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This paper is based on a panel 
presentation with panel members 
representing various employment 
settings in Canada. The purpose 
of the discussion is to share 
ideas and experience and summarize 
the current state of the practice 
of supervision In Canada. The 
sections Include 1) respons­
ibilities of the supervisor, 
2) the responsibilities of the 
supervisee and 3) techniques to 
faci I itate the supervisory process. 

Issues discussed under 1) evalu­
ation, teaching versus monitoring, 
facilitation, client welfare versus 
staff development, 2) role, account­
abi I ity and goals and expectations. 
and 3) techniques. observations 
systems, conferences, objective 
evaluation techniques and super­
visor/clinician relationships. 

After each section there is a 
summary of the comments of the 
panel members. The panel is 
followed by a discussant represent­
ing the profession of cl inlcal 
psychology. Audience comments 
are summarized. 
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Cette etude est basee sur une 
presentation de membres experts 
representant divers etabl issements 
au Canada. Le but de la discussion 
est de partager ses idees et son 
experience et de resumer 1 'etat 
actuel de la pratique de la 
surveillance au Canada. Les 
di verses sec tio ns comprennen t: 
1) 1 es responsabi 1 ites du 
surveillant, 2) les responsabilites 
de la personne surveillee et 3) 
les techniques visant 11 faciliter 
'le processus de surveillance. 

Les questions soulevees concernent: 
1 'evaluation, 1 'enseignement versus 
le controle, la facilitation, le 
bien-etre du client versus le 
developpement du personnel, 2) 
le role, la responsabilite, les 
objectifs et les esperances, et 
3) les techniques, les syst~mes 
d'observation, les conferences, 
les techniques d'e~aluation des 
objectifs et les relations 
surveillant/clinicien. 

A la fin de chaque section, un 
resume est presente sur les 
commentaires des membres experts. 
Le debat est suivi d'une discussion 
a laquelle participent des 
representants de la profession de 
la psychologie clinique. Les 
commentaires de 1 'assistance sont 
egalement hri~vement exposes. 

Th i s pape r I s based on a pene I p resen ta t i on given at the 1980 conven t I on 
of the Canadian Speech and Hearing Association. Virginia Martin served 
as moderator for panelists Elalne Heaton, Susan Mattingly and Sandra 
McCaig. Eric Ellis served as panel discussant. 
*Susan Mattingly was employed as Director of Audiology, Montreal 
Children's Hospital at the time of the panel presentation. 
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The initial portion of this panel discussion was publ ished in 
Volume VII', Number81983 of Human Communication Canada. In that section, 
the pane I moderator reviewed the concept of supe rv i s ion and the avai I abl e 
literature. She pointed out that the literature is very sparse and 
deals primarily with the supervision of students in training. 

The first panel ist then made some remarks on the responsibil ities 
of the supervisor in an employment setting. She suggested that some 
of these responsibilities includ",d evaluation (both formal and informal), 
facilitation, and a careful balance of efforts to ensure simultaneous 
protection of the cl ient's wel fare as well as the professional develop­
ment of the supervisee's skills. 

The second panel ist discussed the responsibil ities of the super­
visee. She suggested that the supervisee has three major areas of 
concern regarding his status - his role, his accountabil ity and his 
goals and expectations. He must be able to analyze his cl inical 
knowledge, insight and personality. He must also develop his own 
supervisory skills in terms of self-supervision and as a future 
"Master clinician". 

The following portion of this paper will deal with techniques to 
facilitate supervision in employment settings, together with a 
psychologist's perspective on issues affecting supervision in speech 
pathology and audiology. 

TECHNIQUES TO FACILITATE SUPERVISION IN EMPLOYMENT SETTINGS 

Sand ra McCa i g 

Many of us supervising in employment settings have acqui red this 
position on the basis of clinical experience, circumstance, or 
administrative expertise, having had no specific training in super­
vision. In addition, many of us carry heavy case loads or administrative 
responsibilities, which do not allow time for the development of 
supervisory ski lis relative to each individual's employment setting. 
A lack of training is not a deterrent to undertaking supervisory 
responsibilities and the task is frequently seen as a simple process 
for an experienced clinician: Be a foundation of knowledge, answer al I 
questions and provide solutions; avoid criticism and provide positive 
feedback and be accepting of other's values. This approach may endear 
a supervisor to a clinician but it does not encourage clinicians to 
become independent, innovative, or skil led in using problem solving 
techniques. 

Requirements for supervIsion vary according to employment setting 
and province. For example, in Manitoba all cl inicians are required to 
complete one year of supervised practice, in order to obtain a fully 
registered licence from the Manitoba Speech and Hearing Association. 
The purpose of supervision as outlined in the guideline is, "to monitor 
and improve the ability of newly licensed members in their first 
employment in the province which wil I enable them to function as 
independent professional speech pathologists or audiologists", Also, 
clinicians working in school settings are required to complete two 
years of supervised experience, as a requi rement for a school 
clinician's certificate from the Department of Education. Supervision 
is expected to entail one day per month of activities, including 
on-site observations of the supervisee in diagnostic, therapeutic and 
consultative activities, use of audio, video and written correspondence, 
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a review of diagnostic reports and therapy plans and consultation with 
personnel in the employment setting. Also many employment agencies 
have additional requi rements for supervision in order to obtain tenure 
within the employment setting. 

The literature provides several techniques for enhancing super­
vision and this paper will present an overview of techniques available 
Each supervisor must experiment, evaluate and apply those most approp­
riate to his/her employment setting. 

TECHNIQUES 

1. Observation Systems 

If the purpose of supervision is to monitor and improve clinical 
effectiveness and evaluating clinicians in the field is a top priority, 
the use of an observation system can provide objective data for 
discussing client/clinician relationships and monitoring changes in 
cl inical behavior. Two moni toring systems are avai lable. The system 
developed by Soone and Prescott (1~71) is a category system in which 
events in therapy are assigned to one of ten categories. Data is 
recorded each time a change occurs in the interaction in therapy. A 
five minute segment of therapy provides a representative sample of a 
thirty minute therapeutic session and allows one to look at both the 
content and sequence of therapy. The behaviours observed include the 
cl inician's use of explanation, model ing, and reinforcement; correctness 
of cl ient's responses and client's awareness of correctness of response; 
as well as inappropriate social responses by both cl lent and cl inicians. 

The "Analysis of Behavior of Clinicians System" (ABe) is a twelve 
category system developed by Schubert et aI, (1973) which indicates 
the amount of clinician time spent in instructing, demonstrating, and 
modifying lessons. It also indicates the clinician's use of reward 
and authority, cl ient success and irrelevant therapeutic behaviors. 
At every three second interval the event in therapy is assigned to 
a category. This observation scale yields far more information 
regarding the amount of time spent on specific activities and 
allows one to look at the ratio and sequence of events in therapy. 

Implicit in the supervisor's use of an observations system is 
the supervisor's observations of therapy, either through video tape or 
on-site observation. On-site observations allow one to observe the 
client and clinician in context and provide for immediate feedback. 
Supervisors can also gain a more realistic picture of clinician's 
schedules, communication skills, and organizational skills. On-site 
observations are often difficult to schedule in rural areas or in 
settings which do not regularly employ supervisors. In such cases, 
video tape recordings can provide valuable objective data to assist 
in "long distance" supervision. 

2. Confe rences 

On-site observations do not provide time for discussion of 
techniques, concerns, research, or new materials. In addition to 
on-site observations, individual and/or group conferences are 
recomme nded. 

7 



(a) Individual conferences provide time to review individual case­
loads and concerns, study cases intensively and monitor recording 
procedures. They can provide opportunities to develop ski lis of self 
growth and self awareness. However, they can also create a perceived 
authoritarian relationship and create an opportunity for increased 
dependency upon a supervisor. 

(b) Group conferences provide an opportunity for cl iniclans to 
share ideas, materials, tests, develop new insights, and support each 
other. Peer modeling is a more positive approach than a supervisor/ 
cl inician relationship, as a group can provide a supportive envi ronment 
in which the trust level is higher and communication easier. By 
assuming responsibi lity for their own learning, group members discuss 
issues which are relevant. The group should be small enough to allow 
everyone an opportunity to contribute to the learning process. The 
role of the supervisor should be to keep the focus on learning, act 
as a resource person and control competitiveness. 

During the initial year of employment, it is important to have 
regular access to a supervisor for individual consultation. Once a 
clinician has become establ ished, regular individual contact is not as 
important and peer groups can play a valuable role for individual 
support and ongoing professional development. Peer group reviews may 
a I so be useful In sen i or staff .eva I ua tions. 

3. Objective Evaluation Techniques 

How should one use the information gleaned from observations and 
conferences? Two forms for evaluation are referred to in the literature. 

(a) Wisconsin Procedure for Appraisal of Clinical Competence 
(W-PACC): this e'ilaluation technique deve10pedby Shriber<) et al (1975) 
assesses cl inical effectiveness in given ski lis and assesses to what 
extent clinical effectiveness is dependent upon the need of supervisor 
input. 

(b) Penns Ivania State Universlt: this form, developed by Klevans 
and Volz 197 ,is based on the theory that objective feedback is an 
essential aspect of clInical supervision. The feedback provided is both 
positive and negative, and focusses on ski lIs which help clinicians 
become more effective. The form can be used several times during the 
year to outl ine long term goals and progress. 

4. Supervi sor/CIl n 1 cl an Re I at ionsh lp 

It is essential that supervisors develop communication skills 
which will enhance interpersonal relationships. Supervisors can 
provide facilitatlve conditions for learning and resource material in 
this area is readi Iy avai lable (Kaplan & Dreyer, 1973: Carracciolo, 
Rigrodsky and Morrison 1978). The development of listening skills, 
problem solving techniques, goal setting, and evaluative techniques 
wi 11 assist a supervIsor in creating situations whereby supervisees 
are encouraged to experiment with various methods of solving problems 
and thus become independent of supervisors. 

Two systems are presently available for analyzing the supervisor/ 
c 1 in i c i an re I a t i on s hip: 
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(a) Underwood Category System (Underwood, 1974): This system 
charts supervisor/cl inician interaction during the supervisory session. 
Nine supervisory behaviors are monitored including: supportive; use 
of praise and criticism; use of clinician's ideas; problem ident­
ification; request for, and provision of, factual information; and 
requests for, and provision of, opinions/suggestions. Six clinician 
behaviors are monitored including problem identification; requests for, 
and provision of, factual information; requests for, and provision of, 
opinions and suggestions; and positive and negative social behavior. 

(b) Content and Se uence Anal sis of the Su ervisor Session 
(Culatta & Seltzer, 1976: this is a modified version of the Boone­
Prescott system which analyzes interactions occurring during the 
supervisory session. It provides a 12 category rating system and 
measures the total speaking time of each participant over a five minute 
period. 

In two separate studies using the Content and Sequence Analysis 
procedure, Culatta and Seltzer (1976) reported that the majority of all 
strategy statements were made by supervisors, and the majority of 
observation and information statements were made by trainees. They 
concluded that trainees were providing the raw data of their observ­
ations to supervisors who then developed overall therapy strategies. 

In a further study by Culatta & Seltzer (1977) supervisors were 
asked to determine target behaviors for change in supervisory sessions. 
They chose the question/information strategy series. The study reported 
that knowledge of how a supervisory session should be conducted did 
not exert enough motivation to bring about behavioral change. Culatta 
& Seltzer concluded that the self evaluation process alone may not be 
sufficient to motivate behavioral change, and that lack of change in 
supervisory styles may be due to the fact that supervisors were 
accountable only to themselves. 

From a review of the literature it would appear that a total 
supervisory approach should include; the use of observation systems, 
individual and group conferences, objective evaluation scales, the 
development of communication skills which facil itate learning and an 
accountabi lity system for supervisors as well as supervisees. 

However, with the frustration of arranging conferences, driving 
to on-sites, reviewing video tapes, compi ling materials and resources, 
it is often difficult to: listen, avoid providing answers and 
strategies, provide evaluative objective feedback, admit 1 imitations 
and be sensitive to the feelings of others. But in spite of these 
difficulties, these are goals super'¥isors should continue to strive 
towa rd. 

PANEL COMMENTS: Ms. McCaig's Presentation 

In response to this presentation Panelist 1 introduced the topic 
of group supervision di rected by a supervising clinician. Panelist 3 
pointed out the increased effort requi red on the part of the supervisor 
and the need for extra training and group faci 1 itating techniques to 
effectively operate in this modality. The moderator questioned the 
prevalent view that this modality is more efficient in terms of time. 
Panelist 1 noted that while this technique can be very successful in 
terms of quality of supervision experience, it appears to have a 
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cyclical course which limits its effectiveness to six to nine months 
with each group. Panelist 2 suggested that the cycles were related 
to seasonal patterns of staff burn-out. 

Panel ist 3 emphasized the role differentiation between administ­
rators of programs and supervisors. These requi re differing competencies 
and training. One of the difficulties is that the administrative 
aspects, such as budgeting are often a large part of the role in a 
program. Often a professional is hi red for ski lIs in one aspect and 
must also do the other. 

A PERSPECTIVE ON ISSUES AFFECTING SUPERVISION 

IN SPEECH AtlD HEARING 

EricEllis 

The papers presented in this series on issues in the superVISion 
of speech and hearing clinicians have covered a wide range of super­
vision related topics. The papers are I inked however, in that they 
share the vision of supervision as a relatively new and undeveloped 
activitiy within this profession that presents a sometimes surprising 
and often times bewi ldering challenge to those senior clinicians and 
administrators who are beginning to confront these issues. The issues 
regarding the role of supervision and the context of the structure 
and development of a profession have a much longer history in the 
professions of psychiatry and psychology. Whi le it would be presumptuous 
to suggest that these professions have confronted and resolved all of 
the issues involved in supervision, a discussion of supervision in 
the context of these professions might help put some of the issues 
of supervision in the speech and hearing profession into clearer 
perspective. 

Supervision in psychiatry and psychology is a major vehicle by 
which the application and knowledge and skil I in the professional 
development of cl inicians is fostered. In these professions, the body 
of knowledge and the basic technical skills are taught in seminars 
and workshops. The major issue in training and the development of 
professionals in these specialties is not knowledge and technical skill 
but the appl ication of these to the cl inical interactions between a 
clinician and the patient/client. Just as the clinician works to help 
the patient/client recognize his strengths and weaknesses and augment 
and modify these, so must the cl inician know something of his personal 
strengths and weaknesses when it comes to the application of knowledge 
and technical ski II to the cl inical endeavour. In this context, this 
supervision becomes a major vehicle by which professional development 
is fostered in the developing professional. Whi le the terminal 
objective of supervision in training is the development of a prof­
essional capable of functioning independently with a knowledge of 
his/her strengths and weaknesses, the longer term objective is the 
fostering of the value of self-motivated, continuing education for 
professional and personal development, and the recognition of the 
value of the professionally mature equivalent of supervision: 
collaboration and consultation. Thus in training in psychiatry and 
psychology, supervision is a mode of training, the objective of which 
is the production of a competent, independently functioning cl inician 
who recognizes the value of continuing education and consultation in 
the life-long quest for personal and professional development. 
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Training in both psychiatry and psychology includes supervised 
practical experience in employment settings provided in settings which 
are clearly recognized as providing training for this purpose. In 
psychology after a minimum of 600 hours of supervised practical 
training within the degree granting program, students complete another 
year in full time training (minimum 1600 hours) usually in a setting 
separate from the degree program for further intensive training. 
This additional year of full time training is mandated by the 
profession as a prerequisite for the terminal degree and a graduate is 
considered a fully trained, generalist capable of independent 
functioning. Such training is provided in programs accredited for 
that purpose, involves a minimum of four hours a week of supervision, 
and comes with a stipend. 

Once graduated and in the employment setting, the clinician is not 
seen as being deficient in professional functioning or requiring further 
superVISion. Once graduated, it is the responsibility of the clinician 
to seek upgrading of his skills or to seek the development of new ski I Is. 
It is the responsibi 1 ity of the employer to respect the need for 
professional development of his employees and provide opportunities in 
the employment setting for professional development because this helps 
to maintain the highest qual ity of cl inical service. On occasi"n, an 
employee-senior cl inician will enter into a consultative relationship 
with an employee in I'lhich the employee retains his identity as an 
independent professional. Where a graduated clinician feels in need 
of further supervision, he wil I most likely seek this in a setting 
removed from his principal place of employment, thus retaining his 
i dent i ty asan independent profess iona I. Of course, the ri ght of an 
employee and employer to oversee the productivity and other adminis­
trative indices of an employees functioning is recognized, although 
this sometimes comes in conflict with a professional's well-ingrained 
sense of independent functioning. It must be remembered, however, that 
the most prevalent, professionally approved training standard of the 
psychologist is the doctorate and of the psychiatrist, the medical 
degree plus four years of specialty training. Those functioning in 
the field with lesser qualifications are not considered either fully 
trained or capable of independent functioning. 

An examination of the papers in this series on supervl slon of 
speech and hearing clinicians reveals that supervision in the speech 
and hearing profession has a less specific definition and seems to 
encompass at least two distinct activities. The potential confl ict 
between these two activities in the context of the terminal objectives 
of training and the expectations for professional development may 
contribute to an undermining of the professional development objectives 
of supervision in the speech and hearing profession. 

As it is described in these papers, training in a University 
setting encompasses both casework and supervised clinical experiences. 
Upon graduation, however, a further prolonged period of supervised 
work in the employment setting must occur before a speech and hearing 
cl inician is considered fully qual ified. It also appears that super­
vision continues after the professional designation is obtained and 
begins to shade into other activities of an administrative nature that 
have few implications for personal and professional development. Thus 
supervision in the field of speech and hearing has come to mean both 
the relationship between experienced cl inician and student by which the 
application of knowledge and technical skill is fostered, and also the 
relationShip between the employer and the employee regarding the 

11 



monitoring of employee functioning and productivity for administrative 
and insti tutional purposes. 1 t a Iso appears that in some or many 
employment situations, both activities ca] led supervision are del ivered 
by the same person, that both become a component of the employer­
employee relationship and that supervision is a responsibi lity of the 
employer to be accepted as part of the employment contract by the 
employee. 

Wh i le the shorter period of mandated profess ionally accepted 
training may account for the reason why speech and hearing clinicians 
are graduated from training in a state considered professionally 
deficient by both employers and the profession as a whole, the employ­
ment of persons considered professionally immature must create a 
number of difficulties for both the cl inician and the employer. This 
state passes onto the employment setting from the educational setting, 
part of the responsibil ity for training, and expensive and time 
consuming activi ty that interferes, in service settings that are not 
also clearly seen as training institutions, with the effective and 
efficient del ivery of service. It passes onto employers the respons­
ibility for professional development and the need to provide two types 
of supervision which are not infrequently mutually exclusive. For 
the student, such a state 1 ikely interferes wi th th e development of a 
secure professional identity and robs the students of a need to see 
his professional and personal development as an individual, personal 
responsibi lity. Receiving supervision-cum-training from an employer 
whose administrative supervision decides not only professional accept­
ance but also merit increases and promotion interferes with the 
development of the professionally neutral environment that ensures 
the optimum benefit from training supervision. The developing 
clinician who must impress the supervisor with strength and productivity 
to receive merit increases and be promoted, is not truly free to admit 
professional deficiencies or confront safely, personal barriers to 
learning. The challenge to a supervisor to provide an optimal environ­
ment for the professional development of the trainee is immense, 
particularly where the supervisor works in a different area from the 
cl inician. Despite the receipt of the professional designation, it 
must be unclear for all concerned at what point the clinician becomes 
a truly autonomous professional when the employer continues to provide 
supervision and the employee remains dependent on the employer for 
professional development. When these factors become part of the 
fabric of the development of the profession as a whole, it may come 
to effect the development of the identity of the profession as a 
truly autonomous, responsible, vigorous profession with something valuable 
to offer its cl ients and with a valuable, autonomous, assertive and 
respected place to assume among its health, rehabilitation, and 
educational col leagues. 

PANEl COMMENTS: 

In the discussion following the presentations the panel members 
expressed considerabJe concern regarding where formal evaluation 
protocols are recorded and who is given access to this information. 
This issue takes on particular importance when it appears that in many 
employment settings a person who officially makes decisions regarding 
promotion or merit increases is not a speech or hearing cl inician and 
may not be aware of the professional issues involved. Panel ist 2 
reported that in the setting where she is the senior clinician, actual 
evaluations are confidential and are destroyed upon termination of 
employment. She forwards to non-cl inician administrators information 
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that does not relate to technical issues of professional functioning 
itself. Panel ist 2 and 3 both spoken to the value of having super­
visee formally evaluate supervisors. 

Panel ist 3 again brought up the challenge the profession faces 
because of the lack of consensus regarding the justification for super­
vision, or who requires supervision. In addition there are no 
recognized standards of qual ifications for training and evaluating 
supervisors. In this context she wondered whether the profession was 
merely having supervision for the sake of having supervision. 

There were several comments on the use of the term "supervision" 
for the administrative aspects of the role. It was suggested a 
"facil i tator" or "coordinator" label might be more appropriate. 

The necessity to differentiate among the various levels of 
experience when deciding on supervision was emphasized. The require­
ments for supervision, and the role of the supervisor should vary 
depending on whether the supervisee is a student, a new cl inician, 
a new employee, or an experienced employee. 

To end the discussion the moderator referred to the thought 
expressed by Joan Fleming in "Teaching the Basic Ski lIs of Psycho­
therapy" (1967) that a supervisor should exercise the student's mind 
rather than demonstrate his own. 

The comments and thoughts in this article are representative of 
the panelists' beliefs at the time of the conference. Since that 
time individual ideas have been modified, new techniques have been 
atterrpted and new phi losophies proposed. "Supervision" is sti II a 
largely undefined activity, and the competencies and qualifications 
required of "supervisors" are still under discussion. However, it is 
hoped that there can be some continuing communication and discussion 
about the issues involved among all speech-language pathologists and 
audiologists employed in Canada. 
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