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ABSTRACT 

Background: Clinical supervision provides support and facilitates professional and 

personal development.  

Aim: To identify and synthesise all available qualitative research on palliative care 

nurses’ experiences of clinical supervision.  

Methods: Guided by the ENTREQ  statement, using a systematic search strategy, 

eight databases were searched (CINAHL, PubMed, PsycINFO, Medline, Web of 

Science, ProQuest, Embase, Psychological and Behavioural Sciences). The findings 

of all included studies were analysed guided by Thomas and Harden’s approach. 

Confidence in the review findings were reviewed guided by GRADE-CERQual.  

Findings: Nine qualitative studies were included in this synthesis and four analytic 

themes were identified -Negative experiences and misunderstandings of clinical 

supervision; Clinical supervision needs structure and clarity; Supervisor needs to be 

a conductor and a producer; Finding your ‘inner supervisor’. 

Conclusion: The review illuminates the benefits of clinical supervision as a renewal 

process for palliative care (PC) nurses but also highlights the challenges in its 

provision. Organisation should provide designated time and opportunities for PC 

nurses to attend CS sessions during work.  
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Introduction  

Palliative care (PC) nurses are at risk of professional and personal levels of stress due 

to the demanding practical and emotional aspects of their work (Hackett and Palmer, 

2010).  Clinical supervision (CS) is recommended for the provision of emotional 

support for PC nurses in their workplace (Hospice UK, 2013; Huggard and Nichols, 

2011).  

Many definitions of clinical supervision (CS) have been proposed, with most referring 

to support, personal and professional development, reflection, learning and safer 

practice (Hawkins and Shoet, 2012; Milne, 2007; Pollock et al, 2017).  Despite 

criticisms and reservations of CS within the literature (Kenny and Allenby, 2013; 

Pollock et al, 2017; Simpson- Southward et al, 2017; Watkins, 2011), it is also praised 

for improving professional practice and nurses’ confidence, competence and 

commitment in their role (Allenye and Jumaa, 2007; Cross et al, 2010; Evans and 

Marcroft, 2015; Francke and Graafe, 2012; Koivu et al. 2011; Livni et al, 2012; Lyth, 

2000).  

While there is a wealth of research examining CS for nurses, the focus was primarily 

on psychiatric nurses (Berry and Robertson, 2019; McCarron et al, 2018; Thomas and 

Isabel, 2019), with research relating to CS for PC nurses limited (Francis and Bulman, 

2019; Puffett and Perkins, 2017). 

Aim 

The aim of this qualitative evidence synthesis (QES) was to identify and synthesise 

the available qualitative research pertaining to palliative care nurses’ experiences of 

clinical supervision. The individual studies in QES can expose rich experiences, 
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inform palliative care practice and education and also identify gaps in research (Tong 

et al, 2012). 

Methods 

The ENTREQ statement ‘enhancing transparency in reporting the synthesis of 

qualitative research’ (Tong et al, 2012) was followed for this review. This provides 

guidance for researchers on the stages most commonly associated with the synthesis 

of qualitative health research: i.e. searching and selecting qualitative research, quality 

appraisal, and methods for synthesising qualitative findings (Tong et al., 2012).  

Thomas and Harden’s (2008) method was adopted for the thematic synthesis stage 

of the study.  

Search strategy 

The PICo (Population, Interest, Context) framework developed by the first and third 

authors was used to guide the search strategy (Table 1). No year limit was set but 

language was limited to English. Searching across eight databases (CINAHL, 

PubMed, PsycINFO, Medline, Web of Science, ProQuest, Embase, Psychological and 

Behavioural Sciences) was undertaken and yielded 145 results. The studies were 

exported to the reference management software, Endnote x 9.  

Screening and study selection  

Following removal of duplicates in Endnote, 85 studies were imported into Rayyan,  

software for systematic reviews (Ouzzani et al, 2016; Olofsson et al, 2017). Title and 

abstract screening were undertaken blindly by the first and second authors. Papers 

were included if they met the following inclusion criteria:  

1 Studies in the English language only. 
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2 Qualitative and/or mixed method studies with primary data to include personal 

experiences or perceptions. 

3 Nurses working in palliative care settings, including inpatient and community, 

who had participated in any model of clinical supervision. 

Seven papers and two doctoral studies met the inclusion criteria and were selected 

for full text review by the first and last authors (Figure 1 and Table 2).  

Appraisal Process 

Assessment of methodological limitations was undertaken by the first and last authors 

using the Critical Appraisal Skills Programme (CASP) (CASP, 2017) (Table 3). No 

studies were excluded based on their quality. All studies, regardless of their quality, 

have potential to provide value to the synthesis review. GRADE CERQual (Lewin et 

al, 2018) assessment was used to guide the degree of confidence in each individual 

review finding. An estimation of high and moderate confidence in the findings was 

agreed by the first and last authors (Table 4).  

Data Extraction and Thematic Analysis  

Guided by Thomas and Harden’s (2008) method, the first and last authors undertook 

free line-by-line coding of the findings of each of the nine studies. Findings included 

all study participants’ verbatim accounts and the researchers’ interpretations of their 

findings. Following discussion, cross-checking, and merging of descriptive themes, an 

agreement on the analytic themes was reached (Table 4).  

Findings 

The nine studies in this review represented the experiences of 44 palliative care 

nurses.  All studies except one were undertaken in the UK. Four analytic themes were 

synthesised. 
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Negative experiences and misunderstandings of clinical supervision 

This first analytic theme illuminates PC nurses’ negative experiences and 

misunderstandings of clinical supervision and the potential for subsequent distress. 

Some nurses perceived CS as a form of management appraisal (Dixon, 2009; Puffett 

and Perkins, 2017); “…I think there are people that worry that yes if they say certain 

things that that will be fed back” (Dixon, 2009, p.141). Others described ‘preliminary 

thoughts of direct supervision of clinical practice, with the implication that CS is 

required because ‘you’re not doing something right’ or ‘scrutinising how we work’… 

CS can be confused with appraisal, all leading to potential misunderstandings’ (Puffett 

and Perkins, 2017, p.527). Some nurses were just not interested in CS:  “some people 

are just not interested and therefore you cannot force them to do things that they don’t 

want to do (P 3)” (Dixon, 2009, p.138). Other nurses  found it stressful to find the time 

to attend CS; “… it is quite stressful to try and fit [clinical supervision] in” (Francis and 

Bulman, 2019, p.390), and CS was even considered to be a ‘horrendous’ experience 

(Dixon, 2009, p.140). 

Clinical supervision needs structure and clarity 

A need for an explicit structure to clinical supervision was illuminated. “A clear 

understanding of the purpose of supervision by all organizational team members is 

necessary, to reduce feelings of umbrage towards colleagues” (Jones, 2003, p.229). 

Moreover, a regular schedule for sessions with a “regular ‘must go to’ slot” (Dixon, 

2009, p.138) was emphasised with support from management. Nurses felt that 

management didn’t “see it as a priority” or “recognise what the difference is” [between 

support and clinical supervision]  (Dixon 2009, p. 137). 
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The need for a structured model to guide the supervisory process (Puffett and Perkins, 

2017) was highlighted. Puffett and Perkins’ concluded in their interpretation of the 

study findings that: ‘CS conducted prior to a model being used [Gibbs’ model] was less 

helpful and did not progress sessions, which led to dissatisfaction’ (p.527). Also 

considered important was mandatory CS and protected time allocated for it (Puffett 

and Perkins, 2017); “You can’t do it [CS] without it [protected time] because something 

else will always come up”. (Puffett and Perkins, 2017, p.528). 

 

Supervisor needs to be a conductor and a producer.   

Clinical supervision sessions were framed by the experience, skill and competence of 

the facilitator. The supervisor’s ‘production’ guided the building of trust among nurses 

in group supervision and ‘helped to strengthen the team and deepened understanding 

of how the team worked together’ (Puffett and Perkins, 2017, p.528). This resulted in 

participants feeling ‘comfortable in a group’ (Dixon, 2009, p. 144) and ready to disclose 

openly “opening…up, becoming very raw” (Dixon, 2009, p.211). This is evident in one 

nurse’s comment where she “ cried- and then [her] colleague here cried…and [they]  

all had a cry…[and felt a] bonding process” (Participant 5; Dixon, 2009, p.140.) 

 

Nurses needed to “feel safe in a group to give and receive” (Jones, 2003, 229). Using 

the metaphors ‘to undress’ and ‘hanging out’ (to dry), Nordentoft (2008, p.918) 

illuminates through participant observation of group clinical supervision, how a 

supervisor hears and acknowledges the personal views shared by supervisees. 

 Finding your ‘inner supervisor’ 

This final analytic theme highlights how clinical supervision results in PC nurses’ 

rejuvenation and a discovery of their own ‘inner supervisor’. They describe clinical 
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supervision as a reformulation in the way they see their professional world, both during 

and after sessions and help with the “depleting aspects” of palliative care work (Jones 

1997c, p.1032). 

Clinical supervision offers “the possibility of a structure and the development of a 

private language and so provides opportunities for existential discourse” (Jones, 

1997a, p.128). It allows PC nurses to learn to “unpick…and see where [they] need to 

learn and develop [their] skills” (Dixon, 2009, p.139), through “time for 

contemplation…before, during and after each seminar …to calibrate nursing practice, 

mediate personal responses to distress” (Jones, 1997b, p.297) and learn to “respond 

rather than react” (Jones, 2001, p.27 ), resulting in “more depth and understanding” 

(Puffett and Perkins, 2017, p.526). 

To achieve depth and understanding, PC nurses need to “give” to go to a “different 

place” (Francis and Bulman, 2019, p.390), learn from the “supervisory language game” 

(Nordentoft, 2008, p.924), to learn about the effects of their work (Jones, 2003) and 

be  aware of  their “own pace and tempo and so begin to develop an inner supervisor” 

(Jones, 1997a, p.140). 

Discussion 

The results reveal (with moderate confidence) PC nurses’ negative experiences of CS 

and highlight the importance of evaluating its impact (White, 2018). It has been found 

that healthcare professionals working in non-mental health setting report lower quality 

CS (Snowdon et al, 2016). A measure specifically designed to evaluate CS is the 

Manchester Clinical Supervision Scale©; MCSS© (Winstanley, 2000;  Winstanley and 

White, 2011), which has been translated into French, Norwegian, Spanish, Danish, 

Swedish, Portuguese, and Finnish and used in evaluations of CS in 14 countries 

 

https://onlinelibrary-wiley-com.libgate.library.nuigalway.ie/doi/full/10.1111/jan.13529#jan13529-bib-0500
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worldwide (White, 2018).  The MCSS‐26 includes six factors termed trust/rapport, 

supervisor advice/support, improved care/skills, importance/value of clinical 

supervision, finding time, and reflection, based on the components of Proctor's model 

of supervision (Winstanley and White, 2011). Exploring nurses’ responses to this 

measure could be a useful framework on which to uncover negative experiences which 

may impede engagement with CS.    

This review highlights that some PC nurses experience stress as a result of CS. 

Stressful reactions to CS are also reported by mental health nurses due to work 

pressure that challenges in their ability to focus on the supervisory process (Buus et 

al, 2018). Moreover, the sharing of personal and intimate feelings and ‘professional 

uncertainty’ can feel very uncomfortable (Buus et al, 2018). Appropriate training and 

education for nurses prior to CS may help alleviate nurses’ stressful experiences, and 

the importance of education for supervisees about the value of CS is evident in the 

findings of this synthesis. Moreover, it has been reported that nurses with no formal 

exposure to reflective practice did not understand the concept of CS (Kenny and 

Allenby, 2013). Furthermore, Cutcliffe and McFeely (2001) caution that without 

adequate preparation through education and training, nurses attending CS would be 

acting outside of their scope of competence.  There is no consensus on the duration 

of CS training and a variety of formats are recommended (Chilvers and Ramsey, 2009; 

Cutcliffe and Proctor, 1998; Long et al, 2014). An intensive 4-day training course 

based on the Proctor model (1987) has been positively evaluated in terms of the 

information provided, roleplay and CS group cohesion (White and Winstanley, 2009).  
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This synthesis also reveals (with moderate confidence) that clinical supervision is 

strengthened with an explicit structure to guide the process. The limited value of 

infrequent CS sessions has been reported (Edwards et al, 2005). In addition, the 

provision of optimal clinical supervision is dependent on organisational support and a 

positive working culture (White and Winstanley, 2010). CS cannot be the antidote to 

organisational issues (Jones, 1997a). However, for CS to be effective, it needs to be 

supported at a managerial level (Kenny and Allenby, 2013; Snowdon et al, 2019). 

Mandatory sessions are viewed as a means of demonstrating organisational support 

for CS (Kenny and Allenby, 2013; O Donovan et al, 2011; Sloan, 2005; White and 

Winstanley, 2010), and allocating specific time for all staff to attend CS is 

recommended (Dilworth et al, 2013). However, if nurses are ordered to attend CS, 

nurses will be less likely to participate (White and Winstanley, 2009).  

The results of this QES reveal (with high confidence) that CS can help PC nurses find 

their ‘inner supervisor’. However, to achieve this, skilled supervision is necessary. The 

results also reveal (with high confidence) that the supervisor needs to be both 

conductor and producer of the supervisory process. A recent systematic review found 

that clinical supervision for nurses, midwives and allied health professionals is 

facilitated by a range of different people, with a variety of levels of experience in clinical 

supervision (Pollock et al, 2017). Mental health community nurses have reported their 

CS sessions more positively when a choice of clinical supervisor was provided 

(Edwards et al, 2005), and it is argued that CS must be “locally negotiated” (Dilworth 

et al, 2013, p.28) to meet nurses’ needs. Those who chose their supervisors have 

reported higher-quality CS when compared to those who had no choice in supervisor 

(Martin et al, 2019). Moreover, CS supervisors’ professional background has been 

found to be important (Kenny and Allenby, 2013; Snowdon et al, 2019) and it argued 
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that having a supervisor with clinical knowledge relevant to the specific speciality is 

useful but should be external to the nurses’ organisation (Sloan and Grant, 2012). This 

is to avoid conflict of interests in situations where managers assume a CS role in their 

organisation (Williams and Irvine, 2009; Snowdon et al. 2019).  

Finding the ‘inner supervisor’ reported in this QES is consistent with the elements of 

Proctor’s (1987) three-function model.  There are many CS models to choose from; a 

recent review has highlighted the use of 52 models for psychological therapists and 

their limitations (Simpson-Southward et al, 2017).   The most frequently cited model in 

nursing, midwifery and allied health literature is Proctor’s model (Pollock et al. 2017). 

However, insufficient evidence exists for the promotion of any one model of CS 

(Pollock et al, 2017; Simpson-Southward et al, 2017). Nonetheless, Long et al, (2014) 

argue that models should not be viewed as “prescriptive” (p.155) and should be used 

solely to direct the CS session through its main objectives.  

 

Study Limitations 

Only studies published in the English language were included. It was not possible to 

search for all existing models used in CS when developing the systematic search 

strategy. Therefore, the CS models used most frequently in nursing were included in 

the search strategy. Three papers (Jones, 1997b; Jones, 1997c; Jones, 2001) were 

reports on one study (Jones, 1997a), undertaken over twenty years ago.  
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Conclusion 

This evidence synthesis is the first known to synthesise all available qualitative 

research on palliative care nurses’ experiences of clinical supervision. The findings 

highlight the benefits and challenges of clinical supervision as experienced by 

palliative care nurses and the need for organisations to provide designated time and 

opportunities for nurses to attend CS sessions during work.  

Ensuring a consistent provision of CS may provide a stable source of support for PC 

nurses. Moreover, organisations must ensure management and policymakers are 

sufficiently educated on CS, to ensure they are adequately prepared to establish CS 

within the organisation, including the facilitation of an appropriate and skilled 

supervisor.  

The views of only 44 nurses were synthesised in this review, highlighting the need for 

further studies exploring palliative care nurses’ experiences of clinical supervision. A 

mixed methods approach is recommended using the Manchester Clinical Supervision 

Scale©; MCSS© (Winstanley, 2000;  Winstanley and White, 2011), so that evaluation 

of the impact of CS is also achieved. 

 

Reflective Questions 

• What are the benefits of clinical supervision to palliative care nurses?  

• What factors should management consider when organising clinical 

supervision for palliative care nurses? 

• Which measures can be used to evaluate the impact of clinical supervision on 

palliative care nurses? 

  

https://onlinelibrary-wiley-com.libgate.library.nuigalway.ie/doi/full/10.1111/jan.13529#jan13529-bib-0500
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Table  1 Search Terms 

Terms used for search strategy across databases using elements of review question. 
PICo (Population, Phenomenon of Interest, Context). 

 
 

Population Interest Context  

Palliative care 
nurses 

Clinical 
supervision 

Experiences Qualitative 

Palliative care 
nurse, 
hospice nurse, 
palliative nurse, 
clinical nurse 
specialist palliative 
care, 
PCNS, 
CNS palliative care, 
Homecare palliative 
care nurse, 
Community 
palliative care 
nurse. 
 

clinical 
supervision,  
group supervision,  
professional 
supervision, 
Proctor’s model, 
Herons framework, 
Padesky’s 
cognitive therapy 
model, 
Psychodynamic 
supervision,  
Cognitive-
behavioral 
supervision, 
Integrated 
developmental 
model, 
Three function 
model, 
Intervention 
analysis,  
Reflective model,  
Hawkin and Shoet,  
Six category 
intervention,  
Windle and 
Bennett,  
Bond and Holland 

Experience 
Behaviors 
Behaviours 
Perceptions 
Views 

“Qualitative 
Research+” or 
“Interviews” or “ 
Surveys and 
Questionnaires” 
OR “Self Report” 
OR “Focus 
Groups” or 
qualitative or 
phenomenolog* or 
focus group* or 
interview* or 
grounded theor* or 
mixed methods or 
ethnograph* or 
survey* or 
questionnaire or 
hermeneutic* 
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Table 2: Study characteristics 

# 
 

Author Year  Country Design/Method Sample Analysis Study Focus 

1 Dixon 2009 United 
Kingdom 

Grounded theory 
with a mixed 
methodology, 
using individual 
interviews and 
focus groups to 
obtain qualitative 
data 

Stratified random sampling of 
Band six and above palliative 
care nurses working in 
hospital, hospice and 
community settings. Eight 
nurses partook in the 
qualitative aspect of the 
research 

Thematic content 
analysis 

To explore the use of 
clinical supervision with 
palliative care nurses, 
including how it is 
currently structured and 
how it is received and 
perceived by the 
nurses themselves.  
   

2 Francis & 
Bulman 

2019 United 
Kingdom 

Mixed methods 
based on 
pragmatic, 
philosophical 
framework. Focus 
groups used to 
obtain qualitative 
data 

Purposive sampling of 14 
community palliative care 
nurses who had been 
participating in clinical 
supervision sessions  

Thematic analysis  To explore how group 
clinical supervision 
might affect the 
development of 
resilience in community 
hospice nurses 

3 Jones 1997a United 
Kingdom 

Interpretative 
existential 
phenomenology 

Purposive sampling of five 
community Macmillan clinical 
nurse specialists- four female 
and one male  

Thematic analysis 
(Colaizzi, 1978) 

To reach the lived 
experience of 
Macmillan nurse 
specialists in the 
community as reported 
through clinical 
supervision   

4 Jones 1997b United 
Kingdom 
*As above 

Single paradigm 
case study 

One palliative care nurse 
engaged in one hour bi-
monthly individual supervision 
seminars for six months 

Existential 
phenomenology 
(Heidegger, 1962) 

To explore the role of 
clinical supervision in 
relation to the 
development of safe 
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(Jones, 
1997a) 

and effective working 
relationships for 
palliative care nurses. 
  

5 Jones 1997c United 
Kingdom 
*As above 
(Jones, 
1997a) 

Single paradigm 
case study 

Purposive sampling of one 
palliative care nurse  

Phenomenological 
analysis 
 

To explore the role of 
clinical supervision in 
relation to the work of 
palliative care nurses.  
 

6 Jones 2001 United 
Kingdom  
*As above 
(Jones, 
1997a) 

Interpretive 
phenomenology  
 

A purposive sample of 5 
community MacMillan nurses- 
four women and one man- who 
undertook individual clinical 
supervision for 6 months 
 

Thematic analysis 
(Colaizzi, 1978) 
 

To explore the 
experiences of 
community MacMillan 
Clinical Nurse 
Specialists’ 
professional roles, and 
how clinical supervision 
might change 
experiences  
 

7 Jones  2003 United 
Kingdom 
*As above 
(Jones 
1997a) 
 

A mixed methods 
approach, using 
interviews and 
meetings to 
obtain qualitative 
data 

A purposive sample of 5 
hospice nurses- four women 
and one man- who were 
partaking in weekly group 
clinical supervision meetings 

Thematic analysis To explore hospice 
nurses’ understanding 
of the different aspects 
of the group process 
concerning clinical 
supervision and their 
experiences of group 
supervision  
 

8 Nordentoft 2008 Denmark Ethnographic 
study (over 10 
months) using 
ethnographic 
observations, 
video recordings, 
participant 

13 members partaking in 
interdisciplinary conferences in 
a Palliative outpatient ward, 
including 5 nurses (Data only 
extracted from the nurse 
participants)  

Interactional 
Analysis 
(Pommerantz & 
Fehr, 1997) 

To explore the changes 
in emotion work at 
weekly interdisciplinary 
conferences following 
clinical supervision  
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observation of 
clinical 
supervision 
sessions & 
interdisciplinary 
staff conferences  

 
9 

 
Puffett & 
Perkins 

 
2017 

 
United 
Kingdom 

 
Qualitative, 
paradigm 
approach 

 
7 registered nurses and 3 
healthcare assistants working 
in an inpatient hospice (Data 
only extracted from the nurse 
participants) 

 
Phenomenological 
Analysis (Giorgi, 
1985) 

 
To explore what 
influences palliative 
care nurses in their 
choice to engage or 
decline clinical 
supervision 
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Table 3: CASP  

 

 

 

 

s 
 

Was there a 
clear 
statement 
of the aims 
of the 
research? 

 Is a 
qualitative 
methodology 
appropriate? 

 Was the 
research 
design 
appropriate to 
address the 
aims of the 
research? 

Was the 
recruitment 
strategy 
appropriate 
to the aims 
of the 
research? 

 Was the data 
collected in a 
way that 
addressed the 
research 
issue? 

 Has the 
relationship 
between 
researcher 
and 
participants 
been 
adequately 
considered? 

 Have 
ethical 
issues 
been 
taken into 
considera
tion? 

 Was the data 
analysis 
sufficiently 
rigorous? 

 Is there 
a clear 

stateme
nt of 

findings
? 

How 
valuable 

is the 
research? 

1 Dixon 2009 
X X X X X X X X X X 

2 Francis & 
Bulman 2019 X X X X X   X X X 

3 Jones 1997a 
X X X X X X X X X X 

4 Jones 1997b 
X X X X X X X X X X 

5 Jones 1997c 
X X X X X X X X X   

6 Jones 2001 
X X X X X X X X X X 

7 Jones 2003 
X X X X X X X X X X 

8 Nordentoft 2008 
X X X X X X X X X X 

9,  Puffett & Perkins 
2017 X X X X X X X X X X 



17 

 

 

Table 4:  Analytic themes and subthemes and confidence in the evidence (Lewin et al., 2018) 

 

Review findings 
(Analytical themes) 

 

Supporting illustrative quotes Studies 
contributing 
to review 
findings 

Confidence in evidence 
and explanation of 
CERQual judgement 
 

Negative 
experiences and 
misunderstandings 
of clinical 
supervision 
 
Nurses’ negative 
experiences and 
misunderstandings of 
clinical supervision 
can cause distress 

“Supervision is what your manager does to make sure you are working 
properly…it was a way of management knowing whether you were performing or 
not…I think there are people that worry that yes if they say certain things that 
that will be fed back” (Participant 1: Dixon, 2009, p.141). 
 
“We would have to take it in turns and it would be your turn you’d be thinking ~ or 
you’d almost be thinking something up to take to supervision which completely 
defeated the object of the whole process and then you’d sit there thinking you 
know you’d done something wrong or you know somebody else would challenge 
you… it was horrendous” (Participant 1:  Dixon, 2009, p.140) 
 
“some people are just not interested and therefore you cannot force them to do 
things that they don’t want to do (P 3)” (Participant 3: Dixon, 2009, p.138). 
 
“So coming here for supervision… I’ve got so much work to do… it is quite 
stressful to try and fit that in” (Participant, Francis and Bulman, 2019, p.390) 
 
‘Others described preliminary thoughts of direct supervision of clinical practice, 
with the implication that CS is required because ‘you’re not doing something 
right’ or ‘scrutinising how we work’… CS can be confused with appraisal, all 
leading to potential misunderstandings’ (Puffett & Perkins, 2017, p.527). 
[Researchers’ interpretations] 
 

1, 2, 9 Moderate confidence 
 
One study with moderate 
concerns over 
methodological limitations 
(2) 
 
Two studies with minor 
concerns over coherence 
and adequacy (2, 9) 
 
One study with moderate 
concerns over relevance 
(2) 
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Clinical 
supervision needs 
structure and 
clarity 
 
The structure and 
focus of clinical 
supervision needs 
to be explicit. 

“I just don’t understand why they [management] wouldn’t go to it…there seems 
to, this isn’t from management, this is from the feeling in the team… they don’t 
see it as a priority…the general feeling is that…I don’t know why, you’ve got the 
support, don’t know why you need clinical supervision- they don’t recognise what 
the difference is” (Participant 5: Dixon 2009, p. 137) 
 
“I think it’s good that we have a regular ‘must go to’ slot…if you had supervision 
that you sort of went to when and if you felt like it I don’t think you would have as 
effective supervision” (Participant 4: Dixon, 2009, p.138). 
 
‘A clear understanding of the purpose of supervision by all organizational team 
members is necessary, to reduce feelings of umbrage towards colleagues.’ 
(Jones, 2003, p.229). [Researcher’s interpretation] 
 
“You can’t do it [CS] without it [protected time] because something else will 
always come up”. (Nurse: Puffett & Perkins, 2017, p.528). 
 
“I suppose if people understand what it is, then it doesn’t really matter too much 
what is it called” (Nurse: Puffett & Perkins, 2017, p.527). 
 
“The mandatory status was viewed positively by [nurses] as it legitimised the 
activity: ‘This is something I should be doing’, ‘it frees you to participate’. NPCS’s 
[nurses] described a previous time where CS time was not protected and this led 
to its demise” (Puffett & Perkins, 2017, p.528). [Researchers’ interpretations] 
 
‘CS conducted prior to a model being used was less helpful and did not progress 
sessions, which led to dissatisfaction (Puffett & Perkins, 2017, p.527). 
[Researchers’ interpretations] 

 

1, 7, 9, Moderate confidence 
 
Three studies with no 
concerns over 
methodological limitations 
or relevance 
 
Two studies with no 
concerns over coherence 
and adequacy (1, 9) 
 
Minor concerns over 
coherence and adequacy 
(7) 

Supervisor needs 
to be a conductor 
and a producer.   
 

“You can’t just get to the nitty gritty with someone within three minutes, it takes 
time for some people to build up a relationship with you and for them to feel able 
to trust you with things” (Focus group participant: Dixon, 2009, p.146). 
 
“In-house clinical supervision that we get facilitated by an outsider I find 
beneficial because I feel quite comfortable to disclose what kind of knickers and 

1, 7, 8, 9 High confidence 
 
Four studies with no 
concerns over 
methodological limitations, 
coherence or relevance 
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Clinical supervision 
sessions are framed 
on the experience, 
skill and 
competence of the 
facilitator. A 
supervisor must 
frame the sessions 
to ensure relevance 
and professionalism    

 

 

bra I‟ve got on. Opening myself up, becoming very raw” (Focus group 
participant: Dixon 2009, p. 211) 
 
“I went in there and I said I’ve got this girl that’s dying and I just cried- and then 
my colleague here cried…and we just all had a cry…it was quite a bonding 
process actually, I felt…actually it’s normal, normal but it’s hard” (Participant 5; 
Dixon, 2009, p.140) 
 
“I think formal supervision, that, that actually gives permission, right the idea of 
this is that you are going to bring your case load and its ok to do that, it’s almost 
permission giving” (Participant 2: Dixon 2009, p.142) 
 
“ I don’t know how helpful group supervision is…you know if I‘m going to be 
completely honest about something and how it’s affecting me and what I need to 
do I think that’s something that I would rather deal with one to one. You need to 
feel comfortable in a group” (Participant 8: Dixon, 2009, p.144). 
 
“You have got to feel safe in a group to give and receive. You have to feel we are 
together!” (Nurse 5, Jones 2003, p.229) 
 
 
‘Louise said that somebody might be afraid of feeling “undressed” when the 
group is discussing interpersonal relationships and emotions in the group. Karen 
states that it is neither her intention nor the other supervisor Grete’s intention to 
“undress anybody”. Moreover, she elaborates on and unpacks this metaphor and 
uses two other metaphors for feeling/being exposed socially, such as “hanging 
out” to dry or to “expose anybody”. The elaboration of the “to undress” metaphor 
demonstrates that she had heard and recognizes supervisees’ statements’ 
(Nordentoft, 2008, p.918) 
 
 
‘The group supervision allowed reflection about an event all team members had 
experienced (a ‘shared experience’), and this helped to strengthen the team and 
deepened understanding of how the team worked together’ (Puffett & Perkins, 
2017, p.528). [Researchers’ interpretation] 

 
Two studies with minor 
concerns over adequacy 
(7, 9) 
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Finding your ‘inner 
supervisor’ 
 
Palliative care 
nurses describe 
clinical supervision 
as a reformulation in 
the way they see 
their professional 
world, both during 
and after sessions.  

“Development of your practice…by helping you to examine what you do and 
unpick it and see where you need to learn and helping you to reflect on what you 
do and develop your skills” (Participant 7, Dixon 2009, p.139). 
 
“…you have to give to yourself in supervision, so you’re in a different place” 
(Participant, Francis and Bulman, 2019, p.390) 
 
‘[Clinical supervision] presents both the possibility of a structure and the 
development of a private language and so provides opportunities for existential 
discourse’ (Jones, 1997a, p.128). [Researcher’s interpretation] 
 
‘I asked each Macmillan nurse to be aware of his or her own pace and tempo 
and so begin to develop an inner supervisor’ (Jones, 1997a, p.140). 
[Researcher’s interpretation] 
 
‘Time for contemplation afforded through supervision, before, during and after 
each seminar allows an opportunity to calibrate nursing practice, mediate 
personal responses to distress’ (Jones, 1997b, p.297). [Researcher’s 
interpretation] 
 
‘Janet was able subsequently to use our professional relationship to explore 
issues and understand feelings related to her work setting.  This helped her to 
plan appropriate strategies for helping  herself deal with the depleting aspects of 
her work’. (Jones 1997c, p.1032) [Researcher’s interpretations] 
 
 

‘Time for thinking afforded through supervision, before, during and after each 
seminar allows an opportunity to consider one’s personal experience of palliative 
nursing practice and as such, to embrace professional responsibilities toward 
oneself, colleagues and patients’ (Jones, 1997c, p.1033). [Researcher’s 
interpretation] 
 
 

1, 2,  3, 4, 5, 

6, 7, 8, 9 

High confidence 
 
Nine studies with no 
concerns over relevance. 
 
Eight studies with no 
concerns over 
methodological limitations 
(1, 3-9) 
 
One study with moderate 
concerns over 
methodological limitations 
(2) 
 
Three studies with minor 
concerns over adequacy 2, 
8, 9) 
 
Two studies with minor 
concerns over coherence 
(8, 9). 
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“For example, I will listen to what she has to say in total, consider my feelings 
and respond rather than react. I wouldn’t have done that before supervision” 
(Jones, 2001; p.27; McMillan Nurse 2). 
 
“I began to realise [because of the group] that the extraordinary becomes the 
ordinary and that the effect our work has on us is extraordinary and we need to 
learn about that”. (Nurse 4: Jones, 2003, p.228).  
 
“I discovered from being in the group things, which I think I already knew yet 
needed to find the words for. It will change my practice”. (Nurse 2, Jones 2003, 
p. 228) 
 
‘Supervisees use and apply interactional resources from the supervisory 
language game at the interdisciplinary conferences following CS. Consequently, 
it is reasonable to draw the conclusion that the supervisees have learned 
something’ (Nordentoft, 2008, p.924).  [Researchers’ interpretation] 
 
‘CS at a later stage concerning the event resulted in more depth and 
understanding’ (Puffett and Perkins, 2017, p.526). [Researchers’ interpretation] 
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