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Abstract. Government policy, like evaluations of clinical practice, indicates the
growing importance of supervision in fostering practitioner development and in
improving the fidelity of therapies. However, instruments with which to measure
competent supervision are often problematic, thereby hampering these key activities
(e.g. they are rare, rely on self-ratings by participants, and psychometric data can
be limited). To contribute to progress, this paper reviews the current options for
measuring competent clinical supervision by means of direct observation, a favoured
approach within cognitive behaviour therapy (CBT). We systematically reviewed
10 existing instruments that were designed to observe and quantify competent
supervision, focusing on three broad criteria for sound measurement (i.e. an
instrument’s Design, Implementation, and Yield: DIY). Suggestions for future research
on instruments that can fulfil the functions that are provided distinctively through direct
observation are outlined.
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Introduction

Clinical supervision is regarded as an essential component for delivering modern, patient-
centred, high-quality mental health care. For example, within the British National Health
Service (NHS), there is recognition that ‘we need to develop and maintain the infrastructure
comprising skilled mentors and supervisors’ (Department of Health, 2001, p. ix). The same
government department recognizes that ‘regular clinical supervision will encourage reflective
practice and needs to be available to all staff . . . the importance of staff training and support
cannot be underestimated’ (Department of Health, 2004, p. 35). Similarly, in the USA
supervision has been viewed as vital to the fidelity of evidence-based treatments (Baer et al.
2006), consistent with the growing emphasis on evidence-based practice within the American
Psychological Association (APA Presidential Task Force, 2006). Although there is consensus
on the importance of clinical supervision, there is actually no definitive statement of what is
meant by the term. Within the NHS, supervision is defined as
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an intervention provided by a more senior member of a profession to a more junior member or
members of that same profession. This relationship is evaluative, extends over time, and has the
simultaneous purposes of enhancing the professional functioning of the more junior person(s),
monitoring the quality of professional services offered to the clients, she, he, or they see, and
serving as a gatekeeper for those who are to enter the particular profession (Department of Health,
1993, p. xx).

The policy of supporting and developing competent supervisors is founded on research
evidence which indicates that competent supervision is effective. For example, meta-analyses
of controlled clinical outcome trials (examining the effectiveness of collaborative care for
depressed patients in primary care) indicated that access to regular and planned supervision
was related to more positive clinical outcomes (Gilbody et al. 2006). Such reviews are
supported by randomized controlled evaluations of clinical supervision in relation to its
role in developing therapeutic alliances and contributing to symptom reduction (Bambling
et al. 2006), and in relation to improving the transfer of training into therapeutic practice
(Gregoire et al. 1998; Heaven et al. 2005). Given its importance, it is comforting to know that
supervision is also a highly acceptable approach to the supervisors and supervisees involved,
ranking as one of the most influential factors in clinical practice (Lucock et al. 2006).

However, despite this endorsement of clinical supervision, there is a problem regarding
its measurement: ‘one of the most pernicious problems confronting supervision researchers
is the dearth of psychometrically sound measures specific to a clinical supervision context’
(Ellis & Ladany, 1997, p. 488). According to these authors, studies designed to develop
new instruments ‘should adhere to traditional standards of scientific research that include
explicating the theoretical basis and research hypothesis’ (p. 488) that underpin the
development work. In a comprehensive review, Ellis & Ladany (1997) concluded that there
were no instruments designed to measure competence in clinical supervision that they could
recommend. The need for valid and reliable supervision instruments is also highlighted in a
summary review of the state of psychotherapy supervision research, in which Watkins (1998)
identifies ten key needs: ‘Thus, one of the most pressing needs for psychotherapy supervision
research in the next century remains the development and establishment of reliable, valid
criterion measures to guide supervision research’ (Watkins, 1998, p. 94). A decade on the
situation appears not to have improved: when Ellis et al. (2008) replicated their earlier review
to include seven new instruments, they again concluded that ‘there continues to be a paucity
of psychometrically valid and reliable instruments’ (p. 492).

This lack of valid and reliable instruments for evaluating supervision and establishing
competence in supervisory practices is a particularly serious deficiency. The concept of
competence lies at the heart of modern professional training and licensing (Falender &
Shafranske, 2008; Kenkel & Peterson, 2010). It also underpins the commissioning of training
and of services, and affords the means to develop accountable, evidence-based clinical
services that are based on the explicitly defined technical, cognitive and emotional attributes
that constitute safe and effective mental health practice (Epstein & Hundert, 2002; Falender
& Shafranske, 2004; Roth & Pilling, 2008); i.e. it has social validity. Epstein & Hundert
(2002) define competence as: ‘The habitual and judicious use of communication, knowledge,
technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the
benefit of the individual and community being served’ (p. 226). In this context, it is somewhat
concerning that Ellis & Ladany (1997) were only able recommend two instruments within
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the supervision literature, both of which were self-report questionnaires and neither of which
directly assessed competence (i.e. The Relationship Inventory: Schacht et al. 1988; and The
Role Conflict and Role Ambiguity Inventory: Olk & Friedlander, 1992). The situation had not
altered at the time of their later review (Ellis et al. 2008).

We propose to address this situation by conducting a systematic review of available
instruments measuring psychotherapy supervision, taking into account recent research and
so updating the systematic reviews of Ellis & Ladany (1997) and Ellis et al. (2008). Second,
we do so by means of a different but complementary method, the ‘best-evidence synthesis’
(BES) approach to the systematic review (Petticrew & Roberts, 2006). There are precedents
for the BES approach, ones that have yielded comparatively optimistic and constructive
accounts of the supervision literature, and therefore carry rather different research and service
development implications from the exhaustive review approach (see e.g. Milne & James,
2002; Milne et al. 2010). Third, we focus purely on instruments that utilize direct observation.
This is because direct observation is the dominant method of assessing competence within
professional training programmes, and a focus on specific, observable behaviours was deemed
‘most useful’ in a review of the assessment options within clinical supervision (Lambert &
Ogles, 1997, p. 440). Fourth, we extend the Ellis & Ladany (1997) and Ellis et al. (2008)
reviews by extending beyond their traditional psychometric criteria, by adding an emphasis
on the practicalities and benefits of alternative instruments (i.e. adding pragmatic criteria). To
do this we adopt the ‘design, implementation, yield’ (DIY) dimensions advocated by Barkham
et al. (1998). This more rounded appraisal is desirable as it takes due account of important
practical determinants of the utilization of instruments (e.g. instrument availability, the utility
of data), factors that might best be viewed alongside the traditional psychometric criteria as
equally necessary conditions for sound measurement practice.

Rationale for direct observation

Direct observation has been widely accepted as an established method in supervision (e.g.
integral to cognitive-behavioural supervision; Liese & Beck, 1997), one that is considered
‘especially effective’ in training therapists (Watkins, 1997, p. 337). It is also endorsed
as a method for researching supervision (Lambert & Ogles, 1997). For instance, Bernard
& Goodyear (1998) recognized the need for more rigorous evaluations of adherence and
competence, while Falender & Shafranske (2004) stressed the need to assess competencies
through means such as performance assessments. Finally, Falendar & Shafranske
(2010) echoed this same sentiment in an update on competency-based education and
training models:

This work will be advanced by employing a competency-based model of supervision (Falender
& Shafranske, 2004; Kaslow et al. 2004) in which the component aspects of competencies (i.e.
knowledge, skills, attitudes/values) are operationally identified, approaches to self-assessment
and evidence-based assessment formative assessment are developed . . . and a range of learning
strategies are employed (p. 45).

A second reason for emphasizing direct observation is the methodological desirability
of using a variety of assessment methods, ones that draw on different perspectives and
operationalizations, so that we can better triangulate the selected phenomenon (Roth
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& Fonagy, 1996; Kazdin, 1998). Fittingly, the conventional range of methods includes
permanent products (archival data), self-report information (interviews, questionnaires),
audits, and direct observation (Milne, 2007). Within the general field of staff training and
development, one or more of these methods is normally applied in order to establish the
effect of a trainer or supervisor on the learners’ knowledge, skills or attitudes (Kraiger et al.
1993). In principle, such an instrument may also be used to quantify the resource aspects
of supervision (i.e. the structures, resources or efforts that are applied), and/or the content,
the procedures, the processes, or efficiency of supervision (Milne, 2007). We also rely on
the conventional principle that multiple methods of measurement increase the likelihood
that measurement will prove valid. There is also empirical evidence that different evaluation
criteria (such as direct observation) make a complementary contribution to evaluation. For
example, the meta-analysis conducted by Alliger et al. (1997) considered the degree to which
the different evaluation methods were correlated across a sample of 34 training studies. Their
findings indicated that ‘at most, there are modest correlations between the various types of
training criteria’ (p. 350). They concluded that ‘it might be best to use multiple criteria with
minimal overlap, to get a more complete picture of the effect of training’ (pp. 352–353).
Based on this logic, direct observation is likely to prove a key method within a comprehensive
or systematic evaluation of supervision, although of course measurement should ultimately be
selected thoughtfully, as appropriate, to assess the critical features of a given study.

Finally, in addition to offering a socially valid, complementary and more objective
perspective, direct observation has the advantage of providing an external demonstration that
a practitioner is competent (Prescott et al. 2002). These authors noted the increasing salience
of this issue, as the public, the media and government have become more concerned about
the quality of clinical practice. This increases the onus on designing rigorous systems for
assessing competence. Therefore, we conclude that there is a clear need to review existing
instruments. Next, however, we address the question of how such instruments should be
evaluated: which criteria are appropriate?

Psychometric and other criteria

A well-established criterion when evaluating an instrument is its rigour, as reflected in its
psychometric properties (Ellis & Ladany, 1997; Kazdin, 1998). Based on these authors’
accounts and on general texts on psychometric evaluation, the relevant criteria for judging
an observational instrument can be said to include several forms of validity (hypothesis, face,
content, predictive, concurrent) and reliability (inter-rater agreement, test–retest reliability).
Of these, perhaps the least well-known is hypothesis validity (Wampold et al. 1990). This
concerns the extent to which an instrument properly operationalizes the theoretical basis
underpinning a tool, so that appropriate inferences can be drawn and tested. Logically, it is as
necessary as any of the other psychometric criteria.

According to Barkham et al. (1998), these psychometric criteria are termed ‘design’ issues.
They argue that one should also consider two other broad dimensions for the evaluation of
instruments, namely their ‘implementation’ and ‘yield’. Implementation concerns pragmatic
issues, such as whether an instrument is available, whether it can be applied readily, whether
or not extensive training is required, and whether the scoring and interpretation aspects are
straightforward. For example, Watkins (1997, p. 440) commented that ‘the observer rating
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scales developed by Rogers’s students . . . are time-consuming and expensive to employ prop-
erly’. In this sense, an instrument may satisfy psychometric criteria but be impractical to apply.

A third important dimension for judging an instrument is the extent to which it ‘yields’
information that has some utility. The emphasis on yield is shared by other authors, albeit
using different terms, such as ‘impact’ and ‘consequential validity’ (e.g. Vleuten & Schuwirth,
2005). Barkham et al. (1998) pinpointed one kind of yield, namely that an instrument can
provide the basis for outcome benchmarking. Logically, it seems to us that there are additional
ways to judge the yield of an instrument. For example, following the fidelity framework
(Bellg et al. 2004), one might also define yield in terms of the ability of an instrument to
profile, audit, evaluate and assess systemic impact. To explain these functions, one might
use observation to ‘profile’ supervision, i.e. to furnish data on the strengths and weaknesses
of that supervision, in relation to a given theory or approach. Technically, it is a form of
corrective feedback (see e.g. Iberg, 1991). By comparison, ‘auditing’ supervision through
observation provides data on the extent to which a supervisor is adhering to the standards
or criteria of a specific therapeutic approach (see e.g. Henggeler et al. 2002). In essence,
the profiling function represents formative evaluation, while the auditing function equates to
summative evaluation. The third potential yield that might be achieved through observation
is that of ‘evaluating’ supervision. In this instance the observational data allow objective
judgements to be made about the skill of the supervisor (e.g. on the continuum from novice
to expert; Dreyfus & Dreyfus, 1986). This can also be calculated relative to other supervisors,
as per the outcome benchmarking logic (Barkham et al. 1998). An example of such an
assessment tool is the Clinical Teaching Effectiveness Instrument (Copeland & Hewson,
2000), which subsumes a number of supervisory behaviours (e.g. ‘establishes a good learning
environment’). The 15 items are rated on a proficiency scale, ranging from ‘poor’ to ‘superb’.
Last, we suggest that yield can be defined in terms of ‘impacting’; assessment can provide
data indicative of whether supervision had the intended effect on the supervisee and/or the
client, or through other dimensions of a service system (e.g. enhancing quality of care within
a specialist service). For example, Bambling et al. (2006) linked an observational measure of
the supervisors’ adherence to CBT or psychodynamic approaches to self-report measures of
therapeutic alliance and symptom change.

In summary, direct observation plays a distinctive role in support of valid measurement,
but we argue that, to be judged valuable, an observational instrument should be considered
in relation to three dimensions of rigorous and relevant measurement, those of design,
implementation and yield (DIY; Barkham et al. 1998). By this reasoning, we next conduct a
review of observational instruments that have been designed to assess competence in clinical
supervision, using this DIY framework.

Method

Review of existing instruments for measuring competence in supervision

We searched for scientific papers that met the following criteria for inclusion: published in the
last 30 years (i.e. up to the end of 2010); designed to measure competent supervision [three
or more ‘technical skills’ or other domains from the Epstein & Hundert (2002) definition];
utilizing direct observation as the method of data collection; based on a quantitative
approach; and measuring observable competencies. Using these criteria, a search strategy was
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undertaken which included an electronic search of databases. For the electronic search, the
following databases were utilized: Web of Knowledge, PsycINFO, Ovid, Embase, Medline
and Cochrane Review. We searched for the following terms and their combinations: ‘clinical
supervision’, ‘rating’, ‘competence’, ‘observational’, ‘self-report’, ‘instrument’ and ‘CBT’.
In addition, we browsed in libraries, consulted with experts, and searched references from
studies meeting our criteria. In this way, 10 instruments were located, as set out in Table 1.
These papers were then systematically reviewed, using an ad hoc manual that operationalized
the DIY criteria, following Ellis & Ladany (1997) and Barkham et al. (1998). The manual
lists five validity criteria, two reliability criteria, four implementation criteria and four yield
criteria (a copy of the instrument evaluation manual is available from the first author). Each
criterion is defined within the manual, so that the papers could be coded as reliably as possible
(although we did not attempt to assess inter-rater reliability directly in the present study). This
systematic review approach is therefore scientific in style, by contrast with the traditional
narrative review. Like a survey, it emphasizes a methodical, replicable, and relatively bias-
free way of deriving the answer to a question (e.g. careful sampling and systematic analysis;
Petticrew & Roberts, 2006). Our question was: How well do existing measures of competent
clinical supervision stand up to a DIY evaluation?

These review inclusion criteria meant that studies that were otherwise suitable but narrow in
their focus were excluded. For example, Parsons & Reid (1995) developed a direct observation
tool with the focus purely on one supervision variable, that of providing feedback. Similarly,
unpublished measures which did operationalize comprehensive versions of competence in
supervision were also excluded (e.g. James et al. 2005; Sudak et al. 2001). Moreover, papers
that described self-ratings, supervisee ratings, and other approaches that were not explicitly
based on direct observation by an independent observer were excluded (e.g. Henggeler
et al. 2002; Bambling et al. 2006). Following the application of these inclusion criteria, 10
instruments were located and became the focus of the present review.

The results of this systematic review procedure are summarized in Table 1. They indicate
that the 10 surveyed tools met the majority of the 14 criteria (mean criteria satisfied: 9.1; range:
6–11), but that none of the tools meet all of these criteria, including the design (psychometric)
criteria. In this sense, we have replicated Ellis & Ladany’s (1997) pessimistic account of
supervision instruments, for this sample of observational instruments. Also, like them we
could identify the best instruments, both of which satisfied 11 criteria (i.e. Parsons & Reid,
1995; Milne et al. 2002). We note that all of the criteria were addressed by at least one
instrument (range 1–10), giving some content validity to our evaluation system. In terms
of the DIY dimensions, it can be seen that the first six ‘design’ criteria in Table 1 were
variably satisfied, with only one study addressing criterion 5, convergent-divergent validity
(White & Rudolph, 2000), whereas nine studies reported information on the instruments’
content validity and reliability. The strongest overall performance of the 10 instruments was
on the DIY dimension of ‘implementation’, with seven of these satisfying the four relevant
criteria. In terms of the four ‘yield’ criteria, only one measure assessed ‘impact’ – the effect
of supervision on the supervisee (or on other aspects of the service system); half of the
instruments did ‘evaluate’, by appraising the supervisors’ competence; seven addressed the
‘audit’ function of measurement; while all 10 instruments met the ‘profile’ criterion. This
suggests that these criteria were themselves valid.

In conclusion, the data in Table 1 support the view that the available observational
instruments are deficient, at least in terms of the design and yield dimensions. Specifically,
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Table 1. Review of observational measures of supervision competencies

Psychometric criteria
(design features)

Implementation
criteria

Validity Reliability Yield criteria

Paper Name of tool (title inferred) 1 2 3 4 5 6 1 2 3 4 1 2 3 4

1. Cherniss (1986) ‘Supervisor Behaviour Observation System’
√ √ × × × √ √ √ × √ √ × × ×

2. Clark et al. (1985) (Identification of Supervisory Interactional Skills)
√ √ × × × √ √ √ √ √ √ √ × ×

3. Ducharme et al. (2001) (Teaching Skills of Supervisory Staff)
√ √ × × × √ √ √ √ √ √ √ × ×

4. Fleming et al. (1996) (Supervisory Performance Skills)
√ √ √ × × √ √ √ √ √ √ √ × ×

5. Komaki et al. (1986) Operant Supervisory Taxonomy and Index
√ √ √ × × √ √ √ √ √ √ √ × ×

6. Milne et al. (2002) ‘Teachers’ PETS’: Process Evaluation of Training
& Supervision

√ √ × √ × √ √ × √ √ √ √ √ √

7. Parsons & Reid (1995) (Observation of Supervisors Feedback)
√ √ × √ × √ √ √ √ √ √ √ √ ×

8. Reid et al. (2003) (On The Job Observation & Skill Check)
√ √ × × × √ √ √ √ √ √ √ √ ×

9. Shanfield et al. (1989, 1992) Psychotherapy Supervision Inventory × √ √ √ × × × √ × × √ × √ ×
10. White & Rudolph (2000) Group Supervisory Behaviour Scale (GSBS) × × √ √ √ √ √ √ √ √ √ × √ ×

Design criteria: 1, Hypothesis validity; 2, Content validity; 3, Construct; 4, Criterion (Predictive) validity; 5, Convergent/Divergent validity; 6, Reliability
(inter-rater:

√ = correlation of 0.7/70% agreement, or greater).
Implementation criteria: 1, Availability; 2, Application; 3, Training required; 4, Scoring & interpretation.
Yield criteria: 1, Profiling; 2, Auditing; 3, Evaluating; 4, Impacting.
× = No data or fails to satisfy criterion;

√ = satisfies criterion.
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there appears to be no suitably rigorous and pragmatic instrument available with which to
evaluate competent clinical supervision through direct observation.

Discussion

In this paper we conducted a systematic review of supervision instruments that were based
on direct observation, updating and extending the review by Ellis & Ladany (1997) and Ellis
et al. (2008) so as to include the DIY criteria advocated by Barkham et al. (1998). This
allowed us to take into account the important practical determinants of the utilization of
instruments (e.g. instrument availability and the utility of data). We located 10 instruments
that met our search criteria, most of which failed to meet a majority of the 14 DIY criteria that
we applied, indicating that the field is still deficient in supervision measures that are based
on direct observation. Thus, we echo the pessimistic conclusions in the systematic reviews of
Ellis & Ladany (1997) and Ellis et al. (2008), and underscore the implications for research
(e.g. that the lack of valid and reliable supervision instruments is a key impediment to research
on supervision; Watkins, 1998).

Limitations of the review and recommendations for future research

The decision to credit DIY criteria when vetting the 10 studies was based on a low threshold:
if the authors cited or claimed any of these criteria, using any regular form of analysis (e.g.
only assessing reliability by means of percent agreement, without clarifying how this was
calculated), then they were credited with satisfying the criterion within Table 1. This relatively
relaxed criterion may have inflated the profiles of the 10 reviewed instruments. On the other
hand, it could be argued that our attention to validity is disproportionate, as it can be argued
that ‘validity . . . is not a large concern’ (Barlow et al. 2009, p. 130) when direct observation
is the method of data collection, as the data tend to require little inference, being a sample
of a larger class of topographically or functionally equivalent behaviours. Contrast this with
traditional self-report instruments that treat the data as a sign of something unobservable,
and hence necessitate an inference about the putative inferred underlying variable (e.g.
personality traits). Conversely, we should perhaps have accorded greater attention to face
validity. Although this is not technically a form of validity (as it only concerns what an
instrument appears to measure), it is a desirable aspect in terms of maximizing rapport or
cooperation (Anastasi & Urbina, 1997).

In this review we did not assess our inter-rater reliability as reviewers, which is a weakness.
However, as we had contemporaneously demonstrated good reliability in relation to a more
taxing review, it was assumed that we could code the sampled papers without significant error.

In conclusion, it appears that there is a need for an improved observational instrument
with which to measure CBT supervision. Other considerations include the current pressure
to measure competence (Department of Health, 2001, 2004), and to assess the extent to
which supervision is delivered with fidelity (Bellg et al. 2004). An additional pragmatic
consideration is brevity, in that the existing observational instrument that has good
psychometric qualities and has been most frequently used to measure CBT supervision is
time-consuming to apply (it relies on the momentary-time sampling method) and does not
provide a rating of competence (i.e. Teachers’ PETS; Milne et al. 2002). It follows that future
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research should seek to develop a brief, supervisory competence rating scale that addresses
fidelity issues with improved design, implementation and yield features. This instrument can
then contribute to research and practice on the important issue of clinical supervision, as
‘advances in knowledge can be expected to increase with advances in criterion measurement’
(Lambert & Ogles, 1997, p. 441). These guidelines on a new instrument can be illustrated
by reference to one that is currently under development by the present authors (SAGE:
Supervision Adherence, Guidance and Evaluation; Milne et al. unpublished data). In relation
to the ‘design’ task, SAGE is a 23-item competence rating scale, addressing the supervisory
alliance (e.g. interpersonally effective), supervision skills (e.g. agenda-setting), and the
supervisee’s initial experiential learning within the supervision session (e.g. reflecting). The
23 items were derived from systematic reviews of the supervision literature, to try to ensure
content and face validity, and by reference to expert consensus. Four CBT experts in the UK
rated SAGE as having good face and content validity. There are also some promising data
on inter-rater reliability (e.g. r = 0.815, p = 0.001). In terms of ‘implementation’, each of
the 23 items in SAGE is rated by an observer, using a seven-point competence rating scale
ranging from ‘incompetent’ to ‘expert’. Unlike PETS, this permits rapid scoring. Moreover,
SAGE is available free and requires minimal training. Last, regarding the ‘yield’ criterion, the
ratings from SAGE can be used to profile supervision, which can then allow the assessment
of supervision fidelity within research, or identify strengths and weaknesses for supervisor
development within routine clinical practice.
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Learning objectives

By studying this paper carefully, readers will be able to:
(1) Summarize the argument for direct observation.
(2) Discuss the ‘DIY’ criteria.
(3) Outline an approach to the systematic review.
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