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ABSTRACT. Clinical supervision is of growing importance, but poor
conceptualization continues to impede research and practice. We con-
ducted a "best evidence synthesis" (empirical review) of the literature
to generate an integrative summary of the concepts and models used
(implicitly or explicitly) in 24 published empirical articles. Using the
qualitative data from these adequately rigorous, successful manipula-
tions of supervision, we constructed inductively a basic model of clini-
cal supervision. That is, we proffer an evidence-based, conceptually
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integrative, and suitably complex model of supervision. The model
features 32 contextual variables of successful supervision (e.g., admin-
istrative support), 26 supervision interventions (i.e., corrective
feedback), and 28 outcomes (i.e., how supervisees learned from
supervision).

KEYWORDS. Clinical supervision, conceptual model, systematic
review

One of the major challenges hindering the further development of
clinical supervision has been poor conceptualization in both theory
and empirical studies: Clarifying what clinical supervision is and
how it works. Supervision theories have historically been derived
from applying models of therapy, from extrapolating models from
other fields, and from clinical experience (Leddick & Bernard,
1980). Few if any current models or theories of clinical supervision
were derived at least in part from the empirical supervision litera-
ture. Although dozens of supervision models have been proposed
(Bernard & Goodyear, 2004), most lack conceptual rigor, fail to
recognize its complexity (Watkins, 1995a; Worthington, 1987),
rarely focus on the actual behaviors of supervisors and supervisees
in the context of moderating environmental factors (Watkins,
1997), and have at best moderate empirical validity (Ellis &
Ladany, 1997). Hence, conceptualizing current supervision remains
problematic.

To illustrate, Ellis, Ladany, Krengel, and Schult (1996) reviewed
the clinical supervision literature and found that at least 80% of
the 144 studies reviewed were poorly conceptualized (e.g., implicit
theorizing, inconsequential or ambiguous hypotheses, and concep-
tual and methodological flaws). Although 20% of the studies
explicitly tested conceptualizations, the majority were internally
inconsistent (i.e., there was a mismatch between the theorizing
and the methodology). As a result, the capacity to test supervision
theory was "severely compromised in nearly every study" (Ellis
et al., 1996, p. 44). This was seen as part of a gradual shift to
atheoretical pragmatic field studies. Like many other authors
(e.g., Chen, 1990; Kerlinger & Lee, 2000; Serlin, 1987; Tracey &
Glidden Tracey, 1999), Ellis et al. argued that studies should be
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"explicitly theory-driven" (p. 45). Specifically, researchers need to
explicate and test theory and delinéale the presumed relations
among constructs, providing a lucid rationale that logically relates
the constructs to one another and explains how they interrelate, so
that unambiguous hypotheses can be set out and tested. For
example, this could take the form of a path diagram that shows
how the model operates (see Harkness, 1997).

There is, therefore, an understandable disquiet with current
models of supervision. Ellis and Ladany (1997) noted that neither
the conceptual rigor nor the empirical evidence lend support. They
suggested that clinical supervision is a more complex phenomenon
than depicted in current models. Consequently, they argued that
they need to be suitably revised and made interpretable within
empirical research. Falender and Shafranske (2004) agreed: "an
empirical, evidence-based theoretical foundation is required"
(p. 232). In short, the problem is multifold: The majority of clinical
supervision models and theories ate untested and not grounded in
the empirical literature, most empirical investigations do not explicate
and test supervision theory, and much ofthe extant etnpirical literature
lacks conceptual-methodological rigor (e.g., Bernard & Goodyear,
2004; Ellis & Ladany, 1997; Holloway & Neufeldt, 1995; Stein &
Lambert, 1995).

HOW CAN WE MAKE PROGRESS?

A promising strategy to construct an empirically based model of
clinical supervision is the "best evidence synthesis" (BES) review of
the literature (Petticrew & Roberts, 2006). Essentially, BES entails
fnst conducting a systematic quantitative review of the literature
(e.g.. Cooper, 1998; Cooper & Hedges, 1994; Ellis, 1991; D. Milne
& James, 2000) and then applying a qualitative-constructivist
methodology to the quantitative and qualitative review data
(Polkinghorne, 1991; Strauss & Corbin, 1998). Specifically, BES
entails a rigorous review of a carefully selected sample of empirical
studies, employing a coding manual that defines the criteria to be
used in extracting the quantitative and qualitative hiformation, con-
ducting reliability checks amongst the reviewers to ensure consist-
ency and to reduce bias, and rigorous qualitative methods
(Polkinghorne, 1991; Strauss & Corbin, 1998). The careful selection
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and analysis of key studies provides a more focused and interpret-
able account of the extant literature (weak designs and ineffective
interventions are excluded). Hence, BES utilizes both quantitative
and qualitative research methodologies in the context of a literature
review.

An example of BES is D. Milne and James (2000), who selected
studies that reported successful outcomes of supervisor interventions,
ones that were based on interpretable research designs (e.g., A =̂ 1
multiple baseline designs). Regarding the effectiveness of different
methods of supervision, they found that a majority of the studies
incorporated multiple instructional methods, including lectures and
corrective feedback. The BES method permits relatively straightfor-
ward interpretations of the results, without the confounds of sample
heterogeneity (i.e., considering a larger sample of studies with vari-
able outcomes) and variable study rigor (i.e., combining poorly
designed studies with more rigorous ones) faced by Ellis et al.
(1996) and Ellis and Ladany (1997).

Using the BES method and following D. Milne and James's (2000)
procedures, our intent was to extract the concepts used in a sample of
successful and rigorous manipulations of clinical supervision in order
to build a basic model of effective clinical supervision. Expressed as a
research question, we wondered whether it was possible to explicate a
conceptualization of supervision that was shared in common across
the sampled studies. A general framework was utilized to organize
these concepts, namely the idea of inter-linking contextual variables
(moderators), supervision interventions (mediators), and outcomes
(mechanisms of change; Baron & Kenny, 1986; Kraemer, Wilson,
Fairburn, & Agras, 2004). The framework we selected was broad
enough to be consistent with most theoretical approaches, reflected
the inherent complexity of clinical supervision (Ellis & Ladany,
1997), and formed the basis for theory-driven evaluations (Chen,
1990).

OBJECTIVE

In an attempt to address deficiencies in the clinical supervision litera-
ture, we aimed to build an inductively derived basic conceptualisation
of effective, empirically supported supervision, one with appropriate
complexity.
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METHOD

Inclusion Criteria and Coding Manual

Drawing on current literature review methodology and guidelines
(e.g.. Cooper, 1998; Cooper & Hedges, 1994; Ellis, 1991; D. Milne
& James, 2000), we explicated specific inclusion and exclusion criteria
within a coding manual to obtain a sample of rigorous experimental
studies. Studies frotn the clinical supervision literatuie were included
in the ptesent review if they satisfied eight criteria: (a) focused on
clinical supervision and not tt aining or mentoring; (b) was published
in English, in the last 20 years; (c) was published in a peer-reviewed
scientific journal; (d) included an interpretable and effective mani-
pulation of supervision (e.g., used a rigorous research design to
overcome problems of sample hetetogetieity); (e) recorded the
manipulation of supervision by direct observation; (f) tecorded the
behaviors of the supervisee; (g) was relevant to practice settings
(i.e., had external validity); and (h) detiionstrated clear benefits of
clitiical supervision (i.e., intended outcotnes were achieved, thus
was a "successful" study of supervision). There were no separate
exclusion criteria (e.g., all client groups could potentially appear in
the review satnple). The manual also includes seven sections (e.g.,
research design; participants), detailing 32 criteria that address estab-
lished dimensions of experimental research (e.g., the nutnber and
detnographic characteristics of study participants). The manual pro-
vides the reviewer with guidelines on the coding of research studies
against these 32 criteria. A copy is available on request to the first
author.

Sample of Studies

Over 100 potential studies were identified by seatching electronic
databases (IngentaConnect; ScieticeDirect; Blackwell-Synergy; CSA
Illumina; Ovid online; BIDS; Medline, and Streetwise). We also used
Internet search engines (Google and MSN) to monitor protnising
current journals, browsed in libraries, searched the recent work of
experts in the field, and studied the references cited within any of
our selected papers. The authors also identified articles by exatnining
studies listed in previous teviews (e.g., Ellis et al., 1996) and in books
on supervision (e.g., Bernard & Goodyear, 2004). Of the over 100
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FIGURE 1. The 24 Studies in the Systematic Review, Mapped onto the
Educational Pyramid

I Consultant [ Supervisor rSupervfseo I Client
Floming. RK.. Ollvor. JR.. & Botton. DM (1996)
Mothot,LL.. Williams, WL., Cummings, A., & Bradfthaw, B. (1996)
Milno, OL., Pllklngton, J , Gracio. 4,. S. Jamas. I. (2003)
Ruldp DH., RothoIU, DA., Parsona, MB., Morris, L.. Braswolt, BA., Greon, CW., & Scholl, RM. (2003)
Rotd, DH., Parsons MB, Porry Laltlmora. L., Towery DL., S Raado KK (2005)
Shore, BA., Iwat3, BA., Voilmor, TR., Lprman, DC, & Zarcone, JR, (1995)

Harfcnoss D, (1997)
Mllno, DL., & .Jamas, IA. (2002)
Mllll«, DL,, & Woslorinan, C. (2001)
Rolehftlt, FK., Jamas, IA., Blackburn, I. (2003)

Domchak, M., & Browdor, DM. (1990)
Duchanno, JM,, Williams, L,, Cumniings, A., Murray. P., & Sponcor, T, (2001)
Hansobo, G., & Kihlgron, M. (2004)
Harchik, AE., Sherman, JA., Sheldon, JB, & Strouss, MC, (1992)
Harkntiss, D.(199S)
Harknoss, D,; & Hensloy, H, (1991)
Hundert, J., & Hopkins, B. (1992)
Jensen, JM., Parsons., & Reid, DH. (1998).
Parsons, MB., & Reid, DH.(190S) - -
Schepis, MM., & Reid, DH. (1994)

Gillain, RB., Strike Roussos, C , & Anderson, JL.
(1990)
Milier. WR., Yahne. CE., Moyens, TB., Martine«, J.,
S PIrritano, M. (2004)
Rjchman, GS., Riordan, MR., Reiss, ML., Pyles,
DAM., & Baliey, JS. (1988)
Sholomskas, D.E., Syracuse*Siewort, G.,
Rounsavllle, B.J., Bail, S.A., Nuro, K,p., & Carroll,
K.M. (2005)

potential studies for inclusion, N—2A satisfied the inclusion/exclu-
exclusion criteria. Figure 1 summarizes these studies, in relation to
the four tiers of the educational pyramid (i.e., consultant/trainer,
supervisor, therapist/supervisee, and patient). A representative
example is the first study listed in Figure 1 (i.e., Fleming, Oliver, &
Bolton, 1996). They evaluated a competency-based supervisor train-
ing program within two group homes for individuals with learning
disabilities. The training entailed instructions, modeling, educational
role-plays, and corrective feedback to the four participating supervi-
sors. They were all graduates of human services-related areas, with
variable experience as supervisors (between 8 months and 7 years),
and an average age of 31 years. Within a multiple baseline design,
observations were made of the frequency of nine supervisor behaviors
(e.g., participative goal-setting, verbal instruction) and seven supervi-
see behaviors (e.g., prompting the client, providing a rewarding
consequence). Clear effects were obtained for both the training and
the supervision manipulations.
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These 24 articles were mostly from the learning disabilities field,
studied residential settings, and involved a range of professional
groups. The effectiveness of supervision was typically evaluated in
terms of multiple measures, including the reactions of the supervisees,
indicators of their learning, and transfer to patients. Supervision was
characterized by the use of feedback, support, and teaching. (A more
detailed account of the supervision interventions and outcomes is
available from the first author.)

PROCEDURES

The manual was prepared to maximize the reliability and validity
of the rating procedure. It included the construct defmitions for con-
textital variables (moderators), supervision interventions (mediators or
treatments), and otttcomes (mechanisms). A contextual variable was
defined as per a moderator variable; that is, a qualitative (i.e., nom-
inal level) or quantitative variable that affected the direction and/or
strength of the relationship between an independent and dependant
variable (Baron & Kenny, 1986; Kraemer et al., 2002). That is, a
moderator effect tests for whom and when a variable affects an out-
come (Baron & Kenny, 1986; Frazier, Tix, & Barron, 2004; Kraemer
et al., 2002). A mediator variable is an underlying change mechanism
that explains the relation between the predictor and outcome vari-
ables and thereby tests how and why one variable affects an outcome
(Baron & Kenny, 1986; Frazier et al., 2004; Kraemer et al., 2002).
Hence, a supervision intervention was defined as a mediator variable,
an event occurring during supervision (e.g., Socratic questioning of
the supervisee) that had a main or interactive effect on the outcome
variable (e.g., supervisee's improved understanding; see Kraemer
et al., 2002). Finally, an outcome variable, or mechanism of change,
was defined as the change process, the specification of one or more
means through which the supervision intervention achieved an effect
on the outcome variable (e.g., reflection increasing understanding).
Thus, the supervision intervention was the independent variable
and outcome was the dependent variable in the reviewed studies.

The raters were the first two authors. Interrater agreement/reliability
was assessed at the outset of the present analysis for all 32 criteria within
the coding manual and was found to be 75% exact agreement (based on
the formula: sum of all agreements minus sum of all disagreements.
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divided by sum of all agreements and disagreements, multiplied by 100
over 1). This was judged an acceptable level of interrater agreement,
which was maintained at a "drift" assessment carried out between the
raters for the final two studies (i.e., 82%). These data indicated that
the 24 studies were coded consistently.

RESULTS

Contextual Variables (Moderators)

The authors ofthe 24 studies mentioned but did not manipulate 35
different contextual variables, such as staff turnover and administrat-
ive support. There were 50 instances of these 35 contextual variables,
representing a mean of 2.1 contextual variables per study. Only two
of the studies failed to identify a contextual variable (Gillam,
Roussos, & Anderson, 1990; Shore, Iwata, Vollmer, Lerman, &
Zarcone, 1995). According to the authors of the other 22 studies,
the contextual variables mostly enhanced the obtained results (in 34
ofthe 50 instances; i.e., 68% of contextual variables were judged as
facilitative). This suggests that the reviewed studies used appropri-
ately complex analyses and were conducted in direct service settings
and conditions. Figure 2 is a dendrogram, providing a summary of
the contextual variable information in the reviewed 24 studies. The
most frequently mentioned contextual variable was administrative
support (Item 3 in Figure 2). All five references to administrative
support referred to it as a positive influence on the supervision inter-
vention (+symbol in Figure 2). Using inductive qualitative and
consensus validation procedures, the 35 contextual variables were
categorized by the authors into five themes to distill the fundamental
latent concepts. The five contextual themes were the general organi-
zational context, the participants, intervention factors, research influ-
ences, and learning. As indicated in Figure 2, each of these themes
had a combination of positive and negative influences on the
effectiveness of supervision. To illustrate these influences for the
organization context theme, the amount and type of administrative
support and the process by which the support was provided may pre-
dict how a supervisor behaves (Hundert & Hopkins, 1992). The effect
can also be negative: "staff turnover influenced this study" (Demchak
& Browder, 1990, p. 161).
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FIGURE 2. A Summary of Moderators Identified by the Authors
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In summary, nearly all of the studies included within this review
listed and interpreted the valence of contextual variables. Although
not manipulated within their studies, we judged these factors to have
had a generally positive influence on their findings.
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Supervision Interventions (Mediators)

Twenty-six different supervision interventions (i.e., mediators
or treatments) were reported within the 24 reviewed studies (see
Table 1). The most frequently cited of these was teaching and
instruction (75% of studies), followed by the use of corrective

TABLE 1. Supervision Interventions in the 24 Reviewed Studies, Ranked by
Frequency of Occurrence

Training (teaching skilis/instruction)
Feedback
Observing (live or recorded)
Goai-setting
Question-and-answer (information

gathering; clarifying)
Modeling (demonstration, live or

video/audio)
Planning (including managing; agenda;

next meeting)
Reinforcement/praise/support
Discussion (review)
Prompts (verbal and written reminders,

handout, etc.)
Role-play
Explanation (rationale provided socialization

to model)
Monitoring (evaluating) client

benefit/supervisee performance
Review/reflection
Summarizing
Challenging (rethink)
Self-monitoring
Listening
Problem-solving
Rehearsal of skills
Self-disclosure
Collaborating (working together)
Confidence building (efficacy)
Disagreeing
Formulating (modeling problem)
Understanding checked multiple/varied

elements counted only once (e.g., different
types of training)

No. Studies

18
15
10
9
9

7

6

6
5
5

5
4

4

5
4
3
1
2
2
2
3
1
1
1
1
1

% Studies Prevalence

75
63
42
38
38

29

25

25
21
21

21
17

17

21
17
13
4
8
8
8

13
4
4
4
4
4

Rank

1
2
3
4.5
4.5

6

7.5

7.5
10
10

10
12.5

12.5

12.5
14.5
15
18
18
18
18
18
23
23
23
23
23
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feedback, which was reported in 15 of the studies (63%). Live or
video-based observation of the supervisee (42% of studies), then
goal-setting (38%), and question-and-answer methods (including
information-gathering and clarifying: 38%) were the next most fre-
quently cited interventions. The total number of supervision inter-
ventions used within the 24 studies was 130, signifying that each
study used multiple interventions (M—5A, SD = 4.32). For
example. Miller, Yahne, Moyers, Martinez, and Pirritano (2004)
used an initial training workshop lasting 2 days, collaborative
problem-solving, the use of role-play rehearsal, and modeling to
develop the supervisees' competence, and the provision of positive
reinforcement.

In summary, although not as numerous as the identified contextual
variables, 26 supervision interventions (mediators) were identified
within the 24 empirical studies, and each of the reviewed studies
tended to use over 5 of these methods. The interventions are consist-
ent with current theories and models of good practice for the devel-
opment of the supervisee (Kaslow et al., 2004), as is the use of
multiple interventions (e.g., Bransford, Brown, & Cocking, 2000).

Outcomes (Mechanisms of Change)

The authors of the 24 studies defined 28 different outcomes
(mechanisms of change). These included changes to the supervisees'
attitudes, increased emotional self-awareness, changes in supervisees'
motivation, and improved skills. To facilitate understanding of these
supervision outcomes, we used Kolb's (1984) experiential learning
cycle. Kolb identified four modes of learning from experience (experi-
encing, reflecting, conceptualizing, and experimenting). Following
the inductive qualitative and consensus-validation procedure once
more, we classified 23 of the 28 outcomes (82%) according to Kolb's
experiential learning cycle (see Table 2). Five examples of outcomes
were classified as "other" (including general references to the super-
visees learning and to self-monitoring).

Table 2 indicates that the most frequently cited outcomes (mech-
anism of change) was "experiencing," which was reported in 12 of
the studies (43%). Hansebo and Kihigren (2004) used refiection
within supervision to increase the supervisees' awareness and knowl-
edge about their influence on the quality of patient care. That is, the
supervision intervention changed the supervisees' attitudes and
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TABLE 2. Supervision Outcomes Reported in 24 Reviewed Studies, Ranked by
Frequency of Occurrence

Experiencing (attitude change; affective
awareness; motivation/reinforcement)

Other (gênerai "learning";
seif-monitoring/supervision)

Refiection (to raise seif-awareness/evaluation,
positive and negative)

Pianning (increased attention to goais/focusing)
Conceptuaiizing
Experimenting ("exposure"/learning by doing)

No. Studies
Specifying

12

5

3

4
2
2

% Studies

50

20

12

16
8
8

Rani<

1

2

3

4
=5.5
=5.5

perspectives toward their patients, viewing the patient as a "unique
person—with resources and capabilities" (Hansebo & Kihlgren,
2004, p. 273).

In summary, although the reviewed authors identified a large num-
ber of outcome variables, 82% of the reviewed studies described out-
comes consistent with the experiential learning cycle (Kolb, 1984).
Given that experiential methods are "powerful" and "essential"
(Kaslow el al., 2004, p. 780), Kolb's (1984) model merits empirical
attention in supervision.

A Basie Model of Clinieal Supervision

Based on the above analyses, we delineated a basic model of clini-
cal supervision (see Figure 3). We summarized the main contextual
variables, which generally provided a facilitating learning context
for the other variables in the model. Figure 3 also summarized the
different supervision interventions that were manipulated by the
supervisors and that favorably influenced the therapist supervisee's
clinical interventions provided to 711 patients (i.e., a mean of 30
patients per study, or approximately 1.2 patients per supervisee).
Finally, the authors of the 24 reviewed studies described various cor-
rective feedback systems to revise and improve the supervision inter-
ventions.

Illustrating the supervision model in practice, Reid et al. (2003)
developed and evaluated a state-wide approach to use "positive
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FIGURE 3. The Basic Model of Clinical Supervision

CONTEXTUAL VARIABLES (Moderators): Generally appropriate learning
context, N=36,different contextual vanables,npted by the authors on SO

fOcçasionsr35pf these S0,pj9rçelved as hejpfuljlè g A'dmjnlstrâtive support)

.499aup«fVlM««{M«ana3t / C ^ ^ TSauthoriMd Bup*rvl«or«^
^'-.^ pofBhidyl y ' \ » .' Sysioffl. áT ' Jmean 4 p«f »tutlv, '

I
Supervision Intorvontlons (Mediators) Feedback (IS studies),

Observation of supervise« (10) Goal sotting (9) and 21 othe^ methods.

Outc^omes (Mechanisms o( change)

Exporlonclng (12) Roncctlng (3)
Conceptuaii2lng (6) Expenmenllng (2)

k ' * .. ^ '<|i>d 5 <>"l«r» 11) '

Clinical Inlervenllons N°711 clients (Moan 30 per sluity)

behavior support" (PBS) for people with learning disabilities in
South Carolina. The contextual variables were a trend to create more
inclusive community living arrangements state-wide. Supervision
interventions included observing the use of the PBS behaviors by
the supervisor until supervisees mastered implementing PBS with
their patients. Reid et al. (2003) regarded the supervisees' satisfaction
with the content and process of the approach, together with their
mastery and motivation, to be the outcome (classified as the experi-
encing mode in Table 2). As an example of a corrective feedback
loop, Reid et al. monitored the effectiveness and generalisation of
the PBS activities over time and setting, so that they could adjust
the supervision and ensure successful transfer to the benefit of the
patients. Participants also rated the supervision interventions, such
as its usefulness, any benefits, and key contextual variables.

DISCUSSION

Our main objectives were to conduct a best evidence synthesis
review (Petticrew & Roberts, 2006) of 24 rigorous studies that had
successfully manipulated supervision and to codify a basic model of
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clinical supervision based on the review data. Although few of the
reviewed studies explicitly articulated a conceptual model, there were
clear references made to contextual variables (moderators), super-
vision interventions (mediators), and treatment outcomes (mechan-
isms of change). These data were the basis for an inductive
crystallization of a basic model, our second objective. A dendrogram
of the 32 contextual variables (Figure 2) indicated that five themes
captured the organizational systems within which the reviewed stu-
dies took place. Of note, the organizational contextual influences
included staff turnover and administrative support. In turn, these
contextual variables were linked to 26 supervision interventions,
which collapsed into the categories of teaching (75% of studies), pro-
viding corrective feedback (63%), observing (42%), and other popular
supervision interventions (see Table 1). Next, Table 2 presents the
outcomes, the processes that might explain how such supervision
interventions developed competence and clinical effectiveness in the
supervisees. Eighty-two percent of the 28 different outcomes articu-
lated in the 24 studies were categorized into one of the four modes
of the experiential learning cycle (Kolb, 1984). This result suggested
a central role for experiential learning within these studies.

A Consensus?

Our third and final objective was to ask how well this basic model
agreed with the broader clinical supervision literature. Our findings
were consistent with the results from other reviewers (e.g., Grégoire,
Propp, & Poertner, 1998; Harkness & Poertner, 1989; D. Milne &
James, 2000). In terms of contextual variables, we found that
supervision was indeed "embedded in complex social networks"
(Falender et al., 2004, p. 779); the work environment was perhaps
the most critical yet least controllable infiuence on supervision
(Grégoire et al., 1998); supervision was a training process in which
multiple forms of supervision occurred (Harkness & Poertner, 1989);
and the importance of measuring clinical outcomes of supervision
was reaffirmed (Holloway & Neufeldt, 1995; Stein & Lambert,
1995).

Like previous reviewers, we found that researchers employed more
than one supervision method (D. Milne & James, 2000), utilized in a
systematic supervisee development package that included teaching,
modeling, rehearsal, and corrective feedback (e.g., Falendar et al..
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2004; Kilminster & Joley, 2000; Watkins, 1997), and that feedback
and specific skills training were the most commonly used supervision
intervention (D. Milne & James, 2000; Norcross & Halgin, 1997).
Norcross and Halgin (1997) underscored the need to use a blend
of supervision methods, including a wide range of techniques. This
might involve "didactic presentations, reading assignments, open-
ended discussions, personal modelling, experiential activities, video
demonstrations, case examples and mini-case conferences" (p. 209).

As for the outcomes within supervision, reflection was perhaps the
most frequently cited example within the literature (Kilminster &
Joley, 2000). Corroboration of the remaining modes of experiencing,
conceptualizing, and planning can be found within the Handbook of
Psychotherapy Supervision (Watkins, 1997).

Critique

A criticism of the present study was that, like much of the research
in supervision, it lacked sufficient rigor. Specifically, the categories
(e.g., "organizational climate"; "feedback") used to capture the con-
textual variables, supervision interventions, and outcomes were
diverse and often poorly defined in the original articles, making a sig-
nificant degree of inference necessary. In addition, determining the
extent to which authors were indicating the salience of these variables
within their studies was at times problematic. This was because few
studies set out to test explicitly stated models, so we regularly inferred
the conceptualization underpinning the reviewed studies. This inevi-
tably introduced difficulties. However, against this threat the authors
produced a manual and used a consensus validation method and
demonstrated that we could code studies in a consistent fashion.
Nonetheless, given the inferential nature of the task, the possibility
of bias arising from the inclusion of three of the first authors own
coauthored studies, and the ambiguity of much of the research arti-
cles, it would be appropriate to treat the integrative model (Figure 3)
as tentative and awaiting empirical testing. A further issue is that,
having reviewed a preponderance of learning disabilities studies, the
generalizability of the derived model cannot be assumed, either to
other theoretical orientations (the present studies are broadly beha-
vioral) or to other clinical specializations. For example, it says little
about the attributes of the participating supervisors and supervisees
or about the supervisory alliance. Nonetheless, hopefully its basic
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nature will enable it to serve as a reference point to stimulate future
research.

CONCLUSIONS

Our basic clinical supervision model is unusual in being evidence
based, having been generated inductively from a highly selected sam-
ple of 24 successful studies of clinical supervision. Consistent with
recent reviews, the model proposes that supervision is a complex
activity, one that is contextualized by at least five major types of con-
textual variables and implemented (mediated) through over two
dozen supervision interventions. These interventions are thought to
work primarily by promoting experiential learning (i.e., the outcome
or mechanism of change). At least within the current sample, there
appeared to be positive clinical outcomes from this evidence-based
model of supervision. The basic model had good conceptual rigor,
as it offered improved clarity about what supervision is and how it
works under naturalistic (i.e., complex) conditions. This conceptuali-
zation therefore improves on other general models that lack sufficient
specificity to be tested (i.e., they may not be scientific models; e.g.,
Kaufman & Schwartz, 2003). By contrast, our basic model enables
theoretically grounded hypotheses to be developed and stated (i.e.,
the model has "hypothesis validity": Wampold, Davis, & Good,
1990). For instance, the model suggests (through its specification of
the outcomes) how the supervisor facilitates learning in the supervisee
(see Table 1), a weakness in prior model-building efforts (Watkins,
1995b). Next, research that operationalizes and tests the hypotheses
that follow from this basic model is required, perhaps initially
through experimental A =̂ 1 studies (e.g., Dennin & Ellis, 2003) that
examine the specific relationships between these outcomes and the
relevant learning and clinical outcomes. In this way, we can give
supervision the greater importance it merits (Watkins, 1997), from
an improved conceptual foundation.
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