 

feedback is based observable, measurable, and changeable behavior against a professional 

standard, not on conjecture or supervisee self-report. Samples of supervisee work should include 

full sessions, and various diagnoses and formats. Fifth, communication reflects culture, so it can 

influence anxiety or resistance. Also, how feedback is delivered should be tailored to the 

supervisee, not to the supervisor’s convenience. Since a supervisor’s ultimate goal is for the 

supervisee to self-supervise, some strategies can reduce official grievances and promote growth 

even in “lukewarm” supervisory relationships. Direct or cross-supervisor observation of 

supervisee work, not supervisee self-report, emphasizes objectivity, highlights training gaps, and 

ensures supervisor and supervisee accountability. Sandwiching leads with praise (Let’s review 

some of your notes. Your structure is first-rate) before what needs improvement (Today, let’s 

reduce content by a third.) followed by a second reinforcement (Well done. May I use it as a 

sample in group supervision?). Use silence, remain alert to verbal/nonverbal cues. Another is 

MI’s elicit-provide-elicit. To reduce resistance, ask: Is it okay if I shift to documentation? Place a 

pre-identified high-quality note sample alongside the supervisee’s note to allow the supervisee to 

analyze both notes. How do you feel about that? encourages affective disclosure, engages the 

supervisee as a partner in the process. An importance-confidence scale explores the value the 

supervisee places on a desired behavior and identifies confidence in behavior change. From 

there, discuss needs, set SMART goals that overcome barriers and build confidence. Other 

strategies: Have you tried X? I find Y helpful. Stretch empathy into self-reflection (It’s rough to 

be called incompetent by a client when you’re doing your best. What did it remind you of?); self-

disclose (When you got angry, I was worried for both of you.); and teach supervisees to provide 
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you with feedback (anonymous feedback is popular, but healthy alliances are not based on the 

input of only one member). During each dyadic supervision session, (a) focus a maximum of 3 

constructive statements on what, not why; (b) specify changeable behavior vs. a standard 

(multiple modalities & sources); (c) ensure supervisee understands before offering alternatives; 

(d) be timely, balance with praise, respectful; and (e) use feedback to elicit short-term supervisee 

self-evaluation for long-term self-supervision. 

Conclusion. The essential ingredient in supervision is a strong working alliance. Begin by 

listening for how the supervisee narrates experiences. You can’t undo the past, but you can 

influence the future. Each dyadic supervision session, weave the essential three best practices to 

form a cohesive supervisory roadmap. ONE, review, assemble, or reassemble 1-2 supervisee 

goals based on observation-based data. Link prior goal reviews and formative feedback, as 

applicable, to the current discussion. TWO, client progress reviews keep you informed, and 

energize supervision. Solicit case summaries and conceptualizations for 1-2 clients; acknowledge 

and guide the supervisee’s work; be sure client services are congruent with needs, service plan, 

and clinical documentation; and be sure supervision intensity/frequency matches client needs & 

supervisee competence. THREE, feedback is vital to everyone’s professional development. 

Specify changeable behavior, but don’t focus on why; verify supervisee understanding before 

discussing alternatives; be timely, clear, respectful, balanced, and measured; and encourage self-

evaluation to promote self-supervision. Finally, too much of anything is as bad as none.   

Thank you for your participation in this study.  
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Addenda: Participant Post-Training Questions & PI Responses  

It seems it would be awkward  

You’re right. Most new tasks feel awkward in the beginning. However, as I’m sure you 

tell your supervisees, with each application you watch yourself less and less until one day you’re 

just doing it. Your supervision will fluidly integrate the three essential supervisor obligations 

(supervisee goals, client progress reviews, data-based feedback to supervisee that is balanced 

between being constructive and reinforcing [pulled from samples of clinical session 

observation/recording, paperwork reviews from your QA department, supervision session 

content]). The three variables, supervisory best practices, are applied during each supervision 

session for every supervisee, regardless of program or discipline. You'll begin to notice how they 

dovetail with one another. The end result -- you "watch" yourself less and less and save time 

because your efforts are, ultimately, and proactive. 

When and how long? How do I structure supervisee sessions for session observation/ 

documentation review without wasting time? We don’t have a lot of time. 

It is best to schedule clinical observation (or recording, perfect during COVID) and 

clinical document reviews just as you schedule supervision sessions.  

I recommend scheduling clinical observations and document reviews as close to the 

supervision session as possible for more valuable and timely feedback.  

Adding to your schedule may seem counter-intuitive, but frontloading any process always 

saves time in the end. Also, supervision requires you to ASSURE the quality of clinical services 

and documentation (if it helps, I've successfully used this method for 2+ decades). Invest time to 

save time. 

Why is it this important?  

The important outcomes for clinical observation and document reviews are: 
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1. Rigorous legal liability protection (asking supervisees re client progress doesn't protect you or 

the agency). Supervisee self-report is notoriously unreliable regardless of supervisee 

transparency. 

2. This is how supervisees learn to self-supervise and model you. 

3. When you KNOW supervisee needs, supervisee goals and trainings can be tailored 

4. When you KNOW supervisee strengths, you can add those individual strengths to your 

resource list (peer supervision, peer audits despite QA department audits) 

Isn’t observation a violation of trust between Supervisor, supee, and client? 

No, it is a validation of trust invested in you. Your primary role is to ensure the safety of 

clients. Professional licensing boards, professional groups, educators, and researchers stand 

behind you and the best practice of observation of clinical sessions because there is no other way 

to know. If you observed a clinical session of mine, after two decades of practice, I believe you 

could suggest at least three different paths I could have followed. That’s not an issue of right or 

wrong. It’s one concerned with professional development. No one suggests you observe all or 

even most supervisee and client sessions. For licensure-seeking supervisees, you should observe 

at least one per week. For those who are independently-licensed, once you have a sense of the 

supervisee’s work quality, that can be reduced to once per month. When observing/listening to at 

least one supee clinical session once or twice a month is combined with documentation review 

and supee self-report, you have a dynamic vehicle for meeting the ethical and legal obligation to 

ensure client welfare. It is the implementation of constructive feedback that facilitates the layer 

upon layer of professional development, that progress from one aha! To the next. Clients daily 

affirm and benefit from the learning processes of students-in-training and supees seeking 

independent licenses when they agree to clinical session observation/recording. I’ve never found 
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client less enthusiastic to assist their independently-licensed practitioners increase their service 

delivery power, and enjoy the fruits of those labors. 
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Appendix J 

Interrater Training Script 

Today, I want to introduce you to a few concepts that will help you help me in rating 

supervision session recordings (event recording).    

Clinical supervision is an intervention provided by a senior member to a more junior 

member of the profession in a supportive and evaluative relationship that extends over time, 

enhances the supervisee’s professional functioning, monitors the quality of delivered services, 

and serves a professional gatekeeping function. Supervision is proactive, goal-oriented, 

intentional, and accountable.  

I’m interested in how often the supervisors use three interdependent and continuously 

evolving practices: (a) supervisee goal reviews, (b) client progress reviews, and (c) formative 

feedback to supervisees. To competently apply each during each supervision session, it is 

important to understand each and how each intersects with the other two.  

Supervisee goal review. These reviews ensure professional growth and client welfare. Goal 

reviews monitor the supervisee’s strengths and needs with respect to the therapeutic alliance, 

competence (counseling skills, diagnostics, service plans, case conceptualization), and 

professional development (self-awareness, self-evaluation, identity, confidence, work/learning 

ethic, self-care, credential eligibility). SMART supervisee goals are specific, 

measurable/observable, attainable, realistic to developmental stage/needs, and time-limited. 

Since each goal is SMART, prior goals, feedback, knowledge, and skills scaffold goals those that 

follow. This shouldn’t be a stilted, goal-by-goal review process; but it may be at the start. The 

dyad exchanges info based on current supervisee and client data that identifies successes, 

potential barriers to competence, and re-prioritizes goals. Lean on relationship skills, listen to 
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how the supervisee discloses. During each dyadic supervision session, (a) reference 1-2 

supervisee “goals”, “plans”, “learning priorities”; (b) evaluate, modify, re-prioritize, delete goals 

as needed; and (c) review how prior feedback influenced goal progress. Following intuition is 

one of your goals. What did you think when I challenged dad? You saw the need to, but … Fear 

is important and we’ll discuss it, but for now – How would you rate your instinct? That’s very 

insightful! How shall we modify this goal to meet you where you are?  

Client progress review. All effort leads to client welfare, making client needs and 

supervisee competence a balancing act. These reviews offer legal and ethical protective factor. 

Supervisory oversight shifts according to evolving supervisee strengths and needs. To safeguard 

clients, supervisors need a strong supervisory alliance and supervisee observation-based data. 

The two are applied to incrementally sharpen supervisee diagnostic, service planning, case 

conceptualization skills, and self-supervision. Supervisors can strategically focus on supervisee 

self-awareness, ethics, culture, advocacy, client input, theory, and technique application among 

others. Be inquisitive, but not an attorney; shape supervisee case conceptualization skills to 

include subtle issues related to power, privilege, and countertransference. Explore competence; 

seek congruence between client need, client goals, and clinical notes. Adjust supervisory 

approach according to your assessment of client and supervisee strengths and limitations, 

environmental demands, and context; combine techniques; and demonstrate your faith in the 

supervisee by asking for help. During each dyadic supervision session, (a) solicit case summaries 

and conceptualizations for 1-2 clients; (b) probe, confirm supervisee work, or guide the 

supervisee in necessary actions; (c) review client service continuity such as congruence between 

client needs, service plan, and clinical documentation; and (d) review supervision 

intensity/frequency based on client needs & supervisee competence. I’m concerned because her 
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sister gets married next week. Call her after our meeting. Bridge her to her next appointment. 

It’s important to model some behaviors for her: (a) apologize for forgetting the contingency 

plan, (b) be curious about how you “forgot”, and (c), be clear yet emotionally neutral about the 

reasons. I’ll write a consult note, which I’ll append after you debrief ... Let’s appeal to your 

investigative nature: how did “forgot” the contingency plan? Include other clients that come to 

mind... I need your help with something ...  

Feedback provision. This is the most misunderstood of all skills. First, it’s a give-and-take 

process that says as much about the giver as the recipient. Supervisor openness to feedback tends 

to increase the frequency of the supervisee’s solicitation of it. Second, feedback is a statement 

about what, not a question about why. It’s a timely, clear, and manageable statement. Third, 

feedback is both non-apologetic and supportive. Non-apologetic because feedback reflects the 

supervisee’s current work, and because feedback’s fundamental to the supervisory role and 

supervisee growth. It’s tailored to the developmental stage, setting (recent graduate; individual, 

group supervision), and client-treatment method needs. It’s also influenced by a supervisee’s 

goals, personality, and right to privacy. Fourth, feedback is based observable, measurable, and 

changeable behavior against a professional standard, not on conjecture or supervisee self-report. 

Samples of supervisee work should include full sessions, and various diagnoses and formats. 

Fifth, communication reflects culture, so it can influence anxiety or resistance. Also, how 

feedback is delivered should be tailored to the supervisee, not to the supervisor’s convenience. 

Since a supervisor’s ultimate goal is for the supervisee to self-supervise, some strategies can 

reduce official grievances and promote growth even in “lukewarm” supervisory relationships. 

Direct or cross-supervisor observation of supervisee work, not supervisee self-report, emphasizes 

objectivity, highlights training gaps, and ensures supervisor and supervisee accountability. 
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Sandwiching leads with praise (Let’s review some of your notes. Your structure is first-rate.) 

before what needs improvement (Today, let’s reduce content by a third.) followed by a second 

reinforcement (Well done. May I use it as a sample in group supervision?). Use silence, remain 

alert to verbal/nonverbal cues. Another is MI’s elicit-provide-elicit. To reduce resistance, ask: Is 

it okay if I shift to documentation? Place a pre-identified high-quality note sample alongside the 

supervisee’s note to allow the supervisee to analyze both notes. How do you feel about that? 

encourages affective disclosure, engages the supervisee as a partner in the process. An 

importance-confidence scale explores the value the supervisee places on a desired behavior and 

identifies confidence in behavior change. From there, discuss needs, set SMART goals that 

overcome barriers and build confidence. Other strategies: Have you tried X? I find Y helpful. 

Stretch empathy into self-reflection (It’s rough to be called incompetent by a client when you’re 

doing your best. What did it remind you of?); self-disclose (When you got angry, I was worried 

for both of you.); and teach supervisees to provide you with feedback (anonymous feedback is 

popular, but healthy alliances are not based on the input of only one member). During each 

dyadic supervision session, (a) focus a maximum of 3 constructive statements on what, not why; 

(b) specify changeable behavior vs. a standard (multiple modalities & sources); (c) ensure 

supervisee understands before offering alternatives; (d) be timely, balance with praise, 

respectful; and (e) use feedback to elicit short-term supervisee self-evaluation for long-term self-

supervision. 

Conclusion. Each dyadic supervision session should weave three best practices. ONE, 

review, assemble, or reassemble 1-2 supervisee goals based on observation-based data. Link 

prior goal reviews and formative feedback, as applicable, to the current discussion. TWO, client 

progress reviews keep supervisors informed, and energize supervision. Solicit case summaries 
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and conceptualizations for 1-2 clients; acknowledge and guide the supervisee’s work; be sure 

client services are congruent with needs, service plan, and clinical documentation; and be sure 

supervision intensity/frequency matches client needs & supervisee competence. THREE, 

feedback is vital to everyone’s professional development. Specify changeable behaviors, without 

a focus on why; verify supervisee understanding before discussing alternatives; timely, clear, 

respectful, balanced, and measured; and encourage self-evaluation to promote self-supervision.  
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Appendix K  

Recorded Training Intervention Feedback 

 

Participant Code:       Date:  

 

                   Strongly                               Slightly            Slightly                Strongly 

                    Disagree     Disagree           Disagree            Agree         Agree       Agree 

 

The recording targeted                  1                  2                  3                  4               5             6 

important supervision tasks. 

 

The information was useful   1                  2                  3                  4               5             6 

for what I do. 

 

The content was reasonable  1                  2                  3                  4               5             6 

for my role. 

 

The presentation was well-   1                  2                  3                  4               5             6 

presented. 

 

The recording increased  1                  2                  3                  4               5             6 

my knowledge base. 

 

I am likely to implement the   1                  2                  3                  4               5             6 

recommendations. 

 

This will help me be more  1                  2                  3                  4               5             6 

efficient in my supervision. 

 

Additional comments: 

 

 

 

 

 

 

 

THANK YOU 

University of Arizona IRB #2007830818 

Note. Modified from Martens, B. K., Witt, J. C., Elliott, S. N., & Darveaux, D. X. (1985). 

Teacher judgments concerning the acceptability of school-based interventions. Professional 

Psychology: Research and Practice, 16(2), 191-198.  
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Appendix L 

Laminated Two-Sided Resource Guide 

Please review this side of the guide 30 minutes prior to each supervision session scheduled for 

recording (flip side is FYI). Supee = Supervisee, Sup = Supervisor 

HINT: Link the three with power, ethics, culture, what’s missing, …  

Thoughts about these factors? How do they intersect? How does this fit with…?   What does that say 

about power, privilege in service delivery? How about what it says about our work together? 

 

1. Each Supervision Session: Supervisee Goal Review 

Sup & Supee review, modify, create, or re-prioritize 1-2 supee goals according to supee & client needs. 

Goals are SMART (specific, measurable or observable, attainable, realistic, time-limited). Focus is on 

therapeutic alliance & outcomes (relationship building, culture, power, advocacy), competence 

(counseling skills, diagnostics, service plans, case conceptualization), and professional development 

(self-awareness, self-evaluation, identity, confidence, self-care, credential eligibility).  
   

That comment speaks directly to your goal on… Let’s update this goal. Based on my observations, 

you’ve clearly outgrown it… What are your plans for life after the LPC? 
 

2. Each Supervision Session: Client Progress Review 

Systematically solicit progress of 1-2 clients to assess whether/how client needs are met, and supee 

learning needs. Ensure congruence between client needs, ISP, and documentation. Integral to timely and 

informed decision-making and supee growth. Confirm client progress or explicitly guide supee. Is 

supervision intensity/frequency congruent with client needs & supervisee skills?  

 

Tell me about… You sound unsure. Break the case down so we can make some decisions. Which 

other cases does this remind you of? You’ve mentioned emotional regulation three times in five 

minutes. Let’s turn to that. 

 

3. Each Supervision Session: Formative Feedback (FB) 

Give-and-take process that stimulates supee self-assessment. Concerned with what not why. A maximum 

of three constructive statements balanced with praise, not questions; timely, specific, measurable, 

focused on observable and changeable supee behaviors; based on supee work samples, not on self-report 

or supervisor judgements. Work samples compared against professional standards/agency expectations.  

Work samples based on observations/recordings of various treatment formats and phases, diagnoses, 

client outcomes, documentation. Ensure supee understands FB before exploring solutions. Continuous 

FB can defuse anxiety about summative evaluations (e.g., performance reviews). Confirm use of prior 

FB. 

 

This is feedback or I’d like to review your… I noticed how quiet you were after dad cut you off. You 

seemed to freeze. How does that fit with your experience? What did you think when I challenged him? 

Instead of XX, consider YY. Good intuition, how will you use it? Excellent metaphors. 
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Distillation of ACES Supervisory Best Practices (12→3) 

1. Goal-Setting (ACES #1, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12) 

a. Competent (ethically, legally, culturally, inter-personally) in this domain of 

supervision. 

b. discusses the supervision process and format (informed consent practices in the initial 

supervision session, with clear parameters for conducting supervision) to foster a 

culturally-sensitive working alliance. Documents all interactions according to 

professional standards. 

c. To the extent possible, supervisor co-develops specific goals for supervision with the 

supervisee. 

d. Emphasizes goals that directly benefit the supervisee-client therapeutic alliance and 

service effectiveness. 

e. Intentionally addresses and evaluates goals each supervision session to meet 

professional supervision and clinical standards. 

2. Review Client Progress (ACES #3, 5, 6, 7, 9, 10, 11, 12) 

a. Competent (ethically, legally, culturally, inter-personally) in this domain of 

supervision. 

b. Re/evaluate at least 1 SMART goal, plan, step, learning priority re: therapeutic 

alliance (relationship building, culture, advocacy), competence (counseling skills, 

diagnostics, service plans, case conceptualization), and professional development. 

c. Prompt professional identity discussions: self-awareness & evaluation, confidence, 

critical reflection, work/ learning ethic, autonomy, self-care, motivation, career needs, 

credential eligibility, share professional info, discuss agency opportunities 

3. Feedback/Evaluation (ACES #4, 5, 6, 7, 9, 10, 11, 12) 

a. Competent (ethically, legally, culturally, inter-personally) in this domain of 

supervision. 

b. Aware the supervisory relationship is key to supervision effectiveness and supervisee 

growth and development. Self-reflective and aware of potential parallel processes  

c. Attends to ethical and cultural concerns that impact the supervisory relationship. 

d. Provides regular and ongoing feedback, and as needed. Accepts evaluation 

responsibilities. Clearly communicates the evaluation plan to the supervisee. Initiates 

remediation plan as needed. 

e. Seeks multiple data-driven sources of feedback available to supervisee to encourage 

supervisee self-evaluation. 

f. Solicits feedback on own performance and supervision process. 
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University of Arizona IRB #2007830818 

Note: Modified from Association for Counselor Education and Supervision Taskforce on Best 

Practices in Clinical Supervision (2011). Retrieved from http://www.acesonline.net/wp-

content/uploads/2011/10/ACES-Best-Practices-in-clinical-supervision-document-FINAL.pdf. 
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Appendix M 

Resource Guide Log 

Please: Track each day/time you reviewed the Laminated Two-Sided Resource Guide prior to 

supervision.  

Initial each line item before emailing the Log to camysmarvel@email.arizona.edu. 

Date Time Initials 

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

University of Arizona IRB #2007830818 
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