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ABSTRACT

The aim of the present thesis was to investigate psychotherapy supervision. Empirical data 
was collected from two types of studies, clinical trials and a major survey of the field. On the 
basis of a review of the field of psychotherapy research, it was concluded that there is 
sufficient evidence that all of the therapies are effective and that further research into their 
comparative value is less fruitful than investigation into 'process' features which are associated 
with good outcome. This line of research leads to the pre-eminance of therapist variables and 
the finding that some therapists are more effective than others, which ultimately points toward 
the importance of training and supervision. A selective review of the supervision literature 
revealed that in spite of the belief that it is crucial in producing good therapists and effective 
therapy, and its universal practice, there has been very little systematic research into 
supervision, either into its effectiveness or into that in which it consists.

The first two studies featured clinical trials by NHS multiprofessionals who conducted 
supervised and unsupervised psychotherapy. In the first study, process and outcome data were 
collected oyer eight Kssions of brief psychotherapy. There was evidence for greater 
improvement in the supervised condition, but because the design was quasi-experimental and 
therapist variables were not controlled, it could not be concluded that there was a supervision 
effect. In the second study, a two-way crossover experimental design with more difficult, 
longer term patients and more rigorous psychoanalytic psychotherapy input, a clear supervision 
effect was not obtained, indicating the need for more information about the nature and the 
practices of supervision in order to provide a basis for further research into its effect.

The second series of studies reported the results of a supervision survey involving 196 
supervisors from three professional groups, clinical psychologists, psychotherapists and 
counsellors. Content analysis of interviews with senior supervisors provided material for the 
development of a new questionnaire on supervision practices, which was sent to supervisors 
on 23 London-based training programmes, along with questionnaires on demographics, 
theoretical orientation, style and evaluation of a randomly-chosen supervisee. The supervisees 
provided data on expectations that were compared with supervisor provision.

Significant differences in practice behaviours between the professions were found on the 
Supervision Questionnaire that were consistent with expectations, indicating questionnaire 
validity. When trainee expectations were compared to supervision provision in the whole 
sample, differences were found in three areas: the personal relationship, the laissez-faire 
climate, and the authoritative, didactic method of teaching, which were interpreted in terms 
of the novelty of the apprenticeship method. In a factor analysis of supervision style, 
distinctly different style factors were found for each of the three professional groups. Style 
data provided corroboration of expectations measured by the Supervision Questionnaire, 
particularly in regard to trainees' expectations of less laissez-faire, informal, non-challenging 
support and more guidance and teaching.

There was a differential impact of expectation on evaluation, providing support for the 
hypothesis concerning the effect of unmet expectation. When high and low evaluated trainees 
were compared, significant differences emerged on seven dimensions: praise, supportiveness, 
reassurance, directiveness, goals of treatment, flexibility, and help with problems. Theoretical 
orientation factors were investigated in relation to style factors and the seven key variables.

The results were discussed in the context of suggestions regarding a model of supervision and 
implications for further research.
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INTRODUCTION

There has been a widespread increase in Britain in the 
past 20 years in the use of psychological treatments since 
the limitations and disadvantages of drug treatments have 
become known. GPs, psychiatrists, other medical
specialists, and their patients, have increasingly 
recognized psychological factors in illness and turned 
toward the psychological therapies, creating a climate of 
greater familiarity with and acceptance of them. In spite 
of the lack of research evidence for the success rate of 
psychotherapy, which is continually pointed out by its 
critics such as Shepherd (1984), there has been a 350% 
increase in Consultant Psychotherapist posts in the Health 
Services since 1975 (Wilkinson, 1984). Popular books and 
programmes on radio and television have further educated 
wider sections of the public, increasing the demand and 
creating a shortage of trained workers. New therapies have 
sprung up, many of which are undocumented, unresearched and 
unfounded in sound theoretical frameworks, resulting in a 
bewildering array of therapies from which to choose, with 
little in the way of consumer guidance or quality control. 
This situation, together with the ambiguous results of 60 
years of research into psychotherapy outcome, makes it 
important to have information about psychotherapy training 
and standards for qualification to practice in this growing 
profession.
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Psychotherapy training, across all the disciplines, 
consists of at least two parts: the study of theory using
traditional academic methods and training in clinical 
procedures. In some of the disciplines, for example 
psychoanalysis and counselling, an experience of personal 
psychotherapy is also required. The backbone or mainstay 
of the clinical training is the experience of seeing 
patients under supervision in what is basically the 
apprenticeship method of learning. Thus, the personality 
and level of expertise of the supervisor greatly influence 
the student therapist. The supervisor acts as a role model 
and a teacher and in this way is instrumental in 
transmitting the set of behaviours and skills and the 
current value system of which the particular discipline is 
comprised. It is widely believed, but has not been 
demonstrated, that the amount and quality of supervision 
determines the standards of treatment and the success with 
which the psychotherapist practices his discipline. It is 
for this reason that supervisory practices need studying.

In the private sector in Britain, psychotherapy is a 
generic term used to refer to a group of disciplines which 
investigate the behaviour, the emotions and the 
psychological factors involved in problems of living, as 
distinct from approaches which are biological or medical, 
although physical symptoms may be involved. Garfield & 
Bergin (1986) have pointed out that psychotherapy is not "a 
distinctive profession but rather is an activity that is
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performed by members of many different professions". The 
psychotherapy disciplines include psychoanalysis, 
psychoanalytical psychotherapy, analytical psychology, 
counselling, cognitive-behavioural therapy, existential 
psychotherapy. Gestalt therapy and other therapies of the 
humanistic school. The amount of supervision provided by 
these trainings varies. Some have been long-established 
and are quite rigorous in their theoretical bases and 
clinical preparation; others appear less rigorous.

In the public sector, the National Health Service 
employs in its various psychiatric services a range of 
professionals who work psychotherapeutically with patients, 
whose core training has been that of psychiatry, 
psychology, nursing, social work, occupational therapy, art 
therapy, counselling, and psychotherapy. The amount of 
training and supervision provided by the core professions, 
both pre- and post-qualification, in terms of monitoring 
the time spent with the patient in the psychotherapeutic 
interview, is very uneven and tends, in the recent years of 
NHS financial cut-backs, to be extremely low considering 
the severity of disturbance in the psychiatric patient. 
Recent social issues such as child sexual abuse and post- 
traumatic stress syndrome have added to the demand on 
health services in speciality areas, requiring more 
training and supervision. There is a need to investigate 
supervisory input in NHS treatment in order to decide what 
is the most appropriate supervision that is also time- and
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cost-effective.
At a time of economic reassessment (Wilkinson, 1984), 

there have been public demands for research into the 
efficacy, cost and safety of psychotherapy (London & 
Klerman, 1982; Parloff, 1982). The competition between the 
therapeutic groups to demonstrate cost-effectiveness to 
public policy-makers and insurance companies is continuing. 
For example, Kopta, Newman, McGovern & Sandrock (1986) 
compared theoretical conceptualization and costs of planned 
treatments of four therapeutic approaches: psychodynamic,
cognitive-behavioural, family systems and eclectic, finding 
that the psychodynamic therapists recommended more costly 
treatment plans. In a counterbalancing argument, Rosser 
(1986) reviewed 79 studies of 'dynamic psychiatry' that 
indicated a lower degree of post-treatment demand on health 
services than for non-dynamic treatments. This thesis will 
include two empirical studies of dynamic supervision in an 
NHS setting.

There has been a movement to address the issue of 
registration and licensing of psychotherapists in the 
private sector since before 1975. The first annual 
conference. The Rugby Conference on Psychotherapy, met in 
1982 with delegates from 34 psychotherapy organizations as 
well as representatives from the professions of psychology, 
nursing, social work and psychiatry, to discuss statutory 
registration, ethics and training issues. Debate centred 
around differences of opinion regarding definitions of what
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constitutes psychotherapy and the standards of training 
that should be met for registration. In 1989, the United 
Kingdom Standing Conference for Psychotherapy (UKSCP) was 
inaugurated, a further step to unite the profession of 
psychotherapy, to draw up a code of ethics, and to find 
agreement on standards of training, with the eventual goal 
of instituting a register for the profession of 
psychotherapy. The UKSCP represents the profession in the 
UK and is in communication with the Commission of the 
European Community, with the aim of bringing the profession 
into line with other EC members by 1992.

The Conference has divided its member organizations 
into categories, or sections, that reflect similar types of 
therapy and whose members recognize each other’s practice 
and teaching. There has been considerable disagreement 
about the membership of the sections, which include:
1.) Analytical psychotherapy. 2.) Behavioural
psychotherapy. 3. ) Family, marital and sexual therapy. 
4.) Humanistic/integrative therapy. 5.) Hypnotherapy.
6.) Psychoanalysis and analytical psychology.
7.) Psychoanalytically-based psychotherapy with children. 
Strange bedfellows have been discovered, as the 
organizations have made claims for their standards of 
training in the jostling for position that has taken place. 
Substantiation is required as to what kind of training is 
involved in the categories of therapies and what 
constitutes the differences between them.
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The other two professions are also engaged in the
process of ’getting their acts together’. In a parallel
movement in the field of psychology, the concern for 
standards of good practice has resulted in the
implementation of a Register of Chartered Psychologists for 
practising clinical psychologists. In the field of
counselling, in spite of the existence of counselling 
psychology as a "Special Interest Group" in the British 
Psychological Society and its movement towards becoming a 
Division, there is no recognised career structure for 
becoming a counselling psychologist at the present time, 
although a Diploma Course has been commissioned (Pickard, 
1990). In order to attempt to guide the mushroom-like 
growth of this profession. The British Association of 
Counselling (formed in 1977) has outlined a Code of Ethics 
for Counsellors (1984), for trainers (1985), for 
supervisors (1988), and an accreditation scheme for 
training courses (1988). A major supervision survey 
encompassing the fields of psychotherapy, psychology and 
counselling, provided as part of this thesis, will aid in 
the clarification of training procedures and contribute to 
a body of knowledge about the training process that will 
help to provide a basis for standards.

The three introductory chapters will be organized as 
follows: to place the research of the present thesis into
perspective and to illustrate the way in which it has grown 
out of its background in psychotherapy research, the first

17



chapter will provide a review of the main trends in 
psychotherapy research, examining historical issues, 
research approaches and methodological concerns. Chapter 
Two will present historical and current issues in 
supervision research. Chapter Three will provide an 
introductory link to the empirical studies that 
follow.
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CHAPTER ONE 
THE BACKGROUND: PSYCHOTHERAPY RESEARCH

INTRODUCTION
The entire question of measuring the efficacy of 

psychological treatments has been a perennial source of 
embarrassment to workers in this field. In the experience 
of practitioners and patients, psychotherapy has beneficial 
results, but attempts to demonstrate this experimentally 
have been marked by controversy, and efforts to establish 
the criteria or even the sine qua non for positive 
treatment results have been equivocal. For every study or 
clinical trial that has maintained that a specific element 
is an "effective ingredient" or an essential mechanism of 
change for successful psychotherapeutic treatment, there 
are others that show the element under question to be 
unnecessary. Although it would be fruitless to attempt to 
identify a single element, or even a few, as necessary and 
sufficient for effective psychotherapy, involving as it 
does interactions between numerous psychological, 
environmental and biological variables, the need to provide 
scientific underpinnings for psychotherapeutic treatments 
will continue. This is because of the recent growth in 
popularity of the psychotherapies in both the public and 
private sectors in Britain, and of the need to verify 
results for insurance purposes in America.
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RESEARCH ISSUES
Freud believed research concerning the efficacy of 

psychotherapy to be unnecessary: the mind of the
psychoanalyst functioned as its own tool of measurement of 
psychotherapeutic process, outcome and change through a 
specialized, highly-developed form of clinical observation 
(Freud, 1910, 1915). The empirical test of the accuracy of 
Freudian interpretations is the "tally argument" 
(Grunbaum, 1984): if interpretations tally with what is
real in the patient, conflicts are resolved, resistances 
are reduced and new pieces of memory open up (Freud, 1918, 
1935). The Freudian literature contains numerous case 
studies and vignettes that illustrate the clinical method 
and its contribution to depth-psychological understanding, 
but no cases are documented in their entirety, nor are they 
systematically linked with follow-up studies that measure 
outcome. Some psychoanalytic institutes, however, had 
begun to collect statistics on therapeutic outcomes as 
early as the 1920s (Bergin & Lambert, 1978). There is a 
large theoretical literature and a large body of research 
into the evidence for psycho-analytic concepts, such as 
projection (Sears, 1936), repression (Rosenzweig, 1938), 
displacement (Miller, 1948), the oedipus complex (Lindzey, 
1965), infantile sexuality (Ford & Beach, 1951), oral 
personality (Blum & Miller, 1952), anal personality 
(Kline, 1968; Sandler & Hazari, 1960), unconscious 
perception (Marcel, 1970), the effects of early
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experiences on adult behaviour (Harlow, 1958; Kagan & 
Moss,1962), etc. This body of research, and psychoanalytic 
psychology in general, has not been found acceptable by the 
scientific community, who object, under the influence of 
Karl Popper (1959), on the grounds that it is untestable 
and unfalsifiable: support for opposing hypotheses can be
found by using the explanation of defense mechanisms and 
reaction formation.

After World War Two, psychoanalytic psychotherapy was 
found useful in the treatment of war trauma victims, adding 
impetus to its acceptance as a psychological treatment. 
The steady increase in demand in the 40 years since the war 
has created a shortage of trained workers and given rise to 
a multitude of new types and applications of analytic 
therapy, including crisis intervention, bereavement 
counselling, post-traumatic therapy, group and family 
therapy, milieu therapy and many others.

Most analytically-based psychotherapies proliferated 
without the benefit of systematic documentation or 
evaluation until Eysenck (1953) mounted his first attack on 
the efficacy of psychotherapy, claiming that there was no 
evidence for its value as a treatment and that it was no 
more effective than the improvement by ’spontaneous 
remission* of untreated patients. He called for a 
suspension of the training of psychotherapists. His 
statistical evaluation of 760 case outcomes indicated that 
improvement after the most prestigious of the
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treatments--psychoanalysis-- was 44%, less than the 64% 
improvement after a melange of therapies labelled 
'eclectic', and both were inferior compared with 66% 
improvement in the no-treatment control group. There were 
strong counter-responses to Eysenck's evaluation by 
DeCharms, Levy & Wertheimer (1954), Luborsky (1954), Malan 
(1973) and others, pointing to deficiencies in Eysenck's 
evaluation. Rosenzweig (1954) argued that Eysenck's 
definition of what is 'psychoneurotic' caused him to 
misread the results, and Keisler (1966) regarded 
spontaneous remission as a myth propagated by Eysenck.

More critiques by Eysenck (1961, 1965) followed and, 
in his support, Wolpe (1964) stated that the psychoanalytic 
method could make no claims to therapeutic usefulness. In 
answer to Eysenck, Meltzoff & Kornreich (1970) reviewed the 
research on psychotherapy outcome and found acceptable 
studies that indicated positive treatment results. In an 
important and thoroughgoing study, Bergin (1971) reworked 
Eysenck's statistical computation based on results from the 
Berlin Psychoanalytical Institute and others, and found 
errors. Bergin calculated the Berlin results to be 91% 
improvement and the overall improvement rate to be 83% in 
contrast to Eysenck's derived rate of 44%. Bergin also, 
with access to new data, re-evaluated the spontaneous 
remission rate at 30%, much lower than the 2/3 figure 
calculated by Eysenck, which made the improvement rate in 
the psychotherapy group significantly greater than no
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treatment, a 'modestly positive effect'. Interestingly, 
Bergin's and Eysenck's evaluations of improvements in 19 
studies of so-called eclectic psychotherapy, in which 
neither had a theoretically vested interest, was nearly 
identical, 65% and 64% respectively, suggesting bias 
difficulties. Bergin (1978) also introduced the idea that 
the deterioration or negative effects of treatment, of 
which psychotherapy was also accused, implied its potency.

This debate, with its serious challenge to the 
effectiveness of psychotherapy, began to stimulate outcome 
research studies. The first large-scale psychotherapy 
study, the Menninger Report, took 18 years to complete and 
appeared in 1972 (Kernberg, Burstein, Coyne, Appelbaum, 
Horwitz & Voth, 1972). In it, 21 patients received
psychoanalysis and 21 psychoanalytically-orientated 
psychotherapy over a period of two years at the Menninger 
Foundation in Topeka, Kansas. Numerous personality and 
treatment variables were measured and correlated with 
outcome. The results were equivocal and showed no 
significant differences between treatment groups, however 
the measure of 'global change' indicates that overall, 43% 
showed moderate or marked improvement after treatment, not 
an impressive rate given the amount of treatment input.

BEHAVIOUR THERAPY
During the 30 years after World War One, the behaviour 

modification movement based on the stimulus-response
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psychology of Watson (1913) and Skinner (1938, 1971) had
enormous impact on all aspects of American life and became 
influential in Europe. It was believed that purely 
scientific principles could be applied to human behaviour 
in a laboratory-type technique that lent new rigor to 
research into behaviour change. With the gradual rise of 
behaviour therapy in the 50s and 60s, with its theoretical 
base in learning theory and conditioning following the 
principles of Watson (1913), Skinner (1938), Bandura
(1977), Kazdin (1978), Krasner & Ullmann (1965), Wolpe 
(1958), Eysenck (1961), etc, scientific, systematic and 
testable hypotheses concerning therapeutic change were 
claimed which further challenged the psychotherapies.

Behavioural methods have been more successfully 
researched and evaluated than the other therapies. In an 
up-to-date review by Emmelkamp (1986), behaviour therapy 
has been demonstrated to be helpful with simple phobias and 
agoraphobia, with exposure in vivo more effective than 
imaginai systematic desensitization and cognitive methods 
(Emmelkamp,1982; Emmelkamp & Mersch, 1982). For social 
anxiety, social skills training and cognitive
restructuring have been found to have value (Falloon, 
Lindley, McDonald & Marks, 1977), as have relaxation 
methods for panic disorder. Treatment packages have been 
developed for obsessive-compulsive disorder which include 
exposure in vivo and response prevention. Depression has 
been successfully improved by behavioural techniques plus
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cognitive methods.
As recognition of the importance of cognitive elements 

in regard to behaviour has grown, the field has become 
known as cognitive-behaviour therapy. Emmelkamp (1982) has
discussed the paradigm change in which procedures based on 
what was thought to be learning theory, such as systematic 
desensitization and aversion, actually have vitally 
important cognitive elements, such as expectancy. In an 
important theoretical paper, Bandura (1977) linked
behaviour change through confrontation with the 
anxiety-provoking stimulus with cognitive changes in 
expectation and self-perceived efficacy, changing the 
behavioural-learning model from an anxiety-based to an
information-based cognitive model. The cognitive
therapies, aiming directly at alteration of cognitive 
processes or containing mixtures of cognitive and
behavioural techniques, have been developed by Ellis
(1962): Rational-Emotive Therapy; Goldfried (1974)
Systematic Rational Restructuring; Beck (1976, 1979)
Cognitive Therapy for Depression; Meichenbaum (1977)
Self-Instructional Training and Stress Inoculation 
Training; Rehm (1977): Self-Control Model of Depression. 
These have been shown to be effective for depression, 
impulsivity, anxiety disorders, phobias (where they 
perform as well as behaviour therapy alone), agoraphobia 
(where they have not been as successful as behaviour 
therapy), assertion training and anger control.
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other distinctive theory-based therapies have been 
developed by Kelly (1955): Personal Construct Therapy; and 
Ryle (1982): Cognitive-Analytic Therapy, both of which
have results shown to be positive, tested by Kelly 
Repertory Grids. Although there has been implicit 
awareness that the application of techniques involved in 
the cognitive-behavioural therapies is dependent on the 
formation of a co-operative, positive relationship between 
therapist and patient, a more explicit valuation of the 
function of perceived therapist involvement and therapist 
personal qualities is emerging (Lambert, Shapiro & Bergin, 
1986).

HUMANIST-EXISTENTIAL THERAPY
A smaller but influential third movement, humanist- 

existential psychotherapy, with roots in theories of Sartre 
(1944), Husserl (1936), Heidegger (1949) and Continental 
philosophy, has arisen as an alternative to the 
establishment psychologies of psychoanalysis and 
behaviourism. Mostly unresearched, some studies have been 
made of the 'client-centred therapy' of Carl Rogers (1950), 
who can be considered as a forerunner of the counselling 
movement that has proliferated in recent times, and who 
considers the elements of empathy, warmth, genuineness and 
positive regard to be necessary and sufficient conditions 
for successful psychotherapy ( Trj8(gx, Wargo, Frank, Imber & 
Battle, 1966). Followers of Frank (1983) are included in
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this approach, who believed in "inspiring the patient's 
hopes and combating demoralization". These ingredients 
tend to be considered as the non-specific human elements 
present in all therapies, basic to the therapeutic 
relationship, by the main body of researchers, who prefer 
to ask specific questions about which theories best 
describe the mechanisms of mental functioning and change.
However, these researchers have made a contribution by 

drawing attention to the quality of the therapeutic 
relationship.

COMPARATIVE TRIALS
In attempts to determine which therapy is more 

effective at a group level, numerous comparative outcome 
trials between psychotherapy and behaviour therapy have 
been performed. In a well-designed study, by Sloane, 
Staples, Cristol, Yorkston & Whipple (1975), no significant 
differences were found between them after four months of 
treatment, but modestly significant positive results were 
established by both over a non-treated control group formed 
by a waiting list (who were offered minimal contact and 
support). Other trials between behaviour therapy and 
psychotherapy by Luborsky, Singer & Luborsky (1975) and 
Rachman (1971) had similar outcomes. Gelder et al (1973) 
found no difference at outcome between phobic patients 
given desensitisation and flooding and those treated by 
free associations to the anxiety-provoking stimulus. Klein
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et al (1983) found no difference in effectiveness between 
systematic desensitization and supportive, dynamically 
oriented psychotherapy with phobic patients. In a series 
of studies conducted by the Sheffield Psychotherapy 
Project, Shapiro & Firth (1986) found that prescriptive 
and exploratory psychotherapy could not be differentiated 
at outcome.

The use of manualized therapy has evolved out of the 
attempt to clarify differences in comparative studies 
between the therapies, and for reliability purposes, to 
assure that specified treatments were being delivered. 
First designed by Wolpe (1969) for the behaviour therapies, 
treatment manuals have appeared for supportive-expressive 
psychoanalytically-orientated psychotherapy designed by 
Luborsky (1976), for cognitive-behavioural psychotherapy by 
Beck & Emery (1977), for interpersonal psychotherapy by 
Klerman, Rounsaville, Chevron, Neu & Weissman (1979). 
Three manual-guided treatments were studied by Luborsky, 
Woody, McLellan, O'Brian & Rosènzweig (1982) which 
confirmed by speech content analysis that the treatments 
could be reliably distinguished. The largest and best 
known study using manuals is the depression multi-site 
collaborative study by Waskow, Hadley, Parloff & Autry 
(1979) which has established the precedent of using the 
manualized approach in comparative studies of psychological 
treatments, in spite of the absence of studies which 
establish the effectiveness of manualized therapy in
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relation to the non-manualized. There is a need for 
comparisons between the accelerated trainings via manuals 
and longer, slower apprenticeship trainings in the 
education of the psychotherapist.

META-ANALYSIS
In the ongoing statistical battle to compare outcome 

between the therapies, an influential quantitative method, 
'meta-analysis', has been developed to test massed data 
yielded by numerous outcome studies. Smith & Glass (1977) 
pooled the results of 375 controlled trials of various 
types of psychotherapy and counselling and concluded that 
the treated client was better off than 75% of untreated 
control subjects. Considerable debate followed about the 
strengths and weaknesses of this approach including those 
by Gallo (1978), Rimland (1979), Strahan (1978), etc. The 
study was taken as evidence of the potency of psychotherapy 
by Gottman & Markman (1978), Parloff (1979) and Strupp
(1978). For the proponents, meta-analysis represents an 
advance in the evaluation of lists of outcome studies of 
varyingly significant or non-significant results by 
yielding a unit of measurement, the 'average effect size*, 
in terms of standard deviation units of the control group, 
which can be used to combine and compare results from 
different treatment groups.

In 1980, Smith, Glass & Miller reported the 
meta-analysis of 500 studies wherein the overall effect
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size of psychological therapy was 0.85 of a standard 
deviation, i.e., at outcome those receiving some sort of 
therapy were better off than 80% of the control group. 
Psychodynamic therapies did as well as the behavioural 
therapies, with the cognitive therapies doing best. Drug 
treatments had results equivalent to the psychological 
treatments.

Shapiro & Shapiro (1982), in a meta-analysis of 
studies published between 1975 and 1979, found that only 
10% of the variance of effect size of the psychological 
therapies was attributable to differences in type of 
therapy, indicating the therapies to be roughly equal in 
their effects.

Prioleau, Murdock & Brody (1983) re-analyzed sub-sets 
of the meta-analysis data in Smith, Glass & Miller's (1980) 
study, comparing psychotherapy with what they deemed to be 
a placebo, and, in a provocative report, claimed that they 
found no evidence that psychotherapy was more effective 
than placebo treatment and that psychotherapists were no 
more than placebologists.

Critiques of the meta-analytic approach include those 
by Eysenck (1978), Rachman & Wilson (1980), Wilson (1982) 
and Wilson & Rachman (1983), who object to the aggregation 
of heterogenous data from studies of varying quality using 
differing measures, types of therapy, populations and 
cultures, with questionable selection methods. It has been 
pointed out by Oatley (1985) that only a small percentage
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of the patients in the studies represent what would 
constitute a typical psychotherapy population and all are 
time-limited. There is a growing consensus that massed 
group data does not take into account the variable skills 
of therapists (Lambert, Shapiro & Bergin, 1986).

The meta-analytical approach continues to be used to 
compare outcomes between the therapies in spite of strong 
criticism (Andrews & Harvey, 1981; Miller & Berman, 1983). 
Shapiro (1985) reviewed three independent comparisons of 
the dynamic-humanistic and behavioural-cognitive types of 
treatment (Nicholson & Berman, 1983; Shapiro & Shapiro, 
1982; Smith, Glass & Miller, 1980) and found that the 
behaviour-cognitive therapies had an average effect size of 
between .39 and .68 SDs larger than that of the 
dynamic-humanistic therapies. The discrepant results of 
meta-analytic studies have been contributed to experimenter 
bias by Berman, Miller & Massman (1984) who predicted 
outcomes based on theoretical allegiances of the 
researcher. It has been suggested by Shapiro (1986) that 
as a consequence of the allegiance effect there are more 
reports of the superiority of the behaviour-cognitive 
therapies because of the greater number of researchers and 
studies in the field compared to those in the dynamic- 
humanist therapies.

RESULTS OF COMPARATIVE STUDIES
In an summary of the research which compares outcomes
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between the therapies, Luborsky, Singer, & Luborsky (1975) 
conclude that "Everybody has won and all must have prizes", 
providing support to the notion that all the therapies are 
equivalent. Smith & Glass (1977) have pointed out that in 
spite of volumes devoted to theoretical differences between 
the therapies there are negligible differences in effects 
produced by the treatments. As Rachman & Wilson (1980) put 
it : the outcome seems to be " ' Regardless of the nature of
your problem seek any form of psychotherapy. ' This is 
absurd." Stiles, Shapiro & Elliott (1986) argue that the 
therapies really are different and call for the 
identification of the active ingredients.

In the 30 years after Eysenck’s (1952) attack, the 
main thrust of research had been to perform outcome studies 
in order to find evidence that a phenomenon exists. By 
about 1980, a consensus was reached that psychotherapy, as 
a generic treatment, is demonstrably more effective than no 
treatment (American Psychiatric Association, 1982; Banta & 
Saxe, 1983; Bergin & Lambert, 1978; Luborsky, Singer & 
Luborsky, 1975; Shapiro & Shapiro, 1982; Smith, Glass & 
Miller, 1980; VandenBos & Pinto, 1980; Yates & Newman, 
1980; Bloch & Lambert, 1985). Research into the process, 
of what the phenomenon consists, should be the future 
direction of research (VandenBos, 1986; Stiles, Shapiro & 
Elliott, 1986). The formulation by Paul (1967) has become 
a guiding principle: "The question towards which all
outcome research should ultimately be directed is the
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following: What treatment, by whom, is most effective for
this individual with that specific problem, and under which 
set of circumstances" (p. 113, Paul’s italics).

PROCESS STUDIES
The search to identify process elements that are 

positively related to outcome has been reviewed by Orlinsky 
& Howard (1986). In their summary of 1100 sets of 
findings, positively correlated to good outcome were the 
following: collaboration between therapist and patient in
sharing initiative and responsiveness, talk about problems, 
affective discharge, immediacy of affactivity, and negative 
affect early on. Highly significant was therapist 
skilfullness, along with therapeutic bond, therapist 
engagement, empathie resonance, warmth, mutual affirmation 
and patient openness. Not positively related to outcome 
were reflection, support, advice, therapist 
self-disclosure, and work in the here-and-now per se 
outside of immediate affect and transference reactions. 
Self-exploration was moderately effective. Frequently 
significant were confrontation and interpretation. Very 
positively related to outcome were moments of insight, 
relief and conflict resolution, and the longer-term 
therapies yielded better outcome.

THERAPIST FACTORS
The emphasis on therapist skill, together with the
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dissatisfaction in regard to massed trials which do not 
take into account the fact that some therapists are 
consistently successful and others less so, has led to a 
new turn in the direction of research toward 
'therapist-by-therapist' outcomes, an examination of 
therapists as persons and in interaction with technique. 
Orlinsky & Howard (1980) looked at the results of 23 
therapists with 143 women patients. Six therapists had a 
70% improvement rate, with no patients who were worse, and 
five therapists had a 50% improvement rate, with 10% who 
were worse. For the remaining 12 therapists, less than 50% 
of their patients improved. In this view, improvement 
varies as a function of therapist factors: there are
larger effects with better, more experienced therapists. 
The University of Pennsylvania Research Group 
(Crits-Christoph, Luborsky, McClellan, Woody, Piper, 
Liberman & Imber, 1985; Luborsky, McClellan, Woody, 
O'Brien & Auerbach,1985) has found similarly large 
differences in therapist efficacy, larger than treatment 
type or technique differences, which, with their mechanical 
models, have influenced researchers.

Lambert, Shapiro & Bergin (1986) stress the wide 
variability across studies in regard to therapist skill. 
The shift in interest from group effects to therapist 
effects suggests a more complex model for research than the 
model based on, for example, drug studies with their large 
main effects. It also raises the question of whether
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therapists are made or born.
In an attempt to neutralize therapist contribution, 

Oatley (1985) used an experimental design that tested two 
techniques in the practice of a single therapist: guided
visual imagery compared with purely verbal techniques in 
brief therapy trials. Both groups improved but no 
differences in outcome were found. In a discussion 
regarding the similarity of outcome for the competing 
orthodoxies, Oatley suggests that different theories have 
more to do with structuring the therapist ’ s mind than with 
enabling the patient's mind to change. He believes that 
the human relationship is the "common factor" of the 
therapies referred to by Shapiro (1980) and it is best 
conceptualized by Freud's theory of transference. Across 
the range of all the therapies the need for a meaningful 
interpersonal relationship is stressed if treatment is to 
be successful (e.g., Rogers, 1951; Sullivan, 1954; Freud, 
1959; Ginott, 1961; Bandura, 1969; Arieti, 1973; Searles, 
1976).

Lambert, Shapiro & Bergin (1986) also emphasize that 
relationship factors are as important as technique and that 
personal influence has great power to change. "Research 
suggests not only that clients would be wise to pick 
therapists on the basis of their ability to relate but that 
training programs should emphasize the development of the 
person in parity with the acquisition of therapist 
techniques" (p.311).
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Next in importance to the basic requirement that the 
relationship be a sympathetic human one, clinical 
experience is viewed as a necessary requirement. 
Fiedler's (1950) comment has been evinced: psychotherapy
is effective to the extent that the therapist is 
experienced regardless of his theoretical orientation. 
However, studies with non-experienced, non-professional 
therapists with backgrounds in teaching have been used with 
positive results. Reflecting the shortage of mental 
health personnel, Rioch (1967) successfully trained 
middle-aged educated women in a two-year half time program. 
Paraprofessionals have been shown to perform as well as 
professionals by Durlak (1979) and Hattie, Sharpley & 
Rogers (1984), posing a threat to some professional 
groups. Paraprofessionals who are under the supervision of 
trained, professional psychotherapists will continue to 
play a part in mental health programs, as pointed out by 
Lambert, Shapiro & Bergin (1986).

THEORETICAL ISSUES
The different psychotherapy "schools" continue to make 

claims to superior results, in spite of evidence for equal 
effectiveness of the therapies. Leventhal & Shemberg 
(1977) present a rationale for the co-existence of equally 
effective contradictory theories. Conceptual systems are 
developed and taught to trainees in order to provide 
security for beginners, to satisfy an essential 'need to
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know' on the part of both patient and therapist, and to 
provide a common language to enable communication between 
therapists. As the therapist becomes experienced within 
his/her framework, a set of personal actuarial tables are 
developed empirically which refer to a stock of effective 
therapeutic operations, often theoretically inconsistent, 
for specific patient behaviours that produce specific 
outcomes. What is needed, in view of the limited mental 
storage space of individuals, is a "good cookbook" (Meehl, 
1956), which would provide a compilation of theories that 
are "close to the data" and possibly of help eventually in 
developing an overarching theory. The "cookbook" approach 
as practised by the "manualized" supervision technique 
needs to be tested and compared to personalized 
supervision.

By the mid-1980s, a new Zeitgeist of eclecticism has 
appeared, with a tendency away from the established 
orthodoxies and toward therapies that synthesize a variety 
of orientations. Pre-viewing this, Garfield and Kuntz 
(1977) noted a wide variety of theoretical combinations in 
eclectic approaches, uniting psycho-analysis, learning 
theory, neo-Freudian, Rogerian, humanistic, cognitive, 
etc., in a kaleidoscope of differing ways. The movement 
toward eclecticism has brought about an even greater 
difficulty in evaluative, systematic research into 
"effective ingredients". Although there are continued 
attempts to identify variables that play a role across all
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the therapies, such as one by Garfield (1980) which cites 
as "common factors" those of relationship, expression of 
emotion, support, explanation and interpretation, advice, 
suggestion and facing anxiety-provoking stimuli, the 
research dilemma persists. Its solution calls for a new 
approach and points toward the study of psychotherapists 
who consistently are successful in treating their patients 
and, ultimately, toward selection, training, and quality 
control in the psychotherapy training institutions. The 
crucial issue for the future of psychotherapy research is 
stated by Lambert, Shapiro & Bergin (1986): "As standards
of therapist selection and training continue to improve, 
and as well-trained therapists are included more frequently 
in research studies, we can expect average effect sizes to 
improve" (p.3o).

SUMMARY
Since the founding of psychoanalysis in the early 

years of this century (Freud, 1910), the psychotherapy 
movement has experienced steady growth and widespread 
recognition as a treatment for psychological disorder and 
emotional distress, although research evidence for its 
efficacy has lagged far behind its practice. Alongside the 
development of the psychoanalytically-oriented
psychotherapies, the science of behaviour modification has 
evolved (Watson, 1913; Skinner, 1938), providing alternative
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procedures for alleviation of distress and behaviour 
change. Cognitive therapy has grown out of behaviourism 
and has made a theoretical rapprochement to the more purely 
psychological psychotherapies (Bandura, 1969). A third 
movement, humanist-existential therapy (Binswanger, 1956; 
Boss, 1963; Rogers, 1951) has arisen and, along with the 
rapidly growing field of counselling, offer other treatment 
approaches.

Eysenck (1953), from the background of well-tested 
behavioural theories, made a forceful attack on the 
efficacy of psychotherapy that stimulated a period of 
research into comparative outcome studies of the therapies. 
No clear differences between the therapies emerged from the 
research, with the psychotherapies performing as well as 
the cognitive and behaviour therapies (Luborsky, Singer & 
Luborsky, 1975; Smith, Glass & Miller, 1980), but by 1980 
a consensus was reached that psychotherapy as a phenomenon 
did exist and as a generic treatment has been found to be 
demonstrably more effective that no treatment (Bergin & 
Lambert, 1978; Shapiro & Shapiro, 1982).

Research interest moved toward the discovery of what 
the phenomenon consists, the identification of the process 
and content elements associated with good outcome (Stiles, 
Shapiro & Elliott, 1986). Although technical and 
mechanical processes emerged from these numerous studies as 
linked with good outcome, they appeared no more decisive 
than therapy type in determining therapeutic success. It
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did emerge, however, that a group of therapist factors were 
highly effective. These can be described as therapist 
skilfullness, therapeutic bond, therapist engagement and 
empathie resonance, along with moments of insight, relief 
and conflict resolution (Orlinsky & Howard, 1986). This 
emphasis on therapist factors has been confirmed by the 
finding that some therapists are consistently more 
successful than others, leading to research into 
’therapist-by-therapist' outcomes, and the finding that 
therapist effects are larger than treatment types or 
technique differences (Orlinsky & Howard, 1980; Luborsky, 
McClellan, Woody, O'Brien & Auerbach, 1985; Crits- 
Christoph, Luborsky, McClellan, Woody, Piper, Liberman & 
Umber, 1985). This shift in research focus from group 
effects to therapist effects suggests a more complex model 
for psychotherapy research (Lambert, Shapiro & Bergin, 
1986) and points in the direction of skill acquisition and 
training issues.

The importance of a meaningful interpersonal 
therapeutic relationship has gained parity with technical 
skill for successful psychotherapy and it has been stressed 
that training programs should emphasize both (Lambert, 
Shapiro & Bergin, 1986). The recognition of therapist 
factors along with a new climate of eclecticism (Garfield 
& Kuntz, 1977) has brought about an even greater difficulty 
in evaluative, systematic research into "effective 
ingredients" and calls for a new approach in psychotherapy
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research. Inquiry into the training of good
psychotherapists through the study of supervision provides 
just such a new avenue and the following chapter will 
examine the research issues in this field.
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CHAPTER TWO 
ISSUES IN SUPERVISION RESEARCH

INTRODUCTION
It has become a convention amongst the therapeutic 

professions that training is required in order to produce 
effective psychotherapists. Studies of the medium through 
which the teaching of psychotherapy takes place, however, 
has been largely neglected until recently. In a review of 
the literature on supervision, McColley and Baker (1982) 
report that between 1959 and 1975, only nine articles on 
psychotherapy supervision had been published in psychology 
journals. However, they note that between 1975 and 1980, 
an increased attention to the area of training and 
supervision of psychologists has taken place. In the field 
of counselling, 19 articles on supervision appeared in the 
counselling journals between 1975 and 1980 according to 
Hansen, Robins & Grimes (1982), however only four employed 
an experimental design. This contrasts with the previous 
5-year period in which 29 articles were discovered by 
Hansen, Pound & Petro (1976), 19 with an experimental
design, representing a decrease. However, Kaplan (1983) 
reported finding 42 research articles between 1975 and 1982 
on the supervision of counsellors, indicating an increase. 
The Chicago Psychoanalytic Literature Index lists 43 
articles on psychotherapy supervision between 1970 and 
1988, many of which discussed special areas such as gender
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and race and only three of which used quasi-experimental 
designs.

Lambert (1980) explains why supervision has been a 
difficult area to address. He points out that supervision 
is a heterogenous set of conditions that is elusive to the 
grasp of the researcher when an attempt is made to describe 
or measure it as a unitary variable. Lambert defines 
supervision as those "training activities, either group or 
individual, wherein the supervisor arranges experiences 
that are aimed at helping the student therapist to modify 
specific behaviours with particular clients".

Little is known, however, about the arrangement of 
these supervisory experiences, in spite of increased 
research interest. Matarazzo & Patterson (1986) have 
commented on the scant knowledge about the supervision 
processes by which cognitive and behaviour therapy are 
learned. Hess & Hess (1983) conducted a survey among APA- 
approved pre-doctoral internships, pointing out that 
"Although the internship is central to professional 
training in psychology, little information is available on 
the extent and nature of psychotherapy supervision 
provided" (p.504). Responses to their survey were returned 
from 92 programs (61%) on the frequency (one hour of 
supervision per three hours of therapy), the form (most 
common was individual sessions, followed by group, 
discussion of audiotaped recordings, direct observation and 
videotaping, half of the programs using these latter two
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forms 'sometimes’), however no qualitative measures of 
supervisory dimensions were taken.

The recent increase of interest in supervision may be 
due not only to concern for improved training procedures, 
but partly, as seen in Chapter One, to the failure of 
research efforts to compare and evaluate the 250 different 
types of therapies in relation to 150 classes of emotional 
disorder (Garfield & Bergin, 1986). The turn toward 
research into supervision in the face of the difficult 
problem of evaluating the therapies may well contribute to 
research knowledge by revealing the links between 
supervision and the therapist factors found to be important 
for good therapeutic results. Further understanding of the 
relationship between supervisory processes, theoretical 
orientation and evaluation of the abilities of the trainee 
may aid in providing predictive variables for good outcome.

TYPES OF SUPERVISION
Supervision takes numerous forms. Beside the 

traditional individual case presentation method, noted by 
Garfield & Bergin (1986) as still the most common, other 
methods are in use such as supervision in a group (Cooper, 
1985), the replay and discussion of tape recordings or 
video recordings of therapy sessions (Davenloo, 1983; 
Goldberg, 1985), transcripts of psychotherapy sessions 
(Kepecs, 1978), audiotape supervision by mail (Dryden, 
1983), observation of experienced therapists in sessions
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from behind a one-way screen (Goin, Burgoyne, Kline, Woods, 
& Peck, 1976), 'bug in the ear' or telephone input from 
family therapy supervisors (Gordon, 1975), conjoint 
sessions with supervisors (Goodman, 1985), role play 
(Payne, Winter & Bell, 1972), presenting of process notes 
from terminated cases to groups of trainees (Vasile & 
Shapiro, 1982), peer supervision (Seligson, 1978; Brown, 
1985), the use of a computer (Phillips, 1983), 
demonstration videotapes (Lazarus, 1976) and manualized 
therapy workshops (Chevron & Rounsaville, 1^83).

Most of these methods have not been tested 
empirically, however in a pivotal study by Chevron & 
Rounsaville (1983), trainees were evaluated regarding their 
psychotherapeutic skills from three sources: traditional
supervision, video-taped sessions and didactic examination. 
The ratings were found to be largely independent and 
therapist ratings based on traditional supervision were 
found to be significantly correlated with patient outcome.

THE ROLE OF THE SUPERVISORY RELATIONSHIP
That the supervisory relationship plays a crucial role 

in the learning of psychotherapy is widely accepted. 
Beginning with Freud, the relationship between the teacher 
and the trainee has been recognized as important, 
illustrated by this notable quote from Freud: "I do not
believe that one can give the method of technique through 
papers. It must be done by personal teaching. Of course.
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beginners probably need something to start with....But if 
they follow the directions conscientiously, they will soon 
find themselves in trouble" (Blanton, 1971, p.48). It has 
been stated by Arlow (1963) that "the most effective 
influence, pedagogically, in the supervisory situation, 
probably is the identification with the supervisor".

Support for the finding that the supervisory 
relationship is a powerful determinate of the patient- 
therapist relationship has been discussed by Doehrman 
(1976), Arlow (1963), Frances & Clarkin (1981) and Ekstein 
& Wallerstein (1958), among others. As Silberman & Mazza 
(1985) point out, the supervisor-therapist interaction 
reflects and parallels the experiential qualities of the 
therapist-patient relationship.

These suggestions point toward the importance of the 
supervisor's style, personality, values and beliefs in the 
training of psychotherapists, and to the supervisory 
relationship fostered by the supervisor, as the crucial 
variable, capable of ameliorative as well as deleterious 
effects on the treatment process. This view places the 
trainee-supervisor relationship in the forefront of 
training procedures, second only to, for many theoretical 
orientations, the personal analysis or therapy, with the 
various feedback and didactic methods as useful but 
optional extras. The apprenticeship method as the core 
system of teaching has been discussed in a critical digest 
of psychoanalytic supervision by DeBell (1962) who defines

46



the purposes and functions of supervision as 1. ) the 
provision of a fresh view through verbalization, review and 
reorganization of the data, 2. ) learning through the 
perspective of the supervisor, 3.) an aid to understanding 
the patient, 4. ) a laboratory for the learning of 
technique, 5.) an opportunity for the trainee to increase 
self-awareness of his therapeutic conduct, and 6.) the 
facilitation of the translation of clinical material into 
theoretical formulations and the reverse. These functions 
of supervision outlined by DeBell are broad enough to 
include the supervisory forms for all theoretical 
orientations.

HISTORICAL ISSUES AND DEVELOPMENTS 
Didacticism Vs. Therapy

The content of the supervisor’s task has, of course, 
been debated at various levels. In an extreme position on 
the spectrum, the existential theorist. Kora (1957), 
defines the supervisor as an enabler of therapist growth, 
and goes so far as to say that therapy depends more upon 
what the therapist is as a person than on what he does or 
knows, implying that the same is true for the supervisor. 
Others, however, have stressed the teaching function of 
supervision. Bibring, Grotjahn, Sloane and Keiser (1956) 
reported on a panel on psychoanalytic training policy which 
agreed that the teaching goal was paramount. The early 
debates about supervision centred on the issue of therapy
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vs. didactic teaching. Ekstein & Wallerstein (1958), in an 
influential book on supervision, point out that the student 
may have resistances to learning which need working through 
with the help of the supervisor and held the view that the 
supervisor should apply his therapeutic skills to the 
learning problems of the trainee. Gitelson (1948) believed 
that the supervisor should use confrontation, not 
interpretation, to focus on the student's problems. 
Tarachow (1963), in contrast, resolved that supervision 
should be patient-centred, directed to the problems and 
needs of the patient as manifested in the clinical 
material, not in analyzing the supervisee. Solnit (1970) 
stated that supervision is "more than education and less 
than psychotherapy". In a synthesis of these views, 
Fleming & Benedek (1966) stressed the learning alliance 
formed by the supervisory pair and, at the same time, 
suggested that supervision be flexible to the changing 
needs of the supervisee and assist with personality 
difficulties or unresolved conflicts as they arise. Thus, 
optimally, the supervisor combines his competence as a 
teacher and as a therapist in his supervisory capacity. 
Parallel Process

The phenomenon of parallel process has been noted 
since the 1950s. In an early critical review, Schlessinger 
(1966) discusses the parallel process in terms of an 
enactment by the trainee of a behaviour of the patient ' s in 
the supervisory session. Ekstein & Wallerstein (1958)

48



point out that the student may look sick because of 
identification with the patient as a part of the learning 
experience. Hora (1957) describes this as a form of 
communication in which a failure of recognition, recall and 
verbalization has taken place and a problem of the patient 
is introjected and acted out by the therapist. Greenson 
(1960) links the phenomenon with the therapist's empathy, 
a model of the patient in the mind of the therapist which 
touches off similar conflicts belonging to the therapist. 
Most feel that attention to, and analysis of, this 
phenomenon is appropriate and helpful, however, Searles 
(1955) warns that excessive preoccupation with parallel 
processes shifts attention away from the patient and is 
undesirable. Searles (1955) terms the process
'reflection', and contends that the supervisor's emotional 
responses to the supervisee, in turn, can provide useful 
analytic information, however he points out that the 
possibility of error in this chain of communication is 
formidably large. Caligor (1981) finds parallel processes 
to be present in both individual and group supervision and 
suggests changing roles in role play as an antidote. 
Tarachow (1963) has not observed the phenomenon and 
suggests that the degree to which such a parallel exists is 
a consequence of the method of supervision, perhaps of 
excessive passivity, and needs to be studied.
Developmental Models

There have been attempts to regularize the learning of
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therapeutic tasks according to developmental learning 
stages. In an early exploration of the developmental model 
of supervision, Fleming & Benedek (1964) put forward a 
sequence of learning objectives taught according to the 
level of the trainee, corresponding to sequences that 
psychotherapists go through with patients in the stages of 
therapy: The initial phase involves attention and
listening skills, becoming aware of unconscious meanings, 
assessing levels of anxiety and resistance and learning to 
judge the timing and dosage of interventions that maintain 
the therapeutic relationship. The middle phase involves 
learning to handle the transference, counter-transference 
and regression. The end phase entails the recognition of 
behavioural signs of progress and the technical problems of 
termination.

Fleming (1953) outlined three types of learning in the 
apprentice relationship: imitative, corrective and
creative, which probably corresponds to general 
epistemological stages. The extent to which supervisors 
adjust their interventions to the learning stage, 
personality, or the level of experience of the supervisee 
varies, it would seem, according to such variables as 
theoretical orientation, supervision model or the 
perceptual sensitivity and communication skills of the 
individual supervisor.

The most attention to and promotion of developmental 
models of supervision have been by the counsellors.
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Conceptualizations of supervision have relied heavily on 
the stages of the counselling relationship (Garfield & 
Bergin, 1986). Ronnestad (1982, 1983) argues for a
developmental view in which the supervisor's mode of 
teaching is dictated by the trainees developmental needs. 
The earlier stages require didactic teaching and 
information-giving, whereas, in later stages clarification, 
integration and feedback are important. Holloway (1987) 
critically examines three of the most prominent 
developmental theories, those of Stoltenberg (1981), 
Loganbill, Hardy & Delworth (1982) and Blocher (1983). 
With variations, the theories posit a series of graduated 
stages passed through by the trainee which require that the 
supervisor provide a learning environment matched to the 
trainee's level in systematic instructional learning. 
Holloway finds that all of these theories have various 
serious drawbacks: discrepancies between the supervision
model and the underlying developmental model on which they 
are based, problems with theoretical complexity, and 
methodological problems. Further, attempts to find 
evidence for the models have failed to confirm sequential 
developmental change through a series of stages by the 
trainees. Holloway concludes that it is not models of 
trainee development that are the most influential factors 
of trainee learning experience in supervision, but the 
philosophy of training programs and supervisor 
characteristics. The developmental models appear to be too
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structured, without freedom for creative learning for 
oneself, and they imply a universality of stages for all 
trainees in which there is a graduated recapitulation of 
learning levels, despite individual developmental levels of 
trainees upon entry into training programs. Holloway 
suggests that what appears to be developmental change may 
be an artifact of the early vulnerability and uncertainty 
and the later increase in confidence of "being in an 
intensive, evaluative, ongoing and demanding relationship" 
(p. 215). Thus, in spite of the current popularity of
developmental models for counsellors, this spoonfed 
approach to supervision is unnecessary when considered in 
the context of the lengthy, difficult training situation 
which presumes the presence of motivational factors toward 
task mastery in the repertoire of student behaviours, 
ensuring that learning takes place. It is sufficient that 
a supervisor characteristic of flexibility is present in 
which the supervisor is able to adjust supervisory 
technique to the individual learning needs of the student, 
without a rigid application of theoretical or technical 
stages of learning.
Manual-Guided Supervision

The newest of the training procedures that have 
emerged are the skills-training packages or "manualized" 
therapies. Strupp, Butler & Rosser (1988) advocate their 
use in training programs. Lambert & Arnold (1987) review 
the literature on supervision and find the most efficient
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method of modifying therapeutic skills is structured 
learning by manuals, along with modelling, practice and 
feedback. Shiffman (1987) found no sample-wise changes as 
a result of general apprenticeship training, but did find 
significant changes in trainees through the use of 
structured therapy process training via manuals. 
Therapists in Schiffman’s study were more empathie and 
accepting, offered less advice and closed questions and 
more reflections of feeling. But Newman,et al, point out 
the key role of the supervisor who mediates and guides the 
learning from manuals, requiring that supervisor issues be 
addressed. Ivey & Authier (1978) in evaluating skills- 
training packages advise that the supervisor maintain a 
close personal involvement with the trainee. Further, it 
was found by Chevron & Rounsaville (1983), in studying the 
manual-guided interpersonal psychotherapy of the NIMH 
multisite depression study, that traditional supervision 
correlates with patient outcome, and should be used along 
with other methods. Studies of the strong modelling 
influence of supervisors by Borden (1983), Boyd (1978), 
Hosford & Barmann (1983) and Patterson (1983), place the 
emphasis, even in the skills-training approach, on 
supervisor characteristics.

SUPERVISORY CHARACTERISTICS AND STYLE
According to Dewald (1987) there are three types of 

supervisors :
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1.) Those who see their main task as one of observing and 
working with the student's intuitive response to and 
affective interaction with the patient, placing emphasis on 
the counter-transference.
2.) Those who encourage trainee initiative and independent 
learning by experience, tending to be rather silent and 
sparse in their interventions.
3.) Those who see themselves as teachers, emphasizing not 
only affective responses but cognitive understanding of 
technique and theory. These supervisors are active and 
directive, exemplifying interventions in a given 
situation.

Dewald demonstrates that he is of the third type, the 
didactic, in a study of transcribed tape recordings of 18 
randomly selected supervision sessions from a five year 
analysis with a candidate’s first case. The impact of 
supervision on patient change is illustrated in this study, 
along with changes in the trainee and the supervisor as 
learning progresses. Dewald stresses the "learning 
alliance" and flexibility to the learning needs of the 
trainee, with the supervisor becoming less active and more 
of a creative partner in the later stages.

Other supervisors, however, would describe their 
styles differently. Pedder (1986) recommends what he 
labels a 'facilitatory' style intended to promote growth 
along the lines suggested by the psychoanalytic theorists 
Winnicott and Balint. Along with advocating a flexible
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approach in regard to supervisee experience level, with 
interventions along the spectrum between the didactic and 
the therapeutic as required, he tends to adopt the role of 
the educator in the proper sense of "leading out", 
facilitating the trainee's own thinking around the case, 
stepping in mainly to 'prune' the budding therapist's 
growth here and there. This method is at the opposite pole 
to skills training, a model proposing to teach the whole 
person.

Hess (1980) has been an influential contributor to the 
literature on supervision. He identified five
interactional models of the supervisory relationship:
1.) teacher, 2.) case review consultant, 3.) collegial 
peer, 4.) monitor and 5.) therapist. Although, these 
conceptual perspectives help when interpreting or 
organizing research issues, very little research has been 
directed toward assessing their differential effect on the 
numerous therapist and patient variables subject to 
supervisory influence.

There have been few empirical studies into supervisor 
characteristics or style, as such, and most of it has been 
through the medium of trainee satisfaction studies. 
Kennard, Stewart & Gluck (1987) observed that supervisors 
who provided positive supervision experiences were rated as 
more supportive, instructional and interpretive. In an 
attempt to define supervisor characteristics that were 
preferred by trainees. Nelson (1978) surveyed 48 trainees.
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12 from each of the four professional disciplines of 
clinical psychology, counselling psychology, psychiatry, 
and social work. The trainees rated 'interest in 
supervision' as the most valued characteristic, with 
highest ratings on the style dimensions of flexibility, 
permissiveness, self-revelation, and warmth. Cherniss & 
Egnatios (1977) found trainee dissatisfaction related to 
supervisors who failed to adjust their styles to the level 
of trainee experience, laissez-faire and authoritarian 
supervision styles. Phillips & Kanter (1984) have 
investigated mutuality as a key element of the supervisory 
relationship, with shared participation and interchange of 
thoughts and feelings. Cherniss & Egnatios found that 
insight- and feelings-orientated supervision was highly 
ranked, with a consultative style, however, found to be 
most prevalent. In spite of the evidence that flexibility 
according to the experience level of the supervisee is 
advisable, Yogev & Pion (1984) compared the procedures of 
supervisors of trainees who were at three levels of 
clinical development and found no differences, suggesting 
that supervisors tend to be inflexible in their approach. 
Harmon & Tarleton (1983) point out that rigid, inflexible 
supervisors produce rigid, inflexible therapists who are 
not responsive to individual differences in their patients.

Other studies have been undertaken to identify 
supervisor styles or characteristics that facilitate 
appreciation and utilization of supervision. Worthington
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(1984) found that positive feedback to trainees was related 
to perceived effectiveness of supervision. Confirmation 
was found by Edelstein (1985), who discussed the benefit of 
direct feedback to trainees regarding their progress. 
Supervisors who encourage independent thinking by trainees 
were found by Worthington & Stern (1985) to have relations 
with trainees that improved over time. Goin & Kline (1974) 
studied videotapes of supervisors who were consistently 
highly rated by trainees, comparing those rated as 
'outstanding' with those rated 'moderately good'. Content 
analysis revealed that the outstanding supervisors made 
more didactic, information-giving comments (over 50%) than 
the lower rated supervisors and were rated as falling 
midway on the continuum between extremely passive and 
authoritatively directive in their style of interaction. 
The preference for a didactic style vs. the emotional 
growth-fostering aspects of supervision was surprising to 
Goin & Kline (1974), who executed another content analysis 
of videotaped supervision sessions of 24 psychoanalytic 
supervisors to see if the supervisee's personal issues were 
being addressed. In twelve, there were no comments to 
supervisees about any of their own personal issues, eight 
commented on them directly and four indirectly.

In two studies, the duration of supervision was highly 
rated as important for a successful supervisory experience, 
reflecting the widespread belief that psychotherapy cannot 
be learnt quickly. Psychiatric residents in Canada were
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surveyed by Perez, Krul & Kapoor (1984), who rated 
essential qualities in supervisors as: 1.) a capacity for 
developing good rapport, 2.) able to pinpoint problems or 
shortcomings and willing to help the trainee with them, and
3.) teaching ability. Allen, Szollos & Williams (1986) 
asked trainees about their best and worst supervisory 
experiences. The best experiences were: 1.) with
supervisors perceived as expert and trustworthy, 2. ) of 
long duration, and 3. ) when personal growth was emphasized 
over skills teaching. In this study, the good supervisors 
were ones who supported, communicated expectations and gave 
feedback. The worst, those who exhibited authoritarian and 
sexist behaviour, were particularly detrimental to the 
quality of supervision.

In a series of studies, Holloway and her colleagues 
have examined supervisory style from the perspective of the 
reciprocal influence that occurs between supervisor and 
trainee. In content analysis of speech patterns, Holloway 
& Wolleat (1981 ) coded supervisor behaviours such as 
’praises', 'asks for information', with the belief that the 
understanding the predilections or "styles" of supervisory 
behaviours are an important step in developing programs for 
training supervisors. They concluded from the results of 
this study that beginning supervisors have response 
characteristics that remain stable across interviews with 
different trainees. Experienced supervisors were more 
flexible.
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Holloway (1982) then examined sequential patterns of 
verbal behaviour between supervisors and trainees and found 
typical responses. When supervisors used supportive 
communications (reflection of feelings, direct praise, and 
development of trainees' ideas) the trainees tended to 
respond with positive social behaviour. Delayed reaction 
time was displayed by the trainees in response to being 
directly questioned on opinions or challenged by the 
supervisor.

In a further study, Holloway & Wampold (1983) examined 
the relationship between verbal patterns and trainee 
satisfaction, finding that: 1.) Negative social behaviour
(e.g., defensiveness or criticism) shown by either 
supervisor or trainee increases experienced discomfort in 
the interview and lowers the supervisor's evaluation of the 
trainee. 2.) If the supervisor asks the trainee questions 
or requests elaboration in response to the trainee's 
expression of ideas, both evaluate themselves more 
positively. 3.) Supportive communication is of no clear 
benefit if the trainee is displaying positive 
social/emotional behaviour.

Holloway & Wampold (1983) acknowledge methodological 
limitations and consider their work to be exploratory, 
however their findings are suggestive regarding some common 
supervisory behaviours: that supportive communication may
not be useful when things are going well, that asking for 
information is of positive value, and that
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defensive/critical styles are detrimental.
Support for the didactic method is found in a 

handbook, 'Counsellor Supervision', by Boyd (1978) in which 
Payne, Winter & Bell (1972) report a trial comparing the 
didactic, the experiential (blank screen) and a placebo, in 
which only the didactic produced increased skill by 
counsellors in making empathie statements to clients. Birk 
(1972) also found the didactic supervisor superior to the 
experiential for learning empathie behaviour.

Contrary evidence, however, is found in the 
experiential therapy tradition based on the humanistic 
theories of Rogers (1957) and Peris (1951). Tr(d)gx & 
Carkhuff (1967) maintain that if trainees did not 
experience high levels of warmth, regard, understanding and 
genuineness from supervisors, they would not function at a 
high therapeutic level themselves. Several evaluative 
trials were conducted comparing didactic methods with the 
experiential (Matarazzo, 1978; Perry, 1975; Toukmanian & 
Rennie, 1983; and others) with the finding that basic 
interventive skills can be learned didactically in a very 
brief time, but the ability to create and maintain an 
empathie relationship requires the longer, experiential 
form of learning. These studies are of doubtful value in 
that it is uncertain if empathy can be considered a unitary 
variable.

In an attempt to find factors that describe 
supervisor's style, Friedlander & Ward (1984) tested a
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group of 20 counsellors with reputations as "good" 
supervisors on 49 style descriptors and found four style 
factors: Attractive Expert (warm, supportive,
prescriptive, informative), Interpersonally Sensitive 
(empathie, perceptive, nurturant), Laissez-Faire (tolerant, 
relaxed, flexible) and Task-Orientated (focused, didactic, 
evaluative, goal-orientated). The factors, however, were 
not orthogonal and did not discriminate on video trials 
between psychodynamic, client-centred and Gestalt 
counsellors on the first three factors. The factors appear 
to be confounded with social desirability.

In another factor study. Rice, Fey & Kepecs (1972) 
studied therapists style by factor analysis of 23 
discriptor statements of interview style. Six factors 
emerged labelled: 1.) Blank screen (passive, unchanging,
unprovocative, anonymous, and cautious), 2.) Paternal 
(businesslike, patient, interpretive, interested in 
patient's history, and impartial), 3.) Transactional 
("here-and-now", casual, relationship orientated, 
interpretive, spontaneous), 4.) Authoritarian (theory- 
orientated, persistent, definite, goal-orientated, guiding, 
businesslike), 5.) Maternal (talkative, explanatory, 
supportive, guiding, interpretive), and 6.) Idiosyncratic 
(critical, unspontaneous, encouraging conformity, 
nonprovocative, talkative). It is proposed that the factor 
analysis method is a fruitful approach to identifying and 
examining the styles practised by supervisors, and in
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particular, the Rice, Fey and Kepecs (1972) instrument is 
deemed appropriate in that it encompasses most of the 
supervisory style dimensions found by researchers to be 
important, as reported above.

EVALUATION
In regard to the evaluation of training programs, it 

has been pointed out by many researchers that little 
systematic evaluation takes place (e.g., Hess & Hess, 1983; 
Lambert, 1980; Garfield & Bergin, 1986). As stated by 
Newman, Kepta, McGovern, Howard & McNeilly (1988), a 
constant set of stimuli that evaluates training effects 
according to performance within and across trainee groups 
on a standardized instrument does not exist in 
psychotherapy training. Instead, "the clinical experience 
of the supervisor is the constant stimulus anchor"(p. 662). 
In their review of competency in the training and 
evaluation of psychotherapists, Shaw & Dobson (1988) 
recommend, in the absence of standardized procedures, that 
"supervisors must acknowledge their value as quantitative 
and qualitative instruments for documenting trainees' 
progress" (p. 671).

In the introduction to this chapter, it was observed 
that there is evidence for a link between evaluation of the 
trainee by the supervisor and patient outcome (Chevron & 
Rounsaville, 1983). Further to this, a study of supervisor 
evaluation by Zarski, Bubenzer & Walter (1980) showed a
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positive correlation between the supervisor's overall 
rating of the trainee and the client's satisfaction with 
counselling. A similar report by the Columbia group of 
psychoanalysts headed by Kubie (1955) revealed that the 
outcome of the trainee's first supervised case was 
correlated with evaluation by the supervisor, but only when 
the supervisor was experienced.

Evaluation takes place within a relationship which may 
be influenced by numerous factors, among which are trainee 
expectations. The importance of a positive evaluation by 
the supervisor places the supervisory relationship in a key 
position, so that distortions produced by an expectancy 
effect would be detrimental to the patient and to the 
supervisee. The influence of trainees' expectations of 
supervision in relation to evaluation has not yet been 
investigated.

THEORETICAL ORIENTATION
Differences commonly occur between the theory of a 

therapist and his clinical practices as has been pointed 
out by Goodyear, Bradley & Bartlett (1983). The difficulty 
of directly testing the efficacy of theories according to 
patient outcome has been discussed in Chapter One. Some 
approaches to the measurement of theoretical orientation, 
its impact and persistence, have been made.

Congruence of theoretical orientation between 
therapist and supervisor was related to patient improvement
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according to Steinhelber, Patterson, Cliffe & LeGoullon 
(1984). Newman (1984) demonstrated convergence between the 
theoretical orientation of supervisor and supervisee over 
a nine month period.

The powerful influence of the theoretical orientation 
(TO) of the supervisor on that of the trainee was 
demonstrated by Guest & Beutler (1988) who found that three 
to five years after the completion of training, the trainee 
maintained the theoretical orientation of his most favoured 
supervisor and that the therapist ’ s TO was not related to 
other possible predictors: therapist values, personality or 
locus of control. Contrary to this finding, Lionells 
(1966) found evidence that a therapist's present TO was 
related to personality and cognitive systems. In regard to 
change of theoretical orientation, Weismann, Goldschmid & 
Stein (1971) report that only 19 of 116 psychologists 
remained in the orientation in which they had been trained, 
however, they did not indicate length of time in the 
original orientation. The relative strength of the 
influence of the various TOs in terms of persistence over 
time is unknown.

Studies have shown that TO can be discriminated by 
independent judges who listen to tape recordings of 
sessions and rate intervention type (Mintz, Luborsky & 
Auerbach, 1971; Fiedler, 1950; Hoyt, Marmar, Horowitz & 
Alvarez, 1981). An instrument to measure TO by therapist 
intervention type was designed by Sundland & Barker (1962,
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1977) and used for many studies, however since its 
construction many new schools of therapy and therapeutic 
techniques have arisen. An instrument to measure adherence 
of specific therapeutic interventions to TO has been 
developed by Orlinsky, Lundy, Howard, Davidson & O'Mahoney 
(1987). It is highly probable that theoretical orientation 
is related to supervisory style in important ways, with 
style differences distinguishing the different schools, but 
this relationship has not yet been investigated.

Research into theoretical orientation using nominal 
data was first reported by Wildman & Wildman (1967). In a 
random sampling of clinical psychologists in the US, 
respondents (79 of 400 sent) ranked three choices (5:3:1) 
in a list of 36 therapeutic systems. The ratings (with 
weighted scores) were 'very eclectic' (161), Freudian 
psychoanalysis (94), client-centred therapy (32), Sullivan 
(63), learning theory (32), experiential (22), directive 
therapy (20), rational psychotherapy (13), existential 
(12), Fromm (11) and psychobiologic (11).

Goldschmid, Stein, Weissman & Sorrells (1969) surveyed 
clinical psychologists and based on 244 responses found the 
most frequent to be eclectic (24%), neo-Freudian (17%), 
behaviouristic (12%), and Freudian psychoanalytic (12%), 
with 60% using their present TO for seven or more years. 
In another study by Garfield & Kurtz (1974), 855 clinical 
psychologists rated themselves most frequently 'Eclectic' 
(55%), indicating the difficulty with self-rating labels:
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a minority identify with specific schools and a majority 
choose the label 'Eclectic', if it is offered, to label 
themselves, disavowing a systematic theoretical stance. To 
discover the particular mix of doctrine that comprises any 
eclectic or multi-theoretic approach would require data 
collection of independent ratings for each nominal 
variable, thereby creating a theoretical cluster.

Research in the direction of clarifying the
identification of theoretical groupings may help to
discover links between theoretical orientation and style 
factors of supervisors.

SUMMARY
In this chapter, it was noted that very little 

research has been conducted into the supervision and
training of psychotherapists which has involved 
experimental designs or empirical investigations into 
qualitative variables. Stenhelber, Patterson, Cliffe & 
LeGouller (1984) lament the lack of controlled studies that 
directly assess the effects of supervision on psychotherapy 
outcome. Amongst the various forms that supervision takes, 
the common, crucial factor is the supervisor himself, his 
style, values and beliefs. Whatever the purposes and
functions accorded to supervision by the different 
theoretical positions, the supervisor and the supervisory 
relationship are central to the experience of training, 
underpinned by the key psychological mechanisms of
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identification and interpersonal psychodynamics.
Historically, debates have taken place regarding the 

proper content of the supervisory task. These have 
concerned whether supervision should be didactic or 
therapeutic, whether parallel process phenomenon should be 
addressed or if intervention should be confined to patient 
material, if there should be adherence to developmental 
models with a task hierarchy, or if skills training via 
manuals yields effective trainees.

Trainee satisfaction studies have identified highly- 
rated supervisory style characteristics, which have 
included supportiveness, instruction, positive feedback, 
mutuality, warmth, flexibility, trustworthiness, self
revelation, and intervention types that were insight, 
feeling, and interpretation orientated (Kennard, Stewart & 
Gluck, 1982; Nelson, 1978; Cherniss & Egnatios, 1977; 
Worthington, 1984; Edelstein, 1985; Goin & Kline, 1974; 
Holloway & Wolleat, 1981; Holloway, 1982; Holloway & 
Wompold, 1983). Supervisor types have been discussed by 
Pedder (1986), Hess (1980) and Dewald (1987) who published 
transcripts of tape recordings of psychoanalytic 
supervision sessions, demonstrating changes over time of 
teaching methods and supervisee learning. In the 1970s, a 
few trials were performed to compare the didactic with the 
experiential styles on the learning of empathy with mixed 
results (Payne, Winter fit Bell, 1972; Birk, 1972; Matarazzo, 
1978; and Perry, 1975).
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In order to further identify types of supervisory 
input, factorial methods have been used to describe 
supervisory styles by Friedlander & Ward (1984) and Rice, 
Fey & Kepecs (1972). Style factors were extracted using 
basic style descriptors.

In the absence of evaluative documentation on the 
progress of trainees, the supervisor's assessment must be 
taken as the primary evaluative tool, as stressed by Shaw 
& Dobson (1988). Because of the link between the 
supervisor's evaluation of the trainee and patient outcome 
found by Chevron & Rounsaville (1983), Zarski, Bubenzer & 
Walter (1980) and Kubie (1955), the supervisor's evaluation 
becomes even more important. Distortions of the
supervisory relationship within which evaluation takes 
place, due to situations such as conflict or unmet 
expectations, has not been researched.

Some approaches have been made toward investigating 
the impact and persistence of the supervisor's theoretical 
orientation and its connection with intervention type, 
however the relationship of theoretical orientation to 
supervisory style has not yet been examined.
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CHAPTER THREE

INTRODUCTION TO THE EMPIRICAL STUDIES:
RESEARCH DIRECTIONS

In Chapter One it was seen that the main thrust of 
psychotherapy research has moved away from comparative trials 
between the psychotherapies, which have not been successful in 
differentiating the various theoretical approaches at outcome. 
All of the therapies have been demonstrated to be effective. 
(Luborsky, Singer & Luborsky, 1975; Smith & Glass, 1977). 
Research interest subsequently turned to process issues, the 
sessional elements associated with effective therapy. 
Orlinsky & Howard (1986) have reviewed the process studies in 
which therapist skilfullness and other therapist factors such 
as engagement and empathie resonance emerge as most highly 
effective for good outcome. This finding points away from 
research into technical processes and toward therapist 
factors, bolstered by the finding that some therapists are 
consistently successful and others less so. Researchers of 
'therapist-by-therapist' outcomes such as Crits-Christoph, 
Luborsky, McClellan, Woody, Piper, Liberman & Auerbach (1985), 
Lambert, Shapiro & Bergin (1986) and Orlinsky & Howard (1980) 
found large differences in therapist efficacy. This shift 
from group effects to therapist effects suggests a more 
complex model for psychotherapy research. It poses questions 
concerning the acquisition of skills by therapists and
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ultimately points in the direction of training issues.
That the ability to enter into a meaningful interpersonal 

human relationship has importance equal to technical skill has 
been a consistent minor concern in the psychotherapy 
literature, but has become re-emphasized along with the 
interest in therapist factors. Lambert, Shapiro & Bergin 
(1986) comment: "Research suggests not only that clients would 
be wise to pick therapists on the basis of their ability to 
relate but that training programs should emphasize the 
development of the person in parity with the acquisition of 
therapist techniques". The monitoring of the ability to 
relate, the personal qualities of the therapist, as well as 
their technical skills, is the task of supervision.

The present situation in psychotherapy research is stated 
by Lambert, Shapiro & Bergin (1986): "As standards of
therapist selection and training continue to improve, and as 
well-trained therapists are included more frequently in 
research studies, we can expect average effect sizes to 
improve". Thus, the responsibility for the future development 
of the psychotherapeutic endeavour lies in selection and 
training, and, by implication, theoretical underpinnings.

Although there will continue to be process studies and 
comparative trials in psychotherapy research, training issues 
provide a new direction for research. Although we may believe 
that therapists are made, not born, little is known about the 
training process itself, much less its effective properties. 
There are questions that arise such as: Is there a
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demonstrable effect of supervision on therapeutic outcome? 
What happens in supervision?; how does it influence the 
learning of the therapist? Are supervisory styles, 
theoretical orientation or expectations important for good 
outcome? Borders (1989) notes that the weak area in 
supervision research is "the actual conduct of effective 
supervision".

As seen in Chapter Two, research into supervision is 
increasing, but few studies have incorporated experimental 
designs. Robiner & Schofield (1990) acknowledge the large 
number of books and articles on the subject of supervision, 
but remark on the empirical research as "remarkably narrowly 
limited in scope, which reflects the fact that there is as yet 
little scientific basis for supervisory practices" (p.298). 
Lambert & Arnold (1987) summarize the present 'state of play' 
in supervision research:
1.) The close links between psychotherapy and psychotherapy 
supervision means that they will progress hand in hand.
2.) A number of factors have been identified as helping to 
bring about change in psychotherapy, therapist skill and 
relationship factors seen as amongst the most important. 
These factors have been demonstrated to be modifiable by 
supervision.
3. ) Learning takes place in supervision through instruction, 
modelling, practice and feedback.
4. ) Supervision research has been beset by problems of 
methodology, e.g., small samples and lack of realistic
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criteria.
5.) Future research will mean intruding into the supervisory 
relationship.

Although a summary of supervision research issues was 
provided in the previous chapter, a brief summary in terms of 
methodology will be presented in this section, categorizing 
areas of research according to research strategies outlined by 
Horowitz (1982) for the field of psychotherapy research which 
brings it into line with general scientific methodology: 
comparative trials, correlational studies and descriptive 
studies.

Comparative trials
Stenhelber, Patterson, Cliffe & LeGouller (1984) lament the 
lack of controlled studies that directly assess the effects of 
supervision on psychotherapy outcome. In their trial, the 
amount of supervision was not related to therapeutic outcome. 
Only one other trial using a supervision and a no supervision 
condition has been found in the literature, that by Biasco & 
Redfering (1976) for group therapy, in which the supervision 
condition resulted in greater improvement.
Trials that have measured the effects of different types of 
supervisory input on the learning of particular skills by 
trainees have been more frequent. Empathy skills have been 
given the most attention: Payne, Winter & Bell (1972)
reported a trial comparing didactic and experiential (blank 
screen) supervisory methods and a placebo, finding that only
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the didactic increased therapist empathie statements. Birk 
(1972) replicated this finding. Other researchers, however, 
have found empathie skills improved over time to a greater 
degree using experiential methods (Matarazzo, 1978; Perry, 
1975; Toukmanian & Rennie, 1983).
Schiffman (1987) compared two types of training, 
apprenticeship and manualized, finding greater sample-wise 
changes in manual-guided supervision.
From the above, it can be seen that comparative trials have 
barely begun and their results are ambiguous. So few trials 
have been performed that their evaluation must wait until they 
can be put into the context of further research. The approach 
of testing the learning of skills by various supervisory 
methods is a possible way forward, however Schiffman's (1987) 
study suggests that if the apprenticeship method, the 
traditional and most widely used modality, is to be compared 
with other methods, more about its practice must be known.

Correlational Studies 
Data Source: Supervisee
Supervisee satisfaction research provides the largest number 
of studies in this category. Leddick & Dye (1987) summarize 
the research under three headings:
1.) Expectations about structure. Highly-rated supervisors 
set, and later re-negotiated, goals (Worthington, 1984). 
Supervisees wanted evaluation and feedback focusing on the 
therapeutic relationship, training in intervention skills.
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help with dealing with their own emotions and therapy style 
(Reisling & Daniels, 1983; Worthington, 1984).
2.) Communication. Lemons & Lanning (1979) found that 
communication skills and the quality of the relationship was 
related to trainee satisfaction. Leddick & Dye (1987) found 
support and praise of more help than direct questioning of the 
supervisee. The quality of feedback was found to be crucial 
for good supervision and in the worst was an absence of 
effective teaching strategies and role modelling (Worthington, 
1984).
3. ) The supervisory relationship. Highly-rated supervisors 
were actively empathie, genuine, warm, flexible and non- 
restrictive. Help with anxiety by providing structure, 
encouragement and support was supplied by good supervisors.

Further correlational studies of trainee satisfaction: Perez,
Krul and Kapoor (1984) found good rapport, help with problems 
and shortcomings, and teaching ability to be important. 
Allen, Szollos & Williams (1986) found the best experiences 
were with supervisors perceived as expert and trustworthy, of 
long duration and emphasizing personal growth over skills 
teaching. Good supervisors supported, communicated
expectations and gave feedback. Worst experiences were with 
authoritarian and sexist supervisors.
Delaney & Moore (1966), Worthington & Roehlke (1979), Kaplan 
(1983) and Worthington (1984) studied expectations of 
supervision and found that trainees expect supervision to be
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highly structured and systematic in terms of goal-setting and 
learning objectives.
Kirchner (1974) found that trainees expected negative 
feedback.
Data Source: Supervisor
A few factorial studies on supervisor variables have been 
performed:
Friedlander & Ward (1984): in a factor analysis design,
'good' supervisors (N=20) were self-rated on 49 style 
descriptors resulting in four factors of style. Attractive 
Expert, Interpersonally Sensitive, Laissez-faire and Task 
Orientated.
Worthington & Roehlke (1979); 42 supervisory behaviours
revealed factors of evaluation and support.
Efstation, Patton & Kardash (1990): 30-item inventory of
supervisory relationship revealing three factors: client
focus, rapport and identification.
Data Source: Supervision Session
Content analysis of speech patterns by audio recording methods 
by Holloway & Wolleat (1981), Holloway & Wompold (1983), Ellis 
& Dell (1986) and Ellis, Dell & Good (1988): revealed
instructional and therapeutic strategies.
Data Source: Comparison of Supervisor and Supervisee Data
There have been some investigations into whether the 
therapeutic techniques taught in supervision actually result 
in commensurate interventions in therapy sessions:
Hoyt, Marmar, Horowitz & Alvarez (1981), and Orlinsky, Lundy,
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Howard, Davidson & O ’Mahoney (1987) found evidence that 
trainees made interventions reflecting the theoretical 
orientation of their supervisors
Chevron & Rounsaville (1983): in the NIMH multisite study,
'interpersonal psychotherapy' taught by manuals was found to 
be successfully applied by trainees according to ratings of 
videotapes.
Maguire, Goldberg, Hobson, Margison, Moss & Dowd (1984): 
evidence was found by discourse analysis that trainees learned 
'conversational psychotherapy' after regular supervision. 
Expectations of supervision: Boyar (1980) conducted
correlational studies on expectations and found that similar 
expectations by supervisors and supervisees in terms of roles 
and interpersonal behaviours resulted in more positive 
supervisory experiences as rated by the trainee. 
Correlational studies, more numerous than either comparative 
or descriptive studies, can be evaluated in terms of their 
contribution to the awareness of areas of emphasis in 
supervision: expectations, goals, support, evaluation,
feedback, help with emotions, didactic teaching, 
modelling, trust, rapport, etc. However, the relative 
importance of these factors has not been systematically 
investigated.

Descriptive Studies 
Single Case Studies.
A study on the effect of supervision in psychodynamic brief
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focal therapy by Eichler (1986) showed that supervision helped 
the therapist understand the session differently, which then 
influenced what happened in the next session, an effect often 
reported anecdotally.
Dewald (1987) published transcripts of tape recordings of 
psychoanalytic supervision sessions showing changes over time 
of teaching methods and supervisee learning.

Surveys
Hess & Hess (1983) conducted a survey of APA-approved pre
doctor al internships on the frequency and the form of 
supervision provided in the training.
This very small body of empirical descriptive studies reveals 
again the rudimentary state of supervision research. This is 
consistent with Horowitz’s (1982) observation that descriptive 
stages in psychotherapy research have tended to be neglected.

It is clear from the foregoing summary of supervision 
research that, at the present time, insufficient evidence for 
a supervision effect on patient outcome, tested under 
controlled conditions, has been produced. There has been some 
evidence found that trainee learning takes place after regular 
supervision, that an impact on the interventions of the 
trainee can be measured, but no evidence of the type of 
teaching that most effectively enables the trainee to acquire 
therapeutic skills or personal understanding. Thus, although
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correlational studies have linked supervisor variables to 
trainee-rated "good" supervision, there has not been adequate 
investigation into the supervisory variables related to good 
outcome that have been established by independent criteria. 
What does the supervisor do that enables the therapist to 
develop and the patient/client to improve? In the first 
place, not enough is known descriptively about what actually 
happens in supervision sessions; only one very limited survey 
is known to have been conducted. Before the efficacy of the 
traditional apprenticeship method can be investigated and 
compared to manualized or other types of supervision, more 
information is needed about its constitution. Thus, the 
research directions that are indicated are in three areas: 
comparative trials that investigate whether a supervision 
effect on therapist and patient performance can be obtained, 
correlational studies that compare supervisor and supervisee 
data on important dimensions such as expectations, and a 
survey of supervision that provides descriptive data about its 
processes. The research described in this thesis has been an 
attempt to carry forward the empirical study of psychotherapy 
supervision in all three of these directions.

In the first two studies which were carried out on 
psychotherapy in the NHS, the results suggested that there was 
a supervision effect on both therapist and patient outcomes. 
However, it was not possible to determine the locus of the 
effect, if it was due to the style, theoretical orientation or 
specific practices of the supervisor, or how it was related to
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the expectations or needs of the trainees. These ambiguities 
meant that it appeared unproductive to continue a line of 
research on the impact of supervision on clinical outcome 
until more of the parameters actually involved in the 
supervision process itself had been further explored. In 
order to carry out this aim, a major questionnaire survey was 
conducted. Initially, a supervision questionnaire on 
practices was developed, and sent, along with five additional 
questionnaires, to supervisors on psychotherapy training 
programs, providing descriptive data on numerous dimensions. 
The survey included two questionnaires for a randomly chosen 
trainee which provided further data for a comparison between 
what trainees expect from their supervision and what the 
supervisors themselves provide. An analysis was carried out 
in relation to an evaluation of the performance of the trainee 
as seen by the supervisor which led to the expectancy- and 
performance-led derivation of seven key variables of 
supervision practice.
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CHAPTER FOUR 
A STUDY OF THE EFFECT OF SUPERVISION ON 

BRIEF PSYCHOTHERAPY IN THE NHS

INTRODUCTION
Although a body of literature has accumulated over the 

past twenty years consisting of numerous articles on the 
training and supervision of psychotherapists which rests on 
the assumption that case supervision is an effective means 
to improve the psychotherapeutic experience, there have 
been very few experimental tests of this assumption. In 
one trial by Biasco & Redfering (1976) comparing the 
outcome of supervised and unsupervised group therapy, there 
was significant improvement in members of the supervised 
groups over the unsupervised ones.

It is also assumed that the effect of supervision goes 
beyond 'morale boosting' to provide technical and 
conceptual input resulting in skill development. In a 
demonstration that a particular psychotherapeutic approach 
can be taught through regular supervision, a type of 
treatment, "conversational therapy", was subjected to 
speech analysis by Maguire, Goldberg, Hobson, Margison, 
Moss & Dowd (1984). A count of the incidence of key 
categories of intervention in the supervisor’s 
psychotherapy sessions was compared with the incidence in 
the trainee's sessions. There was a significant
concurrence between them after, but not before, a period of
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supervision,
In another methodological approach to the problem of 

examining learning from supervision, instruments have been 
developed in order to study therapist adherence to the 
theoretical orientation of their supervisors. Sundland & 
Garfield (1974) administered a theoretical orientation 
questionnaire to therapy supervisors and their students 
over a year of training. On the factor that represented 
Psychoanalytic approach, the students more often moved away 
from their supervisor’s orientation. On the Social 
goals/Cognitive processes factor, the reverse trend took 
place, but on neither measure was a level of statistical 
significance reached, suggesting that there was not a 
strong effect of the supervisor on the trainee. When high- 
status supervisors (heads of department) and their trainees 
were tested, there was a significant movement toward the 
supervisor's orientation in the Social/Cognitive dimension 
but not on the Psychoanalytic dimension. Vickers (1974), 
in a study using the Sundland theoretical orientation 
questionnaire to measure the impact of supervisor's 
theoretical orientation on the trainee, hypothesized that 
if supervisors used a high level of facilitative 
conditions, measured by the Barrett-Lennard Relationship 
Inventory (1962), their influence on the theoretical 
orientation of the trainees would be greater. H i g h -
facilitative supervisors in this study tended to be 
experiential, but their supervisees became more analytic.
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Sundland (1976) concludes that these studies show that the 
supervisor's impact on the novice therapist's theoretical 
framework is minimal.

Paul & Mclnnis (1974), in study of supervision effect, 
devised a trial of training programmes in two orientations. 
Milieu and Social-Learning treatments for chronic mental 
patients. They used two types of training sequences: 
classroom teaching followed by on-the-job training vs. 
abbreviated classroom instruction combined with observation 
of experienced workers. A theoretical orientation 
questionnaire consisting of attitudinal items and specific 
therapeutic techniques was administered to the students 
before and after training and to the instructors of the 
programmes. For the attitude section there were no 
differences between the training types; for the technique 
section, differences existed at first, but not at the end 
of the training. Correlations with the supervisor's 
orientation showed that the first group was initially 
closer to the instructors and moved away, while the second 
group using clinical observational methods moved closer to 
the instructors after training, indicating that 
observational contact with the supervisor was more 
effective in modifying attitudes and techniques.

In spite of the paucity of research that demonstrates 
learning effects, supervision is viewed as the primary 
teaching tool in all of the helping professions. Pruitt, 
McColgan, Pugh & Keiser (1986) conducted research with
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psychiatrists who had trained at the Menninger Foundation 
between 1945 and 1954 about the training experiences that 
had most influenced them in their later careers. 
Psychotherapy supervision had affected them more than 
lectures, case conferences and personal reading. Pruitt et 
al pointed out that similar results have been found for 
clinical psychologists. In counselling psychology,
supervision is required even after the counsellor has 
qualified and become an experienced clinician, according to 
some codes (B.A.C. Code of Ethics, Carroll, 1988). It is 
generally accepted that supervision is important for the 
professional development of the supervisee and for the 
welfare of the client (Lambert, 1980).

The question of whether supervision impact on 
therapeutic outcome can actually be measured is beset with 
difficulties, for how can it be verified that it was 
supervision that made the difference? Stenhelber, 
Patterson, Cliffe & LeGouller (1984) complain about the 
lack of controlled studies in this area, finding none that 
directly assess the effects of supervision on psychotherapy 
outcome. In their own study they report that "amount of 
supervision was not related to therapy outcome, but 
patients showed significantly greater improvement when 
their trainee therapists reported theoretical orientations 
congruent with their supervisors".

In view of the universal use of supervision as a 
teaching tool, the concurrence of belief that it has an

83



effect on psychotherapy outcome, and at the same time the 
lack of research evidence that demonstrates this, continued 
effort needs to be made to understand what impact it 
actually has on the therapist-patient relationship and on 
the various important patient factors consequent to 
treatment such as symptomatology and social adjustment. 
The demonstration of a supervision effect on therapist and 
patient variables will lead the way to the identification 
of the independent variables of effective supervision.

The present study will address these questions. It 
will attempt to assess the differential effect of 
supervision impact on therapist and patient variables for 
the purposes of indicating fruitful lines of investigation 
preliminary to the controlled study that will follow. It 
is an examination of the effect of psychodynamic 
supervision on brief psychotherapy conducted in an NHS 
setting.

In the design of this study, a group of supervised and 
unsupervised therapists conducted brief psychotherapy which 
was tested at outcome by five instruments measuring 
symptoms, severity of main problem, depression, hostility 
and social adjustment. The post-session impact of 
supervision was assessed by questionnaires for both 
therapist and patient that monitored variables having to do 
with the therapeutic relationship: positive feeling,
understanding, verbal level, emotional level, the use of 
transference and discussion of termination.
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The supervision group was conducted along 
psychodynamic lines which encouraged open discussion and 
exploration of the patient's problems, symptoms and 
personal relationships and offered help to the supervisee 
in understanding the patient's dilemma. Areas of anxiety 
and depression were identified and interventions formulated 
which aimed toward their reduction. There was a focus on 
transference, resistance and termination issues in a brief 
psychoanalytic psychotherapy model informed by the theories 
of Mann (1973), Malan (1963), Sifneos (1979) and Davanloo 
(1980). The supervision input, it would be expected, would 
reduce problems and symptoms to a greater degree at outcome 
and the post-session measures would show higher levels of 
the relationship variables, the work around feelings 
transferred to the therapist and discussion of termination, 
which were emphasized in the supervision group.

It is important to conduct research in this area 
because of the present mood of reassessment in which the 
future of psychotherapy in the Health Services has been 
threatened and a call has been made to know more about its 
practice. In a series of articles in 1979 and 1984,
Professor Michael Shepherd, taking up the Eysenck mantle, 
questioned the value of psychotherapy and declared that 
more research into outcome is needed if it is to be
continued to be used in the Health Services as a
psychiatric treatment. In the debate that followed,
Wilkinson (1984) pointed out that little was know about the
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extent and effectiveness of psychotherapy in the NHS, which 
implicitly includes supervision practices as its corollary. 
This study of psychotherapy in a community-based 
psychiatric centre will contribute towards this knowledge.

METHOD
Design

Seven multiprofessional team members with two levels 
of supervision conducted weekly psychotherapy for eight 
sessions with fourteen psychiatric patients selected as 
suitable for psychotherapy. A battery of five instruments 
were used to test outcome, administered before and after 
treatment. A post-session questionnaire concerning the 
therapeutic relationship was filled in by both patient and 
therapist so that supervisory impact over the course of 
therapy could be examined.
Sample

The study took place at the Mental Health Advice 
Centre (MHAC), a community-based "walk-in" centre located 
in a semi-detached house in the suburban neighbourhood of 
Lewisham in South East London. The MHAC serves a 
sectorized catchment area of 82,000 people for the age 
range of 18 to 64 years, consisting of a mixed socio
economic group. The staff worked part-time at the centre, 
the remainder of their week being spent at professional 
posts in various hospitals in the Lewisham and North
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Southwark Health District. Most of the clients were 
initially referred by the 71 General Practitioners in the 
area, however 15% were self-referred (Bouras, 1982), The 
Centre is manned between the hours of 9 am and 1 pm by a 
"duty professional", a psychiatric professional who sees 
the patient immediately after arrival for an initial 
interview of at least an hour in length, which includes 
history-taking and a thorough investigation of the 
presenting problem. The duty professional writes a full 
report on his interview with the patient which is presented 
in the weekly case conference, led by the consultant 
psychiatrist and attended by the whole multiprofessional 
team. In the case discussion, an assessment of the patient 
and his problem is formulated, a treatment plan is 
proposed, and a diagnosis is given by the consultant 
psychiatrist. A key worker is assigned to the patient to 
carry out the treatment. The patient is informed by 
telephone of the outcome of the case discussion and the 
referral to a team member for treatment, who in turn 
telephones the patient to make an appointment. Therapy 
sessions take place, for the most part, in the patient's 
home setting.

The number of patients using the MHAC 'walk in' 
service varied according to month of the year, averaging 
6.4 per week and numbering 326 for the year of the study. 
Nearly two-thirds of the patients had been treated 
previously by either a psychiatrist or their G.P.s for
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psychiatrie problems, many of these were repeat attenders 
at the MHAC and were taking psychiatric medication, 9.1% 
for psychotic disorders. There was a Crisis Team at the 
MHAC which dealt with the more severe cases. Thus the 
majority of 'walk in' patients were unsuitable for the 
study because of chronic severe personality disorder or 
psychiatric conditions.

The 18 subjects initially taken into the study were 
deemed suitable for psychotherapy by team consensus and 
fell within well-known selection criteria as highly 
suitable for psychotherapy [see Sifneos (1987) and Candy, 
Balfour, Cawley, Hildebrand, Malan, Marks & Wilson (1972) 
for discussions of selection for psychotherapy].
The selection criteria were:
1.) Clearly not psychotic.
2.) Without severe chronic neurosis, personality disorder 

or physical ailment.
3. ) Not addicted to drugs or alcohol nor taking

psychotropic medication.
4.) Where a fairly clear focus for psychotherapy could be 

identified.
5.) Judged as having motivation for solution of their 

problems and able to enter into an active, responsible 
relationship with the therapist.

6.) Of the following types of problem: unresolved 
mourning, relationship problems, mild depression, 
anxiety states, mild phobias, obsessive thoughts.
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situational disorders or adjustment difficulties. 
Table 4.1 shows the demographic characteristics of the
patients taken into the study. The medical diagnostic 
category of the patients according to the criteria of the 
9 th edition of the I CD (WHO, 1980) can be found in Table 
4.2.

Of the 18 subjects who were selected for this study, 
14 received treatment (two did not appear for the initial 
research interview and two were unavailable for the post
therapy research interview). Nine subj ects completed the 
eight session contract. Of the five who chose not to
complete the full course, one terminated after six 
sessions, two after four sessions and two after two 
sessions.

The seven therapists who participated in the study 
were from varying professional backgrounds; three social 
workers, one doctor, twO community psychiatric nurses and 
one occupational therapist. None had been formally trained 
in psychotherapy or counselling, four were moderately 
experienced in working with psychiatric patients and three 
were less experienced. Prior to the psychodynamic
supervision, the theoretical climate tended to be Rogerian, 
which stressed warmth, empathy and positive regard,
although some behavioural and analytical principles were in 
use.
OUTCOME MEASURES
The following instruments were used to assess outcome:
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Table 4.1 DEMOGRAPHIC CHARACTERISTICS OF PATIENTS TREATED 
IN THE STUDY (N=14)

Males Females Total

Sex 2 12 14
Mean Age (sd) 24 (1.6) 31.6 (7.4) 29.7 (7.6)
Age Range 22-26 22-53 22-53
Marital Status:
Single 1 (50%) 3 (25%) 4 (28.6%)
Married 1 (50%) 5 (41.7%) 6 (42.8%)
Widowed 0 1 (8.3%) 1 (7.1%)
Divorced 0 3 (25%) 3 (21.4%)
Children at home 0 6 (50%) 6 (42.8%)
Single parent 0 1(8.3%) 1(7.1%)
Employed 1 (50%) 3 (25%) 4 (28.6%)
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Table 4.2 DIAGNOSIS OF PATIENTS TREATED IN THE STUDY: 
IDC NUMBER (WHO, 1980)

Diagnosis Number of 
Patients

Percent

Neurotic Disorder:
Phobic (300.2) 2 21.4%
Depressive (300.4) I

Personality Disorder: 
Hysterical (301.I) I 7.1%

Acute Reaction to Stress: 
Unspecified (308.9) I 7.1%

Adjustment Reaction: 
Depressive (309.0) 2 64.3%

(Brief) 
Depressive (309.2) I

(Prolonged) 
Anxiety (309.2) 6

TOTAL 14 100%
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1.) The General Health Questionnaire (GHQ28): Designed 
for and widely used in consulting settings where its 
aim is to detect level of symptomatology and 
psychiatric caseness (Goldberg, 1972). Goldberg & 
Hiller (1979) found the present form to be reliable 
for three very different populations over a period of 
eight years. Validation studies were carried out by 
Goldberg & Blackwell (1970) and Wing, Nixon, Mann & 
Leff (1977) on general practice attenders and Hobbs, 
Ballinger & Smith (1983), who used three standardized 
measures of psychiatric morbidity (the Clinical

Interview Schedule, an overall severity rating and 
clinical diagnosis (ICD, 1968). Hobbs et al (1983) 
improved its sensitivity by factor analytic studies. For 
detection of probable caseness, Goldberg & Hillier 

(1979, p.142) suggest the (O-O-l-l) scoring method 
using a cut-off score of five or more symptoms to 

indicate caseness.
2.) The Beck Depression Inventory: Developed by Beck, 

Ward, Mendelson, Mock & Erbaugh (1960) to measure 
psychoanalytic formulations of depression according to 
verifiable criteria of classification based on 
behavioural and other objectively measurable 
manifestations of depression. Consisting of 21 
categories of thoughts, feelings, and symptoms of the 
level of depression, the Inventory was standardised 
and tested for reliability and validity. It has been
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found to be highly reliable according to tests by 
means of psychiatrist's ratings, by two procedures of 
evaluating internal consistency and by test-retest 
methods. External criterion of validity was provided 
by psychiatric interview involving judgments of the 
intensity of depression. (See Appendix 4.3).

3. ) The Hostility and Direction of Hostility Questionnaire 
(HDHQ): a subset of the MMPI, based on evidence from
psychoanalysis and ethology that basic drives undergo 
displacement activity, symptom substitution, 
sublimation and switching mechanisms that suggest how 
the same drive expresses itself in different ways. It 
has been used with the rationale that neurotic 
patients seek treatment because of failure in 
relationships or problem-solving techniques that 
create heightened feelings of frustration and 
aggression that are expressed intropunitively and 
which would be modified by psychotherapy treatment, 
reduced and shifted in direction towards the 
extropunitive (Caine, Foulds and Hope, 1967). For 
validation, the method of criterion groups was used 
(prisoners and patients with physical symptoms) in a 
modified method to prevent confounding with other, 
correlated variables. Reliability was demonstrated 
sufficiently by means of test-retest correlations, and 
a considerable reduction in the mean of both Hostility 
and Direction scores were found in neurotic and
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depressive patients whose therapy was judged 
successful by independent criteria. (See Appendix 
4.4).

4.) The Social Adjustment Scale (SAS) - Self-Report Form: 
a measure of social performance and interpersonal 
behaviour, feelings and conflicts in social roles 
including work, friends, marital, parental and family 
unit, used with the rationale that improvement in 
social functioning is found to be a regular outcome of 
psychotherapeutic treatment. The SAS was developed by 
Weissman and Paykel (1974) who tested its reliability 
by means of independent ratings of interviews of 
patients and normals with two indices of agreement: 
proportion of rater agreement and Pearson 
correlations, indicating acceptable reliability. 
Additional reliability data was collected from 
clinical narrative reports, family members and 
clinical staff. Edwards (1978) demonstrated its high 
internal consistency (mean alpha coefficient, r=.74), 
its test-retest stability across two time periods 
(r=.80 ), and its ability to discriminate between 
patient and non-patient populations. Norms for both 
are available; the SAS has been used widely in 
community health surveys and evaluations of 
psychiatric in- and out-patients who are given 
psychotherapy. It has been used in the large multi
site NIMH study of depression in the USA (Weissman,
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Klerman & Paykel, 1974). (See Appendix 4.5).
5.) A Problem List composed by the patient, who rated the 

severity of each problem on a 10 point scale. The 
most severe problem, usually the first on the list, 
was used as the measure of problem resolution. This 
scale complied with self-monitoring data collection 
methods discussed by Nelson (1980). (See Appendix 
4.1).

POST-SESSION MEASURES
Post-session questionnaires to monitor relationship 

dimensions and other dependent variables subject to 
modification by the supervision condition over the eight 
sessions were given to both client and therapist. Post
session questionnaires have been used by Stiles (1980), 
Elliot (1984) and Llewelyn & Hume (1979) to evaluate 
psychotherapy session quality and events. It was deemed 
appropriate for the present study that simple measures be 
taken of the therapeutic relationship and psychodynamic 
dimensions that might alter as a result of the particular 
supervision input provided. The existing questionnaires 
appeared too sophisticated for a preliminary study of 
supervision effect. Thus, a questionnaire was devised in 
accordance with the methods for self-monitoring data 
collection for dependent variables described by Nelson 
(1980) which rated simple measures of relationship and 
psychodynamic dimensions. Likert-type scales from 1-5 were
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used to rate understanding, affect, verbal and emotional 
levels in the therapeutic relationship. For example, 
understanding between the pair was rated from ’not at all’ 
to ’completely’; amount of speech was rated from ’very 
quiet’ to ’ talked the whole time’; emotional level rated 
from ’no emotions touched at all’ to ’deep emotions felt’. 
Other response modalities were used to rate focus of 
session, main problem of session, work with the 
transference, verbal resistance and termination issues. 
The post-session questionnaires for client and therapist 
can be seen in Appendix 4.6.
Procedure

After explaining the purpose of the research project 
to the patient, which was described as a study of the 
psychotherapeutic work at the Centre that would enable 
therapists to better help patients, and after obtaining the 
patient’s verbal consent to participate, a consent form was 
sent for the patient to sign which can be seen in Appendix 
4.7. All the patients who were contacted at this stage 
agreed to take part in the project.

The 8-session contract was negotiated by the therapist 
and an appointment made for the research interview, which 
was conducted by two trained volunteers at the MHAC one 
week before the beginning of treatment. After each weekly 
therapy session both the patient and therapist filled in 
the post-session questionnaire. The patient was given a 
stamped, addressed envelope so that the questionnaire could
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be posted directly to the researcher, ensuring 
confidentiality. Upon completion of the therapy, an 
appointment for the post-therapy research interview was 
made and conducted at the MHAC.
The Independent Variable - Supervision

Supervision Condition. Four therapists, who saw seven 
patients, received supervision: two social workers, one
occupational therapist and one doctor. The therapists 
attended a weekly case supervision group that was run at 
the centre to provide supervision for the staff on their 
psychotherapeutic work including the research cases. The 
supervision group, run by the researcher, introduced basic 
psychoanalytic psychotherapeutic principles including 
therapeutic alliance, intervention techniques, object 
relations, transference, countertransference and 
termination.

No Supervision Condition. Three therapists, two 
psychiatric nurses and one social worker, who saw seven 
patients, did not attend the supervision group due to other 
work commitments and received no supervision.

RESULTS
Outcome for the Whole Sample

In the treated group as a whole, there was significant 
therapeutic change on all outcome measures except GHQ 
caseness (See Table 4.3).
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Table 4.3 RESULTS OF BRIEF PSYCHOTHERAPY: MEANS (SDs )
BEFORE AND AFTER TREATMENT AND STATISTICAL 
OUTCOMES ON FIVE MEASURES FOR WHOLE SAMPLE (N=I4)

Measure Before After Statistic df
Mean (SD) Mean (SD) P<

Beck Depression
Inventory 22.57 (9.9) 10.5 (6.3) t=4.22 1,13 .001*

Main Problem 7.86 3.10
Wilcoxon
T=6 1,13 .005

GHQ Caseness N=1I N=1
Binomial
Test=0 1,10 .002

GHQ Overall 47.7 (13.4) 21.5 (8.2) t=7.38 1,10 .001*

HDHQ Hostility 25.9 (5.2) 21.6 (5.4) F=I0.48 1,13 .01 +

HDHQ Direction 5.1 (3.5) 3.0 (3.8) F=229.8 1,13 001+

Social Adjustment 
Scale (SAS)

Global
Work
Social & 
Leisure
Performance

4.14 (.91) 2.93 (.8) t=5.76
3.50 (1.05) 2.57 (.9) t=3.87

4.20 (1.21) 2.57 (.9) t=4.82
2.56 (1.26) 1.66 (.81) t=2.41

Interpersonal
Behaviour 2.66 (.75) 2.13 (.65) t=11.06
Friction
Feelings

2.28 (.71) 1.48 (.41) t=5.0
2.59 (.56) 1.84 (.35) t=5.0

1.13
1.13

1.13 
1,13

1.13
1.13
1.13

001*
002*

001*
.05*

001*
001*
001*

* = two-tailed 
+ = one-way
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Table 4.4 POST-SESSION QUESTIONNAIRE RESULTS ON LINEAR 
(STEP) TREND TEST WITH MEANS (SDs) FOR EIGHT 
SESSIONS (N=14)

1 2 3 4 5 6 7 8

PAT I EN,T VARIABLES:
Understood self: F=2.53, df=7,75 , p<.02*
2.93 3.36 3.74 3.81 3.71 4.01 4.21 4.16
(.89) (.98) (.71) (.61) (.97) ( .46) (.60) (.54)

Felt understood by therapist: F=4.99, df=7,74, p<.01**
3.57 3.69 4.18 4.16 4.38 4.40 4.66 4.70
(.63) (.69) ( .45) (.74) (.62) (.51) (.40) ( .41)

Understood what therapist said: F=1.20, df=7,75 , n.s.
4.01 4.11 4.17 4.34 4.31 4.34 4.61 4.58
(.70) (.50) (.54) (.73) (.59) (.56) ( .49) ( .43)

Liked therapist: F=3.30, df=7,75 , p<.04*
3.64 3.77 4.12 4.24 4.30 4.63 4.58 4.72
(.74) (.69) (.75) (.70) (.63) (.71) (.62) ( .47)

Felt liked by therapist: F=3.75, df=7,75 , p<.01**
3.37 3.53 3.90 3.98 4.00 4.35 4.33 4.48
(.60) (.61) (.76) (.59) (.62) (.85) (.59) (.51)

Felt free to speak (Scale: 1-4): F=4.85, df=7,75, p<.02*
3.07 2.93 3.55 3.49 3.52 3.68 3.89 3.82
(.72) (.66) ( .40) ( .43) (.39) ( .40) (.17) ( .34)

Amount of talk: F=4.67, df-7,75. p<.02*
3.58 3.77 4.11 4.13 4.15 4.48 4.50 4.61
(.81) (.55) ( .48) (.27) (.66) (.41) (.41) ( .37)

Emotional level (Scale: 1-4): F= .19, df=7,75, n .s.
2.49 2.27 2.48 2.66 2.56 2.57 2.40 2.37
(.84) (.86) (.84) (.94) (.91) (1.11) (1.0) (.90)

THERAPIST VARIABLES
Understood patient's problems: F=3.7, df=7,77, p<.02*
3.25 3.61 3.58 3.72 3.81 3.92 4.07 4.10
(.66) (.47) (.51) (.46) (.45) ( .39) (.25) (.34)

Felt patient understood therapist: F=2.78, df=7 ,77, p<.01 *
3.24 3.38 3.49 3.57 3.80 3.89 3.92 4.07
(.68) (.69) (.53) (.58) (.52) (.40) (.41) ( .45)
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Table 4.4 POST-SESSION QUESTIONNAIRE...(continued)
1 2 3 4 5 6 7 8

THERAPIST VARIABLES
Increased understanding over last session: F=.69, df=6,7I, n.s

.00 3.77 1.83 2.42 1.40 1.66 2.12 1.87

.00 (4.62) (4.49) (2.71) (2.27) (2.12) (1.96) (1.64)
Therapist liked patient: F=.I7, df=7,77, n.s.
4.16 4.20 4.12 4.31 4.15 4.15 4.20 4.27
(.51) (.50) (.65) (.53) (.57) (.54) (.41) (.39)

Felt patient liked therapist: F=1.0, df=7,77, n.s.
3.81 4.08 4.10 4.00 4.07 4.05 4.22 4.26
(.58) (.29) (.57) (.38) (.44) (.46) (.33) (.31)

Amount of talk by patient: F=.48, df=7,77, n.s.
3.75 3.92 3.76 3.65 3.76 3.99 3.69 3.99
(.65) (.55) (.69) (.75) (.59) (.43) (.66) (.29)

Comment on difficulty in speaking freely: F=.50, df=7,69, n.s. 
(Scale: 0-2)

0.50 0.08 0.27 0.18 0.33 0.37 0.43 0.43
(.67) (.29) (.65) (.60) (.71) (.74) (.79) (.79)

Therapeutic relationship discussed: F=.70, df=7,77, n.s. 
(Scale: 0-2)

0.69 0.85 0.67 0.75 0.80 0.55 0.75 1.25
(.85) (.69) (.65) (.75) (.63) (.73) (.71) (.71)

Termination discussed (Scale: O-I): F=5.II, df=7,69, p<.OOI**
0.25 0.25 0.18 0.27 0.33 0.50 I.00 I.00
(.45) (.45) (.40) (.47) (.50) (.53) (.00) (.00)

AGREEMENT BETWEEN PATIENT AND THERAPIST
Agreement on focus of session: F=.25, df=7,72, n.s.

(Scale:0-2 )
I.00 I.00 1.08 0.73 I.00 0.87 0.71 0.86
(.82) (.85) (.90) (.79) (1.05) (.83) (.49) (.89)

Agreement on main problem of session: F=.6I, df=7,62, n.s.
(Scale:0-2)
1.17 0.82 0.73 I.00 0.87 1.43 0.83 0.80
(.94) (.87) (.79) (.81) (.83) (.97) (.75) (.83)

Significant linear trends:
* = p < .05
** = p < .01
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Session Variables for the Whole Sample
A test for linear trend, a description of which can be 

found in Appendix 4.9, was carried out on the post-session 
questionnaire data. The trend results for the whole sample 
over eight sessions can be found in Table 4.4.
Missing Data, Distribution of the Data and Raw Scores

The procedures for the handling of missing data in the 
statistical tests in this and further chapters will be 
found in Appendix 4.10. A discussion of the distribution 
of the data and the tests performed for the assumption of 
normality required by analysis of variance methods is found 
in Appendix 4.11. Raw scores for the outcome measures can 
be found in Appendix 4.12.
Understanding

There was a significant positive linear (step) trend 
over sessions for patient's self-understanding (F=2.53, 
df=7,75, p<.02) and for feeling understood by the therapist 
(F=4.99, df=7,74, p<.01). There was no significant change 
over sessions in the patient ' s understanding of what his 
therapist said to him, however the level was high 
(Mean=4.3, SD=.61).

Two therapist-rated variables on understanding showed 
a significant positive linear trend over sessions: 
therapist understood patient's problems (F=3.7, df=7,77, 
p<.02) and patient was perceived to understand what the 
therapist was saying (F=2.78, df=7,77, p<.01). There was 
no significant trend indicating increase over the previous
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session in the therapist's understanding of the patient, 
with a sharp rise in increased understanding found after 
the second session, followed by a tailing off.
Positive Feelings

There were significant linear trends over the sessions 
for the whole sample in the patient's positive feelings 
toward the therapist (F= 3.30, df=7,75, p<.04) and in the 
patient's perception that his therapist felt positively 
towards him (F=3.75, df=7,75, p<.01).

The therapist's feelings toward their patients 
(M=4.19, SD=.51) and their perception of the patient's
feelings towards them (M=4.07, SD=.42) were positive, but 
there was no significant change over sessions.
Patient Speech

Significant positive linear trends over sessions were 
found for patient's rating of freedom to speak (F=4.85, 
df=7,75, p<.02) and how much he talked in the sessions
(F=4.67, df=7,75, p<.02), however the therapist's rating of 
amount of patients' speech indicated no significant change 
over the sessions (M=3.81, SD=.58).

No significant trend over sessions was found in the 
therapist's comments on patient's difficulty in speaking 
freely, rated 'none', 'once or twice', 'three times or 
more'. In 24.6% of the total number of sessions such 
comments were made.
Emotional Level

No significant change over sessions in the level of
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emotion experienced was found for the whole sample. The 
mean fell nearly midway between 2 ('slight') and 3 
('moderate' amount of emotion felt: Mean=2.48, SD=.89). 
Focality and Agreement

Agreement between patient and therapist on the focus 
of the session and main problem was rated (by the 
researcher) from 0-2 (0 = no agreement, 1 = some agreement 
and 2 = full agreement). Neither of these agreement scores 
varied significantly with the sessions (Agreement on focus 
of session: Mean=.93; SD=.82. Agreement on main problem of 
session: Mean*.96; SD=.B4).
Trans f erence

The therapists rated the occurrence in the session of 
work around the transference, phrased in non-technical 
terms that drew attention to areas of patient-therapist 
relationship. "Discussion of the therapist/patient
relationship" occurred in 63% of all the sessions. 
"Therapist comment on feelings the patient's had towards 
him in the session" was made in 35.6% of sessions. 
"Therapist linked the therapeutic relationship with events 
in the patient's life" occurred in 60.8% of sessions. 
"Relationship with the therapist was emphasized" in 30% of 
the sessions. "The primary treatment approach" was work 
with the transference in 18.9% of the sessions.
Termination

Discussion of termination increased significantly over 
sessions for the whole sample (F=5.12, df=7,76, p<.01).
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Supervision Effect
In order to examine the post-session variables in 

relation to supervision, a simple analysis of variance was 
carried out with supervision as the independent variable 
and the Likert post-session ratings on understanding, 
agreement, positive feeling, emotional level and freedom 
and amount of speech as dependent variables. There were no 
significant differences between the supervised and the 
unsupervised groups on any of these variables. The anova 
results can be seen in Appendix 4.8.

On the eight variables that represented interaction 
areas that were emphasized in the supervision group, Mann- 
Whitney U Tests were carried out on the summed ratings for 
each session on the post-session questionnaires for the 
supervised and unsupervised treatment. The results can be 
found in Table 4.5. Statistical significance was reached 
on five of these variables, indicating that the supervision 
group had an effect on 'discussion of the client/therapist 
relationship’ (U=8, p<.025), 'comments on the client's
feelings toward the therapist' (U=8.5, p<.05), sessions in 
which work in the transference was primary (U=9, p<.05), 
comments on speaking freely (U=8.5, p<.05) and discussion 
of termination (U=9, p<.05).

An independent groups t-test was carried out to 
compare the difference between the supervision conditions 
in relation to the outcome measures. The difference 
between the pre-therapy and post-therapy scores for all the
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Table 4.5 RESULTS OF MANN-WHITNEY U TEST (ONE-TAILED) 
FOR DIFFERENCE BETWEEN SUPERVISED (N=7) AND
UNSUPERVISED (N=7) 
VARIABLES

GROUPS ON EIGHT POST-SESSION

Measure U Value p Value

Relationship discussed 8 <.025*
Client feelings toward 

therapist discussed 8.5 <.05*
Link with client's life 16 N.S.
Emphasis on transference 19 N.S.
Verbal resistance 8.5 <.05*
Termination discussed 9 <.05*
Treatment approach: 

Transference 9 <.05*
Emphasis on transference: 

Client rating 18.5 N.S.

Critical value of U=8 for one-tailed test at ,025% level

*=Incidence in supervised group significantly higher than 
in unsupervised group as predicted.
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Table 4.6 RESULTS OF INDEPENDENT GROUPS T-TEST (TWO-TAILED) 
FOR PATIENTS OF SUPERVISED (N=7) AND UNSUPERVISED 
(N=7) THERAPISTS: MEANS AND SDs OF IMPROVEMENT 
SCORES AND STATISTICAL OUTCOME

Measure Mean Improvement SD
Unsupervised 
Supervised

df

Beck Depression 12.7
Inventory 11.4

8.5
11.9

.66 1,99 n.s

Main Problem 2.2
3.9

4.1
3.4

2.31 1,106 <.03

General Health 23.3
Questionnaire 31.5

10.3
11.3

3.48 1,59 <.001

HDHQ-Amount of 
Hostility

1.3
7.4

4.5
6.2

6.02 1,100 <.001

HDHQ-Direction 1.4
of Hostility 2.7

3.0
5.8

1.46 1,82 n.s.

SAS-Overall 1.3
1.1

1.0
0.3

.97 1,110 n.s

SAS-Work 0.8
1.0

1.1
0.5

.85 1,78 n.s.

SAS-Social & 
Leisure

2.1
1.1

1.4
0.8

4.66 1,91 <.001

SAS-Performance 1.3
0.4

1.3
0.9

4.17 1,99 <.001

SAS-Interpersonal 0. 5
Behaviour 0.6

0.6
0.5

1.74 1,101 n.s

SAS-Friction 0.8
0.8

0.7
0.4

.83 1,95 n.s.

SAS-Feelings 0.8
0.6

0.6
0.4

2.76 1,100 <.007
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outcome measures was calculated to provide an Improvement 
score, which was then submitted to a supervision and no
supervision groups comparison by t-test. The patients 
treated by supervised therapists showed a significantly 
greater improvement at outcome over patients of 
unsupervised therapists in the severity of their main 
problem (t=2.31, df=1,110, p<.023), on the GHQ (t=5.97, 
df=l,86, p<.001), and on the HDHQ amount of hostility
(t=6.02, df=1,110, p<.001). Patients of unsupervised
therapists performed significantly better over patients of 
supervised therapists on three sub-scores of social 
adjustment on the SAS: Social & Leisure (t=4.66, df=1,110,
p<.001). Performance (t=4.17, df=1,102, p<.001) and
Feelings (t=2.76, df=1,102, p<.01). The means and standard 
deviations for the groups and the t-test results can be 
found in Table 4.6.

DISCUSSION
Eighteen patients presenting to an NHS walk-in 

community mental health centre were selected and fourteen 
were successfully treated by brief psychotherapy contracts 
by members of the multiprofessional team: there was
significant therapeutic improvement on measures of 
symptoms, problems, depression, social adjustment and 
hostility. The patients obtained a therapeutic experience 
in which they felt liked, understood and free to 
communicate verbally with their therapists about their
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problems. There was only moderate agreement on themes of 
the session and main problem of the session, suggesting 
that any disagreement or conflict that existed was covert, 
the issues being confined to areas of joint understanding 
and positive feeling.

There was evidence that work in the transference, 
thought to be vital for therapeutic change in brief therapy 
by numerous workers including Malan (1978), Sifneous 
(1978), Mann (1976) and Davanloo (1980), did occur in this 
sample of therapeutic work.

Although the arousal of emotion is often linked with 
therapeutic change (Davenloo, 1980; Mann, 1972), this study 
revealed that the experienced level of emotion in the 
sessions as rated by the patients was not high, between 
slight and moderate, suggesting that uncovering or 
abreactive techniques were not being used.
Supervision Effect

It appears that the levels of warmth, empathy and 
positive regard basic to the Rogerian (1957) counselling 
climate found at the centre, as indicated by the post
session questionnaires, were not affected by the 
supervision group. Supervision did not produce a 
difference in how much the patient understood him or 
herself, in feeling understood by the therapist, in 
understanding what the therapist said, in liking or feeling 
liked by the therapist, in freedom to speak or amount of 
speech, or in emotional level. Nor did it affect the
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therapist's rating of his or her understanding of the 
patient, of feeling the patient understood what the 
therapist said, of increased understanding over the 
previous session, of liking or feeling liked by the 
patient, or of the amount of talk by the patient. There 
were no differences between the supervision conditions for 
agreement between therapist and patient on focus or main 
problem of the session. It is a common finding in
psychotherapy research that therapists and patients do not 
necessarily agree on sessional events and topics, even in 
effective psychotherapy (Begley & Lieberman, 1970; 
Llewelyn, 1982).

It was expected that the supervised therapists would 
produce higher scores in the relationship areas that were 
emphasized in the supervision group, an indication that 
learning was taking place similar to the results found by
Maguire et al (1984). This was borne out in that
significantly more comment occurred in the sessions 
conducted by supervised therapists on the patient/therapist 
relation, feelings toward the therapist, working with the 
transference as the main treatment approach, comment on 
verbal resistance and termination. There were no 
differences between the groups on sessions in which there 
was an emphasis on the relationship with the therapist, 
rated by both therapist and patient, nor on sessions in 
which transference links were made with the patient's life, 
a technique stressed by Malan (1978). These findings
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indicate that supervision input promoted to some degree an 
increased use of the therapeutic relationship as a 
treatment tool, which was a focus of the supervision group. 
However, the sample was small and the effects due to 
therapists and patients were not accounted for. 
Nevertheless, the findings by Sundland & Garfield (1974) 
and Vickers (1974), discussed in the Introduction section 
of this chapter, that the influence of supervision is 
minimal was brought into question, not in regard to 
theoretical orientation, which was not tested, but in the 
clinical application of concepts tested by post-session 
report. Casement (1985) discusses how learning from 
supervision takes place as an internalization of both the 
supervisor and the processes discussed in the supervision 
group.

The patients of supervised therapists had significant 
improvement at outcome over the patients of unsupervised 
therapists on three measures: rating of severity of main
problem, the GHQ, and the amount of hostility. Although 
the Global SAS score did not indicate a group difference, 
three SAS sub-scores for Social & Leisure, Performance and 
Feelings showed significantly greater improvement of 
unsupervised treatment over supervised. These results, 
indicating a differential effect of supervision on the 
treatment outcome, are difficult to explain fully within 
existing theories of supervision. However, it might be 
speculated that therapists without supervision stressed and
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encouraged social functioning and conducted therapy more 
along the lines of a social visit to the patient's home, 
resulting in improved functioning in areas of social 
behaviour and feeling. The supervised therapists, with 
input from the group that focused on discussion of the 
patient's dilemma and an emphasis on the issues of 
transference, resistance and termination, it may be argued, 
affected the outcome of problem reduction, overall distress 
as measured by the GHQ, and reduction of hostility. That 
hostility is reduced by transference work, found to be at 
higher levels in the supervised group of therapists, is a 
basic psychoanalytic tenet originally put forward by Freud 
(1915) and developed by many later theorists including 
those of the brief therapy models. Malan (1978), Mann 
(1973) and Sifneos (1979).

Although the level of depression decreased 
significantly in the treated group as a whole, there was 
not a difference between patients of supervised and 
unsupervised therapists, suggesting the possibilities that 
all the therapists incorporated techniques that reduced 
depression, or that Rogerian or non-specific effects of the 
therapeutic contact were helpful in reducing depression and 
improving morale. A psychodynamic approach that tests 
effects of supervision would require specific training in 
issues around separation and loss (Freud, 1915), not a 
feature in the present study.

In this study, it appears that the use of transference
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interactions in the sessions was increased to some degree 
by means of supervision. There was also a demonstration of 
supervision affect on outcome, however, the quasi- 
experimental design and uncontrolled therapist variables in 
this study preclude any conclusions about whether it was 
supervision that actually produced the differences. A 
further study, with an experimental design and a more 
rigorous supervision condition, would advance the 
investigation of supervision effect and its impact on 
therapy sessions and patient outcome. The next chapter 
will report this further investigation.
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CHAPTER FIVE
A TWO-WAY CROSSOVER DESIGN EXPERIMENTAL TRIAL 

OF THE IMPACT OF SUPERVISION ON PSYCHOTHERAPY SESSIONS

INTRODUCTION
The Study reported in Chapter Four of effective brief NHS 

psychotherapy which compared patients of supervised and 
unsupervised therapists in regard to outcome and post-session 
variables showed an effect of supervision at outcome in terms 
of greater improvement of main problem, general distress and 
hostility, and a process effect of increased use of the 
therapist/patient relationship as part of the treatment. 
However these findings, although suggestive of supervision 
impact, did not adequately demonstrate that the effect was due 
to supervision because of the quasi-experimental design. The 
choice of subjects as ones highly likely to improve as a 
result of therapy meant that sample improvement effects might 
have obscured supervision effects, which could be more obvious 
if tested with more difficult patients. In addition, the 
supervision group was not tailored for the research patients, 
but attended by other members of the multiprofessional team. 
In the light of these findings, a new trial seemed feasible to 
test the effect of supervision in a crossover experimental 
design which assessed the impact of more rigorous supervision 
on therapy with more difficult patients.

Psychotherapy is not a homogenous treatment, but varies 
enormously according to different theories, techniques and
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styles of interpersonal encounter. This is particularly so in 
regard to therapy conducted by NHS therapists from diverse 
professional backgrounds, which makes the assessment of what 
is happening in psychotherapy sessions, always a knotty 
methodological problem, even more difficult. Rather than 
attempting to measure directly the processes taking place in 
the therapy sessions and whether concepts discussed in the 
supervision group were being put into practice, it was 
believed that the effect of supervision, in view of the 
diversity of this sample, could be measured by a report of the 
emotional climate of the therapy session that would identify 
sessions regarded as "good". Thus, a post-session
questionnaire measuring qualitative dimensions of the session 
and affective responses to it by both patient and therapist 
was chosen as sufficiently sensitive to register the impact of 
supervision.

There has been a tradition of searching for attributes of 
the "good psychotherapy hour" by Auerbach & Luborsky (1968), 
Orlinsky & Howard (1967) and Hoyt (1980). Following this 
tradition, Stiles (1980, 1984) developed the Session
Evaluation Questionnaire (SEQ) by which factor analysis of 
session ratings can determine those valued as "good" by 
patient and therapist. The SEQ was chosen for the present 
study as a suitable instrument with which to measure the 
impact of supervision on psychotherapy sessions. It was 
anticipated that an increased incidence of what are deemed 
successful psychotherapy sessions, "the good hours", will
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occur under the supervision condition. In Stiles’ research, 
the qualities of the "good" sessions were not rated the same 
by therapist and patient, so the attributes of the factor of 
"goodness" will also be investigated in this study as they are 
perceived by each member of the dyad.

For this trial, it was believed that, instead of the 
battery of tests used in the first study, the effect of 
supervision on the patient’s symptoms could be adequately 
monitored by a single measure of symptom change. This view is 
supported by Mintz (1981), who questioned the use of complex 
measures of improvement after psychoanalytic psychotherapy, 
arguing that a simple measurement of symptom change was 
sufficient after finding that two-thirds of the variation in 
dynamic assessments after psychotherapy treatment could be 
accounted for on the basis of symptom change. The Symptom 
Check List-90 (SCL90) developed by Derogatis (1977) was chosen 
for this study because of its sensitivity to treatment effects 
and its significant correlations with the MMPl, the Beck 
Depression Inventory and the other mental health and social 
adjustment questionnaires used in the first study. In 
addition, the SCL90 could be more easily used than the battery 
of tests at the three brief time intervals and its wide usage 
allows alignment with a large body of psychological research.

In the present study, an experimental design was chosen 
wherein blocks of supervised and unsupervised therapy could be 
compared in terms of symptom improvement and "good" sessions. 
The crossover design was deemed advisable since many of the
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participating therapists had also taken part in the first 
study, receiving similar group supervision which might have 
carried over into the present study. Any carryover effect 
would be obviated by the blocks of intensive, systematic 
psychodynamic supervision in a crossover design with no 
supervision. The supervision groups were smaller, consisting 
exclusively of therapists participating in the project, and 
only research cases were discussed in a rigorous format 
wherein working hypotheses were formulated in each session in 
terms of object relations and transference and revised each 
week if necessary. Further, sample improvement effects 
resulting from patients chosen as highly suitable would be 
reduced by changing to a patient population of more difficult 
patients, enabling a more sensitive test of impact.

It was predicted that weekly small group psychodynamic 
psychotherapy supervision would produce symptom improvement 
after the block of five supervised sessions and over the ten 
week period of the study and that significantly more "good" 
sessions would occur within the supervised condition than in 
the unsupervised condition. Further, it was expected that 
more "good" sessions would be found after a previous block of 
supervised sessions because of the "halo effect" or carryover 
of supervision instruction.

The provision of supervision for individual psychotherapy 
in the Health Services is limited in the present situation of 
reduced resources. There is a need for studies of the 
efficacy of supervision in order to determine the quantity and
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type of supervision that most satisfactorily meets 
requirements for staff development with cost-effectiveness in 
mind, particularly for therapists in the 'front line' working 
with more disturbed patients.
METHOD

The trial was a two-way cross over design in which, for 
the first block of five weekly psychotherapy sessions in the 
10 week trial period, half of the therapists were supervised 
(Group A) and half unsupervised (Group B). For the second 
block of five sessions the therapists crossed over, with Group 
A receiving no supervision and Group B receiving supervision. 
The supervision sessions were weekly, conducted in small 
groups of three or four, with 20 minutes allowed for each case 
presentation. The supervision will be described in a later 
section. The Stiles Session Evaluation Questionnaire (SEQ) was 
filled in by both patient and therapist after each therapy 
session and symptom change was monitored by administration of 
the Symptom Check List 90 (SCL90) at three points: before,
after, and in the middle of the 10 week period.
Sample

Of the thirteen therapists who took part in this study, 
ten were members of a community multiprofessional team at the 
Mental Health Advice Centre (MHAC) in Lewisham, S.E.London. 
A detailed description of the operation procedures at the 
MHAC can be found in Chapter Four in the 'Sample' section. 
The three additional therapists were psychiatrists. Junior 
Registrars on the rotation training at Guy's Hospital, London.
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The thirteen therapists, in terms of profession, consisted of 
three nurses, four social workers, two occupational 
therapists, one art therapist and three doctors. Their level 
of experience as psychotherapists varied widely. Their 
experience of psychotherapy supervision also varied: some
had had supervision from line managers from their core 
professions, some had been attending the weekly MHAC 
supervision group. However, none of the thirteen therapists 
had had intensive weekly psychodynamic supervision on their 
cases. The patients were selected by the therapists from 
their NHS caseloads as ones on whom they wanted supervision. 
In terms of psychiatric diagnoses, the patients were a mixed 
population which included neurotic disorder, personality 
disorder, stress reaction and adjustment reaction, their 
psychiatric diagnoses made by the Consultant Psychiatrist at 
the MHAC (see 'Sample' section in Chapter Four). Patients of 
the three JRs were diagnosed by SRs at Guy's and St. Thomas' 
Hospitals. The greater percentage of patients in the 
categories of neurotic and personality disorder in this 
sample (84,5%) compared with the previous study (28%) 
reflects their status as more difficult patients. From the 
psychodynamic viewpoint, all of the patients had relationship 
problems, problems concerning self-esteem and identity, and 
various specific anxieties and phobias. In eight of the 
thirteen patients there were main issues were around 
separation and loss with depressive features and in two of 
these patients the depression was of moderately severe
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Table 5.1 DEMOGRAPHIC CHARACTERISTICS AND DIAGNOSTIC
CATEGORIES OF 13 PATIENTS IN CROSS-OVER STUDY

Males Females Total

Gender 4 9 13
Mean Age 27.0 37.7 34.4
Age Range 19-37 24-59 19-59
Marital Status:

Single 3 (75%) 3 (33.3%) 6 (46.1%)
Married 1 (25%) 1 (11%) 2 (15.4%)
Divorced 5 (55.5%) 5 (38.5%)

Work status:
Employed 2 (50%) 4 (44.4%) 6 (46%)
Unemployed 2 (50%) 2 (22.2%) 4 (31%)

Children at home 3 (33.3%) 3 (23%)

Diagnostic Category
Neurotic Disorder 2 (50%) 3 (33.3%) 5 (38.5%)
Personality Disorder 2 (50%) 4 (44.4%) 6 (46%)
Acute Reaction to Stress 1 (11%) 1 (7.7%)
Adjustment Reaction 1 (11%) 1 (7.7%)
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intensity. Table 5,1 shows the demographic characteristics 
and diagnostic categories of the patients.

MEASURES OF DEPENDENT VARIABLES
Symptom Check List-90: Designed for assessing the
psychological symptoms of psychiatric and medical patients, 
the SCL-90 is a widely used self-report inventory of 90 items 
set to a 5-point response scale (See Appendix 5.1). 
Developed at Johns Hopkins University as a research 
instrument (Derogatis, 1977), tests for validity with large 
numbers of psychiatric outpatients and a wide range of various 
other samples have indicated high levels of internal 
consistency and construct validity. Test-retest reliability 
has been found to be suitably high and comparison trials with 
other measures of psychological distress have indicated that 
the SCL-90 was a more reliable measure of individual change 
over time. Further, use in relation to treatment programs has 
indicated sensitivity to treatment efficacy and clinical 
change. It shows significant correlations with other
measures: the MMPI, the Beck Depression Inventory and other
mental health and personal adjustment questionnaires.

The patient ' s problems and complaints over the past month 
were rated on a scale ranging from 0, 'not at all', to 4, 
'extremely' and the item-total was used as the symptom score. 
The Stiles Session Evaluation Questionnaire: The SEQ was
designed as a measure of session impact in which post-session 
feelings are rated on 27 bipolar adjective scales in a
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seven-point semantic differential format. Twelve of the 
adjective scales evaluated the session in terms of a 
qualitative response to: "This session was..."; twelve
evaluated an affective response to: "Right now I feel...";
and three evaluated: "Today I feel my therapist was (..as a
therapist I was..)..." ( The SEQ appears in Appendix 5.2).

In Stiles’ original population (1980) two factors were 
extracted which were labelled "Depth/value" and 
"Smoothness/ease", associated with mood ratings which 
indicated positivity and arousal (the "goodness" factor). 
Patients and therapists agreed on the presence or absence of 
the factors "Depth/value" and "Smoothness/ease" in the
sessions, but patients rated as "good", sessions which were
smooth and easy, while, in contrast, therapists tended to rate 
as "Good", sessions which were deep and valuable. In a 
further study, Stiles replicated the SEQ factor results with 
a different population, that of novice therapists, and the 
present study will provide a further test of the reliability 
of the SEQ in measuring the presence of the "good" session and 
the different perceptions of the session according to patient 
and therapist. Thus, further indication of the value of the 
SEQ as a bridge between process and impact (post-session 
affective state), which could then be related to long-term 
outcome in psychotherapy research.

Procedure
Therapists were asked to identify a patient amongst those
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on their caseload in regard to whom they would like 
supervision. The SCL90 was administered to the patient before 
the first therapy session in the study period by both Group A 
and Group B therapists. Group A attended small group 
supervision sessions for five successive weeks conducted by a 
psychoanalytic psychotherapist who was also the experimenter. 
Group B continued therapy sessions unsupervised for this 
period. After the fifth therapy session, both groups 
re-tested their patients with the SCL90. At this time the 
groups crossed-over; Group B attended weekly supervision 
while Group A continued unsupervised. After the tenth
session, both groups re-tested their patients with the SCL90. 
Immediately after each of the ten therapy sessions, patient 
and therapist filled in the SEQ. The patient was given a 
stamped, addressed envelope in which to post the SEQ directly 
to the experimenter each week to ensure confidentiality

Description of Supervision - The Independent Variable
In the initial session of the supervised condition for 

Group A and Group B, additional time (6-8 minutes) was allowed 
for each therapist to present the patient's family background 
and history. In all of the five weekly supervision sessions 
each group member was allowed 20 minutes to present the week's 
therapy session from process notes recorded after the therapy 
session. This was sufficient time for group members to 
comment on and discuss the session material presented on each 
patient. The supervisor's interventions along with group
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comments were recorded by the therapists. Each week two 
working hypotheses were formulated by the supervisor for each 
patient, one which was concerned with identifying the 
patient’s greatest anxiety here-and-now in object relations 
terms, and the other which was a general formulation of the 
transference relationship to the therapist in regard to inner 
parental objects. The therapists made use of the working 
hypotheses and other ideas that emerged from the supervision 
group in his/her work in the therapy session with the patient 
during the following week and brought back the results to the 
next supervision. The working hypotheses were reviewed each 
week and either retained upon confirmatory evidence or changed 
upon the revelation of new material. A lively group 
atmosphere of interested involvement and trust was quickly 
developed, with all group members contributing to the 
discussion, in spite of the brisk pace of the session.

RESULTS
SCL90

A simple analysis of variance for repeated measures of 
the SCL90 data did not indicate a significant improvement of 
symptoms in the supervised conditions compared with the 
unsupervised conditions, nor was there a "halo effect" after 
the supervised block. There was no significant overall 
symptom improvement after the ten week study period. The means 
and standard deviations can be found in Table 5.2.
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Table 5.2 RESULTS OF THE CROSS-OVER STUDY: MEANS
(SDs) FOR SYMPTOM LEVELS ON THE SCL-90 
FOR GROUP A (N=7) AND GROUP B (N=6)

Before After After
Therapy 5 Weeks 10 Weeks

Group A 128.6
(75.1)

Super
vision

114.4
(54.2)

No
Super
vision

108.3
(76.3)

Group B 89.2
(70.2)

No
Super
vision

69.3
(75.6)

Super
vision

74.3
(81.3)
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SEQ
In an attempt to find underlying residual structural 

correlations by a canonical analysis of the whole sample (both 
client and therapist ratings for the 130 sessions), the 27 
adjective scales of the SEQ were submitted to a principal 
components analysis, however this did not yield factors which 
adequately described the data. When the data were separated 
into patient and therapist groups, two factors were extracted 
for each group using factor analysis, principal-axis method, 
which accounted for over 50% of the variability in both 
groups. (see Table 5.3)

For the patients. Factor 1 suggested a "good" session 
which was safe, easy, and smooth, after which the client felt 
pleased and confident. Patient Factor 11 was neutral to 
"goodness", a less powerful and valuable session but still a 
safe, relaxed one, after which the client felt calm and quiet.

For the therapists. Factor 1 suggested the "good" 
session as deep, full, powerful and special, after which the 
therapist also felt pleased and confident. Therapist Factor 
11 was a difficult modality which was uncomfortable, tense and 
rough, after which the therapist felt aroused, sad and less 
confident. The "goodness" factor for both groups was similar 
to those found by Stiles: the differential correlates for
patients were easy/smooth and for therapists, depth/power. 
Correlations between Patient and Therapist Factors

Pearson’s product-moment correlation coefficients were 
calculated to find the correlational relationship between the
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TABLE 5.3 FACTOR LOADINGS FOR PATIENTS AND THERAPISTS FOR 
27 ADJECTIVE PAIRS ON THE SESSION EVALUATION 
QUESTIONNAIRE (N=13)

Patient
Factors

Therapist
Factors

Adjective scale I II I II

Good-bad .78 -.11 .81 .13
Safe-dangerous .69 .52 .17 -.42
Easy-difficult .68 .49 .42 -.43
Valuable-worthless .68 -.28 . 65 .36
Deep-shallow .24 -.38 .68 .47
Relaxed-tense .78 .52 .49 -.49
Pleasant-unpleasant .84 .47 . 55 -.35
Full-empty .57 -.39 .70 .34
Powerful-weak .30 -.42 .51 .44
Special-ordinary .28 -.37 .58 .54
Smooth-rough .77 .56 .28 -.64
Comfortable-uncomfortable .81 .49 .39 -.55
Happy-sad .82 -.27 .47 -.49
Pleased-angry .83 .14 .76 -.27
Moving-still .01 .37 .19 .40
Definite-uncertain .72 .26 .69 -.19
Excited-calm -.35 -.55 -.18 .43
Confident-afraid .75 .19 .64 — • 32
Wakeful-sleepy .24 -.34 .40 .03
Friendly-unfriendly .79 -.08 .72 -.06
Fast-slow .26 -.46 .30 .18
Energetic-peaceful .08 —. 33 .19 .27
Involved-detached .46 -.34 .63 .26
Aroused-quiet —. 21 —. 62 -.06 .56
Skilful-unskilful .52 -.28 .69 .13
Warm-cold . 55 —. 28 .74 .18
Trustworthy-untrustworthy .47 —. 08 .68 .08
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factors for patients and therapists and the results can be 
found in Table 5.4, The correlation values reveal that 
patients and therapists rate adjectives that describe the 
"good" session differently, resulting in "goodness" factors 
which are not significantly correlated.
Impact of Supervision

Simple analysis of variance of the supervision condition 
by the 27 adjectives of the SEQ for patients resulted in only 
two significant differences: in the supervised condition the
patients found the sessions more difficult (F=4.77, df=1,105, 
p<.03) and more uncomfortable (F=4.44, df=1,105, p<.04). For 
the therapists, a comparison of the supervision conditions 
revealed that when supervised, the therapists rated the 
sessions as significantly more valuable (F=5.26, df=1,110, 
p=.024) and less ordinary (F=6.81, df=l,110, p<.01). Means 
and standard deviations of the SEQ variables for the 
supervision conditions can be seen in Appendix 5.3.

Factor Scores for Therapist and Patient Factors 1 and 2 
for each session were calculated according to the formula:
Factor Score = LI (VI) + L2(V2) + L3 (V3)........L27(V27),
where L is the factor loading and V is the variable score for 
each of the 27 variables.

The Factor Scores were submitted to a multivariate 
analysis of variance to test for effects of supervision 
condition and therapists. The results can be seen in Table
5.5. The results indicate that for the supervised blocks 
there were no factors that were operating to a significantly
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Table 5.4 PEARSON PRODUCT MOMENT CORRELATION COEFFICIENTS 
FOR PATIENT (N=I3) AND THERAPIST (N=I3) FACTORS

» THERAPIST FACTORS

Factor I: 
[good- 

deep/full]

Factor II: 
[difficult- 

uncomfortable/rough]

PATIENT FACTORS

Factor I; [good- r = -.03 r = .30
easy/smooth] N.S. p < .001

Factor II: [neutral- r = .10 r = .32
quiet/calm] N.S. p < .001
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Table 5.5 RESULTS OF TWO-WAY ANALYSIS OF VARIANCE: SESSION 
FACTORS FOR PATIENTS AND THERAPISTS BY SUPERVISION 
CONDITION AND THERAPISTS

Patient Therapist
Factors Factors
(N=I3) (N=I3)

II I II

Supervision Effect F=.05 F=2.26 F=.05 F=.20
df=l,96 n.s. n.s. n.s. n.s.

Therapist Effect F=14.62 F=5.65 F=3.65 F=1.2I
df=I,I2 p<.005 p<.005 p<.005 n.s.

Interaction F=2.06 F=3.04 F=I.I3 F=.47
df=I,9 p<.04 p<.005 n.s. n.s.

128



greater degree than in the unsupervised blocks, i.e., there 
was not a greater incidence of the so-called "good" session, 
nor of the more problematic session factor, in the supervised 
condition. There were significant differences between 
therapists, except for Therapist Factor II, which suggests 
that personal, individual, differences in the therapists 
account for the factor ratings. The significant interaction 
effects between supervision and therapist on the Patient 
Factors suggest that the impact of supervision for some 
therapists affected the way their patients experienced the 
session, significantly altering the presence of both factors. 
Supervision did not affect the way individual therapists 
rated themselves on the factor variables, as shown by the 
lack of significant interaction effect.

A group by session analysis of variance was carried out 
to examine how the supervision condition and its cross over 
affected the therapist and patient factors. The factor scores 
were used as repeated measures over sessions. There were no 
main effects of group or session and no two-way interactions 
for Patient Factors I and II or Therapist Factor I. For 
Therapist Factor II, the tense, uncomfortable factor, there 
was a significant effect of session (F=2.05, df=9,78, p<.05) 
but no significant trend or interaction. The means table and 
anova results for Therapist Factor II can be found in Table
5.6. Table 5.7 indicates the group means and Table 5.8 shows 
the mean factor scores for patients and therapists over ten 
sessions. Graphs which indicate the mean factor scores over
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Table 5.6 SUPERVISION GROUP BY SESSION (TWO-WAY) ANALYSIS OF 
VARIANCE OF CLIENT (N=13) AND THERAPIST (N=13) 
FACTOR SCORES: MEANS (SDs)

SESSON* CFACTl CFACT2 TFACTl TFACT2
M (SD) M (SD) M (SD) M (SD)

1 -.20 (.9) -.41 (.7) .15 (.8) -.49 (.7)
2 -.25 (.9) .25 (.8) -.28 (1.2) -.13 (.7)
3 -.30 (1.0) .24 (.9) -.25 (.8) .59 (.9)
4 .01 (1.0) .29 (.9) .12 (.9) -.08 (.9)
5 .13 (.9) .26 (.9) -,21 (1.1) .36 (.9)
6 .12 (1.0) -.20 (.9) .25 (.9) .25 (.9)
7 .06 (1.0) -.11 (.9) .02 (.9) -.45 (.9)
8 .04 (.8) -.25 (.9) -.07 (1.0) -.12 (.7)
9 .29 (1.0) .08 (.8) -.14 (.8) .33 (1.)

10 .20 (1.1) -.14 (.9) .40 (.8) -.39 (1.)
* Significant effect of Session: F=2.05, df=9,78, p<.05

Table 5.7 MEAN FACTOR SCORES AND SDs FOR UNSUPERVISED 
(N=13) AND SUPERVISED CONDITIONS (N=13) FOR 
TEN SESSIONS

Condition
CFACTl CFACT2 TFACTl TFACT2
Mean(SD) Mean(SD) Mean(SD) Mean(SD)

Unsupervi sed .07(1.0) -.11(.98) -.06(.96) -.07(1.)
Supervised -.01(.95) .26(1.0) .02(1.0) -.65(.9)
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Table 5.8 MEAN FACTOR SCORES FOR FACTORS I & II
FOR CLIENTS (N=I3) AND THERAPISTS (N=I3)
OVER TEN SESSIONS (CROSSOVER AT SESSION SIX)

Group A-SUPERVISED FIRST 
FIVE SESSIONS

Group B-UNSUPERVISED
FIRST FIVE SESS.

CFac
I

CFac
II

TFac
I

TFac
II

CFac
I

CFac
II

TFac
I

TFac
II

I —. 12 -.43 .01 -.42 .52 -.40 .22 -.57

2 -.15 .58 .08 -.06 .82 —. 23 -.64 -.19

3 -.27 .63 —. 55 1.22 .99 -.22 .01 .07

4 .01 .63 -.14 .13 —. 02 -.12 .44 —. 33

5 —. 50 .75 .32 .45 .24 -.24 -.95 .22

6 —. 48 -.27 .14 .33 .51 -.07 .39 .13

7 —. 05 .22 .29 -.29 —. 03 -.51 —. 38 -.67

8 -.29 .11 -.06 —. 33 .22 —. 62 -.08 .09

9 -.60 .18 -.37 .72 .17 -.06 .09 -.07

10 — .36 —. 12 .30 -.41 .06 -.18 .49 -.37

UNSUPERVISED LAST FIVE SUPERVISED LAST FIVE
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sessions for Group A (supervised block first) and Group B 
(unsupervised block first) can be found in Figures 5.1 to 5.4.

The graphs show that under the supervision condition the 
therapists experienced a higher level of "good" sessions than 
the patients for both Group A and Group B. For Factor II, the 
graphs appear more ambiguous, showing for therapists a strong 
variation over sessions.

DISCUSSION
Failure to measure improvement after supervised blocks of 

therapy may be explained by the finding that, in general, 
symptom improvement occurs after the ending of therapy, 
preceded by a period during which termination issues are 
addressed and worked through. During the treatment, symptoms 
may exacerbate while conflicts and painful psychic contents 
are examined and worked on, particularly with more difficult 
patients. Further explanation may be that these were patients 
with whom the therapists were having difficulty, were possibly 
"stuck" therapies which would need more than the five weeks of 
supervision provided. Relevant patient variables such as 
motivation and aptitude for psychotherapy were not controlled 
for in this study and might account for unchanged symptom 
levels. There is also the important factor that the 
therapists, through having unaccustomed psychodynamic 
supervision, were experimenting, trying out new ideas and 
techniques which could have been unsettling to themselves and 
to the patients. A longer supervision period would be
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necessary for the dyad to adjust to and integrate the new 
level of work in which there was more emphasis on the dynamic 
transference than they were accustomed to.

Further, the weakness of the supervision effect may have 
been due to the influence of expectations: the supervisees
were not informed about the type of supervision they would be 
receiving and they took part in a supervision group that was 
more rigorous, different in procedure and content than 
previous supervisions in which they had participated, e.g., 
psychoanalytic working hypotheses were formulated each week 
and process notes written after each session were required. 
Consequently, the novel, unexpected conditions found in the 
research supervision may have caused a disturbance in their 
learning or their therapeutic effectiveness, consistent with 
studies of demonstrated effects of unmet expectation on 
outcome in a wide range of domains (e.g., Aronson & Carlsmith, 
1962; Sherif & Hovland, 1961; Rosenberg & Abelson, 1960).

The factor results show that patients and therapists 
associate "goodness" with different descriptive variables on 
the SEQ. For the patient, the positively connoted sessions 
were safe, easy, and smooth, while the therapist preferred a 
deep, powerful and fuller session. This suggests that in 
Factor I, the therapist may have been making a clinical 
judgement about the amount of therapeutic work that was being 
done in the session. The therapist appears to be assessing 
the emotional depth and amount of patient material evoked, 
elements that therapists commonly value as linked with the
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therapeutic re-experiencing and working through of troublesome 
psychic events and with therapeutic change. The patient, on 
the other hand, often tends to resist contact with deeper, 
more painful emotions, and, as this study shows, values the 
more secure, warm, friendly sessions.

This discrepancy between patients' and therapists' 
perceptions of psychotherapy sessions has been found by other 
researchers including Caskey, Barker & Elliott (1984) and 
Mintz, Auerbach, Luborsky & Johnson (1973). Begley &
Lieberman (1970) found little correlation between items 
supposed to measure the same event, suggesting that therapists 
and patients do not view therapy within the same frame of 
reference. It has not been satisfactorily explained why, 
quite commonly, therapists are surprised by what their 
patients find helpful, or why sessions which they felt unhappy 
about were experienced as positive and useful by the patient 
(Yalom, 1980). Given the tendency for therapists to rate 
themselves modestly and the reluctance by patients to 
criticize their therapists, it remains that therapists often 
appear to lack an acute awareness of their patient's responses 
to their interventions at a microprocess level (Caskey et al, 
1984). Further, the patient and the therapist may well 
evaluate elements of the session differently by placing 
different weights and meanings on descriptive words, patients 
taking a simpler, common sense point of view, while therapists 
construe events with greater complexity, having to do with 
knowledge of psychic processes.
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Consistent with the idea of defensiveness operating in 
the patient, the factor correlation results show that 
Therapist Factor II, the difficult, tense, rough factor, was 
significantly correlated with Patient Factor I, the "good", 
easy, smooth factor. If the patient was defended or resistant 
and remained emotionally on a superficial level, this would be 
experienced by the therapist as frustrating and difficult.
Patient Factor II, a mode of being in the therapy sessions
which could be described as comfortable non-arousal and 
detachment in a session in which it appeared that nothing 
happened, either positive or negative, is also correlated with 
difficulty and tension in the therapist. Patient Factor II 
can be viewed as another type of defended state, one of
relaxed passivity, which was also frustrating and arousing to 
the therapist.

The unexpected correlations between Therapist Factor II 
with both patient factors might indicate, also, that this 
factor reflects the way in which the therapist, albeit 
uncomfortably, is drawn into viewing the world from different 
aspects of the patient’s perspective, as his training equips 
him to do, while Factor I represents his more objective
clinical/therapeutic judgement. This would be consistent with 
the well-known oscillation that takes place in the therapist 
in which he alternately observes and identifies with the 
patient (Arlow, 1963). The factor correlation results, 
however, could also be evidence for a contrary notion, that 
therapists are not emotionally in tune with their patients.
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and the two are, perhaps, having quite different experiences. 
If the patient and therapist are construing events within 
different frames of reference, it is incumbent upon the 
therapist to adjust his perceptions and to involve himself in 
the patient's frame of reference so that deeper understanding 
can take place. At the same time, the therapist communicates 
to the patient his own frames of reference so that a 
similarity of experience can be reached. This possibility 
implies the suggestion that optimal supervision should be 
directed to a detailed inspection of the communications in 
psychotherapy sessions. This accords with the statement of 
Shainberg (1983): 'It is the task of the supervisor to enable 
the supervisee to become more aware of what actually takes 
place in the session.'

The significant interaction between therapists and 
supervision suggests that some therapists were able to use 
supervision to a greater extent than others to introduce new 
ideas or techniques into the therapy, which also may explain 
why in the supervised condition the patients were more 
uncomfortable and found the sessions more difficult, reacting 
with malaise to the novel confrontations. If the therapists 
were also unsettled by supervision, they nonetheless rated 
the supervised blocks as significantly more valuable and 
special, indicating that the supervision input was enhancing 
to positive feelings about their work. It was observed by the 
researcher in the supervision group that, although all the 
therapists reported trying out the working hypotheses each
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week with reported varying degrees of success, it was clear 
that different therapists learned at different rates and had 
differing abilities in regard to using transference 
hypotheses. In the researcher’s supervision notes were a 
number of therapist comments that they were delighted at how 
"everything came together" and patterns emerged, while for 
others it was a struggle to apply the hypotheses. Many 
commented that they were working at a greater depth than was 
usual for them and complained when the five session block 
ended that they were just getting started, and several felt 
dropped by the supervisor. Further study could be done to 
investigate if indeed the difficult patient is one who brings 
into sessions powerful defenses against emotional depth of 
material, which frustrates and stymies the therapist. If this 
is the case, supervision with difficult patients would do well 
to address itself to defensive patterns, the analysis of 
defenses, rather than to transference content, which might 
then bring about more "good" sessions according to the 
therapist. The relationship of this therapist-rated "good" 
session to long-term outcome would need further investigation.

The results also suggest other possibilities for 
supervision of difficult cases. If the patient has settled 
into a comfortable pattern in the therapy, which is suggested 
by the patient factors in this study, the problem may be one 
of dependency and termination. Help in working with 
dependency-states, with the eventual aim of conducting a 
fruitful and positively-toned ending to the therapy, may be
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what the therapist needs, which could indicate a direction for 
further research.

This study implies that there may be particular 
supervision needs for different clinical problems and that 
traditional psychodynamic supervision in itself does not 
increase the good session factor or modify symptoms, albeit 
therapist skills may be enhanced by the supervision. This 
seems to imply that a more detailed inventory of sessional 
events is required to measure supervision impact and that the 
methodology of this study would have been improved by the use 
of such an inventory.

Some similarity to Stiles ' SEQ results were found in that 
therapists value a deeper, fuller session, but his 
correlations between patient and therapist factors were not 
replicated in this study. Thus, in the present study the 
therapists and patients were reacting emotionally in a less 
similar way to the objectively observable features of the 
session than in the Stiles' population. There remains the 
implication that therapist and patient were evaluating 
phenomena differently, perhaps not working together toward the 
same goals and this may indicate a lack of communication or 
appropriate interaction between the pair, furthering the 
suggestion that a closer inspection of the patient-therapist 
interaction may be necessary for effective supervision.

There are several implications arising from the present 
study that should inform further research into supervision 
impact which may be summarized as follows;
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1. ) Both the patients and the therapists would appear to 
require time to adjust to newly-introduced intensive 
psychodynamic supervision, thus a lengthy period of 
supervision may be necessary in order to measure supervision 
effect and to bring about desirable positive results of 
supervision. This accords with the findings of Perez, Krul & 
Kapoor (1984) and Allen, Szollos & Williams (1986) that a long 
period of supervision is required for a successful supervisory 
experience.
2. ) Some therapists were more able than others to use 
psychodynamic supervision, indicating that therapist 
motivation and self-selection for training is important in the 
evaluation of supervision effects.
3.) Expectations of supervision need to be taken into account 
in the evaluation of supervision. The importance of 
expectations to the supervisory experience has been noted by 
Boyar (1980), Worthington & Roehlke (1979) and Kaplan (1983).
4. ) Patient variables such as motivation and suitability for 
psychotherapy appear to be a factor in achieving a supervision 
impact. This is reflected in the practice of most training 
organizations of providing training cases that are suited to 
the psychotherapeutic method.
5. ) In the supervision of NHS therapists, attention is 
required in identifying and addressing particular needs of 
individual therapists and patients. This is likely to be true 
for all supervisory situations, suggesting that a general 
application of principles is less useful than pragmatic
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supervision directed toward the individual learning needs of 
therapists and particular patient problems.

There are several limitations found in this study which 
do not allow inferences from the results to be made about the 
effectiveness of supervision with any certainty. The design 
is limited to one form of supervision with one supervisor, so 
that deductions about other types of supervision or other 
supervisory styles cannot be made. Other limitations are 
suggested by the above list of implications for research drawn 
from this study, i.e., the brief period of supervision, 
therapist motivation and expectation, patient suitability and 
individual needs. Thus, the results are not generalisable to 
other supervisors, settings and samples.

The problems raised by this study may lie in the present 
situation of attempting to investigate supervision in terms of 
a psychotherapy research paradigm. In the input-process- 
output model, the variability of therapist, patient and 
supervisor factors needs to be taken into account. Although 
therapist and patient factors may be controlled to a 
satisfactory extent, there are too many variables in regard to 
supervisory input that are unknown. Before the outcome of 
supervision can be tested in terms of therapist or patient 
improvement, more must be understood about the nature of 
supervision and its variability. This requires an
investigation into the supervisory process itself. As Lambert 
& Arnold (1987) have observed, in order for further progress 
to be made in the field, the supervisory relationship will
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need to be intruded upon in order to gather more information 
about supervisor variables. It is necessary to know how it is 
conducted, who conducts it, and what are the expectations and 
needs of supervisees who receive it.

These questions imply that what is required is the 
collection of descriptive data about supervisory practices and 
demographics, and suggest the methodology of a questionnaire 
survey of supervision. By broadening the domain of 
investigation to encompass the entire range of 
psychotherapies, a picture of supervision will be provided 
that is representative of practices over the whole field. 
Opening up this important area of the profession to scrutiny 
will allow further progress to be made concerning its efficacy 
and will contribute to fuller knowledge of the profession as 
a whole.

In surveying what happens in supervision sessions under 
the auspices of London-based psychotherapy training courses, 
sampling improvements will be made by the provision of 
supervisors of varying theoretical orientations who work with 
motivated, self-selected therapists treating motivated, 
suitable patients. The following chapter will report the 
initial steps in conducting the survey that involved the 
development of the supervision questionnaire.
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CHAPTER SIX
DEVELOPMENT OF THE SUPERVISION QUESTIONNAIRE 

INTRODUCTION
In the first clinical trial reported in Chapter Four, 

there was found to be a supervision effect at outcome after 
brief psychotherapy conducted by a multiprofessional 
psychiatric team. The design of this study made it difficult 
to determine if the effect was due to supervision, however the 
presence of the effect prompted the researcher to design the 
second study in which a more rigorous experimental test was 
performed.

In the second study reported in Chapter Five, the 
therapists were divided into two groups in order that both 
groups could experience an intensive supervision and a 
no-supervision condition in a two-way crossover design. 
Although the instruments did not register a strong supervision 
effect in this study, there were indications that supervision 
did have an impact on the therapeutic experience.

As a result of the two studies, it became clear that more 
needs to be known about supervisory variables before 
controlled trials can be performed that test the efficacy of 
supervision. It was thought that the supervision process 
itself needed further exploration and it revealed the need for 
a survey of supervision practices. How do supervisors proceed 
in their attempt to provide a positive learning experience for 
the supervisee and benefit for the patient? Who are the
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supervisors on psychotherapy courses and what are the theories 
they use?

In Chapter Two it was seen that there are various
approaches to supervision, for example, Dewald believes 
supervisors fall into three types: the didactic, those who
believe in learning by experience, and the intuitive, counter
transference orientated. Hess (1980) identified five 
interactional models of the supervisory relationship: 
teacher, case review consultant, collegial peer, monitor and 
therapist. It is not only the specific techniques and
practices, but the supervisor himself who is of crucial
importance, his style, personal characteristics and 
theoretical orientation (Nelson, 1978; Cherniss & Egnatios, 
1977; Sundland, 1978; Arlow, 1963; Borden, 1983; Hosford &
Barmann, 1983; Patterson, 1983; Newman, 1984; Guest & Beutler, 
1988; Silberman & Mazza, 1985).

These questions prompted the researcher to undertake a 
major survey of supervision in order to investigate the field. 
The aims of such a survey would be to reveal descriptive and, 
perhaps, prescriptive dimensions of the supervisory experience 
in the training of psychotherapists. This approach is 
consistent with the strategies for psychotherapy research set 
out by Horowitz (1982) in his critical paper in which he 
points out that researchers in the field, pressurized by the 
competition for research funds, have moved too quickly into 
contrast group studies without having passed through the 
ordered stages of descriptive and associational/correlational

147



studies that have been found to be necessary to research 
methods in the other sciences.

In designing the survey, it was decided to make it broad 
enough to include the three professions that provide 
psychotherapy trainings in London: clinical psychology,
psychotherapy and counselling, in order to sample the whole 
range of supervisory practice and to provide a basis for 
comparison between them. As indicated in Chapter Two, there 
has been no comprehensive survey of supervision practice to 
date and little on which to base the systematic study of the 
supervision process (Hess & Hess, 1983; Robiner & Schofield 
1990; Borders, in press). Auxiliary investigations into 
qualitative variables and demographic details of supervisors 
would allow a fuller analysis of supervisory input. The need 
for a survey was illustrated further in Chapter One, where it 
was seen that the psychotherapies have become so theory-bound 
with the different theoretical groups vying for attention and 
claiming superiority without much that is known about actual 
differences in practice. These differences, it is proposed, 
may well be revealed in the domain of supervisory practices.

In order to provide an instrument that would yield 
information about supervision practices in London, a 
questionnaire was developed. In the absence of a standard 
questionnaire on supervision behaviours, it was necessary to 
construct a questionnaire relevant to the research 
requirements, i.e., one that would be broad enough to measure 
behaviours across the range of the three therapeutic
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disciplines under study, these being psychotherapy, clinical 
psychology and counselling. The present chapter is a report 
of the development of the Supervision Questionnaire, the core 
instrument employed in the battery of questionnaires 
comprising the survey.

In the formation of the questionnaire, it was clearly 
important to include questions about as many supervisory 
behaviours as possible from each of the three disciplines. 
Following the accepted method for questionnaire formation 
(Oppenheim, 1966), interviews that were both extensive and 
intensive were conducted with experienced practitioners in the 
field of study in order to elicit examples and categories of 
behaviour that would constitute the basis of the 
questionnaire.

METHOD
Design

Thirteen supervisors who are well-known in the three 
professional fields as experienced and respected workers were 
contacted by telephone. The researcher introduced herself 
(only two of the supervisors were known personally to the 
researcher), and explained the research project to him or her, 
clarifying that the aim was to construct a new questionnaire 
on supervision practices and asking for permission to conduct 
a tape-recorded interview with them about what they do in 
supervision sessions. Appointments were made for the 
interview to take place in the consulting room of the
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supervisor. The tape recorded interviews were subjected to 
content analysis for categories of supervision behaviours. 
Overlapping items were removed and questionnaire items were 
chosen from each category as ones that best represented the 
behaviours.
Sample

The twelve supervisors who agreed to be interviewed 
belonged to the following psychotherapy orientations: 
psychoanalysis (3), cognitive-behaviour therapy (3), 
analytical (Jungian) psychology (2), counselling (2), 
cognitive-analytic therapy ( 1 ) and psychoanalytic 
psychotherapy ( 1). Four women and eight men were interviewed. 
One supervisor who was contacted, a Kleinian psychoanalyst, 
declined to be interviewed due to pressure of work. (See Table 
6.1 for further description of the subjects.)
Materials and Procedure

The interviews were 45 minutes to 75 minutes in length. 
A small battery-run tape recorder was used to record the 
interviews, placed on a desk or table between the interviewer 
and the supervisor. The subjects, without exception, were 
keen to talk about their work and open in their responses. 
The Interview Method

The interview technique used was semi-structured as 
follows: It began with the question, "Do you supervise
individually or in a group?". According to the answer given 
by the interviewee, who was allowed to speak as long as he 
chose, the next question was based on the elicited material.
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Table 6.1 SUPERVISORS INTERVIEWED TO FORM THE QUESTIONNAIRE: 
AGE, ORIGINAL TRAINING ORGANIZATION, YEARS OF 
EXPERIENCE, NUMBER OF TRAINEES PRESENTLY IN 
SUPERVISION, AND TRAINING ORGANIZATION 
(N=12)

AGE
ORIGINAL TRAINING 
ORGANIZATION

YEARS NO.OF PRESENT
EXP. TRAINEES ORGANIZATION

67

61

Institute of 
Psychoanalysis

25

19

British 
Association of 

Psychotherapists
10

3. 69 If If

4. 50 Tavistock Clinic

48

45

7. 49

8. 48

Society of Analytical 
Psychologists (SAP)
SAP

30

10

WPF

WPF

10

12

9. 47 Clinical Psychology 17
10. 42 Clinical Psychology 12
11. 39 Maudsley Hospital 12

12. 60 Psychiatry and 28
Clinical Psychology

5 Institute of
Psychoanalysis

15 Guild of
Psychotherapi sts

8 SAP

6 Westminster
Pastoral 
Foundation 

(WPF)
5 NHS--St.Thomas'

Hospital
10 WPF and NHS—

Guy's Hospital
3 NHS--SE Thames
7 NHS--NW Thames
15 Maudsley Hosp.

Nurse-Therapist
19 NHS--St.Thomas'

& Guy's Hosp.
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e.g., "How does the session with your supervisee begin?". In 
other words, each question arose from the material elicited 
from the supervisor in regard to the previous question, as 
much as possible. Silence was often maintained by the 
interviewer after the supervisor stopped speaking to encourage 
the emergence of associative material before the next question 
was asked. This allowed for the flow of the interview to be 
guided by the supervisory behaviours and constructs reported 
by the supervisor.

The questions proceeded to specific elements of the 
supervision session. Examples of questions that emerged 
within the context of elicited supervisor speech were: What
do you tend to focus on in the trainee's case material? Do 
you give him/her explicit directions as to what to do in 
therapy sessions? How do you assess the trainee? What 
theories do you employ? The interviews ranged widely over 
supervision practice and theory for the various orientations. 
Generally, all supervisors tended to speak spontaneously about 
the theoreticians who influenced them. There was a tendency 
for the cognitive/behaviourists to discuss and give examples 
of specific technical problems with particular patient groups 
such as agoraphobics or obsessionals, while the analytical 
therapists spoke more about their general ideas about training 
issues, such as teaching the trainee to eschew preconceptions 
while learning from the patient, and helping to increase 
clinical perceptiveness by empathie identification alternating 
with an objective observational stance. Most of the
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interviews ended with issues of evaluation of the trainee and 
reporting back to the training organization.

RESULTS
Content Analysis

The tape-recorded interviews were played back by the 
researcher, who listed each of the supervisory behaviours 
elicited from the supervisors. Initially, there were 421 
items listed from the twelve interviews. When the overlapping 
items were removed, there were 164 items that were sorted into 
9 categories. The list of 164 items was given to three 
independent judges (two psychotherapists and one clinical 
psychologist), who were asked to mark each item according to 
which category it fell into. Fourteen items were thought by 
the judges to be difficult to categorize, being on the 
borderline between two categories. Ten of these were 
discarded, however four were judged as interesting items that 
should be retained, and so were pushed into the nearest 
category.

The categories of supervision practices were:
1.) The structure of the session. This included methods of 
case presentation by the trainee, supervision model, amount of 
time allotted to different types of discussion.
2.) Teaching methods. Comprised of didactic procedures, 
attitudes and beliefs employed by the supervisor.
3. ) The supervisory relationship. Involving interpersonal 
interaction modes and intervention types established or
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encouraged by the supervisor.
4.) Therapy process. Consisted of patient/therapist 
interaction types focused on by the supervisor and consultancy 
advice.
5. ) Theoretical orientation. References to theorists and 
theoretical issues by the supervisor.
6. ) Personal Issues. Reminiscences, personal experiences or 
prejudices uttered by the supervisor.
7. ) Professional/ethical issues. Contained issues around 
advice or therapeutic help given to the supervisee, 
qualification in doubtful cases, and responsibility to the 
training organization.
8. ) Evaluation. Progress issues, reports on students, and 
qualities desirable in therapists.
9.) Administration. Documentation of supervision such as 
referral letters, reports, research measures.

The final choice of 60 items was made by first selecting 
from each category the items which referred to basic 
procedures or behaviours that could apply to any of the three 
professional groups. A further selection of items was made of 
behaviours that might be more specialized and perhaps occur 
exclusively among supervisors of certain theoretical groups, 
but were items that might enable unexpected similarities to be 
discovered, e.g., items concerning role-play, emotions between 
therapist and patient, empathy. The excluded items were 
judged to be too specific or individual to be relevant to a 
general survey, such as personal prejudices, theoretical
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controversies or items exclusively involving the techniques of 
a particular theoretical stance. An attempt was made to match 
as nearly as possible the percentage of items in each category 
in the initial sort with the percentage of items chosen for 
the final version of the questionnaire. Table 6.2 shows the 
number of initial and final items in each category and their 
percentages.

It was decided at this stage by the researcher to reserve 
the items in the category of theorists and theoretical 
orientation for a special section in the demographic 
questionnaire, not including them in the main body of the 
supervision questionnaire. This was because the pervading 
presence of theory in the interviews with supervisors
suggested that a separate measure of self-described 
theoretical orientation would more clearly define the
supervisor's theoretical position in order to then find 
correlates with other supervisory practices.

The category containing the largest percentage of items 
was, not surprisingly. Teaching Methods. Supervisory
Relationship appeared as a separate category that included 
items about the type of personal relationship that might be 
involved which would reveal something of the character of the 
supervisory interactions. Structure of the Sessions included 
items about how the time was divided and used in the 
supervision in terms of basic types of discourse, e.g., formal 
presentation, general discussion of theory and practice, chat, 
and the frequency and length of supervision period. Examples
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Table 6.2 CATEGORIES OF SURVEY ITEMS WITH NUMBERS OF
ITEMS AND PERCENTAGES OF WHOLE IN EACH CATEGORY 
AT INITIAL AND FINAL SORT

Category Initial
Items
(164)

Items
Omitted
(104)

Final
Items
(60)

I. Teaching
Methods 53 (32.3%) 31 22 (36.6%)

2. Supervision
Relationship 26 (15.8%) 16 10 (16.6%)

3. Structure 
of Session 23 (14%) 14 9 (15%)

4. Therapy
Process 17 (10.4%) II 6 (10%)

5. Professional/ 
Ethical Issues 14 (8.5%) 9 5 (8.3%)

6. Evaluation 9 (5.4%) 5 4 (6.6%)
7. Administration 7 (3.8G) 4 3 (5%)
8. Personal

Issues 5 (3.1%) 3 I (1.6%)
9. Theoretical

Orientation 10 (6.1%) 10 0

156



of questions from the four major content categories can be 
found in Table 6.3.
Formation of the Questionnaire

Questions were formulated that pertained to the 
supervisory behaviours in each category that could be answered 
in terms of frequency or percentage of time that the 
behaviours appeared in the supervision sessions. Thus, a 
scale was presented for each question that could be marked at 
five points anchored by the tags ’Never’, ’Rarely’, 
’Sometimes’, ’Often’, and ’Always’, or in appropriate 
instances tagged with percentage values. One of the questions 
was put into a different response format, requiring that the 
respondent tick boxes.

The initial version of the questionnaire was administered 
to three supervisors in a pilot trial procedure. Their 
comments, questions and opinions regarding the questionnaire 
were noted and the completion time was tested (15-20 minutes). 
They were asked if in their opinion there were omissions of 
any areas of activity typical to supervision in the 
questionnaire. All thought it was thorough and thought-
provoking, albeit difficult to answer some of the questions in 
the response format given. One supervisor felt irritated by 
the questionnaire: deeper thoughts and feelings were stirred
up by some of the questions that could not be expressed by the 
response scale. Several of the questions were reworded and 
improved taking into consideration the comments of the trial 
supervisors. One supervisor considered an important area to
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Table 6.3 EXAMPLE QUESTIONS FOR FOUR MAJOR
CONTENT CATEGORIES

I. Structure of Session
1.) Do the supervisees present from case notes in the 

supervision session?
2. ) How much space do you allow in the session for the

supervisee to explore and learn for him/herself?
3.) Do you believe that the model for supervision should 

be a reflection or replica of the therapy model?
II. Supervisory Relationship

1. ) Do you take a supportive role with your supervisees?
2. ) Do you consider the feelings between the supervisory

pair to be important?
3.) Do you compliment your supervisees when they have 

done a good piece of work?
III. Therapy process.

1.) Do you discuss or make explicit the feelings of the 
patient toward the therapist in the supervision 
session?

2.) Do you pay close attention to the response of the 
patient/client after each intervention reported by 
the supervisee?

3.) Do you give specific directions in regard to the 
treatment?

IV. Teaching Methods.
1.) Do you formulate a working hypothesis, or revise an 

old one in each session?
2.) Do you feel that modelling or identification in 

relation to yourself is important in the learning 
process?

3. ) Do you explain concepts and techniques in a didactic
way?

4. ) Do you point out mistakes made by the supervisee?
5.) Do you use role playing in supervision?
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be inadequately represented, the so-called 'parallel process' 
in which processes in the patient are addressed by analyzing 
the interpersonal processes between the supervisory pair. 
This was rectified by creating a question in the form of a box 
that could be ticked specifying this focus

The final form of the Supervision Questionnaire, 
consisting of 60 questions that encompass supervision 
behaviours practised by the different therapy groups, can be 
seen in Appendix 6.1.

DISCUSSION
Models for supervision containing categories of 

supervisory behaviours have been formulated by a number of 
writers, emerging from theory and practical experience. 
Examples include Kadushin (1976), who has described three 
main functions of supervision which he terms educative, 
supportive and managerial. Holloway (1989) has created a 
detailed matrix within which are organized five objectives 
(counselling skills, case concept, professional role, 
emotional awareness and evaluation) and five strategies 
(instructing, modelling, monitoring, counselling and 
consulting). In a summary of the sub-roles most often noted 
by writers on supervision, Hawkins & Shohet (1989) list six 
categories: teacher, monitor evaluator, counsellor,
colleague, boss and expert technician. These categories of 
supervisor activities are presented here for comparison with 
the eight categories that emerged a posteriori from the
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interviews with the supervisor sample in this study: teaching 
methods, structure of sessions, the supervisory relationship, 
therapy process, personal issues, professional/ethical issues, 
evaluation and administration. Seven categories of this study 
subsume or are subsumable under the above-mentioned categories 
noted by previous writers, without categorical omissions. One 
new category, structure of the supervision sessions, appeared 
in the present study.

Questions were included in the present study that 
exemplified all of the above roles, functions, objectives and 
strategies mentioned by other workers and included new ones. 
This can be seen by the way in which Holloway's (1989) matrix 
of objectives and strategies are exemplified in scaled 
questionnaire items in the present study; Case concept: Do 
you offer explanations to help the supervisee to understand 
the patient's behaviour, symptoms, life situation? Emotional 
awareness: Do you discuss or make explicit the feelings of
the patient toward the therapist in the supervision session? 
Counselling skills: Do you give specific directions in regard 
to the treatment? Evaluation: Do you report back to a
training organization on the progress of the trainee or on his 
suitability for qualification? Instructing: Do you explain
concepts and techniques in a didactic way? Modelling: Do you
feel that modelling or identification in relation to yourself 
is important in the learning process? Monitoring: If you
see major difficulties in the student's progress, would you 
discuss these directly with the student? Do you ask the
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supervisees for their rationale for doing or saying something? 
Consulting: Do you give specific direction in regard to the
management of the case (as distinct from the treatment)? 
Counselling: Would you help the supervisee with emotional
problems of his/her own that might arise in work with 
patients?

Further, links can be seen with the list of sub-roles 
summarized by Hawkins & Shohet (1989), gleaned from the 
literature. Each of their six categories are represented by 
a number of items on the Supervision Questionnaire: teacher,
monitor evaluator, counsellor, colleague, boss, expert 
technician. Similarly, the interactional models identified by 
Hess (1980) are represented: teacher, case review consultant, 
collegial peer (Do you establish a warm, collegial 
relationship with your supervisees?), monitor and therapist. 
As pointed out in Chapter Two, these conceptual perspectives 
are helpful in organizing research issues, but there has been 
little research aimed toward assessing their differential 
relationship to supervisor and therapist variables, which this 
study will attempt to address.

It is highly relevant that the questionnaire includes 
items from all the main areas found by previous research 
studies to be highly facilitatory or detrimental to the 
learning process in supervision (reported in detail in Chapter 
Two). These include didactic elements (Payne, Winter & Bell, 
1972; Coin & Kline, 1974, and others), support (Kennard, 
Stewart & Gluck, 1982, and others), experiential space for
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learning for oneself and authoritarianism (Cherniss & 
Egnatios, 1977), positive feedback (Worthington, 1984), 
flexibility and warmth (Nelson, 1978), independent thinking 
(Worthington & Stern, 1985), personal/emotional issues (Goin 
& Kline, 1974), questions and praise (Holloway & Wolleat, 
1981).

By virtue of the result that the categories of questions 
emerging from the interviews with supervisors in this study 
matched and held examples of categories of supervisory 
behaviours found essential by writers on supervision, and that 
all the elements of supervision found highly facilitatory or 
detrimental according to previous studies were represented by 
items on the questionnaire, the Supervision Questionnaire 
appears to have face validity. This is the extent to which 
the content of a measure "looks like it measures what it is 
supposed to measure" (Nunnally, 1978).

The following chapter will report the administration of 
the Supervision Questionnaire, together with five further 
research instruments, to current supervisors from London 
psychotherapy training organizations.
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CHAPTER SEVEN 
THE SUPERVISION SURVEY

INTRODUCTION
Hess (1987) has pointed out how few studies exist on 

the assessment of supervision procedures from the 
supervisor’s point of view and, indeed, how little is known 
about their characteristics or how their theories of 
psychotherapy affect their supervision. Most of the 
surveys in the field of supervision have been from the 
viewpoint of trainee satisfaction, which were reported in 
Chapter Two. In these studies, trainee-rated supervisory 
procedures found to be facilitatory were supportiveness, 
instruction, positive feedback, warmth, flexibility, asking 
for information, rapport, trustworthiness, met expectations 
and addressing problems in the supervisory relationship 
(Kennard, Stewart & Gluck, 1982; Nelson, 1978; Cherniss & 
Egnatios, 1977; Worthington, 1984; Edelstein, 1985; Goin & 
Kline, 1974; Holloway & Wolleat, 1981; Bresolin, 1985; 
Carey, Williams & Wells, 1988).

In two studies that do exist on self-rated supervisor 
variables, they have been shown to see themselves as 
varying their style according to the developmental level of 
the supervisees (Wiley & Ray, 1986), however Yogev & Pion 
(1984) found contradictory evidence for this.

Some progress was made in the 1980s in measuring 
supervisor variables by content analysis of supervisory
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discourse which revealed the presence of instructional and 
therapeutic strategies by the supervisor. (Holloway & 
Wompold, 1983; Ellis & Dell, 1986; and Ellis, Dell & Good, 
1988).

From the counselling literature, several studies have 
been made that compare supervisory behaviours rated by both 
supervisor and trainee. Scales were used by Sunblad & 
Feinberg (1972) and Holloway & Wompold (1983, 1985) to
evaluate the quality and sense of satisfaction in the 
supervision session by supervisor and supervisee. Other 
instruments have been designed, primarily by those 
interested in establishing a developmental approach to 
supervision and to measure trainee preference at different 
levels of experience. In a self-report Supervision 
Questionnaire (SQ) of 42 supervisory behaviours, 
Worthington & Roehlke (1979) found two independent factors: 
evaluation and support. Other researchers have used the SQ 
such as Heppner & Handley (1982) in correlational studies 
with trainee perception of expertness, attractiveness and 
trustworthiness, finding that evaluation was more highly 
correlated with these variables than support. Friedlander 
& Ward (1984) have conducted a series of studies using 
their Supervisory Styles Instrument (SSI) for both trainees 
and supervisors. The SSI, the instrument on which there 
has been the most extensive validity and reliability 
testing, has revealed four factors of supervisor 
characteristics: Attractive Expert, Interpersonally
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Sensitive, Laissez-Faire and Task-Orientated. The newest 
instrument, the Supervisory Working Alliance Inventory 
provided by Efstation, Patton & Kardash (1990), measures 
the working alliance and the supervisory relationship in a 
30-item inventory. For supervisors three factors emerged; 
client focus, rapport and identification. Two factors 
emerged for the trainee version: rapport and client focus.
These instruments, although useful in measuring trainee 
preference of different emphases in the supervisory 
relationship across different experience levels or clinical 
contexts, do not measure a wide range of specific 
supervisory behaviours.

The present survey was an attempt to reveal basic 
elements of supervisory practice by means of supervisor 
self-report. For this, the main instrument was the 
Supervision Questionnaire, the formation of which was 
reported in the previous chapter. Chapter Six. The aim of 
this study was two-fold: to obtain a picture of
supervision practices and to validate the Supervision 
Questionnaire. Supervisor demographic details were
obtained and, in order to collect data for further analysis 
of supervisory dimensions, additional instruments were 
included in the research package.

METHOD
Design

The Supervision Questionnaire was sent, along with the
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supplementary research materials, to 410 supervisors 
currently working for 23 of the largest London training 
organizations. Sixty supervision behaviour variables from 
the Supervision Questionnaire were submitted to analysis of 
variance by the three professional groups in order to 
compare group differences in regard to supervision 
practices.
Materials
1.) The Supervision Questionnaire. Formulated as 
described in Chapter Six of the present study. (Appendix 
6.1).
2.) The Demographic Questionnaire. In addition to the 
standard demographic items such as age, gender, marital 
status, children, education, qualifications, and 
professional organizations, the questionnaire consisted of 
detailed questions about the composition of supervision and 
psychotherapy practices. It contained questions about 
personal analysis or psychotherapy, teaching and 
professional experience, employment, theoretical 
orientation and whether it had changed or if retraining had 
been undertaken. The Demographic Questionnaire can be 
found in Appendix 7.1.

Five further research tools were used, explained and 
analyzed in subsequent chapters of this thesis, and will 
only be listed here.
3.) The Supervisory Style Questionnaire.
4.) The Evaluation of Supervisee Questionnaire.
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5.) The Expectations of Supervision Questionnaire.
6.) The Expectations of Supervision Style Questionnaire.
7.) Names of Theorists Questionnaire

Sample
The training organizations that were asked to 

participate in the survey were the largest and best-known 
of the London-based courses in the three professional 
groups :
1.) Clinical Psychology: the six largest training
organizations, five located in London, the Clinical 
Psychology Departments of the Maudsley Hospital, NE London 
Polytechnic, University College London, SE Thames Regional 
Health Authority, NE Thames Regional Health Authority, and 
including Surrey University which is a short distance 
outside SW London, were asked to take part. Initially, the 
researcher wrote to the Training Officer or Course Director 
of each course and explained the purposes of the survey, 
asking if their current generation of supervisors could be 
contacted and asked to participate. All six organizations 
gave their consent to participate after discussing the 
project with their Training Boards.
2. ) Psychotherapy: eleven training organizations were 
chosen on the basis that they were known to be the largest 
and longest-established, the choice of which was aided by 
discussion with senior psychotherapists highly experienced 
in the field of training. The organizations were contacted
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initially by writing the Chairs or Heads of Training. They 
were the British Association of Psychotherapists--Freudian 
and Jungian Streams, the Society of Analytical 
Psychologists, The Guild of Psychotherapists, The 
Philadelphia Association, The Lincoln Centre for 
Psychotherapy, Arbours Association, the London Centre for 
Psychotherapy, the Institute of Group Analysis, the 
Tavistock Centre, and the Association of Group and 
Individual Psychotherapy. The Heads of Training of eight 
organizations informed the researcher that they would take 
part after discussing the project with their Training 
Committees. Three Heads of Training gave their consent 
immediately. None of the psychotherapy organizations that 
were contacted refused to co-operate. The Head of one 
psychotherapy organization was extremely cautious, asking 
numerous questions and giving permission to contact their 
supervisors only on the condition that their results could 
not be identified in print. One organization preferred to 
send their own letter to their supervisors giving them the 
option to refuse participation if they so wished and one 
organization chose to include a covering letter from their 
training organization encouraging them to co-operate.
3.) Counselling: six training organizations were chosen as
the most reputable and largest courses in London, based on 
recommendations from experts in the field of counselling. 
These were the Westminster Pastoral Foundation, the 
Roehampton College M.Sc. Course in Counselling, Metanoia,
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the Antioch College Counselling Course, the London 
University Counselling Centre, and the Centre for the 
Advancement of Counselling. Four Heads discussed the 
project with their colleagues or the Training Committee, 
after which they gave their agreement to take part. Two 
Heads agreed immediately and none of the organizations that 
were contacted refused to participate.

A brief description of the training offered by the 
psychotherapy organizations can be found in Appendix 7.2.

The list of organizations and their response rates 
appear in Table 7.1. The varying response rates can be
explained for the most part by the means of distribution. 
The organizations either: a. ) provided lists of
supervisors so that research packages could be sent 
directly to them, b. ) arranged for distribution of the
research packages to supervisor's pigeon-holes at the
training centre, or, c. ) gave the research materials to the 
students for personal delivery to their supervisors at
their next supervision session.

When the list of names was supplied by the training 
organization and the research package was sent directly to 
the supervisor by post, the response rate was higher than 
when the training organization or the students took 
responsibility for the distribution of the questionnaires 
even though reminder letters were sent.

Of a total of 410 survey packages sent, 196
supervisors returned the questionnaires: 49 psychologists
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Table 7.1 ORGANIZATIONS TAKING PART IN THE SURVEY 
AND THE SUPERVISOR'S RESPONSE RATE BY 
NUMBER AND PERCENTAGE (N=I96)

Organization Sent Returned Percentage

PSYCHOLOGY
North East London

Polytechnic 15 7 46.7% *
Maudsley 25 10 40.0% *
Surrey 21 15 71.4%
North West Thames 8 6 75.0%
South East Thames 17 8 47.0% *
University College 4 3 75.0%

90 49 54.4%
PSYCHOTHERAPY
British Association

of Psychotherapists 35 24 68.6%
Society of Analytical

Psychologists 12 8 66.7%
Guild of

Psychotherapists 21 14 66.7%
Philadelphia Assoc. 7 5 71.4%
BAP Jungians 17 II 64.7%
Lincoln Centre IB II 61.0%
Arbours Assoc. 8 4 50.0%
London Centre for

Psychotherapy 9 5 55.5% *
Institute of
Group Analysis 6 4 66.7%

Tavistock Centre 7 3 42.8%
AGIP 15 7 46.7%

155 96 62.0%
COUNSELLING
Westminster Pastoral

Foundation 12 8 75.0%
Roehampton M.Sc. 24 15 62.5%
Metanoia 25 8 32.0% *
Antioch College 5 I 20.0% *
London University

Counselling Centre 3 3 100.0%
Centre for Advancement

of Counselling 96 16 16.7% *
165 51 30.9%

Total Sample 410 196 49.1%

* = Distributed by Training Organization.
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(54.4%), 96 psychotherapists (62%) and 51 counsellors
(30.9%). The overall mean response rate to the survey, 
49.1%, was distorted by one particularly poor-responding 
counselling organization (16.7%) whose 96 supervisors had 
no connection to the parent organization and were unknown 
to them, the research materials distributed by the 
students. When the response rate was calculated excluding 
this organization, it was 58%, reflecting more accurately 
the overall rate of co-operation.

When packages were delivered to pigeon-holes at the 
training centre, the five organizations responded less 
well: NE London Polytechnic (46.7%), The Maudsley (40%),
SE Thames (47%), the London Centre for Psychotherapy 
(55.5%), Metanoia (32%) and Antioch College (20%). On one 
course, the Centre for the Advancement of Counselling, the 
supervisors were unconnected and unknown to the parent 
organization, the research packages given to the students 
to deliver to their supervisors, and the rate was very low 
at 16.7%.

It is surprising that the psychologists, with their 
supposed greater interest in research, had a lower mean 
response rate (54.4%) than the psychotherapists (62%), who 
tend to be resistant to research in the belief that it is 
individuals, not groups or numbers, that matter. This, 
again, appeared to be an artefact of delivery method. For 
the counsellors, the response rate when the very poor- 
responding organization was removed was 57.8%, much closer
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to the other two groups.
The demographic characteristics of the sample can be 

found in Appendix 7.3.
Procedure

Each training organization was approached by sending 
an introductory letter to the head of training ( see 
Appendix 7.4) which explained the survey and asked for the 
co-operation of their organization. This was followed up 
by a telephone call 10 days later. After agreement was 
obtained, the supervisors were contacted and received, 
along with the research materials, an explanatory letter 
with instructions ( see Appendix 7.5) which said that the 
training organization had agreed to co-operate in the
research project and asked for their individual
participation. Stamped, addressed envelopes were supplied 
to both the supervisor and the supervisee for the return of 
the questionnaires directly to the researcher.

Whenever the case arose that a supervisor did not
return the questionnaires within a six-week period, a
reminder letter was sent asking again for their co
operation. If the supervisor did not respond to the
reminder letter, the ones who were individually
identifiable were telephoned, contacted personally or sent 
hand written notes to again ask for their co-operation. 
Thank you letters were sent to the supervisors who
responded to the survey, expressing gratitude for their 
participation. (See Appendix 7.6)
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RESULTS 
Item Analysis

The means and SDs of the 60 items of the Supervision 
Questionnaire for the whole sample can be found in Table 
7.2. In the results it was striking that the items 
'Patient’s feelings toward the therapist was thought to be 
important’ (M=4.62, SD=.69) and ’Therapist’s feelings 
toward the patient thought to be important’ (M=4.62, 
SD=.70) both had mean ratings of nearly ’Always’, and low 
SDs, indicating that the whole sample of supervisors were 
in agreement about focus on and awareness of the emotions 
between the therapeutic pair. There was less agreement 
about discussing these feelings, but the mean rating was 
’Often’. Although the supervisors felt the feelings 
between the supervisory pair were important, rated ’Often’, 
they were discussed less than ’Sometimes’.

The supervisors varied widely in regard to formulating 
a working hypothesis in each session (M=2.98, 80=1.03),
nearing ’Sometimes’, and in using a regular, systematic 
approach (M=3.76, SD=.92). They agreed in ’Often asking 
questions’ (M=3.82, SD=.68). They agreed that sometimes 
supervision should be a reflection of the therapy model 
(M=2.91, SD=.98).

Supervisors were in strong agreement about ’Problems 
about progress discussed with the student’ (M=4.63, 
SD=.63), approaching ’Always’. Supervisors would prevent 
a dubious student from qualifying (M=4.59, SD=.66), between
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Table 7.2 SUPERVISION QUESTIONNAIRE: MEANS (SDs)
OF THE 60 ITEMS FOR WHOLE SAMPLE (N=I96) 
AND FOR THREE PROFESSIONAL GROUPS

Whole
Sample

Psych
ology

Psycho
therapy

Coun
selling

M M M M
(SD) (SD) (SD) (SD)

I. Training scheme only-
3.97 4.34 3.85 3.80 * * *
(1.08) (1.03) (1.02) (1.2)

2. Qualified therapists also.
2.03 1.66 2.II 2.21 *
(.99) (.89) (.95) (1.1)3. Regular, systematic approach.
3.76 3.94 3.65 3.79
(.92) (.77) (.96) (.95)

4. Case history from referral source.
3.29 3.65 3.38 2.80 **
(1.3) (I.18) (1.26) (1.4)

5. Process notes required.
3.81 3.83 3.85 3.71
(I.21) (I.15) (1.2) (1.3)

6. Presentation from notes.
3.86 3.73 4.05 3.61 **
( .85) ( .89) (.78) ( .88)7. Verbatim account of session.
3.17 2.75 3.50 2.96 * * *
(1.24) (I.10) (1.24) (1.2)

8. Formulation of case at beginning.
2.36 3.30 1.68 2.77 * * *
(1.30) (1.23) (.94) (1.3)9. Final written report •

3.80 4.65 3.71 3.10 * * *
(I.I) (.56) (1.03) (1.1)10. ) Outcome measures.
1.88 3.10 1.30 1.79 ***
(1.2) (1.16) (.70) (1.2)

II. ) Attention to response of each intervention.
4.25 3.94 4.55 3.96 ***
(.85) (.87) (.60) (1.0)

12. ) Spontaneous discussion.
3.70 3.54 3.73 3.81
(.88) (.71) (.96) (.87)

13. ) Ask questions.
3.81 4.14 3.66 3.78 ***
(.68) (.61) (.66) (.68)

14. ) Examples from supervisor's cases.
3.16 3.60 3.01 3.00 ***
(.78) (.79) (.67) (.82)
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15.

16.

17.

18.

19.

20.

Whole
Sample

Psych
ologists

Psycho
therapists

Coun
sellors

Point out mistakes
3.33 3.29 3.37 3.29
(.73) (.76) (.78) (.62)

Allow space to learn for self.
3.56 3.33 3.70 3.56 ***
( .54) (.51) (.53) (.50)

Reflection of therapy model.
2.91 3.00 2.65 3.33 ***
(.98) (.84) (1.0) ( .92)

Role play used.
1.63 2.10 1.25 1.90 ***
(.81) (.74) (.55) (.94)

Specific directions given.
2.70 3.24 2.37 2.80 ***
(.81) (.83) (.69) (.68)

Directions on management.
3.07 3.53 2.75 3.20
(.76) (.71) (.68) (.68)

21. References from literature cited. 
3.14 3.37 3.06 3.06
(.66) (.70) (.65) (.59)

22. Didactic teaching.
2.88 3.12 2.73 2.92
(.86) (.80) (.89) (.81)

23. Explanations about patient given. 
3.52 3.63 3.50 3.41
(.65) (.56) (.68) (.67)

24. Empathie comments about patients. 
3.36 3.55 3.31 3.25
(.73) (.54) (.87) (.56)

25. Patient's feeling toward therapist important.
4.63 4.08 4.84 4.78
(.68) (.91) (.42) (.51)

26. Patient’s feelings discussed. 
4.02 3.41 4.32 4.02
(.78) (.85) (.64) (.63)

27. Therapist’s feelings toward patient important.
4.63 4.12 4.82 4.80
(.67) (.90) (.46) ( .46)

28. Therapist’s feelings discussed. 
3.99 3.58 4.18 4.04
(.76) (.82) (.70) (.68)

29. Feelings between supervisory pair important.
4.20 3.98 4.23 4.39
(.87) (.90) (.87) (.81)

30. Supervisory feelings discussed. 
3.04 2.87 2.93 3.41
(.91) (.73) (.93) (.93)

* * *

* * *

* * *

* * *

* * *

**
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Whole Psych- 
Sample ologists

Psycho
therapists

Coun
sellors

31. Video or tape recordings used.
1.71 2.48 1.07 2.16 ***
(1.06) (1.13) ( .30) (1.2)

32. Vary supervision technique.
3.59 3.80 3.34 3.86 **
(.97) (.80) (.91) (1.1)33. Take supportive role.
3.80 4.21 3.61 3.75 ***
(.79) (.61) (.85) (.70)

34. Give reassurance.
3.42 3.92 3.23 3.31 ***
(.80) (.77) (.66) (.87)

35. Give compliments.
4.05 4.46 3.85 4.04 ***
(.83) (.58) (.88) (.81)

36. Warm, collegial relationship.
4.14 4.31 4.03 4.16
(.72) (.62) (.69) (.85)

37. Chat.
2.15 2.52 2.04 2.00 ***
(.63) (.82) (.38) (.65)

38. Personal relationship outside.
1.98 2.77 1.73 1.71 ***
(.95) (1.05) (.72) (.82)

39. Formulate working hypothesis each session.
2.98 3.57 2.63 3.07 ***
(1.03) (.87) (.98) (.99)

40. Define treatment goals.
2.91 4.10 2.20 3.04 ***
(1.24) (.82) (.93) (1.1)41. Focus for future sessions given.
3.11 4.00 2.52 3.37 ***
(1.01) (.74) (.81) (.81)

42. Expression of negative feelings.
3.84 3.82 3.72 4.06 *
(.93) (.75) (1.03) (.88)

43. Help with emotional problems.
2.80 3.35 2.47 2.84 ***
(1.14) (1.13) (.98) (1.2)

44. Advise to sort out problems.
3.56 3.10 3.77 3.82 ***
(.98) (1.15) (1.11) (.90)

45. Encourage own style.
4.37 4.02 4.56 4.37 ***
(.70) (.78) (.61) (.64)

46. Learn from supervisee.
4.02 4.02 4.04 3.98
(.72) (.72) (.72) (.75)
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Whole
Sample

Psych
ologists

Psycho
therapists

Coun
sellors

47. Modelling on self.
3.45 3.73 3.34 3.41 *
( .82) (.68) (.87) ( .84)

48. Choose supervisor.
3.82 3.41 (4.41) 3.10 ***
(1.4) (1.51) (.96) (1.5)

49. Select patient.
3.60 4.00 3.60 3.11 ***
(1.15) (1.04) (1.1) (1.2)

50. Role of authority.
3.07 3.35 2.90 3.10 *
(1.01) (.98) (1.04) ( .90)

51. Ask for rationale.
3.72 3.80 3.68 3.71
( .71) (.73) (.68) (.76)

52. Challenge supervisee.
3.17 2.83 3.16 3.51 ***
(.78) (.83) (.75) (.62)

53. Conflict with supervisee.
2.60 2.51 2.62 2.63
(.56) (.62) (.53) (.57)

54. Disturbed relationship.
2.18 2.00 2.17 2.83 **
(.55) ( .46) (.56) (.57)

55. Report back to organization.
4.13 4.69 4.04 3.71 ***
(1.13) (.68) (1.1) (1.4)

56. Progress problems discussed.
4.63 4.74 4.56 4.65
(.63) ( .49) (.66) (.69)

57. Prevent from qualifying.
4.60 4.56 4.64 4.53
(.66) (.54) (.58) (.87)

58. Discuss progress report with supervisee.
4.30 4.86 3.92 4.50 ***
(1.1) (.54) (1.2) (1.0)

59. Frequency of supervision.
2.06 1.98 2.00 2.28
( .33) (.27) (.00) (.55)

60. Length of supervision.
3.99 1.94 5.09 4.00 ***
(1.71) (.94) (.96) (1.5)

Significance Levels:
* = p<.05 ** = p<.01 *** = p< .001
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'Often’ and 'Always'; however they varied widely about 
discussing the progress report to the training body with 
the student (M=4.31, SD=1.09).

There was high agreement on the item 'Learns from the 
supervisee' (M=4.02, SD=.72), 'Often'; there was 'Seldom 
conflict with the supervisee' (M=2.59, SD=.56).

Differences between Professional Groups
The results of a Scheffe pair-wise comparison on the 

Supervision Questionnaire items for the three professional 
groups can be found in Appendix 7.7. Of the 60 supervision 
behaviour variables, 45 were found to have significant 
group differences. These differences can be summarized as 
follows:
1.) The psychotherapists seldom require a case formulation 
and treatment plan at the beginning of supervision 
(Mean=1.68, SD=.94), reflecting their more emergent 
attitude to clinical material, while the psychologists' 
mean rating was twice as often, significantly more often 
than the other two professional groups. On this variable, 
the counsellors' mean rating was less than the psychol
ogists but significantly more than the psychotherapists.
2. ) The psychotherapists most often required presentation 
from case notes (M=4.05, SD=.78) and a verbatim account of 
each therapy session (M=3.50, SD=.78), significantly more 
so than the other two groups. These results indicate that 
the psychotherapists monitor sessional activity and content
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to a greater degree.
3.) Close attention to the response of the patient/client 
after each intervention of the therapist was high for the 
whole sample, with the mean rating at ’often’ (M=4.25, 
SD=.85). The psychotherapists rated this variable 
significantly higher that the other two groups (M=4.55, 
SD=.60), nearly ’always’, indicating together with the 
above item 2. ) that the psychotherapists show more interest 
in the close tracking of interactive microprocesses.
4. ) The psychologists most frequently asked questions of 
the supervisee (M=4.14, SD=.61). They most often offered 
examples from their own cases (M=3.6, SD=.79), took on the 
role of authority (M=3.35, SD=.98) and least often 
encouraged the trainee to develop his own style (M=4.02, 
SD=.78). These significantly higher scores appear to 
reflect the prevalence amongst psychologists of regularized 
treatment programs for categories of patients which is 
reinforced by case illustration, while psychotherapists and 
counsellors tend to emphasize the individual nature of 
patients.
5. ) The most space to explore and learn for oneself was 
allowed by the psychotherapists (M=3.70, SD=.53), 
significantly more than the psychologists, which accords 
with what one might expect from their theoretical model 
stressing the importance of experiential modes and time 
allowed for the emergence of unconscious material.
6.) In regard to role play and video or tape recordings.
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the psychologists and counsellors used these techniques 
twice as often as the psychotherapists, who almost never 
used them. The psychologists used modelling on themselves 
significantly more compared with the counsellors.
7.) Specific directions regarding the treatment were given 
most frequently by the psychologists (M=3.24, SD=.83) and 
the counsellors gave more directions than the 
psychotherapists. Similar results obtained for directions 
on case management (as distinct from the treatment itself), 
with significantly fewer offered by the psychotherapists. 
These results show the psychotherapists to be less 
directive generally than the other two professional groups.
8. ) All three groups cited references from the literature 
’sometimes', but the psychologists did this significantly 
more (M=3.37, SD=.70). There was significantly more 
didactic explanation amongst the psychologists (M=3.12, 
SD=.89) compared with the other two groups. These findings 
point toward the cognitive bias in epistemological issues 
favoured by the psychologists.
9.) To the question "Do you formulate a working 
hypothesis, or revise an old one, in each session?", the 
psychotherapist’s ratings were significantly lower that the 
other two groups (M=2.63, SD=.98), indicating their lower 
adherence to the scientific method of hypothesis 
generation.
10. ) Treatment goals were made explicit by the 
psychologists ’often’, by the counsellors ’sometimes’ and
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by the psychotherapists 'rarely'. The psychologists rated 
this variable significantly higher than the other two 
groups and the counsellors higher than the 
psychotherapists. Similar results occurred for a focus for 
therapeutic work in future sessions. These results are 
consistent with the well-known reluctance of 
psychotherapists to impose therapist-conceived goals or 
teleological principles on the patient. Material is 
allowed to arise in each session according to the current 
preoccupations of the patient and working through proceeds 
at the patient's own pace, consistent with many theoretical 
positions in psychotherapy.
11.) The psychotherapists varied their supervision 
technique significantly less (M=3.34, SD=.91), took on less 
of a supportive role (M=3.61, SD=.85) and gave fewer
reassurances (M=3.23, SD=.66) compared to the other two
groups. The psychologists often gave praise for good work 
(M=4.46, SD=.58), somewhat more than the counsellors and 
significantly more than the psychotherapists.
12.) Challenges to or confrontation of the supervisee were 
made significantly more frequently by counsellors, midway 
between 'sometimes' and 'often', and least often by the 
psychologists who rated fewer challenges than the 
psychotherapists to a significant degree.
13.) The belief that the supervision model should be a 
reflection or replica of the therapy model was held most 
strongly by the counsellors (M=3.33, SD=.92), significantly

181



more than the psychotherapists.
14.) The patient's feelings toward the therapist was 
thought to be least important for the psychologists 
(M=4.08, SD=.91), 'often' compared with nearly 'always' for 
the other two groups. The feelings toward the therapist 
were made explicit or discussed in the supervision session 
most often by the psychotherapists (M=4.32, SD=.64) and the 
counsellors discussed them more than the psychologists 
(M=3.41, SD=.85).
15.) The therapist's feelings toward the patient was 
thought to be least important by the psychologists and were 
made explicit or discussed least often by them.
16. ) Although all three groups considered the feelings 
between the supervisory pair to be important 'often', the 
psychologists felt they were less important than the 
counsellors. These feelings were discussed or made 
explicit more frequently by the counsellors than the other 
two groups (M=4.39, SD=.81).
17. ) The psychologists chatted more and tended to form 
personal relationships outside supervision, perhaps 
reflecting their greater tendency to inhabit an 
institutional setting.
18.) Encouragement in the expression of negative feelings 
occurred 'often' in counselling supervision (M=4.06, 
SD=.88), significantly less than for psychotherapists. The 
supervisory relationship became more disturbed for 
counsellors (M=2.83, SD=.57, 'sometimes') compared with
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psychologists ('rarely'), with the psychotherapists falling 
in between.
19.) The supervisor gave help with trainee's emotional 
problems more often for the psychologists and counsellors 
than for the psychotherapists (M=2.47, SD=.98). Advice was 
given to trainees about sorting out their own problems 
least often by the psychologists (M=3.10, SD=1.15). These 
findings appear to reflect the differential amount of 
personal therapy required for the three professions.
20. ) The psychotherapists were able to choose their 
supervisors most often (M=4.41, SD=.96) compared with the 
other two groups, who could only do this ' sometimes ' . The 
training patient was selected as specially suitable for 
trainees 'sometimes' by the counsellors, less often than by 
the other two groups. The psychologists most often had 
patients selected as suitable (M=4.00, SD=1.04).
21.) A final written report on the case was required most 
often by the psychologists (M=4.65, SD=.56), and the
psychotherapists (M=3.71, SD=1.03) required this more
frequently than the counsellors. Outcome measures were 
taken 'sometimes' by the psychologists (M=3.10, SD=1.16), 
more than twice as often as the other two professional 
groups.
22. ) The psychologists reported back to the training 
organization on the progress or suitability of the trainee 
nearly always (M=4.68, SD=.68), more frequently than the 
other two groups. The counsellors reported back least
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often (M=3.71, SD=1,4). The report to the training
organization was shown to or discussed with the trainee 
least frequently for the psychotherapists (M=3.92, SD=1.2).
23.) For the whole sample, the mean length of supervision 
was 1.5 years. The psychologists on average were 
supervised .57 years, the psychotherapists 2.23 years, and 
the counsellors 1.65 years.

On some variables there was an absence of significant 
differences where they might have been expected. It might 
have been expected that there would be differences between 
the three professional groups on the practice of a regular, 
systematic approach, with the psychologist's greater bias 
toward scientific method resulting in a significantly 
higher score on this variable. Interesting, too, was the 
finding that empathie comments about the patient were made 
nearly equally by the three groups when one might have 
thought this to be a special province of the 
psychotherapists.
Gender and Experience Differences in Supervision Practices

An independent groups t-test yielded gender 
differences on six items on the Supervision Questionnaire. 
Men were significantly more didactic than women (t=2.26, 
df=1,191, p<.025). Women took a greater supportive role 
(t=1.98, df=l,190, p<.05), reassured more (t=2.57,
df=1,192, p<.01), and defined a focus for future sessions 
more often (t=1.97, df=1,193, p<.05). Women also thought
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the feelings between the supervisory pair were very 
significantly more important than men (t=2.69, df=1,184, 
p<.01) and they were more willing to discuss the progress 
report to the training body with the student (t=2.53, 
df=1,185, p<.02). These findings reflect empirical
evidence for gender differences whereby women have been 
found to be more nurturant and relationship-orientated and 
men to be more interested in theoretical and political 
pursuits (Allport, Vernon fit Lindzey, 1951; Oetzel, 1966; 
Carlson, 1971).

The supervisor's level of experience was related to a 
number of supervisory practices according to Pearson’s 
product-moment correlation coefficient. The number of 
years of supervision experience by the supervisor 
correlated positively significantly with the amount of 
space to learn for himself given to the trainee (r=.26, 
N=193, p<.001) and prevents students from qualifying if
their progress is unsatisfactory (r=.12, N=194, p<.05), and 
negatively significantly with directions about management 
of the case (r=-.23, N=193, p<.001), supportive role (r=- 
.14, N=190, p<.03), reassurance (r=-.17, N=192, p<.008), 
praise (r=-.12, N=192, p<.05), supervision model should
reflect psychotherapy model (r=-.27, N=191, p<.001), and 
takes on role of authority (r=-.20, N=194, p<.01). Thus, 
as supervisors become more experienced, they allow more 
space to the trainee, give less support, praise and 
reassurance, and, at the same time, adopt less of the role
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of authority.
The correlation pattern between years of psychotherapy 

experience and supervision variables included significant 
correlations with same variables above regarding length of 
supervision experience and additional correlations with 
seven variables: the amount of directions given about the
treatment (r=-.13, N=194, p<.03), questions asked (r=-.15, 
N=195, p<.01), focus for future sessions (r=-.25, N=195, 
p<.001), working hypotheses (r=-.20, N=191, p<.01),
expression of negative feelings (r=-.17, N=186, p<.01),
formulation of case required at the beginning of treatment 
(r=-.16, N=192, p<.01), and encouraging trainee's own style 
(r=.19, N=194, p<.01). Thus, the longer a supervisor has 
practised psychotherapy, the more laissez-faire he becomes 
as a supervisor.

DISCUSSION
The picture of supervision practices that emerges from 

the Supervision Questionnaire for the three professions can 
be summarized in the following way:
Psychologists

The psychologists more often required a case 
formulation and treatment plan at the beginning, asked the 
most questions, more often formulated working hypotheses, 
gave more examples from their own cases, more references to 
the literature, took on the role of authority and were more 
didactic than the other two professions, reflecting a
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cognitive bias. They were equally as directive of 
management and treatment as the counsellors. They more 
often made explicit treatment goals and a focus for future 
sessions. They required more final written reports and 
measured outcome more often; they were the most willing to 
help the trainee with his own problems (presumably because 
the psychology trainee was less frequently in therapeutic 
treatment); they nearly always reported back to the 
training organization on progress and discussed the 
progress report with the trainee.
Psychotherapists

The psychotherapists were supervised for a longer 
period of time, with more verbatim accounts of sessions and 
a closer attention paid to patient response to therapist 
intervention. They gave the trainee the most space to 
explore and learn for himself, and were least directive 
regarding the management and treatment of the training 
case. In the area of emotional response, the
psychotherapists attributed importance to the feelings of 
the patient and therapist toward each other, and discussed 
these feelings most often. They chose their own 
supervisors more often than the other two groups. 
Counsellors

The counsellors were the most challenging and 
confrontative toward their trainees. They were as 
directive regarding management and treatment as the 
psychologists, and sometimes were explicit about treatment
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goals and focus for future sessions, rating midway between 
the psychologists and the psychotherapists. They put 
nearly as much emphasis on emotional aspects of the 
therapeutic relationship as the psychotherapists. The 
counsellors most often discussed the supervisory 
relationship and encouraged the discussion of negative 
feelings. They felt the supervision model should be based 
on the treatment model to a greater degree than the other 
two professions. More often they gave advice to their 
trainees to seek help for their own problems.

Thus, the psychologists practised a supervisory method 
that was scientific, didactic, cognitive and directive.

The psychotherapists, in contrast,_could be described 
as involved in a supervisory process the form of which was 
experiential and non-directive, the content of which was 
emotions between the therapeutic pair, the impact of 
interpretations and a full account of the session.

The counsellors appeared to engage in a supervisory 
relationship that was more interactive, challenging, 
directive, interpersonally open, and based on a counselling 
model in which the supervisory relationship was discussed 
and negative feelings aired. Emotions between the 
therapeutic pair were both considered important and 
discussed.

These findings show a pattern of significant 
differences in supervisory practices between the 
professional groups that are consistent with intuition and
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with what one might expect in view of their differing 
theoretical bases. Thus, the Supervision Questionnaire 
appears to be a valid measure of supervision practices. In 
regard to the psychologists with their historical roots in 
learning theory and behavioural modification, scientific 
methodology is the means by which supervision is conducted, 
verified by this study. As stated by Ullmann & Krasner 
(1965), "training people to modify behaviour efficiently 
rests with scientific procedure, particularly adherence to 
operationally defined concepts" (p.44). Although,
according to this study, psychologists do not use more 
positive ('often') or negative ('sometimes') feedback than 
the other two professions, behaviour modification methods 
which include goal-setting and reinforcement (the citing of 
supervisor case material and references to the literature) 
were used more by psychology supervisors, a model which is 
described by Lloyd & Whitehead (1976). The psychologists 
used more academic and didactic practices, indicating their 
emphasis on the primary importance of cognitions for 
learning, with experience following. Mahoney (1974) draws 
the parallel that attention to cognitive variables in 
behavioural supervision is similar to that in cognitive- 
behavioural approaches to behaviour therapy. It is 
interesting that psychologists rate feeling variables 
between patient and therapist as 'often' important, but 
only 'sometimes' verbalized.

By the psychotherapists, a careful attention to
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microprocesses aided by verbatim accounts and close 
attention to patient responses was revealed by this study, 
and this has its counterpart in a great deal of 
psychoanalytic literature in which the therapist is 
exhorted to stay close to the clinical material and to 
"learn from the patient" (Casement, 1986). Grunebaum 
(1980) discusses the importance of the empirical testing 
out of the accuracy of interpretations by attending to 
their immediate effect. If they tally with what is real in 
the patient, conflicts are resolved, resistances are 
reduced and new pieces of memory open up (Freud, 1917, 
1937). In the close scrutiny of interpersonal dynamics in 
the psychotherapeutic relationship, emotions play a key 
part and are verbalized in what is the fundamental activity 
of the psychotherapies which are founded on psychoanalysis, 
the interpretation of the transference. The importance of 
the patient's feelings toward the analyst can be seen in a 
definition of transference by Greenson (1978): 
"Transference is the experiencing of impulses, feelings, 
fantasies, attitudes, and defenses with respect to a person 
in the present (the analyst or therapist) which do not 
appropriately fit that person but are a repetition of 
responses originating in regard to significant persons of 
early childhood." (p.362) The feelings of the therapist 
toward the patient, or the counter-transference, has gained 
wide acceptance as an important therapeutic tool to further 
understand the patient's unconscious, beginning with
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Heimann (1950). Even therapies which do not stress 
interpretation of the transference or countertransference 
count the interpersonal feelings between therapist and 
patient as important (e.g., Berne, 1960).

In regard to the numerous articles about whether 
supervision should be teaching or therapy (Fleming & 
Benedek, 1966; Solnit, 1970; Ekstein & Wallerstein, 1958; 
etc.), Moldawsky (in Hess, 1980) feels a general consensus 
has been reached that the purpose of supervision is to 
teach and not to give therapeutic help. Confirmation was 
found in this study in that psychotherapists gave least 
help with personal problems to the trainee, offered 
'rarely’, while the other two groups were prepared to give 
it 'sometimes'. Didactic teaching was offered nearly as 
often by the psychotherapists as the other two groups, i.e,
'sometimes'.

In regard to the counsellors, their tendency to use 
supervisory models that rely on the counselling model was 
discussed by Holloway (1987), which is borne out by the 
results of this study. Further, Carl Rogers (1951), who has 
been highly influential in the counselling movement, was 
known to promote a supervisory style that is non-directive 
and supervisee-centred, as pointed out by Rice (in Hess, 
1980). A style which is derived from this counselling 
model is reflected in the results of this study in the more 
interpersonally interactive supervisory behaviours found 
amongst the counsellors.
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This study attempts to contribute to the recent gains 
in supervision research made by studies that are 
descriptive of supervisory behaviours. There remains the 
task of discovering its correlational and covariate links 
and, ultimately, to devising a method for incorporating 
this knowledge into an evaluation of supervisory 
effectiveness. Further to this aim, the different 
supervisory practices for the three professions ( and for 
the whole sample) will be compared with trainee 
expectations of supervisor behaviours in the next chapter 
of this thesis.
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CHAPTER EIGHT 
EXPECTATIONS OF SUPERVISION

INTRODUCTION
In the second clinical study reported in Chapter Five, 

the supervision effect appeared to be influenced by 
expectations of supervision, among other factors. It is 
widely accepted that expectations affect outcomes in many 
domains including those of perception, cognition, memory and 
learning. The following sections will review the studies of 
the influence of expectancy that may well be relevant to and 
operating in the supervisory experience.
Role Expectations

In the field of social expectations, roles are defined as 
shared norms concerning the behaviour of certain persons in 
certain settings (Jones & Gerard, 1967). Following Tolman, 
stimulus-response formulations began to give way to cognitive 
formulations about expectations and the build-up of the 
cognitive map. Role expectation is a cognitive concept made 
up of beliefs, expectancies and subjective probabilities, 
defined in terms of actions, behaviours and qualities 
predicted of the person who occupies the role position. Role 
expectations facilitate social interaction by providing means 
of reciprocal prediction of behaviour. Role expectations also 
include imperatives of a qualitative nature, how the person 
’should’ behave: it is an important feature of cultural and 
social phenomena that predicted, and therefore "expected".
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actions become morally correct and good actions.
To assess role expectation, the same techniques are 

used as those used to measure cognitive structures in general. 
These include the self-report questionnaire, interview methods 
or inferences from observed behaviour. Early instruments 
developed to assess role expectation include an adjective 
checklist by Sarbin & Jones (1956) of qualities characterizing 
the role of daughter, which had high agreement among 
respondents. Sherwood (1958) implemented written essays to 
assess role expectations of the Bantu clerk; he asked clerk 
and supervisor to write essays on what is expected of an 
efficient clerk in government departments. Thomas, Polansky 
fit Kounin (1955) used a sentence completion test to assess role 
expectations of those in the helping professions, which 
included expectations that the helpful person be willing to 
maintain communication, to assign importance to one's 
problems, have sensitivity to tension, make efforts to reduce 
tension and discomfort, and help with decision-making 
difficulties.
The Influence of Expectancy on Perception. Memory and Learning 

Bartlett's (1932) early work involving the remembering 
of complex narratives offers persuasive evidence that cultural 
expectancies, in terms of category systems, are powerful 
determinants of learning and the retention of new materials. 
The first to introduce the idea that expectations could 
influence actual events as well as perception and memory was 
the sociologist Robert Merton (1948, 1957) who noted the
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phenomenon of the 'self-fulfilling prophecy'. Further to 
this, studies of the way in which expectations elicit the 
expected behaviour were made by Snyder, Tanke & Berscheid 
(1977).

Asch (1946) demonstrated, in the halo effect, how 
favourable information initially received brings about a 
positive feeling tone which influences the subsequent 
experience. First impressions are so important that they gain 
autonomy in the face of subsequent disconfirming evidence, as 
shown by Ross, Lepper & Hubbard (1975). However, studies have 
been made which show an opposite effect biased toward 
expectancy-disconfirming information by Hastie & Kumar ( 1979 ), 
who show, in salience studies, how novel, deviant, negative 
or otherwise unusual behaviour is preferentially attended to.

Expectancies direct attentional processes, as shown by 
Zadny & Gerard (1974), who found that recall of information 
was greater when the information conformed with expectations.

Sherif & Hovland (1961), in weight experiments, showed 
that perceptual distortion occurs when expectations are not 
met; when the discrepancy is large, judgements of the 
difference is exaggerated. Basic research on disconfirmed 
expectancies in the context of cognitive dissonance theory 
performed by Aronson & Carlsmith (1962) indicates that 
subjects altered their own judgements of the identification of 
schizophrenic faces to conform with experimenter-contrived 
disconfirmation in order to reduce dissonance.

Disconfirmation of expectancy is assumed, on the basis of
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dissonance theory, to be unpleasant. Carlsmith & Aronson 
(1962) demonstrated by taste experiments that sweet and bitter 
substances were rated as more unpleasant when expectations 
were disconfirmed. Their results were repeated by Samson & 
Sibley (1965). However, it was demonstrated by Harvey & Clapp 
(1965) that the direction of expectancy (positive or negative) 
is an important determinant of post-disconfirmation responses.

A violation of background expectations can produce 
bewilderment and compliance, as shown by Garfinkel (1967). 
Similarly, a study involving the concepts of cognitive 
balance, reduction of conflict and inconsistency produced by 
Rosenberg & Abelson (1960) indicated that failure of the 
environment to yield situations consistent with expectations 
can result initially in feelings of embarrassment and 
awkwardness and can be threatening to the point that there is 
repression or dissociation of the cognitions involved. The 
revaluation and cognitive balancing that subsequently takes 
place in order to accommodate the inconsistency further 
distorts cognition.

These studies, taken together, point strongly to the 
powerful influence of expectations and suggest that unmet 
expectations in supervision may well create a situation in 
which the trainee appears less able than he is and learning is 
impaired, thereby influencing the supervisor's evaluation of 
the trainee.
Expectancy in Psychotherapy Research

There have been a number of studies of expectations of
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psychotherapy that can be considered as relevant to the 
supervisor-supervisee relationship. As in any other
personal-social interaction, patients and psychotherapists 
approach their relationship with a set of role expectations 
that guide behaviours, perceptions, assessments and 
consequences of the situation (Lennard & Bernstein, 1960; 
Goldstein, 1962; Orne & Wender, 1968; Kiesler, 1982). Many 
studies have focused on descriptions of patient and therapist 
role expectations, e.g., Begley & Lieberman, 1970; Tinsley & 
Harris, 1976; Martin, Moore & Karwisch, 1977; and on the 
identification of determinants and correlates of these 
expectations, e.g., Baldwin, 1974; Berstein & LeComete, 1982; 
Subich, 1983.

A number of researchers have held that expectations are 
important in regard to the outcome of psychotherapy. Kazdin 
& Wilcoxon (1976) and Bandura (1977) have made studies of the 
relationship between expectations of psychotherapeutic 
treatment and its outcome which suggest that differential 
outcomes of treatment are based on the existence of differing 
expectations. Shapiro (1981) confirmed the hypothesis that 
expectations correlate with outcome, comparing prescriptive 
therapy with exploratory therapy and finding that clients 
rated prescriptive therapy as more creditable and thus 
experienced it as more beneficial. In another study by 
Morrison & Shapiro (1987) the advantage of prescriptive 
therapy was more ambiguous and only modest correlations were 
found between expectancies and outcome. Regression analysis
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suggested that the impact of expectancy on outcome was 
secondary to the treatment effect rather than its cause, 
giving credence to the notion that specific procedures are 
more important than expectations.

Similarity between patient and therapist role 
expectations facilitates psychotherapy according to numerous 
researchers (Chance, 1959; Goldstein, 1962; Martin, Stern & 
Hunter, 1976; Abramowitz, Berger & Weary, 1982). When 
expectations are inappropriate there is interference with the 
therapeutic task and pre-mature drop-out of therapy (Lennard 
& Bernstein, 1960; Heitler, 1976). A critical review on 
drop-out has been offered by Baekland & Lundwall (1975). The 
association of inappropriate expectations and early drop-out 
has led to a body of research on pre-therapy preparation to 
bring expectations into line with the realities of therapy 
(Heitler, 1973; Acosta et al, 1983.) Results of these studies 
suggest that although training in role induction into 
psychotherapy may increase knowledge of what psychotherapy is 
about, the patient may find he has a therapist who is quite 
different than the one he has been prepared for, given the 
range of styles and personalities of therapists. However, 
some induction into the role of supervisee by the supervisor 
may well be indicated.

Another body of research following on from these findings 
has investigated the "working alliance", an important concept 
in all the therapies which refers to the cooperative, non
neurotic, reasonable rapport or contract with the therapist
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that facilitates the therapeutic work and enables it to 
continue in spite of difficulties (Sandler, Dare & Holder, 
1973). Waterhouse & Strupp (1984) have pointed out that a 
good working alliance is crucial for successful psychotherapy 
and Bordin (1979, 1981) stresses that both parties must
constantly negotiate toward mutuality of agreement. The 
"learning alliance" in supervision has been underlined as 
important by Dewald (1987), Fleming & Benedek (1966), and 
others and may well be a concept that should be developed and 
perhaps regularly negotiated over the course of supervision.

Research on negative therapeutic outcome for minority 
groups shows that they may hold inappropriate expectations 
(Aronson & Overall, 1966; Gould, 1967; Lorion, 1974; Acosta, 
1979). Sloane et al (1970) asserted that while minority 
groups may hold inappropriate expectations, the general, 
educated public knew what to expect from psychotherapy, 
however a study by Benbenishty & Schul (1978) has shown that 
even sophisticated consumers of psychotherapy hold 
expectations that are significantly different than their 
therapists, particularly in the area of believing that they 
will obtain explanations of their problems and a diagnosis of 
them. Sophisticated consumers of supervision, too, may hold 
inappropriate expectations.
Expectations of Supervision

A few studies of expectations of supervision have been 
made. Several researchers found that a primary expectation 
was that supervision would be highly structured and systematic
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(Delaney & Moore, 1966; Kaplan, 1983; Worthington & Roehlke, 
1979; Worthington, 1984). Kirchner (1974) found that trainees 
expected negative feedback. In a study on the effects of 
matching supervisors and trainees on role expectations and 
interpersonal behaviours, it was found by Boyar (1980) that 
when expectations were similar there was a more positive 
rating by the trainee of the supervisory experience. None of 
the previous studies have compared trainee expectation with 
supervisor provision.

The point at which data is collected in studies of 
expectancy effects is usually prior to the event under study. 
Rosenthal (1966) discusses the way in which this method is 
confounded by effects of the 'self-fulfilling prophecy'. In 
the present study, the method used to measure expectancy 
effect was to gather data about expectations of supervision 
from supervisees who were already in supervision, not at the 
point before which they began. This method, according to 
Rosenthal (1966), eliminates the element of self-fulfilling 
prophecy, which would operate if measurements were taken 
before beginning supervision. Thus, "asking people to 
'predict' behaviour that has already occurred" (p.408) is an 
appropriate safeguard against confounding experiential effects 
and self-fulfilling effects. It measures expectations 
compared with what they were actually getting from the 
supervisors.

The present study will attempt to address an area that 
has not been studied by psychotherapy researchers: the
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comparison of supervisee expectation with supervisor provision 
in the supervision session. It will examine the extent to 
which the expectations of the supervisee were met by the 
supervisor on basic dimensions of supervisory behaviours.

METHOD
Design

25 items of the Supervision Questionnaire on which the 
supervisor rated the provisions and practices of his 
supervision were compared by means of a matched pairs t-test 
with corresponding items on the Expectations of Supervision 
Questionnaire rated by the supervisee. Results were obtained 
for the whole sample and for each professional group 
separately.
Sample

The demographic characteristics of the 196 supervisors 
who responded to the survey, all currently supervising 
trainees under the aegis of 23 major London training 
organizations, can be found in Appendix 7.2 and are discussed 
in Chapter Seven. The trainees who participated in the survey 
were currently in supervision. Demographic data was not 
requested of the trainee, however, by virtue of their presence 
on training courses, it can be assumed that their background 
consisted of, for the psychologists, at least a psychology 
degree, and for the majority of the psychotherapists and 
counsellors, a core profession in social work, psychology, 
medicine or teaching, with a small minority from other
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professions having the minimum educational level of a 
university degree, the usual minimum qualifications for entry 
into training courses.
Materials
The Expectations of Supervision Questionnaire

A measure of the expectations of supervision was
obtained by devising an Expectations of Supervision 
Questionnaire (Appendix 8.1), which was a subset of items of 
the Supervision Questionnaire (SQ). It was created by 
selecting from the 60 items of the SQ, 25 items that involved 
interactions between the supervisory pair. That is, items 
were chosen which referred to procedures, behaviours and 
attitudes that could be directly observed or experienced in 
the sessions by the trainees about the supervisory
relationship. This meant that questions on the SQ were 
eliminated that did not directly involve the supervisory 
relationship or work in the session or that concerned 
information exclusively relevant to or known only by the 
supervisor, such as their internal attitudes or beliefs about
supervision (e.g., the importance placed on modelling or
feelings in the supervisory dyad) or other items that were 
peripheral to basic expectations about supervision (e.g., 
whether there was a written report on the patient from the 
referring agency). The 25 items were reworded to pertain to 
the trainee's expectations, e.g., "Do you point out mistakes 
made by the supervisee?" was changed into "Did you expect to 
have your mistakes pointed out by your supervisor?" Thus,
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scaled responses from 1-5 ranging from 'Never* to 'Always* 
were obtained from the trainees about their expectations that 
could be compared with the scores on the same 25 items 
obtained from the SQ filled in by the supervisors about their 
practices.
The Supervision Questionnaire

The 25 matching items of supervisor practices taken from 
the 60 items of the Supervision Questionnaire, which had been 
completed by the supervisors in the main part of the survey, 
were used as a measure for comparison with trainee 
expectations.
Procedure

The participating supervisors who filled in the 
Supervision Questionnaire were requested to ask their trainee 
for his/her cooperation in the research project. The 
supervisor gave the Expectations of Supervision Questionnaire 
to the trainee to take away to fill in. The completed forms 
were sent directly to the researcher by post. If the 
supervisor saw more than one trainee, he/she was asked to 
select for the project the first trainee seen in any given 
week.

RESULTS
Results for the Whole Sample

A matched pairs t-test for related samples was carried 
out for the population as a whole (N=196) to discover if there 
was a difference between the expectations of supervision by
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the trainee and the actual practice reported by the 
supervisors in the sessions. Of the 25 items on the 
questionnaire, 16 indicated a significant difference in 
expectations (Appendix 8.2).

The t-test results show that in regard to the systematic 
approach to supervision sessions and the presentation of the 
work, the differences between supervisee expectations and 
supervisor practice were not significant. On supervisor's 
empathy and explanations about the patient, the amount of 
support, reassurance and conflict, the trainees expectations 
were also met. Differences can be summarized in 3 areas.
1.) Personal relationship and regard; supervisees got more 
compliments (t=10.54, df=1,188, p<.001) and warmth (t=8.29, 
df=l,184, p<.001) from the supervisor than they expected, more 
flexibility in regard to their individual needs (t=2.86, 
df=1,187, p<.005), more help with their personal problems 
(t=5.82, df=1,187, p<.001) and more encouragement to develop 
their own style of working (t=3.60, df=1,187, p<.001).
2.) Laissez-faire attitude. More intervention by the
supervisor was expected during the presentation of the 
supervisees work. The trainees thought that they would be 
asked more questions (t=2.41, df=1,186, p<.02), that their
mistakes would be pointed out to a greater extent (t=12.01, 
df=l,187, p<.001) and that they would be challenged or 
confronted more often on their work with patients than they 
actually were as reported by the supervisors (t=2.84, 
df=1,188, p<.005). Altogether, they expected their
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supervisors to be more directive regarding the treatment 
(t=6.92, df=1,188, p<.001) and to be allowed less space to 
explore and learn for themselves (t=2.60, df=1,186, p<.01). 
3. ) Teaching methods. When the supervisor did make
contributions in the session, he/she was more didactic 
(t=3.52, df=1,188, p<.001), gave more examples from cases
(t=3.81, df=1,188, p<.001), defined treatment goals (t=2.30, 
df=l,188, p<.03) and a suggested a focus for future sessions 
(t=3.43, df=1.188, p<.001) more often than the supervisees had 
expected. The supervisor, at the same time as allowing 
space for the supervisees to learn for themselves and 
considering their individual needs, took on the role of 
authority to a greater extent than the supervisee would have 
expected (t=5.21, df=l,184, p<.001).
Results for the Three Professional Groups

While the outcome of the t-test comparing student 
expectation with supervisor provision for the population as a 
whole reveals an overall pattern, it was thought that the 
pattern might vary within the three professional groups of 
psychologists, psychotherapists and counsellors. Matched 
pairs T-tests for related samples were done on each group with 
the following results.
1.) Psychologists (N=49): 11 of the 25 variables differed
significantly in regard to supervisee expectations and are 
shown in Table 8.1.

It appears that the psychology trainees knew what to 
expect from their supervisors to a greater degree than the
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Table 8.1 SIGNIFICANT DIFFERENCES IN EXPECTATIONS
FOR THE THREE PROFESSIONAL GROUPS BY
MATCHED PAIRS T-TEST FOR RELATED SAMPLES

Expectation t -value df P<

PSYCHOLOGISTS (N=48) Supervisees expected...
To to write up fewer process notes. 2.45 1,47 .02
More questions to be asked. 2.51 1,48 .02
More mistakes to be pointed out. 7.34 1,48 .000
More directiveness. 2.40 1,46 .02
Fewer compliments on good work. 8.37 1,46 .000
Less warm collegial relationship. 2.72 1,48 .005
Fewer defined treatment goals. 4.72 1,45 .000
Less focus for future sessions. 3.07 1,45 .000
Less help with own emotional problems. 3.02 1,47 .006
less role of authority. 4.84 1,46 .000
To be asked more for rationale. 2.12 1,48 .03

PSYCHOTHERAPISTS (N=96) Supervisees expected • • •

More process notes. 2.64 1,96 .01
Fewer examples from sup.cases. 5.44 1,94 .000
More mistakes pointed out. 5.72 1,95 .000
Less space to learn for oneself. 2.37 1,93 .02
More directiveness. 4.32 1,95 .000
Less didactic teaching. 2.64 1,96 .01
Less support. 1.91 1,95 .06
Fewer compliments on good work. 6.18 1,95 .000
Less warmth. 5.88 1,94 .000
Less chat about non-work subjects. 3.57 1,95 .005
Fewer treatment goals defined. 1.99 1,94 .05
Less help with own emotional problems. 4.31 1,95 .000
Less encouragement of own style. 4.12 1,94 .000
less role of authority. 2.37 1,93 .02
More challenge from supervisor. 2.64 1,95 .01

COUNSELLORS (N=5I) Supervisees expected...
More questions. 2.68 1,51 .02
Fewer examples from sup. cases. 2.19 1,51 .04
More mistakes pointed out. 4.10 1,50 .000
More directiveness. 2.94 1,49 .007
Less didactism. 3.27 1,50 .002
More explanations about client. 2.79 1,50 .008
Less variation according to needs. 2.40 1,49 .02
Fewer compliments. 5.78 1,50 .000
Less warmth. 5.42 1,50 .000
Fewer treatment goals defined. 2.26 1,49 .03
Less focus for future sessions. 2.01 1,49 .05
Less role of authority by supervisor. 3.12 1,49 .003
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population as a whole, particularly in the area of teaching 
methods (didactism, examples, space to learn, variation to 
suit needs, amount of confrontation, and development of own 
style). In other respects, the pattern of expectations for 
the psychologists reflects the differences of the whole 
sample, with the same feature of expecting less positive and 
more negative feedback. The exception is that psychologists 
did not expect to write up process notes as often as 
supervisors required it.
2.) Psychotherapists (N=96): 15 of the 25 variables indicated
significant differences in supervisee expectation as shown in 
Table 8.1.

The psychotherapists seemed somewhat less able to predict 
supervisory practices than the psychologists. They expected 
a more formal supervision session than they got, with more 
process notes required and less chat about non-work subjects 
(however, the level of chat was low (Supervisor’s Mean=2.0, 
SD=.38) indicating ’rarely’, while supervisee expectation 
tended toward ’never’). The psychotherapists went beyond the 
rating of a generally warm, facilitative atmosphere implied as 
unexpected by the population as a whole, to rate the variable 
’supportive role of supervisor’ as greater than expected to a 
near-significant degree.
3.) Counsellors (N=51): There were 12 of the 25 variables 
which indicated significant differences in expectation, as 
seen in Table 8.1.

Within the similar pattern of expectancy displayed by all
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of the three professional groups, the counsellors rated a 
difference in expectations on two variables that were not 
significantly different for psychologists or psychotherapists. 
There was more rigidity in the supervisors, who did not vary 
their supervisory technique to accord with the individual 
needs or personality of the supervisees as much as expected. 
The counsellors also expected to be offered more explanations 
to be helped to understand the client's behaviour, symptoms 
or life situation.

DISCUSSION
In summarizing the results for the sample as a whole, 

students got more consideration, warmth and positive feedback 
than they expected. They received less intervention and 
direction, less criticism, more space, and when the supervisor 
went into the teaching mode, they found the supervisor to 
exercise more authority and didactism than they had expected. 
The notion that this pattern was unexpected seems to indicate 
that the supervisees were surprised by what appears to 
describe the apprenticeship method whereby students are 
treated as less experienced but valued and respected 
colleagues, listened to and allowed freedom to work and learn, 
while at the same time the supervisor maintained the status, 
authority and role of a master craftsman. This seems to 
represent a departure, in the student's view, from previous 
learning experiences such as are found in the classroom.

Moldawsky (in Hess, 1980) discussed the special situation
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in psychotherapy training in which a more collaborative, 
apprenticeship model prevails. He says, "The supervisor must 
convey a constant respect for the student so as not to 
encourage dependency. The learning alliance does have support 
built in and the supervisor offers information and advice 
regarding form and timing of interpretations, but must be 
careful to protect the student’s autonomy." (p.128) Moldawsky 
goes on to say that the student learns by experiencing as an 
apprentice how the supervisor works in the session and that 
the supervisor must adopt the same attitude that the therapist 
takes toward the patient: respectful, interested and
empathie. Abramowitz & Abramowitz (1976) studied the 
developmental hurdle in the transition from passive didactic 
learning to the independent functioning of the student 
therapist and found that the responsibility for decision
making and risk-taking that is involved activates anxieties, 
particularly in women. The researchers encouraged supervisors 
to sensitise trainees to this problem.

Kaslow Sl Rice (1985) investigated stresses of internship 
training for counsellors and identified three phases: the
first in which trainees were dependent on supervisors for 
their professional identities, the second involving more 
autonomy and the third, one in which personal individuality as 
a professional, or individuation, is achieved. This gradual 
achievement of autonomy and individuation is obtained, 
according to the present study, by a non-directive, non- 
critical, laissez-faire attitude to the student’s work.
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Although the trainees ’Expected the supervisor to give 
specific directions in regard to the treatment', apparently to 
be told what should or should not have been said or done with 
the patient/client, or to be given instructions regarding 
technique, the supervisors did not appear to stand ready to 
meet this expectation. They tended, instead, 'To define 
treatment goals and a focus for therapeutic work in future 
sessions', more than was expected by supervisees, providing 
longer term therapeutic goals or foci in a more overall 
guiding way that avoided dictât and allowed leeway for 
self-correction, learning for oneself, and the development of 
individual style. The greater provision of space to explore 
and learn, more flexibility of technique and more 
encouragement to develop their own style than trainees 
expected contributes to this picture.

Regarding further the nature of expectations and the 
willingness of supervisors to meet these, the supervisors were 
not prepared to meet the expectations of trainees that their 
mistakes would be pointed out. This coincides with the 
general allowance by supervisors for learning by experience 
and which avoids the discussion of therapist errors that might 
be discouraging. Concomitantly, the trainees got more praise 
than they expected. Kirchner (1974), too, noted the 
expectation of less positive and more negative feedback from 
supervisors, finding that trainees expected a greater focus on 
their mistakes.

Adjacently, the trainees expected more challenge.
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confrontation, to be asked for their rationale for doing 
something and to be ask more questions generally. The 
supervisors were not prepared to meet these expectations, 
which may have left trainees wondering where they stood and 
how they were progressing in their work.

The supervisees got more didactic teaching, more examples 
from cases and found the supervisors took on more of the role 
of authority than they expected. Apparently, they expected 
more practical, egalitarian advice, perhaps indicating 
ideological or political biases in the supervisors, or more of 
a hierarchical structure to the supervision than expected. 
However, the warm, collegial relationship, greater than 
expected, mitigated this effect. The greater willingness of 
supervisors to help trainees with personal, emotional problems 
than expected indicates that trainees do not expect 
’therapeutic' styles from their supervisors.

Overall, the pattern of trainee expectation appears to 
state an unmet expectation for more directiveness and 
instruction about technique and desire for less of a laissez- 
faire approach.

Regarding the differences between the three professional 
groups, the greater predictability of teaching methods for 
the psychologists may reflect the adherence of psychologist 
supervisors to a more scientific model, nearer to the academic 
methods of the classroom, as stated by Ullmann & Krasner 
(1965) and Lloyd & Whitehead (1976). The psychotherapists got 
a more informal, more supportive experience in supervision
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than expected, perhaps explainable by the private practice 
setting for which psychotherapists are trained which does not 
provide institutional support, thus requiring more from the 
supervisor. That the counsellors got more rigidity and fewer 
explanations about patients than expected might be explained 
by the tendency for counsellors to subscribe to structured 
developmental models of supervision whereby trainees are 
supposed to learn certain techniques in graduated stages 
(Garfield & Bergin, 1986; Holloway, 1987) in a more trainee- 
centred model.

The results of this study, that supervision behaviours 
characteristic of the apprenticeship method of teaching which 
is more collaborative yet requires more responsibility on the 
part of the trainees than was expected, suggest that initial 
preparation or discussion of the supervision method is 
advisable, which has also been recommended by Leddick & Dye 
(1987), who further suggest that mutual expectations are 
regularly reviewed and revised. Individual supervisors, 
however, may vary their procedures or styles within the 
overall method, and specific styles may be more important than 
expectations, as found in psychotherapy research by Morrison 
& Shapiro (1987). Pre-supervision preparation to induct the 
trainee into the role of supervisee may still not prepare him 
or her for the particular style of his supervisor (as shown by 
Heitler (1973) and Acosta et al (1983) in regard to 
preparation for psychotherapy).

In view of the importance of individual style, an
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investigation into supervisory style was included in the 
survey in order to examine style factors. The next chapter 
will report this investigation. The relationship of style 
factors to supervision practices and theoretical orientation 
will thus be enabled. Further study concerning the 
contribution of the effect of unmet expectations on 
performance and learning, and thereby, on the evaluation of 
the trainee, will be undertaken in a later chapter.
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CHAPTER NINE 
SUPERVISORY STYLE

INTRODUCTION
Although research has been done in the field of 

supervision that discloses supervisor characteristics rated 
by trainees as facilitatory, as discussed in Chapters Two 
and Seven, little attention has been given to supervisory 
style as such, and whether traits highly regarded by 
supervisees are also ones valued and practised by 
supervisors. Most early discussions about the styles 
employed by supervisors revolved around the dimensions of 
therapy vs. education. Ekstein and Wallerstein (1958) 
advocated an application of the supervisor's therapeutic 
skills to the learning problems of the therapist. In 
contrast to this view, Tarachow (1963) felt that 
supervision should be educational, directed to the problems 
and needs of the patient as reflected in the clinical 
material. Pedder (1986) recommends what he labels a 
'facilitatory' style, intended to promote growth along 
psychoanalytic lines by either didactic or therapeutic 
interventions. Some of the empirical studies show that 
trainees prefer didactic supervisors (e.g., Goin & Kline, 
1974) while others indicate that the fostering of personal 
growth is preferred over theoretical and technical teaching 
(Perez, Krul & Kapoor, 1984). Similarly, the study of the 
dimension of supportiveness has been equivocal, with some
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studies showing that trainees prize it highly (Kennard, 
Stewart & Gluck, 1982), while others have found it of 
dubious value if things are going well (Holloway, 1983). 
Other dimensions of style, such as the authoritarian, have 
been found by researchers to be disliked by trainees (Goin 
& Kline, 1974; Allen, Szollos & Williams, 1986). Dewald 
(1987) has identified three types of supervisors: the
didactic and directive; the more passive and experiential; 
and the intuitive, counter-transference and here-and-now 
orientated. Research into style types actually used by 
supervisors that reveal the extent to which didactic, 
supportive, patient-focused, authoritarian or other 
teaching styles are employed has not been performed. This 
study will address this question.

The importance of supervisory style has been 
highlighted in a recent study by Carroll (1992), who found 
it to be more influential in determining what happens in 
supervision than the developmental stage of the trainee. 
There has been some research into the effects of style in 
relation to learning empathie skills. In support of the 
use of a didactic style, it has been reported by Payne, 
Winter and Bell (1972) that a comparison between didactic 
methods, experiential (blank screen) and a placebo, only 
the didactic produced increased skill in making empathie 
statements to clients. Wedeking & Scott (1976) studied 
verbal patterns by videotape and found that a high level of 
empathie statements by supervisors did not produce
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increased levels of empathy in trainees. A further 
discrimination of style types would allow further 
investigation into optimal learning situations for 
psychotherapy skills, as suggested by Holloway & Wolleat 
(1981).

Friedlander & Ward (1984) directly approached 
supervisory style by testing "good" supervisors on 49 style 
descriptors and found four style factors: Attractive
Expert, Interpersonally Sensitive, Laissez-Faire and Task- 
Oriented, however the factors were not orthogonal and 
appeared to be confounded with social desirability. On the 
scales developed by Efstation, Patton & Kardash (1990) 
measuring both supervisor and trainee valuations, two 
contiguous factors were found: client focus and rapport.

Rice, Fey and Kepecs (1972) found six orthogonal 
interview style factors for psychotherapists accounting for 
57.4 percent of the variance which were labelled 1.) Blank 
Screen. 2.) Paternal. 3.) Transactional. 4.) Authoritarian. 
5.) Maternal. 6. ) Idiosyncratic. The Rice, Fey & Kepecs 
instrument consisting of 23 discriptor adjectives was used 
in the present study to investigate supervision style in 
terms of underlying factor structure, chosen for its wide 
range of appropriate interactional modes.

The present study will investigate the styles 
practised by supervisors and examine the extent to which 
they were expected by the trainee. The importance of 
expectancy and its influence in learning situations was
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discussed in the Introduction to the previous chapter. If 
it is possible to identify supervisory styles, their 
relationship to the learning of psychotherapy and 
therapeutic efficacy can be furthered, and the extent to 
which interference is created by unmet style expectations 
can be investigated.

METHOD
Design

A supervisor self-rated style profile consisting of 23 
descriptor adjectives was compared with corresponding 
supervisee expectations of supervisor style. Factorial 
methods were used to examine underlying factor structure 
for supervision style and expectations of supervision style 
and the data was submitted to statistical analysis by a 
matched pairs t-test for related samples in order to 
examine the level of met expectation.
Sample

The 196 supervisors who participated in the 
supervision survey, each with a trainee in supervision, 
made up the sample. Demographic details of the supervisors 
can be found in Appendix 7.3. Demographic data was not 
taken from the trainees.
Materials
The Supervisory Style Questionnaire

The 23-item questionnaire was designed by Rice, Fey & 
Kepecs (1972) for use as a measure of therapeutic style.
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Its present application to the supervision interview is 
justified in that it contains basic interventive modes that 
are descriptive of any face-to-face interview situation in 
the helping professions. The instructions were revised to 
apply to supervisors, who were asked to rate the extent to 
which the brief style statements described their own 
supervisory style by circling a number between 1-5 tagged 
with 'Definitely not or never', 'Not much or rarely', 
'Moderately', Frequently or often', and 'Definitely yes or 
always'. The Supervisory Style Questionnaire can be found 
in Appendix 9.1.
The Expectations of Supervisory Style Questionnaire

The supervisees filled in a version of the Rice, Fey 
& Kepecs questionnaire in which the instructions were 
revised as appropriate to expectations of supervision style 
by the trainee. The Expectations of Supervisory Style 
Questionnaire appears in Appendix 9.2.

Procedure
Each supervisor and supervisee filled in the 

questionnaires in private and sent them directly to the 
researcher by post. Details of the survey procedure can be 
found in the Procedure section in Chapter Seven.

218



RESULTS
Statistical Analysis of Expectations

An exploratory principal components analysis with 
varimax rotation performed on the whole sample of trainees 
regarding expectations of supervision did not reveal strong 
internal factors for expectation that adequately described 
the data. Three components were extracted with eigenvalues 
greater than one that could be interpreted and labelled 
'Didactic', ’Critical’, and ’ Interpretive *, however they
accounted for only 25% of the total variance. When the 
data was analyzed by professional groups, there was a 
similar lack of internal structure for expectations of 
style; For the trainee psychologists five factors were 
extracted with eigenvalues > 1 accounting for 41.7% of the 
variance. For the psychotherapists four factors with 
eigenvalues > 1 were extracted accounting for 29.7% of the 
variance. For the counsellors the varimax rotation failed 
to converge. This result meant that a comparison between 
expected style factors and supervisor style factors could 
not be made.

Instead, in order to provide a comparison between 
style expectation and provision, a simple comparison 
between the ratings of the supervisor's style statements 
and the supervisee's rating of expectations of that style 
was made. A matched pairs t-test for related samples was 
carried out on the style data between the supervisor 
variables and the supervisee variables for the whole
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population, reported in Table 9.1. The t-test results, 
with 16 of the 23 variable-pairs showing a significant 
difference, indicates that the supervisees expectations 
were not met on 69% of the style descriptions.

The results of the t-test for the whole population 
showed that expectation did match supervisor provision in 
regard to the seven style statements of being businesslike 
and "in charge" ('moderately', t=.94, df=1,194, n.s.),
interested in the patient's history ('often', t=1.04, 
df=l,191, n.s.), focusing on relationships ('frequently', 
t=.21, df=1,192, n.s.) critical or disapproving ('rarely', 
t=.72, df=1,195, n.s.) persistent and unyielding ('seldom', 
t=1.65, df=l,195, n.s.), encouraging conformity ('rarely', 
t=.50, df=l,195, n.s.) or offering cautious, premeditated 
interventions (between 'rarely' and 'moderately', t=.46, 
df=l,195, n.s.)

There were significant differences in expectation in 
regard to sixteen style descriptions in three areas:
1.) Teaching and Guidance. The supervisees expected the 
supervisors to be guided by theory to a greater extent 
(t=2.05, df=1,194, p<.05), to give more guidance and
oblique direction in general (t=4.61, df=1,192, p<.000) to 
work more toward definite goals, (t=4.00, df=1,194, p<.000) 
to be more explanatory,(t=3.24, df=1,195, p<.001) more
objective and impartial, (t=5.73, df=1,190, p<.000) more 
interpretive, (t=3.00, df=l,183, p<.005) less
passive,(t=3.05, df=1,195, p<.005) and to be more
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Table 9.1 T-TEST (2-TAILED) FOR SUPERVISION STYLE 
WITH EXPECTATIONS OF SUPERVISION STYLE: 
MEANS, SDs, T-VALUES, DEGREES OF FREEDOM 
AND SIGNIFICANCE LEVEL (N=196)

Description Sup
Supee

Mean
Mean

SD
SD

t df P<

Talkative 3.51 .74 5.08 195 .000**
3.17 .73

Passive 2.19 .77 3.05 195 .003**
1.97 .84

Explanatory 3.62 .80 -3.24 195 .001**
3.86 .82

Businesslike, "in charge 3.00 .96 -.94 194 n.s.
3.10 1.06

Supportive, reassuring 3.66 .86 -2.47 195 .01 *
3.83 .90

Emphasizes"here and now" 3.74 .95 2.67 193 .008**
interaction 3.49 .99

Unchanging, consistent 2.89 .89 -2.29 192 .02 *
during hour 3.14 1.05

Guiding, directing 3.13 .91 -4.61 191 .000**
obliquely 3.51 .86

Provocative, challenging 2.96 1.00 -5.18 194 .000**
3.45 .97

Guided by theory 3.39 .91 -2.05 194 .04 *
3.57 .91

Anonymous, inscrutable 1.45 .75 -2.73 195 .007**
1.66 .84

Patient, willing to wait * 3.55 .87 -3.66 194 .000**
3.87 .86

Interpretive, inferential 3.57 .88 —3.00 183 .003**
3.84 .87

Persistent, unyielding 2.29 .86 1.65 195 n.s.
2.13 .97

Interested in patient's 4.02 .87 -1.04 191 n.s.
history 4.11 .81

Casual, informal 3.33 1.00 3.28 195 .001**
3.00 .96

Critical, disapproving 1.96 .73 .72 195 n.s.
1.90 .84

Objective, impartial 3.15 .77 -5.73 190 .000**
3.66 .99

Spontaneous, intuitive. 3.66 .80 -2.55 194 .01 *
improvising 3.87 .82

Working toward goals 3.03 1.12 -4.00 194 .000**
3.39 1.16

Focusing upon re-ship(s) 4.15 .82 .21 192 n.s.
4.14 .81

Encouraging conformity 1.88 .88 .50 195 n.s.
1.84 .90

Cautious,premeditated 2.52 .96 .46 195 n.s.
interventions 2.48 .96
* = p <.05, significant, 4 variable-pairs

** = p <.01, highly significant, 12 variable-pairs
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spontaneous, intuitive and improvising (t=2.55, df=l,194, 
p<.01) than they were.
2. ) Interactive Style. The supervisors were more talkative 
(t=5.08, df=l,195, p<.000), informal (t=3.28, df=l,195,
p<.001), less anonymous and inscrutable (t=2.73, df=1,195, 
p<.005), less consistent and unchanging (t=2.29, df=1,192, 
p<.05), and less patient (t=3.66, df=l,194, p<.000) than 
the supervisees expected, providing more "here and now" 
interaction (t=2.67, df=1,193, p<.01).
3. ) Non-Challenging Support. The supervisors provided more 
support and reassurance (t=2.47, df=1,195, p<.01) than 
expected, with less provocation and challenge (t=5.18, 
df=l,194, p<.000).

Statistical Analysis of Style Factors
In an exploratory analysis, a principal components 

extraction with varimax rotation was used to examine 
internal structure, carried out on the supervisory style 
items for the whole population of supervisors. Five 
components accounting for only 43.3% of the variance 
showed that the specific variance indicating individual 
differences exceeded the common variance describing style 
factors amongst the supervisors. It was thought that 
particular style patterns would account for more of the 
variance if the professional groups were analyzed 
separately, that the psychologists, psychotherapists and
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counsellors would have more in common amongst themselves 
than with the other groups.
PSYCHOLOGISTS (N=49)

A further exploratory analysis was made on the style 
data for the psychologists. A principal components 
analysis with varimax rotation for the psychologists 
indicated that five components with eigenvalues > 1
accounted for from 16.4% to 7.5% of the variance, and an 
acceptable 55.9% of the total variance. Table 9.2 shows 
the variables grouped by components and ordered by size of 
factor loadings. Variables with factor loadings of below 
.45 were not included, as suggested by Tabachnik and Fidell 
(1983), to keep variance overlap to a minimum.

The components are reasonably interpretable according 
to recognizable modes of supervision. The only variable 
not included in a component was "Casual, informal", 
evidently not a style feature of psychologists. All other 
variables had factor loadings of over 0.45 on only one 
component, indicating orthogonicity. The principal
components analysis suggested that a factor analysis would 
be feasible to detect underlying structure.

Factor Analysis for Psychologists (N=49)
A factor analysis with varimax rotation revealed five 

factors with eigenvalues > 1 accounting for 16.4%, 13.1%, 
10.4%, 8.5%, and 7.5% of the variance and for 55.9% of the 
total variance (Table 9.3).
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Table 9.2 STYLE COMPONENTS AND FACTOR LOADINGS
FOR PSYCHOLOGISTS (N=49)

COMPONENTS FACTOR
LOADING

% OF VARIANCE
ACCOUNTED FOR

Factor 1
Supportive, reassuring 
Businesslike, "in charge"
Critical, disapproving 
Spontaneous, intuitive, improvising
Factor 2
Guiding, directing obliquely 
Cautious, premeditated interventions 
Emphasizes "here and now" interaction 
Anonymous, inscrutable 
Passive
Encouraging conformity
Factor 3
Explanatory
Talkative
Provocative, challenging 
Factor 4
Guided by theory 
Interpretive, inferential 
Persistent, unyielding 
Patient, willing to wait 
Working toward definite goals
Factor 5
Unchanging, consistent during hour 
Objective, impartial 
Interested in patient's history 
Focusing upon relationship(s)

16.4%
73
69
61
51

76
62
61
61
48
45

81
71
52

81
62
58
57
50

72
70
60
52

12.6%

10.4%

9.0%

7.5%

Total=55.9%
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Table 9.3 STYLE FACTORS AND FACTOR LOADINGS
FOR PSYCHOLOGISTS (N=49)

FACTORS FACTOR
LOADING

% OF VARIANCE
ACCOUNTED FOR

Factor I; CRITICAL 
Businesslike, "in charge"
Supportive, reassuring 
Critical, disapproving 
Provocative, challenging
Factor 2; CAUTIOUS GUIDANCE 
Guiding, directing obliquely 
Anonymous, inscrutable 
Cautious, premeditated interventions 
Emphasizes here-and-now interventions
Factor 3: THEORETICAL 
Guided by theory 
Interpretative, inferential 
Working toward definite goals 
Patient, willing to wait
Factor 4 ; EXPLANATORY
Explanatory
Talkative

16.4%
71
65
57
50

71
54
52
49

79
55
49
48

83
57

13.1%

10.4%

8.5%

Factor 5: EMPIRICAL 
Unchanging, consistent during hour 
Objective, impartial 
Focusing upon relationship(s) 
Interested in patient's history

70
53
51
48

7.5%

TotaI=55.9%
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The five factors load on 18 variables with no overlap, 
the missing variables being "Casual, informal", 
"Spontaneous, intuitive, improvising", "Encouraging 
conformity", and "Persistent, unyielding". The factors 
exhibit a profile markedly similar to the principle 
components, suggesting an underlying factor structure that 
can be taken as five distinct supervisory modes practised 
by the individual supervisors, which could be labelled as 
follows:
Factor 1 -- Critical/non-supportive 
Factor 2 -- Cautious guidance 
Factor 3 -- Theoretical/interpretive 
Factor 4 -- Explanatory/challenging 
Factor 5 -- Empirical 
PSYCHOTHERAPISTS (N=96)

A factor analysis with varimax rotation was carried 
out. Four factors emerged with eigenvalues > 1 accounting 
for only 33.9% of the variance. This indicated that 
sub-groups within the psychotherapists had more in common 
than the group as a whole. A factor analysis was carried 
out on the largest sub-group, the psychoanalysts (N=41) 
which extracted five factors with eigenvalues > 1
accounting for 51.9% of the total variance (17.3%, 11.0%, 
10.0%, 7.9% and 5.3% for each factor). The results appear 
in Table 9.4.

The factors were interpretable and were labelled: 
Factor 1. Didactic/supportive
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Table 9.4 STYLE FACTORS, LABELS AND FACTOR LOADINGS
FOR PSYCHOANALYSTS (N=41)

FACTORS FACTOR
LOADING

% OF VARIANCE
ACCOUNTED FOR

Factor 1; DIDACTIC/SUPPORTIVE
Explanatory
Guided by theory
Talkative
Guiding, directing obliquely 
Supportive, reassuring
Factor 2: AUTHORITARIAN 
Critical, disapproving 
Persistent, unyielding 
Provocative, challenging 
Interpretive, inferential 
Businesslike, "in charge"

17.3%
.83 
.63 
.57 
. 56 
.52

.80

.75

.71

.51

.48

11.0%

Factor 3: CONSISTENTLY RE*SHIP ORIENTATED 
Patient, willing to wait .65
Unchanging, consistent .63
Focusing upon relationships .56
Objective, impartial .47
Factor 4; CAUTIOUS CONFORMITY 
Encouraging conformity .77
Cautious, premeditated interventions .73
Passive .61

10.0%

7.9%

Factor 5: HERE-AND-NOW 
Emphasizes "here-and-now" 
Working toward definite goals

.96
-.57

5.3%

Total=51.9%
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Factor 2. Authoritarian 
Factor 3. Relationship-orientated 
Factor 4. Cautious conformity 
Factor 5. Here-and-now interaction

A factor analysis was carried out on the style data 
for the remaining group of 55 supervisors who were not 
psychoanalysts, but the four factors with eigenvalues > 1 
accounted for only 37.3% of the variance and the varimax 
rotation failed to converge, indicating that sufficient 
underlying structure in the data was not present. This 
meant that the massed group of non-psychoanalytic 
supervisors were too heterogeneous to have style factors in 
common and that it would be necessary to analyze sub-groups 
in order to find possible style factors in common.

A factor analysis was carried out on the second 
largest sub-group of psychotherapists, those belonging to 
the Society for Analytical Psychologists (SAP) (N=23). 
Five factors were extracted with eigenvalues > 1 accounting 
for 59.2% of the variance (from 15.9% to 7.6% for each 
factor) (See Table 9.5).

The SAP factors were interpretable and were labelled; 
Factor 1. Strong guidance 
Factor 2. Critical theorist
Factor 3. Spontaneous/here-and-now/focus on relationships 
Factor 4. Talkative/challenging 
Factor 5. Interpretive
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Table 9.5 STYLE FACTORS, LABELS AND FACTOR LOADINGS FOR SAP
ANALYTICAL PSYCHOLOGISTS (N=23)

FACTORS FACTOR
LOADING

% OF VARIANCE
ACCOUNTED FOR

Factor I: STRONG GUIDANCE 
Guiding, directing obliquely 
Working toward definite goals 
Explanatory 
Encouraging conformity 
Businesslike, "in charge"
Factor 2: CRITICAL THEORIST 
Persistent, unyielding . 
Supportive, reassuring 
Critical, disapproving 
Guided by theory 
Focusing upon relationships 
Provocative, challenging

.83

.81

.79

.61

.57

.83 
-.70 
.69 
.47 

—. 48 
.53

Factor 3; SPONTANEOUS/FOCUS ON RE*SHIPS 
Cautious, premeditated int. -.78
Emphasizing "here and now" .62
Casual .56
Spontaneous, intuitive, improvising .62 
Passive -.49
Focusing upon relationships .49
Unchanging, consistent during hour .48
Factor 4; TALKATIVE/CHALLENGING 
Talkative . 93
Provocative, challenging .55
Factor 5 : INTERPRETIVE
Interpretive, inferential .73
Anonymous .71
Objective, impartial .55

15.9%

13.7%

12.5%

9.5%

7.6%

TotaI=59.2%
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The factor matrix, however, was ill-conditioned, with 
variables loading on more than one factor, and the sample 
was small, indicating unreliability.

An attempt was made to factor analyze the supervision 
style variables for the remaining 32 psychotherapists who 
did not belong to either the psychoanalyst or the SAP 
groups. This was a heterogeneous group made up of 
supervisors who had trained with the smaller psychotherapy 
organizations, none of which sub-group numbered more than 
13. The initial extraction of four factors with eigenvalue 
> 1 accounted for only 33.2% of the total variance and the 
varimax rotation failed to converge, indicating that no 
style factors could be identified in common. The sub
groups within this remaining group were too small to 
analyze separately. These findings suggest that
theoretical orientation and/or the ethos of the different 
training organizations impacts differentially on 
supervision style.

COUNSELLORS (N=51)
A factor analysis was carried out for supervisory 

style. Five factors were extracted with eigenvalues > 1 
accounting for 47% of the variance (15.1%, 12.2%, 8.0%, 
6.0%, and 5.7%). The factors can be seen in Table 9.6.

The factors were interpretable and were labelled; 
Factor 1. Supportive guidance 
Factor 2. Quiet caution
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Table 9.6 STYLE FACTORS, LABELS AND FACTOR LOADINGS
FOR COUNSELLORS (N=51)

FACTORS FACTOR
LOADING

% OF VARIANCE
ACCOUNTED FOR

Factor 1; SUPPORTIVE GUIDANCE 
Supportive, reassuring 
Critical, disapproving 
Interested in patient's history 
Guiding, directing obliquely 
Provocative, challenging 
Working toward definite goals
Factor 2; OUIET PATIENCE 
Anonymous, inscrutable 
Talkative
Cautious, premeditated interventions 
Passive
Patient, willing to wait
Factor 3: INTUITIVE DIRECTIVENESS 
Interpretive, inferential 
Spontaneous, intuitive, improvising 
Casual, informal 
Working toward definite goals
Factor 4; THEORETICAL 
Persistent, unyielding 
Guided by theory
Factor 5: CONSISTENT OBJECTIVITY 
Objective, impartial 
Consistent

15.1%
74
65
62
53
46
46

66
64
66
52
47

71
64
48
46

75
71

12.2%

8.0%

6.0%

5.7%
84
72

TotaI=47.0%
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Factor 3. Intuitive goal-directiveness
Factor 4. Theoretical
Factor 5. Consistent objectivity.

Regarding the methodology of factor analysis and the 
interpretation of the factors extracted, in the previous 
factorial studies related to the present study and referred 
to in the Introduction to this chapter, the methodology did 
not involve the taking into account of factor scores when 
arguing to similiar conclusions. The factors were assumed 
to be significant response modes without reference to 
individual or mean factor scores for the population. 
However, caution should be applied in the interpretation of 
the results of factor analysis. The relative importance of 
the factors is determined by factor scores, not taken into 
account in the present study. Furthermore, the
statistical relationships indicate that the variables 
exhibit mutuality, vary together and form identifiable 
factors, however, some variables with high ratings may vary 
independently of and be omitted from factors, causing their 
importance to be unrepresented. In this sample, two 
variables fall into this category, the only two of the 27 
descriptors to achieve mean ratings of four or over 
('often') by both supervisor and supervisee: 'Interested
in patient's history' and 'Focusing upon relationships'. 
Although the two variables do appear in some style factors 
for the three professional groups, they do not emerge in a 
strength relative to their high rating, one that

232



consistently stresses the patient's history and their 
object relations, as might be expected as basic in the work 
of the supervisory dyad.

DISCUSSION
Expectations of Supervision Style

The climate of unmet expectation in regard to 
supervisory style is similar in several dimensions to the 
pattern reported in Chapter Eight in regard to supervisory 
behaviours, particularly in relation to an unexpected 
tendency toward a laissez-faire stance. The present 
findings clearly indicate that the trainees expected more 
theoretical teaching, guidance and explanation from the 
supervisors than they felt they were getting. Related to 
this finding, Cherniss & Egnatios (1977) found trainee 
dissatisfaction linked to a laissez-faire supervision 
style. Coin & Kline (1974) found that 'outstanding* 
supervisors were didactic and made the most information- 
giving comments, over 50%. Among the most highly prized 
qualities for supervisors of psychiatric residents was 
teaching ability, as shown by Perez, Krul & Kapoor (1984).

The interactions with the supervisors were more 
talkative, informal, open, changeable, with more occurring 
in the "here and now" than the trainees expected. This 
finding is consistent with the results of Chapter Seven 
wherein it was found that behaviours characteristic of the
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more interactive apprenticeship method of teaching were 
unexpected by trainees.

A style that was supportive and reassuring was 
provided by the supervisors to an extent that was greater 
than the trainees expected. This finding can be linked 
with the consensus amongst psychotherapeutic clinicians, 
not explicit as a concept nor found in the literature, but 
that shapes technique: that a climate of safety is
necessary in order to take the further steps in self
disclosure that advance treatment. This climate of safety 
must begin in the supervision session with the regulation 
of trainee anxiety.
Style Factors

In summary, inspection of the factors for the three 
professional groups showed that distinctive constellations 
of styles were employed. The psychologists were business
like, critical, cautiously guiding, theoretical, 
explanatory and empirical. The psycho-analysts were
didactic, supportive, interpretive, authoritarian and 
critical, were relationship-orientated, and emphasized the 
"here-and-now". The counsellors tended toward supportive, 
quiet, non-critical guidance and intuition, using modes of 
theory and objectivity.

The patterns for the professional groups also revealed 
similarities. All four professional groups exhibited a 
supervisory mode that could be described as primarily 
theory-driven, but with different loadings on the
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’theoretical* variable and different co-variables. The 
psychologists Factor 3 included, along with 'Guided by 
theory*, the interpretive and inferential variable. For 
the psychoanalysts, the strongest factor was led by the 
theoretical variable and included guidance, support and 
explanation in a didactic constellation. For the SAP, the 
theoretical variable was included in Factor 2 , the
critical non-supportive factor, but had a factor loading of 
only .47. The counsellor's Factor 4 was labelled 
'Theoretical', with a loading of .71. In summary, the 
variable 'Guided by theory* was factorially expressed with 
different emphases by all the groups, consistent with the 
well-known feature of psychotherapy training that it is 
theory-driven, necessarily so according to Leventhal & 
Shemberg (1977) in order to provide a framework, common 
language and security for beginners. Moreover, it is 
generally understood that supervision is that part of 
psychotherapy training which connects theory to practice 
(Carroll, 1990). This finding accords with the observation 
by Moldawsky (1980) that there is a consensus that the 
purpose of analytic supervision is teaching, not therapy.

For the psychologists, psychoanalysts, and SAP 
supervisors there was a factor described as critical 
non-supportiveness. The counsellors did not appear to 
manifest this factor in their repertory of supervisory 
modes. Although this factor appeared in the supervisor's 
rating of their supervisory style, the supervisees did not
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experience the supervisors as critical and non-supportive^ 
as indicated by the expectations of style data in the 
present study showing that they received more support than 
expected and which showed supervisors to be only rarely 
critical, as expected. This might be explained by positing 
a critical state of mind in the supervisors which was not 
conveyed, on principle, to their trainees. Support, 
necessary only when supervisees are negative according to 
Holloway & Wompold (1983), has been rated as desirable by 
trainees (Kennard, Stewart & Gluck, 1982) and thought 
important by supervisors (Leddick & Dye, 1987). However, 
criticism, in terms of pinpointing problems or 
shortcomings, was found to be highly rated by trainees by 
Perez, Krul & Kapoor (1984). In the present study, factors 
including a supportive dimension appeared for 
psychoanalysts and counsellors. Thus, the appearance of 
the critical, non-supportive factor might well be of little 
consequence in terms of absolute factor scores. 
Alternatively, its presence might be explained by the 
evaluative role of the supervisor in which his critical 
faculties were operative but hidden, not conscious to the 
supervisor or observable in the session.

A style factor characterized by caution was practised 
by all but the SAP supervisors. Psychologist's Factor 2 
was labelled 'Cautious guidance', psychoanalyst's Factor 4 
was labelled 'Cautious conformity' and included the passive 
variable, and the counsellor's Factor 2 was labelled 'Quiet
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caution' and included the anonymous, passive and patient 
variables. The SAP Factor 3 loaded negatively on caution 
and included the spontaneous, here-and-now, and
relationship variables. There has been no previous 
research that has shown caution to be salient in
supervisory style, however, in dealing with beginning 
therapists and their first patients, this is an 
understandable dimension. With caution, psychologists 
guide, psychoanalysts conform and counsellors are quiet.

The "here-and-now" variable did not figure in the 
counsellor's factors, loaded on the 'Cautious guidance' 
factor for psychologist, loaded on SAP 'Spontaneous/Focus 
on Relationships, Factor 3, and definitively constituted 
psychoanalyst Factor 5. Its appearance on the latter two 
is consistent with known analytic methods which are
apparently also present in supervisory methods. It is a 
cornerstone of psychoanalytic theory that the patient 
repeats in the present moment his past relationships, 
conflicts and emotional traumata (Sandler, Dare & Holder; 
1973), so that attention in detail to the "here-and-now" is 
essential to analytic technique. An important theoretical 
strand in analytic supervision is the "parallel process" 
phenomenon (Doehrman, 1976; Ekstein & Wallerstein, 1958; 
Greenson, 1960), in which the supervisee brings areas of 
identification with the patient (e.g., resistance, trauma, 
idealization) which may not be conscious and which requires 
analysis in the here-and-now by the supervisor.
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The variables 'Unchanging, consistent during the hour* 
and 'Objective, impartial' appeared together on three 
factors; psychologist Factor 5, psychoanalyst Factor 3, 
and counsellor Factor 5, which suggests that what could be 
called an observational, objective stance is evident in 
supervisory style. In this, the supervisory role of 
monitor of the treatment and of therapist functioning, 
designated as important by many writers (Hawkins & Shohet, 
1989; Borders & Leddick, 1987; Sechrest & Chatel, 1987), is 
evident.

The present study has shown that the Rice, Fey & 
Kepecs (1972) instrument discriminated different style 
factors for the different professional groups accounting 
for a sufficient amount of the variance for the factors to 
be considered as operational modes of supervisory activity. 
The psychologists and the counsellors had style factors 
that were practised in common by their professional groups. 
For the psychotherapists, common factors were not found for 
the group as a whole, but for the two largest sub-groups, 
the psychoanalysts and the SAP, common factors were 
identifiable. These findings suggest that theoretical 
orientation, group ethos of the training organizations or 
other institutional factors influence supervisory style.

The discrimination of supervisory styles, as pointed 
out by Holloway & Wolleat ( 1981 ) is an important step in 
developing programs for training supervisors. It may be 
possible to show that certain styles or practices are more
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efficacious than others in producing able trainees. The 
way in which these style factors relate to other 
supervisory variables will also be of research interest, in 
particular as they may be related to theoretical 
orientation and to other variables that may be crucial to 
learning in supervision and to patient outcome. A further 
chapter will investigate these relationships.

Concurrently, the present study has corroborated the 
previous study, reported in Chapter Eight, that 
expectations of supervision on the part of the trainees did 
not meet with provision by the supervisors on a number of 
dimensions of behaviour and style. The next step will be 
to examine the relationship of unmet expectation to the 
supervisor's evaluation of the trainee. If, as argued in 
Chapter Eight, unmet expectations affect the learning 
process in supervision and make the trainee look less able 
than he is, trainees with low evaluation scores will have 
fewer of their expectations met than trainees with high 
evaluation scores. This hypothesis will be tested in the 
next chapter.
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CHAPTER TEN
THE RELATIONSHIP BETWEEN EVALUATION AND EXPECTATION 

INTRODUCTION
In the Introduction to Chapter Eight, a number of 

studies were reviewed that showed the influence of 
expectations on outcome in a wide range of domains. Most 
importantly, attention and learning have been demonstrated 
to be greater when expectations were confirmed by Zadny & 
Gerard (1974), and in the field of cognitive dissonance, 
perceptual distortion has been shown to take place in order 
to reduce dissonance when expectations are not met 
(Carlsmith & Aronson, 1963). The direction of
expectancy, positive or negative, was demonstrated to have 
an important effect by Harvey & Clapp (1965). Cognitions 
were found to be affected by unmet expectancy in the 
influential cognitive balancing experiments by Rosenberg & 
Abelson (1960). These studies suggest that unmet 
expectations affect cognition, perception, and learning and 
it would follow that in the supervisory situation, unmet 
expectations would affect the performance of the trainee 
and, consequently, the evaluation of the trainee by the 
supervisor.

Some confirmation of an effect of expectations emerged 
from the study reported in Chapter Five when it appeared 
that the supervision effect was influenced by the 
experience of unexpected elements of the supervision group.
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Chapters Eight and Nine contain studies that show 
differences between supervisee expectation and supervisor 
provision on a number of dimensions of supervisory 
practices and style. The present study will examine the 
relationship between evaluation of the trainee and unmet 
expectation on basic supervisory behaviours and style 
descriptors as measured by the questionnaire survey on 
supervision reported in Chapter Seven.

Regarding evaluation of the supervisee, DeBell (1953) 
notes that all supervisors and students must work with the 
knowledge that there is a constant evaluation taking place. 
Very little systematic evaluation in training programs 
exists (Hess & Hess, 1983; Lambert, 1980; Garfield & 
Bergin, 1986), and no standardized instrument (Newman, 
McGovern, Howard & McNeilly, 1988), so that the 
supervisors' evaluation of the trainee is the most 
important source of information for adequate progress and 
a link to patient improvement (Kubie, 1955; Zarski, 
Bubenzer & Walter, 1980; Chevron & Rounsaville, 1983).

Several instruments do exist that evaluate the skills 
and competency of psychotherapists, such as the 
Psychotherapy Competency Assessment Schedule by Liston, 
Yager, & Strauss (1981); a rating of global therapist skill 
by Buetler, Dunbar, & Baer (1980); the Cognitive Therapy 
Scale by Young & Beck (1980); and various other instruments 
that measure specific areas of therapist competency such as 
therapeutic alliance, planned interventions and errors in
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technique. Chevron & Rounsaville (1983) designed the 
Therapist's Strategy Rating Form and the Psychotherapy 
Rating Scale for the NIMH multisite psychotherapy trial for 
the treatment of depression. The Chevron & Rounsaville 
scales in a very shortened version were chosen for the 
present study because they consisted of clear and simple 
evaluative questions about supervisor-observed abilities of 
the trainee.

METHOD
Design

Supervisor evaluation scores of trainee performance 
for the whole sample were polycotimized to form high and 
low evaluation groups. A preliminary analysis of variance 
was performed to compare both supervisor scores and 
supervisee scores as rated on the Supervision Questionnaire 
and the Expectations of Supervision Questionnaire (SQ) for 
the two evaluation groups. Then a Difference Score was 
calculated by subtracting the score for trainee 
expectations from the score for supervisor provision on 
each of the supervision behaviour variables on the SQ. 
This difference score was used as the dependent variable 
for an analysis of variance to compare the high and low 
evaluation groups in order to further examine the pattern 
of unmet expectations. The Supervisory Style
Questionnaire data was subjected to the same statistical 
analyses, the difference score calculated representing the
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difference between the trainee's expectations of the
supervisor's style and the supervisor's score on the
Supervisory Style Questionnaire, as a means to corroborate 
the supervision behaviour results on the SQ.
Sample

The 196 supervisors in the sample were those who
participated in the supervision survey reported in detail 
in Chapter Seven. They consisted of 49 psychologists, 96 
psychotherapists and 51 counsellors. The 196 supervisees 
in the sample were in supervision with the above 
supervisors at the time of the survey as part of the
requirement of their training courses, however demographic 
data was not obtained on them.

Materials
The Evaluation of Supervisee Questionnaire

From the detailed inventories of Chevron & Rounsaville 
(1983), a subset of 13 questions were drawn to form the 
Evaluation of Supervisee Questionnaire (Appendix 10.1). 
The questions were selected as ones most representative of 
a general qualitative evaluation of therapeutic 
functioning, omitting the numerous questions which rated 
the specific types of therapeutic interventions relevant to 
Interpersonal Psychotherapy used in the NIMH depression 
trial which would not be appropriate to the differing 
theoretical orientations in the present sample. Examples 
of omitted items were "Did the therapist review previously
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assigned homework with the client?", "Did the therapist 
survey the client's general level of functioning in major 
life spheres?" The supervisors marked their evaluations of 
the supervisee on a 5-point Likert-type scale ranging from 
0 to 4.

Four additional instruments were used in this study: 
The Expectations of Supervision Questionnaire 
25 items on expected supervisory behaviour, reported in 
detail in the Materials section of Chapter Eight, (See 
Appendix 8.1).
The Supervision Questionnaire
A sub-set of 25 items which matched the Expectations of 
Supervision items were taken from the full questionnaire, 
the formation of which was reported in Chapter Six. (See 
Appendix 6.1).
The Supervisory Style Questionnaire
The Rice, Fey & Kepecs (1972) questionnaire was used, 
consisting of 23 style descriptors, discussed in Chapter 
Nine. (See Appendix 9.1).
The Expectations of Supervisory Style
A version of the Rice, Fey & Kepecs (1972) questionnaire 
with altered directions to apply to trainee expectations 
was used in the present study. (See Appendix 9.2).

Procedure
The supervisors filled in the Evaluation 

Questionnaire, the Supervision Questionnaire and the
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Supervisory Style Questionnaire, all sent as part of the 
survey research package. They asked their supervisees to 
fill in the Expectations of Supervision Questionnaire and 
the Expectations of Supervisory Style Questionnaire in 
private and to post them directly to the researcher.

RESULTS
Evaluation Score

It was necessary to compute an evaluation score for 
each trainee in order to ascertain high and low evaluation 
groups. Preliminary to this, the evaluation data was 
submitted to a factor analysis, the rationale for which was 
to determine if an evaluation score could be calculated by 
summing the 13 items on the evaluation questionnaire and 
taking the mean. If the 13 items composed a single
factor, using the mean as an evaluation score would be 
justified.

Inspection of the histogram showing frequencies of the 
mean evaluation scores revealed that the data had normal 
distribution with a skew of about one point on the scale in 
the direction of a higher rating, indicating that 
parametric tests could be used. The factor analysis showed 
two factors, the first with nearly equal loadings on all 
variables with the exception of one, "How difficult do you 
feel the patient is to work with?", which had a high 
negative loading and alone composed the second factor. 
This was easily interpretable since the difficulty of the
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patient is unrelated to therapist competence. When this 
variable was removed, factor analysis of the 12 remaining 
variables extracted a single factor with nearly equal 
loadings on all the 12 variables, justifying the use of the 
mean of the sum of the 12 evaluation variables as an 
evaluation score.
High and Low Evaluation Groups

The frequency distribution of the evaluation scores 
suggested convenient polycotimizing of the data at the 
upper and lower 23% points: from 0 to 2.33 (N=45) for the
low evaluation group and from 3.25 to 4 for the high 
evaluation group (N=46), thus eliminating the intermediate 
54% of the scores (N=105) as being average ratings.
Test of the Hypothesis

To test the hypothesis that supervisees who had low 
evaluation scores would have fewer of their expectations of 
supervision met compared with the supervisees who were 
highly evaluated, a preliminary analysis of variance was 
carried out which compared expectation scores and 
supervision provision scores for the two evaluation groups. 
This procedure revealed no significant differences in the 
two populations. A further test was carried out on the 
data by first using standard matching procedures for 
correlated samples to obtain a Difference Score. This was 
done by subtracting the ratings by the supervisors on the 
25 items of the Supervision Questionnaire from the related 
25 items rated by their supervisees on the Expectations of
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Table 10.1 MEANS (SDs) FOR LOW (N=45) AND HIGH (N=46) 
EVALUATION GROUPS ON SUPERVISORY EXPECTATION & 
PROVISION OF SEVEN SUPERVISION QUESTIONNAIRE 
VARIABLES

Trainee Supervisor
High Evaluation Group Expectation Provision

Specific directions 3.04 2.80
(.87) (1.00)

Flexibility 3.35 3.80
(.77) (1.27)

Support 3.50 4.08
(.62) (.78)

Reassurance 3.22 3.74
( .59) ( .74)

Praise 3.20 4.24
(.70) (.70)

Treatment goals 2.61 3.24
(.86) (1.30)

Help with problems 2.20 3.26
(1.02) (1.02)

Trainee Supervisor
Low Evaluation Group Expection Provision

Specific directions 3.18 2.53
(.75) (.69)

Flexibility 3.42 3.18
(.62) (.57)

Support 3.78 3.61
(.73) (.78)

Reassurance 3.38 3.31
(.88) (.70)

Praise 3.44 3.93
(.72) (.81)

Treatment goals 2.98 2.64
(.78) (1.13)

Help with problems 2.20 2.47
(1.10) (.94)
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Supervision Questionnaire. Then a two-factor analysis of 
variance was carried out with evaluation score as the 
independent variable at two levels, high and low, and with 
the expectation Difference Score as the dependent variable, 
which provided a convenient way to examine and compare the 
level of met expectation in the two groups.

Comparison between the high and low evaluation groups 
in regard to expectations by analysis of variance resulted 
in significant differences on seven variables. The means 
and SDs of the expectations of trainees and the provision 
by supervisors on these variables can be seen in Table 10.1 
and results of the analysis of variance is in Appendix 
10.2. The use of a score representing the difference 
between expectation and provision meant that in results 
showing a positive score, the supervisor provided more of 
the variable than the trainee expected, and in the case of 
a negative score, the trainee expected more on that 
variable than he/she got.

The results of the statistical analysis show that 
there is some support for the hypothesis that expectations 
differentially affect high and low evaluation. The results 
can be summarized as follows:
1. ) Both groups got more compliments on good work than they 
expected, but the high-evaluation group got significantly 
more than the low-evaluation group on this dimension 
(F=6.26, df=l,89, p<.014). Similarly, both groups got more 
help with their own problems than expected, but the high
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evaluation group got significantly more than the low- 
evaluation group (F=7.11, df=l,89, p<.009). Both groups 
received less than they expected of directions in regard to 
the treatment, but for the low-rated group expectations 
were not met to a significantly greater degree (F=4.45, 
df=l,89, p<.038).
2. ) The low-rated group received less than expected on four 
variables, while the high-rated group received more than 
expected on these same four variables: flexibility
(F=7.91, df=l,89, p<.006), support (F=14.85, df=l,89,
p<.000), reassurance (F=9.19, df=l,89, p<.003), treatment 
goals (F=13.75, df=l,89, p<.000). Thus, the low-rated
group experienced deficits, while the high-rated group, 
oppositionally, got more than they expected on four 
important dimensions.
Analysis of Variance of Supervisory Style

A further test of the hypothesis, using the 
supervisory style data was carried out by submitting the 
data to a two-factor analysis of variance in which the 
difference scores between the supervisor and supervisee 
ratings on the Supervisory Style Questionnaire were used as 
the dependent variable and the evaluation scores as the 
independent variable at two levels, high and low 
evaluation. The analysis of variance showed significant 
differences on 6 variables. The means and SDs of the 
expectations of trainees and the provision by supervisors 
on these variables can be found in Table 10.2 and the anova
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Table 10.2 MEANS (SDs) FOR LOW (N=45) AND HIGH (N=46) 
EVALUATION GROUPS ON SUPERVISORY EXPECTATIONS & 
PROVISION OF SIX SUPERVISORY STYLE ITEMS

High Evaluation Group
Trainee

Expectation

,
Supervisor
Provision

Supportive, reassuring 3.89 4.13
(.77) (.75)

Guiding, directing 3.35 3.28
(.90) (1.05)

Interpretive 4.02 3.39
(.74) (.88)

Objective, impartial 3.83 3.04
(.97) (.97)

Working toward goals 3.30 3.33
(1.24) (1.19)

Cautious 2.30 2.70
(.98) (1.05)

Trainee Supervisor
Low Evaluation Group Expectation Provision

Supportive, reassuring 3.71 3.51
( .98) (.81)

Guiding, directing 3.60 2.83
( .86) (.86)

Interpretive 3.79 3.91
( .95) (.83)

Objective, impartial 3.62 3.29
(1.01) (.67)

Working toward goals 3.34 2.67
(1.13) (.98)

Cautious 2.60 2.47
(.96) (.81)
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results appear in Appendix 10.3.
The Supervisory Style data corroborates the 

Supervision Questionnaire data in terms of low-group 
deficit in regard to support and reassurance (F=5.11, 
df=l,89, p<.026), guidance and direction (F=5.74, df=l,89, 
p<.019) and goal-setting (F=5.11, df=l,89, p<.026). In
addition, the anova results show that the high-rated group 
expected significantly more interpretation (F=11.46, 
df=l,89, p<.001), objectivity (F=5.68, df=l,89, p<.019) and 
less caution (F=4.08, df=l,89, p<.047) than they got in 
comparison to the low-rated group. For the
high-functioning therapists, it seems that a greater demand 
for interpretive, inferential or speculative thought was 
made. This finding cannot be explained within the 
hypothesis of the present study, but it suggests that if 
their expectations had been met on these dimensions, they 
would have been functioning on an even higher level.

DISCUSSION
The purpose of this study was to examine the influence 

of unmet expectation on evaluation of the trainee. The 
assumption implicit in the hypothesis is that the 
supervisor's evaluation of the trainee is not an objective 
judgement of qualities inherent in the trainee, but rather 
that the evaluation takes place within an environment 
created by the supervisory dyad in which a convergence or 
divergence occurs between expectation and provision on
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various dimensions. If there is a significant divergence, 
it can be taken that the trainee expected something that 
was not available, which might be due to 1.) unwarranted 
expectations on the part of the supervisee, or 2. ) lack of 
essential provision on the part of the supervisor. That 
is, either the trainee expected too much or the supervisor 
gave too little, or both. Although the statistical 
evaluation performed cannot distinguish which of these 
situations occured, examining as it did the significant 
differences between the high and low performers, and norms 
for these variables are not available for comparison, an 
inspection of the means tables of trainee expectation 
shows no scores that would suggest unusually high 
expectation in the low group. Further, all of the seven 
dimensions of supervisory practice are elements basic to 
and regularly found in good supervision, as indicated by 
the supporting literature. Thus, it is striking that the 
low-rated group were provided with less of the basic needs 
in supervision than the high-rated goup.

There was a general climate of unmet expectations in 
this sample as a whole due, as 1 have argued above in 
Chapter Eight, to the novelty of the apprenticeship method 
of teaching. The supervisees were all novice therapists 
doing a training, so that a high degree of convergence 
between the supervisor and the supervisee would in itself 
be surprising. That there were significant differences 
between the highly evaluated group and the low evaluated
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group on a number of important dimensions demonstrates 
support for the hypothesis that expectations impact on 
evaluation in psychotherapy supervision. This finding is 
consistent with previous research in which unmet 
expectation is linked with perceptual distortion (Sherif & 
Hovland, 1961; Aronson & Carlsmith, 1962), confusion 
(Garfinkel, 1967; Rosenberg & Abelson, 1960) and suppressed 
cognition and learning (Zadny & Gerard, 1974; Bartlett, 
1932; Rosenberg & Abelson, 1960).

The results of this study indicate that the direction 
of expectancy, whether the provision is more or less than 
expected, is an important factor on four dimensions: 
flexibility, support, reassurance and treatment goals. 
Trainees function at a higher level and are so evaluated if 
supervisors provide more than expected of these variables. 
When the supervisees experience deficits on these variables 
they perform less well. This direction of expectancy 
effect was demonstrated by Harvey & Clapp (1965) in the 
cognitive dissonance experiments. Similar disconfirmation 
of expectancy effects were reported by Carlsmith & Aronson 
(1963) and Samson & Sibley (1965).

There were significant differences between the high 
and low evaluation groups on three further variables. The 
direction of expectation was the same for both groups, that 
is, both got more praise, help with their own problems and 
fewer directions regarding treatment than expected, however 
the high group got significantly more than the low group on
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these variables. Thus, the low group was struggling with 
a significantly lower level of met expectation than the 
high group on seven important variables: flexibility,
support, reassurance, praise, definition of treatment 
goals, directions regarding treatment, and help with 
personal problems. This pattern shows that the
supervisor's provision on these dimensions is vital not 
only to the performance of the trainee in supervision as 
rated by the supervisor but to the success of the 
treatment. This latter link was suggested by Chevron & 
Rounsaville (1983), Zarski, Bubenzer & Walter (1980) and 
Kubie (1955) who found positive correlations between the 
supervisor's evaluation of the trainee and patient outcome.

An evaluation of this study must take into account 
that the seven dimensions revealed to be significant are 
central components of supervision, as found by previous 
researchers and writers on supervision. The importance of 
flexibility has been emphasized by Fleming & Benedek 
(1966), who state that the learning alliance requires that 
the supervisor adjust his technique to the learning level, 
individual personality and changing needs of the 
supervisee. Others who have advocated a flexible approach 
have been Ronnestad (1982, 1983), Holloway (1987), and
Dewald (1987). Studies that have shown flexibility to be 
desirable according to trainee satisfaction were conducted 
by Nelson (1978) and Cherniss & Egnatios (1977).

A wide range of studies have shown instruction to be
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a vital element of supervision (e.g., Kennard, Stewart & 
Gluck, 1982; Goin & Kline, 1974; Dewald, 1987; Hess, 1980; 
Birk, 1972). In the present study it has emerged that two 
types of instruction, specific directions in regard to the 
treatment and definition of treatment goals, are important. 
This supports the finding in Chapter Nine that the whole 
sample of trainees in this study expected more explanation, 
guidance and goal-direction than they got. Several 
researchers have found that trainees expect supervision to 
be highly structured in regard to goal-setting and 
technical input (Delaney & Moore, 1966; Kaplan, 1983; 
Worthington, 1984).

Support has been confirmed by many as an important 
supervisory variable, e.g., Holloway, 1982. Positive 
feedback to trainees has been linked with supervisory 
effectiveness (Worthington, 1984; Edelstein, 1985). 
Reassurance, although not reported as separately researched 
in past studies, has been found to be significant in the 
present study. These findings suggests that supervisors 
need to respond to trainee anxiety as they learn to take 
responsibility for psychotherapeutic treatment.

Although help with the trainees own personal problems 
is not strictly speaking the job of the supervisor, this 
study shows that trainees got more help than they expected, 
the high-rated group significantly more than the low-rated 
group. Psychoanalysts have advocated helping students with 
their problems, as the supervisor is in a prime position to
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view the ways in which the work with patients impinges 
upon, or stirs up, emotional reactions or psychopathology 
in the student. Advocates of therapeutic help in 
supervision have been Gitelson (1948), Hora (1957), Ekstein 
& Wallerstein (1958) and Greenson (1960).

Because the methodology used in measuring expectations 
was to ask supervisees to ’predict' behaviour that has 
already occurred (Rosenthal, 1966), it measured 
expectations compared to what they were actually getting 
from the supervisors. From this, it can be concluded from 
the present study that, not only did the unmet expectation 
affect the performance of the trainees in the low- 
evaluation group, but implies that there was an actual lack 
of sufficient provision of basic supervisory dimensions. 
At the same time, a greater provision of these dimensions 
than expected enabled supervisees to achieve a higher 
evaluation of performance.

A possible alternative explanation of the data could 
be made by positing that the more able supervisee could 
elicit from the supervisor more support, reassurance, 
goals, etc., than the less able supervisee, as suggested by 
previous research by Snyder, Tanke & Berscheid (1977). 
However, this explanation discredits the likelihood that a 
conscientious supervisor in a session with a less able 
supervisee would provide more, not less, in terms of 
support, guidance, goal-setting, etc., to help the trainee 
with the therapeutic work.
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On the basis of the results of the present study, it 
seems justifiable to assert that the seven variables 
discussed above are key supervisory provisions. It appears 
that research yielding correlatives of the seven variables 
would be a useful line of enquiry. The extent to which 
these supervisory variables are mediated by theoretical 
orientation is a question that arises and this issue will 
be addressed by the next study in the following chapter. 
Further, the relationship of supervisory style factors to 
theoretical orientation will also be examined.
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CHAPTER ELEVEN 
THE RELATIONSHIP BETWEEN THEORETICAL ORIENTATION, 

SUPERVISORY STYLE AND EXPECTATION

INTRODUCTION
In Chapter Nine, it was found that supervisory style 

descriptors yielded different style factors that are 
practised by psychologists, psychoanalysts and counsellors 
when supervising their trainees. It was proposed in
Chapter Nine that the style factors may well be linked to
the different theoretical positions within the three 
professions. However, the three professions are not 
homogeneous theoretically; within each is a range of
possible theoretical viewpoints that may involve different 
conceptualizations of mental functioning and different 
treatment procedures. This is particularly likely in view 
of the present climate of eclectism in psychotherapy noted 
by Garfield & Kurtz (1977).

In Chapter One there was a review of research
underpinning the different theoretical bases that inform 
the three professions. Clinical psychology is rooted in 
learning theory and behaviour change (Skinner, 1942; 
Eysenck, 1952). Recent developments suggest that
cognitive-behavioural theory is approaching a more purely 
psychological model of the mind that involves self
perception, self-efficacy and their genesis, as presented 
in a key article by Bandura (1977). Further convergence
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has been elaborated by Beck (1976), who promotes the 
uncovering of irrational ideas in a method similar to the 
psychoanalytic models. The extent to which clinical 
psychology practitioners adhere to the older behavioural 
models, have moved to cognitive theories or to newer 
amalgams in the range of possibilities has not been 
measured.

The psychotherapies began with Freudian theory, as 
outlined in Chapter One, with various new branches forming 
as theoretical developments have taken place. In British 
psychoanalysis three groups or 'schools' have crystallized, 
consisting of those who remain under the influence of 
classical Freudian methods, the followers of Melanie Klein 
who immigrated from Europe in the 1930s with new ideas 
gleaned from child analysis, and the so-called Independent 
tradition that draws freely on all the psychoanalytic 
ideas, without a central theorist, but with Winnicott, 
Balint and Bowlby as leading lights, in what has been 
termed the British object relations approach (Kohon, 1986; 
Rayner, 1990). In America, psychoanalytic ego psychology 
has been embraced, based on classical methods, but Pine 
(1988) delineates four different theoretical perspectives 
that have been emerging, centred around theorists of the 
drives, the ego, object relations and the self, since 
Kohut's (1978) self psychology has become a serious 
contender. There have been no empirical studies in Britain, 
but in earlier studies in America, Wildman & Wildman (1967)



conducted a survey that ranked the top eleven TOs and 
Goldschmid, Stein, Weissman & Sorrells (1969) found the 
most frequent TOs to be eclectic and neo-Freudian. It is 
not known whether psychotherapy trainings in Britain have 
adhered to the psychoanalytic schools or expanded their 
theoretical bases, taking models from various 
theoreticians, perhaps in an eclectic mixture.

Counselling began as a movement with Rogers (1957) and 
has spread, using a wide range of theoretical models 
(Holloway, 1990). There have been no studies that have 
measured the theoretical factors for counsellors.

The results of the study on expectations of 
supervision reported in Chapter Ten have shown that 
evaluation of the trainee was related to expectations of 
supervision. There were significant differences between 
the highly-evaluated supervisees and the ones who received 
a low evaluation on the variables of directiveness, 
flexibility of supervisory technique, support, reassurance, 
praise, treatment goal-setting, and help with individual 
problems. Although individual characteristics of
supervisors may be responsible for low levels of provision 
of the variables in question, it is possible that the 
theoretical orientation of the supervisor has some bearing 
on the supervision techniques that produce less than 
expected levels of these variables.

The aims of the present study will be three-fold; 
firstly, it will investigate the theoretical positions
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within each profession; secondly, it will examine whether 
the theoretical orientation of the supervisors correlates 
with style factors, in order to see if theoretical groups 
are associated with particular supervisory styles. There 
have been no previous studies of this issue. Thirdly, 
this study will investigate the relationship between 
theoretical orientation and the seven key variables that 
correlate with unmet expectation in the group of 
supervisees who were given a low evaluation of their 
abilities by their supervisors in the study reported in the 
previous chapter of this thesis.

METHOD
Design

Data analysis of the supervisor ratings for 40 names 
of theorists was performed by means of principal components 
analysis. Theoretical factors were derived for each 
professional group. A factor score for each theoretical 
factor was calculated for each supervisor and they were 
grouped according to the theoretical factor score which was 
highest or which best representated their orientation by 
the method of dispositional reasoning. Correlation 
coefficients were obtained between the theoretical factors 
and the supervisory style factors to determine if there 
were significant associations. Correlations were obtained 
for the theoretical factors and the seven target variables 
related to expectation and evaluation: support.
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reassurance, directiveness, compliments, treatment goal- 
setting, help with problems and flexibility of supervisory 
technique.
Sample

Details of the 139 supervisors who participated in the 
survey can be found in Chapter Seven. There were 49 
psychologists, 39 psychoanalysts and 51 counsellors.

Materials
Theoretical Orientation Grid

In order to provide a measure of theoretical 
orientation, a scaled grid was attached to the Demographic 
Questionnaire in the supervision survey for rating 
agreement or disagreement with the theories of 40 of the 
most prominent theoreticians ranging across all the fields 
of psychological theory and treatment.

The list of 40 theoreticians was generated by 
interview method, questioning ten highly experienced 
practitioners from each of the three professions regarding 
the theoreticians they thought were most influential in 
shaping the conceptual tools used in their field. The 
interview method consisted of asking the therapists which 
theorists they considered to be the most influential in 
their work. After the therapist named a number of 
theorists and stopped speaking, the interviewer asked "Are 
there any more who have influenced you?", which was 
repeated until the interviewee could think of no others.
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Table 11.1 PROFESSIONALS INTERVIEWED FOR THE THEORETICAL 
ORIENTATION SCALE AND NUMBERS OF NAMES OF 
THEORISTS ELICITED

PROFESSIONALS NUMBER OF NAMES

Psychologists
UCL 15
SE Thames 9
Maudsley 8

Psychotherapists
Psychoanalysts 12
British Association

of Psychotherapists 13
Guild of Psychotherapists 10
Institute of Group Analysis 7

Counsellors
Westminster Pastoral

Foundation 10
Roehampton M.Sc. Course 12
Centre for the Adyancement

of Counselling 6
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Table 11.1 shows the professionals interviewed and the 
number of names of theorists elicited.

To form the questionnaire, the overlapping names were 
removed from the list, eight further names were removed as 
idiosyncratic or uncommon and the remaining 40 were listed, 
set to a response format anchored at five points which were 
labelled ’Strongly agree’, ’Agree’, ’Neutral’, Disagree’, 
’Don’t know’. On the final line there was a space for the 
supervisors to fill in a response to ’Others who have 
influenced you’, which was used by 28 supervisors who 
filled in 36 names, however no single name appeared more 
than four times. The Theoretical Orientation Scale can be 
seen in Appendix 6.1, at the end of the Demographic 
Questionnaire.

Other materials used in this study were the 
Supervisory Style Questionnaire (Rice, Fey & Kepecs, 1972) 
discussed in Chapter Nine (See Appendix 9.1) and ratings by 
supervisors on the seven key variables of the Supervision 
Questionnaire (Appendix 6.2), their significance derived by 
the data analyses in Chapter Ten.
Procedure

Supervisors filled in the Theoretical Orientation 
Scale, the Supervisory Style Questionnaire and the 
Supervision Questionnaire as part of the supervision survey 
research package, the administration of which was described 
in Chapter Seven.
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Table 11.2 CRONBACH’S ALPHA COEFFICIENT OF INTERNAL 
CONSISTENCY FOR THE THEORETICAL ORIENTATION 
SCALE

N of CASES=132 N of ITEMS=40

ALPHA=.84
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RESULTS
Measure of Reliability

The Theoretical Orientation Scale was assessed for 
reliability in terms of internal consistency. Cronbach's 
alpha was calculated for the 40 items rated by the 
supervisors and the coefficient obtained is shown in Table 
11.2.

RESULTS FOR PSYCHOLOGISTS 
Theoretical Factors

Principal components analysis with varimax rotation 
was applied to the scores for the 40 theoretical names for 
the psychologists. Five components were extracted with 
eigenvalues >1 that accounted for 27.8%, 13.2%, 5.8%, 3.7% 
and 3.4%, which represented 53.9% of the total variance. 
The components formed recognizable theoretical groups which 
were labellable. The rotated factors with labels can be 
seen in Table 11.3.

The results show that the most variance was accounted 
for by the psychoanalytic factor (27.8%), labelled 'Modern 
Psychoanalysts', and loading negatively on three 
behavioural psychologists. The next strongest was the 
Cognitive/ Behavioural factor (13.2%), followed by the 
Dynamic Humanists (5.8%), the Family Therapists (3.7%) and 
the Learning Theorists (3.4%).

The factor scores for all psychologists were examined 
and, by the method of dispositional reasoning and 'fuzzy
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Table 11.3 THEORETICAL FACTORS, LABELS AND LOADINGS
FOR 49 PSYCHOLOGISTS (N=49)

Factor Loadings > .45
FACTORIAL COMPONENTS FACTOR

LOADINGS
% OF % OF SUPS
VAR MAIN FACTOR

Factor 1 - Modern Psychoanalysts Vs.
Behavioural Psychologists

Kohut .82
Meltzer .76
Kernberg .75
Sandler .74
Bion .68
Segal .66
Foulkes .61
Balint .58
Skinner -.51
Masters & Johnson -.48
Marks -.46

Factor 2 - Cognitive-behavioural
Bandura .82
Meichenbaum .72
Lazarus .69
Gray .62
Rachman .59
Argyle .56
Beck . 56
Mahoney .55

Factor 3 - Dynamic Humanist
Peris .68
Winnicott .65
Jung .63
Laing .60
Erikson .58
Rogers .56
Adler .56
Bowlby .51

Factor 4 - Family Theory
Palazzoli .70
Malan .67
Minuchin .65
Hailey .62

Factor 5 - Learning Theory
Eysenck .60
Pavlov .54

27.8% 25.5%

13.2% 19.0%

5.8% 25.5%

3.7% 23.5%

3.4%

Total=53.9%

6.0%
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Table 11.4 PEARSON PRODUCT MOMENT CORRELATION MATRIX 
FOR THEORETICAL FACTORS AND SUPERVISORY 
STYLE FACTORS FOR PSYCHOLOGISTS (N=49)

THEORETICAL FACTORS

STYLE
FACTORS

Modern
Psa.

Cog. / 
Behav.

Dynamic
Humanist

Family
Theorist

Learning
Theory

Critical -.11 .25 -.17 -.04 -.06
n.s. p<.04* n.s. n.s. n.s.

Cautious .02 .10 -.04 -.05 —. 13
Guidance n.s. n.s. n.s. n.s. n.s.

Theore .31 -.27 —. 35 -.09 —. 20
tical p<.01** p<.03* n.s. n.s. p< .09

Explana -.42 .29 -.15 -.04 .13
tory p<.00** p<.02* n.s. n.s. n.s.

Empirical .04 -.001 —. 03 .09 .03
n.s. n.s. n.s. n.s. n.s.

Significance levels: 
* = p<.05
**= p<.01
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Table 11.5 PEARSON PRODUCT MOMENT CORRELATION MATRIX
FOR THEORETICAL FACTORS WITH SEVEN TARGET
VARIABLES FOR PSYCHOLOGISTS (N=49)

THEORETICAL ORIENTATION

TARGET
VARIABLES

Modern
Psa.

Cog. / 
Behav.

Dynamic
Humanist

Family
Theory

Learning
Theory

Directive -.54 .41 —. 20 .15 .10
p<.000** p<.002** p< .09 n.s. n.s.

Flexible -.41 .03 .05 .17 .02
p<.002** n.s. n.s. n.s. n.s.

Supportive -.20 —. 21 .23 .02 .12
p< .09 p< .07 p<.06. n.s. n.s.

Reassure -.23 -.05 — .05 -.25 -.01
p<.06. n.s. n.s. p<.04* n.s.

Praise -. 44 .16 —. 21 .07 -.07
p<.001** n.s. p<. 08 n.s. n.s.

Define -.45 .11 -.14 -.04 .09
goals p<.OOI** n.s. n.s. n.s. n.s.

Help with -.24 .39 .11 -.11 .17
problems p<.05* p<.003** n.s. n.s. n.s.

Significance levels: 
* = p<.05 
**= p<.01
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logic’ associated with expert systems and described by 
Zadeh (1988), Duboise & Prade (1980) and Adams & Levine 
(1975), the supervisors were grouped according to the 
theoretical factor most likely to influence them, either 
the factor score clearly rated highest or, in view of close 
scores, their probable propensity to respond. The 
percentage of psychology supervisors whose theoretical 
orientation was representated by each factor is shown in 
Table 11.3.
Correlations between Theoretical Factors and Stvle Factors

The five theoretical factors were correlated, using 
Pearson’s product-moment method, with the supervisory style 
factors, the derivation of which was reported in Chapter 
Nine. The correlation matrix can be found in Table 11.4.

The Modern Psychoanalytic factor was significantly 
correlated with the Theoretical/Interpretive style factor 
(r=.32, p<.01) and negatively correlated with the
Explanatory factor (r=-.42, p<.001). The Cognitive/
Behaviourists were significantly associated with three 
supervisory styles: Explanatory (r=.29, p<.02),
Critical/Non-supportive (r=.25, p<.04), and negatively with 
the Theoretical/Interpretive style factor (r=-.27, p<.03).

There were no significant correlations of the 
psychologists’ supervisory style factors with any of the 
three smaller theoretical factors. Dynamic Humanists, 
Family Theory or Learning Theory.
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Correlations between Theoretical Factors and Target 
Variables
Pearson's product-moment correlation coefficients were 
calculated for the psychologists* theoretical factors and 
the seven target variables from the Supervision 
Questionnaire. The results can be found In Table 11.5.

The Modern Psychoanalytic factor Is negatively 
significantly correlated with five variables:
1.) Specific directions In regard to treatment (r=-.54,
p<.000)
2. ) Vary supervision technique according to different needs 
or personality of the trainee (r=-.41, p<.002)
3.) Compliment supervisee on a good piece of work (-.44,
p<.001)
4.) Define treatment goals (r=-.45, p<.001)
5.) Help supervisee with emotional problems that might 
arise during work with patients (r=-.24, p<.05)

The Cognltlve/Behavloural mode was significantly 
associated with two supervision variables: Gives
Directions (r=.41, p<.002) and Helps with Problems (r=.39, 
p<.003).

There was only one correlation of any of the seven 
target variables with the three smallest theoretical 
factors: Family therapists tended not to reassure their
trainees (r=-.25, p<.04).
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RESULTS FOR PSYCHOANALYSTS

Theoretical Factors
Principal components analysis of the whole list of 40 

theoretical names for the psychoanalysts extracted a factor 
recognizable as a strong psychoanalytic component, but this 
single large factor did not discriminate between the 
different theoretical strands within psychoanalysis. A 
subset of the ratings consisting of 17 psychoanalytic names 
was submitted to principal components analysis, varimax 
rotation, which extracted four components with eigenvalues 
greater than 1, accounting for 43.5%, 15.0%, 11.9%, and
6.9%, a total of 77.3% of the variability. The criteria 
for number of factors to be extracted was not specified and 
resulted in only four factors. All the variables loaded on 
at least one factor, with four names loading on two 
different factors, however this lack of orthogonicity is 
interpretable. The factors which describe theoretical 
orientation for psychoanalysts, with labels, can be seen in 
Table 11.6.

The results of the principal components analysis show 
the grouping labelled ’Winnicottian’ to be the strongest 
factor, accounting for 43.5% of the variability. This 
factor, composed of non-conformist analysts whose theories 
are compatible with Winnicott’s, was not labelled 
’Independent’, a label often associated with Winnicott, 
because it did not draw widely on the full range of
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Table 11.6 THEORETICAL FACTORS, LABELS AND LOADINGS
FOR PSYCHOANALYSTS (N=39)

Factor Loadings > .45

FACTORIAL COMPONENTS FACTOR % OF % OF SUPS
LOADINGS VAR MAIN FACTOR

Factor 1 - Wlnnicottlan/Non-conformists 43.5% 27.0%
Balint .82
Winnicott .78
Kohut .78
Laing .73
Rycroft .63
Malan .56
Kernberg .46

Factor 2 - Freudian 15.0% 16.2%
Erikson .85
Anna Freud .83
Adler .76
Freud .67
Sandler .63
Meltzer .61
Rycroft .56

Factor 3 - Kleinian 11.9% 32.4%
Bion .91
Klein .90
Segal .88
Kernberg .66
Meltzer .60

Factor 4 - Bowlbian 6.9% 24.3%
Bowlby .84
Sandler .51

Total=77.5%
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Table 11.7 PEARSON PRODUCT MOMENT CORRELATION MATRIX
FOR THEORETICAL FACTORS WITH SUPERVISORY
STYLE FACTORS FOR PSYCHOANALYSTS (N=39)

THEORETICAL FACTORS

STYLE
FACTORS

Winnicottian Freudian Kleinian Bowlby

Didactic/
Supportive

-.22 
p< .09

—. 03 
n.s.

-.18 
n. s.

.11
n.s.

Authoritarian .15 .06 .16 -.16
n.s. n.s. n. s. n.s.

Consistent/ .19 .13 .01 .21
Relationship-
Orientated

n.s. n.s. n. s. n.s.

Cautious .09 .31 -.06 .15
Conformity n.s. p<.03* n.s. n.s.

Here & Now .15 -.34 .37 .01
n.s. p<.02* p<.01* n. s.

Significance level: 
* = p<.05
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Table 11.8 PEARSON PRODUCT MOMENT CORRELATION MATRIX
FOR THEORETICAL FACTORS WITH SEVEN TARGET
VARIABLES FOR PSYCHOANALYSTS (N=39)

THEORETICAL ORIENTATION

TARGET
VARIABLES Freudian Winnicottian Kleinian Bowlby

.Directive -.27 .04 — .31 .10
p<.05* n.s. p<.03* n.s.

Flexible .34 .22 —. 33 -.06
p<.02* p< .08 p<.02* n.s.

Supportive -.22 .30 .05 -.01
p<.08 p<.03* n.s. n.s.

Reassure .08 .43 -.20 .29
n.s. p<.002** n.s. p<.03*

Praise .13 .41 -. 13 .08
n.s. p<.005** n.s. n.s.

Define — .12 .26 -.29 .16
goals n.s. p<.05* p<.03* n.s.

Help with .14 .16 —. 33 -.14
problems n.s. n.s. p<.02* n.s.

Significance levels: 
* = p<.05 
**= p<.OI
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independent psychoanalytic theorists.
The second factor, the Freudian (15.0%), included one 

theorist, Meltzer, who is a Kleinian and who also appears 
in Factor 3, the Kleinian factor (11.9%). Factor 4, 
which is labelled Bowlbian, is the weakest factor at 6.9%, 
but its appearance as a separate factor reflects his 
theoretical distinctiveness and influence (Bowlby, 1953; 
1969).
Correlations between Theoretical Factors and Style Factors

Pearson’s correlation coefficients for the theoretical 
factors with the style factors were derived, the results of 
which can be found in Table 11.7. The correlation matrix 
for supervisory style factors and theoretical factors for 
psychoanalysts shows that the Freudian factor is 
significantly correlated with Cautious conformity (r=.31, 
p<.025) and negatively correlated with ’Emphasizes here- 
and-now interaction’ (r=-.34, p<.02).

The Kleinian factor is significantly associated with 
’Here-and-now’ interactions (r=.37, p<.01), which coincides 
with what is widely believed about Kleinian technique 
across modalities of practice (Klein, 1975; Segal, 1981). 
Correlations between Theoretical Factors and Target 
Variables

The psychoanalysts’ four theoretical factors were 
correlated with the seven target variables by Pearson’s 
method, which can be seen in Table 11.8.

The results show that the Winnicottians had positive
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correlations with four variables:

1. ) Takes a supportive role with supervisees (r=.30,p<.03).
2.) Gives reassurance when doubtful (r=.43, p<.002).
3.) Compliments on a good piece of work (r=.41, p<.002).
4.) Defines treatment goals (r=.26, p<.05).

The Freudians had a negatively significant correlation 
with 'Specific directions in regard to the treatment' (r= 
-.27, p<.04) and a positive correlation with 'Varies
technique according to needs and personality of the 
supervisee' (r=.33, p<.02).

The Kleinians were negatively significantly correlated 
with four variables:
1. ) Specific directions regarding treatment (r=-.31,p<.03).
2.) Varies technique (r=-.33, p<.02).
3.) Defines treatment goals (r=-.29, p<.03).
4.) Helps with emotional problems of trainee (r=-.32,p<.02)

The Bowlby factor had a significant correlation with 
'Reassures when doubtful' (r=.29, p<.03).
Analysis of Variance of Theoretical Groups bv Supervision 
Practice Variables

The psychotherapists were found to be allowed to 
choose their supervisors to a significantly greater degree 
than the other two professional groups (F=20.58, df=2,189, 
p<.000). In order to make the best choice of supervisor in 
view of their expectations and needs, it would be useful to 
compare the theoretical groups on the practices revealed by
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Figure 11.1 MEAN SCALE RATINGS FOR THEORETICAL GROUPS 
OF PSYCHOANALYSTS ON SEVEN TARGET VARIABLES: 
W=WINNICOTTIANS (N=1$), F=FREUDIANS (N=6), 
K=KLEINIANS (N=1$), B=BOLWBIANS (N=7)
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Figure 11.1 MEAN SCALE RATINGS FOR THEORETICAL GROUPS 
OF PSYCHOANALYSTS ON SEVEN TARGET VARIABLES: 
W'WINNICOTTIANS (N=15), F=FREUDIANS (N=6), 
K=KLEINIANS (N=13), B=BOWLBIANS (N=7)
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the Supervision Questionnaire. Further to this aim, a 
oneway analysis of variance was carried out on the four 
theoretical groups with the 60 variables on the Supervision 
Questionnaire, the results of which can be found in 
Appendix 11.1. There are significant differences on six 
variables: the Kleinians required more process notes
(F=5.6, df=3,35, p<.001), presentation from notes (F=3.6, 
df=3,35, p<.02), verbatim account of sessions (F=4.0,
df=3,35, p<.01), and fewer examples from supervisor's cases 
(F=3.6, df=3,34, p<..02). Less spontaneous discussion was 
near-significant (F=2.75, df=3,35, p<.06). The Freudians 
were more didactic (F=2.8, df=3,35, p<.05) and more
supportive (F=2.8, df=3,35, p<.05).

Although there were no significant differences on the 
seven target variables between the four groups, the mean 
ratings on the variables, shown in Figure 11.1, indicate 
that the Freudians are slightly higher on all but 'Help 
with Problems'.

RESULTS FOR COUNSELLORS 
Theoretical Factors

The ratings for 40 theoretical names were submitted to 
principal components analysis with varimax rotation for the 
group of counsellors. Six factors were extracted accounting 
for 21.0%, 17.7%, 8.6%, 6.5%, 5.1% and 4.9%, a total of 
63.8% of the variance and were labellable. The theoretical 
factors, with labels, can be seen in Table 11.9.
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Table 11.9 THEORETICAL FACTORS, LABELS AND LOADINGS
FOR COUNSELLORS (N=51)

Factor Loading > .45 
FACTORIAL COMPONENTS FACTOR

LOADINGS
% OF % OF SUPS
VAR MAIN FACTOR

Factor 1 - Cognitive-behavioural 21.0% 16%
Beck .88
Bandura .83
Marks .82
Meichenbaum .80
Wolpe .76
Lazarus .69
Mahoney .69
Rachman .61
Argyle .57
Gray . 56

Factor 2 - Psychoanalytic Vs.Humaniî
Segal .79
Sandler .78
Kohut .75
Anna Freud .73
Klein .71
Meltzer .70
Kernberg .67
Rogers -.66
Rycroft .59
Bion .56
Freud . 55
Balint .53

Factor 3 - Behayioural/Humanistic
Skinner .69
Eysenck .68
Peris .67
Pavloy .62
Masters & Johnson .61
Moreno .59

Factor 4 - Obiect Relations
Winnicott . 66
Foulkes .63
Malan .58
Erikson .57

Factor 5 - Family Therany
Hailey .76
Palazzoli .70

Factor 6 - Psychoanalytic Deyiants
Adler .67
Laing .61
Jung .53

17.7% 27.3%

8.6% 16%

6.5% 18.2%

5.1%

4.9%

11.3%

11.3%

Total=63.8%
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Table 11.10 PEARSON PRODUCT MOMENT CORRELATION MATRIX
FOR THEORETICAL FACTORS WITH SUPERVISORY
STYLE FACTORS FOR COUNSELLORS (N=51)

THEORETICAL FACTORS

STYLE
FACTORS

Cog. / 
Behav.

Psa. Behav. 
/Hum.

Obj.Rel. 
/Group

Family 
Ther.

Psa.
Dev.

Supportive .33 -.45 .19 .07 .06 .04
Guidance p<.01** p<.00** p< .09 n.s. n.s. n.s.

Quiet —. 33 .26 -.16 .17 -.14 -.14
Patience p<.01* p<.03* n.s. n.s. n.s. n.s.

Intuitive .34 .22 .14 —. 12 .19 .02
Goals p<.01** p<. 06 n.s. n.s. p< .09 n.s.

Theoretical -.07 -.01 —. 05 .08 .13 —. 05
n.s. n.s. n.s. n.s. n.s. n.s.

Consistent —. 02 .04 .03 .19 .06 .30
Objective n.s. n.s. n.s. n.s. n.s. P< .01**

Significance levels: 
* = p<.05
** = p<.01
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Table 11.11 PEARSON PRODUCT MOMENT CORRELATION MATRIX FOR
THEORETICAL ORIENTATION WITH SEVEN TARGET
VARIABLES FOR COUNSELLORS (N=51)

THEORETICAL FACTORS

TARGET Cog./ Psa. Behav. Obj.Rel. Family Psa.
VARIABLES Behav. /Hum. /Group Theory Dev.

Directive .24 —. 08 .13 -.15 .22 -.00
p< .05* n.s. n.s. n. s. p<.05* n.s.

Flexible .27 -.09 .32 .001 —. 03 .20
p<.03* n.s. p<.01* n. s. n.s. p<. 08

Supportive .07 —. 20 .21 — .38 .27 .24
n.s. p<. 08 p<. 07 n.s. p<.03* p<.05*

Reassure .19 -.24 .16 -.07 .20 .46
p<. 09 p<.04* n.s. n.s. p< .09 p<.00**

Praise .03 -.34 .33 -.05 .09 .34
n.s. p<.01** p<.01** n.s. n.s. p<.01**

Define .46 —. 20 .35 .004 .08 .08
goals p<.00** p<. 08 p<.01** n. s. n.s. n.s.

Help with .33 -.16 .18 .01 .07 .26
problems p<.01** n.s. n. s. n.s. n.s. p<.03*

Significance Levels 
* = p<.05
**= p<.01
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The Cognitive/Behavioural factor accounted for the 
most variance at 21,0%. The Psychoanalytic factor, 
accounting for 17.7% of the variance, consisted of a 
mixture of Kleinians, Freudians and Independent analysts. 
The four weaker factors were the Behavioural/Humanistic 
(8.6%), the Object Relations theorists (6.5%), the Family 
Therapists (5.1%) and the Jung/Adler group (4.9%). These 
factors reflect the greater involvement of counsellors with 
marital, group and family therapy (Carroll, 1988; 
Demographic Questionnaire; Appendix 7.6). Regarding the 
influence of Jung on the counsellors, 15.2% rate themselves 
as Jungians in this survey, according to the Demographic 
Questionnaire, which accounts for Factor 6.
Correlations between Theoretical Factors and Style Factors

The correlations between the theoretical factors and 
the supervisory style factors can be seen in Table 11.10.

The Cognitive/Behavioural factor was significantly 
correlated with the supervisory style factors of 
Supportive/Guidance (r=.33, p<.009) and Theoretical (r-.34, 
p<.008) and negatively with Quiet Patience (r=-.33, p<.01). 
Factor 2, the Psychoanalytic, was negatively correlated 
with Supportive/Guidance (r=-.45, p<.000) and positively 
correlated with Quiet Patience (r=.26, p<.03). The only 
other significant correlation in the matrix was the 
Psychoanalytic Deviants with the style factor, 
Consistent/Objective (r=.30, p<.01), which seems to be
consonant with their non-doctrinal stance.
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Correlations between Theoretical Factors and Target 
Variables

The remaining parallel calculation, Pearson's 
correlations between the theoretical factors and the seven 
target variables, can be seen in Table 11.11.

For the seven target variables, the significant 
correlations for the Cognitive/Behaviourist factors were:
1. ) Specific directions in regard to treatment (r=.24, 
p<.05)
2.) Varies technique according to need (r=.27, p<,03)
3.) Defines treatment goals (r=.46, p<.000)
4.) Helps with emotional problems (r=.33, p<.01)

For the Psychoanalytic factor, there were two 
negatively significant correlations: Gives reassurance when 
doubtful (-.24, p<.04) and Compliments good work (r=-.34, 
p<.007).

The Behavioural/Humanist factor was significantly 
correlated with three target variables:
1.) Varies technique according to needs (r=.32, p<.01)
2.) Compliments good work (r=.33, p<.01)
3.) Defines treatment goals (r=.35, p<.006)

The Object Relations theorists had no significant 
correlations with any of the seven target variables.

The Family Therapists had significant correlations 
with 'Specific directions in regard to treatment' (r=.23, 
p<.05) and with 'Takes a supportive role' (r=.27, p<.03). 

For the Jung/Adler factor, there were four significant
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positive correlations:
1.) Takes a supportive role (r=.24, p<.05)
2.) Reassures when doubtful (r=.46, p<.000)
3.) Compliments on good work (r=.34, p<.007)
4.) Help with problems (r=.26, p<.03)

DISCUSSION
The first aim of this study was to investigate the 

theoretical orientation of the three professional groups 
and the results revealed that the psychologists and the 
counsellors displayed an eclectic range of theoretical 
groups or clusters, while the psychotherapy supervisors 
adhered to the traditional 'schools'.

The second aim was to discover if there were links 
between theoretical orientation and style. Although the 
correlational relationships found between them were not 
numerous, 20% of those possible, and indicated that 
theoretical orientation and many aspects of supervisory 
style were independent, the links that were found suggest 
that theoretical biases resulted in different approaches to 
supervision. Of course, with 20 to 35 correlations in each 
analysis and a significance level of of 5%, one might 
expect one or two significant correlations to occur by 
chance. There are, however, in the correlation matrices 
shown in the tables in this chapter, correlations at the 1% 
level, which would be unlikely to occur by chance.

In regard to the third aim, the examination of the
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relationship between theoretical orientation and the seven 
key supervisory variables, different patterns were found 
for the three professional groups. As argued in Chapter 
Ten, these seven variables are essential, expected 
supervisory provisions without which the supervisory 
experience will be unsatisfactory, to the detriment of 
patients. It can be concluded from this study that 
theoretical groups within the three professions are linked 
with patterns of supervisory practice so that trainees 
might predict the kind of supervision experience they would 
be likely to receive before entering supervision.

The professional groups shall now be discussed 
separately.
Psychologists

It was surprising that the strongest factor, and rated 
highest by 25.5% of the psychology supervisors, was the 
Modern Psychoanalyists. The Dynamic Humanist factor was 
equally highly rated by 25.5% of supervisors, with 23.5% 
rating Family Theory highest. When compared with the 
result that only 19% of supervisors rated the 
Cognitive/Behavioural factor highest, it appears that the 
clinical psychologists in this sample have largely departed 
from the cognitive-behavioural theoretical models usually 
thought to constitute the core of the disclipline.

None of the factors that represented theoretical 
orientation groups stood out as strongest, which seems to 
be a reflection of the pragmatic nature of clinical

287



psychology training, involving cognitive and behaviour 
change but generally known to be without a theoretical or 
philosophical focus. This might explain the strong 
presence of the psychoanalytic, family and humanist 
factors: in the absence of an agreed-upon overarching
theory of human motivation and meaning in clinical 
psychology, psychoanalytic and other theories have taken 
hold in order to structure thinking. Moreover, from the 
demographic results it is known that 42.2% of psychologists 
have had their own individual psychotherapy (Mean=1.4 yrs., 
SD=2.4 yrs.) and 24.4% have had group therapy, suggesting 
that psychoanalytic ideas have filtered into clinical 
psychology through this means. However, the traditional 
ideologies have been eschewed: Freud, Klein and Winnicott 
are notably missing from the factor, indicating that 
psychologists are interested eclectically in the newer 
psychoanalytic ideas and not in the ’schools’.

The psychologists whose theoretical orientation was 
Cognitive/Behavioural were associated with three 
supervisory styles: Explanatory, Critical/Non-supportive,
and negatively with the Theoretical/Interpretive style. 
The cognitive-behaviourists are talkative, explanatory, * in 
charge', critical, non-supportive and challenging, which 
seems due to the task-oriented teaching of cognitive- 
behavioural procedures. On the other hand, the positive 
association of the Modern Psychoanalytic factor with the 
Theoretical/Interpretive style factor and negatively with
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the Explanatory factor shows the theoretical input into 
clinical psychology to be influential, perhaps covertly 
rather than overtly. However, the finding that none of the 
seven key variables are associated positively with the 
Modern Psychoanalytic factor (five were negatively 
associated) indicates that, although the input may be 
theoretical, they are not providing direction regarding 
technique or defined treatment goals, support, praise, 
flexibility or help with problems. It follows that if 
clinical psychology supervisors used only this mode, or 
rated very high on it, their trainees would be 
underprovided with key elements likely to lead to 
successful supervision. The Cognitive/behavioural factor 
was positively correlated with 'Directions regarding 
treatment’and 'Help with problems'. These findings would 
be consistent with a training that might rely to some 
extent on psychoanalytic theory, but is not involved in 
producing trained psychoanalytic therapists, but rather, 
clinical psychologists who must be familiar with cognitive- 
behavioural programs. Nevertheless, the surprising 
evidence that psychoanalysis underpins and informs 
behavioural techniques within clinical psychology training 
emerges clearly from this study.

The three theoretical factors. Dynamic Humanist, 
Family Theory and Learning Theory, do not demonstrate links 
with any of the seven target variables excepts that Family 
Therapists tended not to reassure their trainees. Possibly
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this is because of the difficulties inherent in and the 
uncertain outcome of working with families and their 
undeveloped theoretical base, still in its infancy 
(Minuchen, 1974).

The demographic data on the sample from Chapter Seven 
shows that a surprising 53.2% of clinical psychologists 
have changed their theoretical orientation since training, 
17.1% moving to the analytic therapies, which further 
explains the strong psychoanalytic factor. 14.9% moved to 
what they describe as ’eclectic therapy’, possibly 
represented by the Dynamic Humanist factor including the 
work of Peris (1969), Winnicott (1971), Jung (1960), Rogers 
(1950), and Adler (1929). 4.3% have changed to ’systems
theory’, essentially the Family Theory factor composed of 
the ideas of Palazzoli (1978), Minuchen (1974) and Haley 
(1967). 2.1% have changed to behaviourism, reflected in
the Learning Theory factor involving the theories of 
Eysenck (1952) and Pavlov (1912).

The change of orientation of over half of the clinical 
psychologists, a fluidity of theoretical base and a search 
for different models, may indicate the insufficiency of or 
disappointment in brief cognitive-behavioural treatment 
models and/or the practical and emotional difficulty for 
the practitioner in using this model over many years, a 
mode requiring repetition and detachment, which is reported 
anectdotally.
Psychoanalysts
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It is apparent that the four factors neatly represent 
the main theoretical streams in psychoanalysis that exist 
in London at the present time (King & Steiner, 1990; 
Rayner, 1990; Limentani, 1989). The supervisors rating the 
Kleinian factor highest represented 32.4% of the sample; 
the Winnicottian/Non-conformists represented 27% of 
supervisors, the Bowlbians 24.3% followed by the Freudians 
at 16.2%. These relative percentages might fluctuate from 
year to year on psychotherapy trainings, but are suggestive 
of what might be the real relative theoretical influences 
considering the recent trends in favour of the Kleinians, 
a decline in classical Freudian theory and a stronger 
influence of Bowlby.

Regarding the variables that loaded on more than one 
factor, the Freudian factor included Meltzer, who is a 
Kleinian. This placement might be explained by the fact 
that Meltzer is a theorist whose work has carried him in a 
direction that distinguishes him from the Kleinian 
mainstream (Meltzer, 1967) and his elaboration of psycho- 
sexual theories that have a Freudian emphasis (Meltzer, 
1973). The appearance of Rycroft on both the Winnicottian 
and the Freudian factors indicates that this theorist, in 
the minds of the participating supervisors, has a dual 
aspect, allied as he was with the more traditional Freudian 
stream in many of his writings and also with the ideas of 
Winnicott, with whom he was closely associated (Rycroft, 
1968). A further questionable variable loading is that of
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Kernberg on the Kleinian factor. Kernberg's roots are in 
the classical Freudian tradition, however his theoretical 
position is an attempt to integrate the theories of Freud, 
Klein and the object relations theorists. His particular 
attention to the treatment of borderline/psychotic 
disorder, splitting mechanisms, and projective 
identification, also of particular interest to the
Kleinians, may account for this (Kernberg, 1975, 1976).

The appearance of a separate factor for Bowlby, even 
though small, reflects the theoretical distinctiveness of 
Bowlby, and his important influence as a theorist (Bowlby, 
1953; 1969). That he is linked in this factor with Sandler 
indicates the scientific standing of his work on
ethologically-based studies of maternal deprivation, 
attachment and loss, a significant expansion of the
scientific underpinnings of psychoanalytic theory.

Only three theoretical factors were significantly 
correlated with style factors. The link between the 
Freudian factor and the style of Cautious Conformity, 
together with the negative link with Emphasizes Here-and- 
now Interaction, appears to be a reflection of the 
conservatism found amongst Freudian analysts, who carefully 
remain patient-centred and are unlikely to comment on 
present dynamics in the supervisory dyad (Sandler, 1987). 
The association of the Kleinian factor with *Here-and-now’ 
interactions coincides with what is widely believed about 
Kleinian technique across modalities of practice (Klein,
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1975; Segal, 1981). Counter-transference is considered to 
be an element present in the trainee which is important to 
bring under supervisory scrutiny by means of here-and-now 
attention (Sandler, 1987; Heimann, 1950).

Regarding the seven key variables, the Winnicottians 
were linked with supportiveness, reassurance, praise and 
goals. These findings can be considered to be consistent 
with the concept of the "holding environment" advocated by 
the theorists who compose the this factor (Balint, 1957; 
Winnicott, 1958; Laing, 1960; Rycroft, 1968), apparently 
espoused as supervisory principles as well. Their 
theoretical concerns with the vicissitudes of the self- 
concept and narcissistic damage are also reflected in the 
supervisory dimensions listed above (Kohut, 1971; 
Winnicott, 1958).

The Freudians had a negative link with 'Specific 
directions in regard to the treatment' and a positive 
correlation with 'Varies technique according to needs and 
personality of the supervisee'. The tendency of classical 
Freudians to be non-directive in their interactions, 
allowing the person to explore, to experience and to find 
their own certainties, is well known (Freud, 1914, 1915), 
and is corroborated here. The Freudian theoretical 
framework is founded on stages of libidinal and ego 
development. This developmental outlook would account for 
the correlation with flexibility of technique, wherein 
concern for and sensitivity to levels of need and
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personality development are inherent (Erikson, 1952; Anna 
Freud, 1972). From this emphasis would follow that aid in 
ego development would be given in supervision (Sandler, 
Dare & Holder, 1976; Adler, 1929), suggesting why the 
Freudians were more didactic and more supportive than the 
other three groups.

The Kleinians were negatively associated with four of 
the seven dimensions: directiveness, flexibility,
treatment goals and help with emotional problems of 
trainees. Like the Freudians they share non-directiveness, 
mutually based as the two are in free-associative, 
learning-by-experience techniques (Klein, 1946). However, 
the Kleinians appeared to be unvarying in their supervisory 
technique, consistent perhaps with their theoretical focus 
on deep internal structures that are present from infancy 
throughout life, with a relative lack of concern with 
environment, adjustment and ego issues. (Bion, 1957, 1962; 
Segal, 1981; Meltzer, 1981). It is unexpected that 
Kleinian supervisors would not teach treatment goals, such 
as those important to their theoretical position, for 
example, reparation, reaching the depressive position, 
healing splits, ability to think, containment, less 
paranoid or schizoid ideation, etc. (Klein, 1946; Bion, 
1962; Kernberg, 1976, Meltzer, 1981), but these do not seem 
to be a feature of teaching methods in supervision, 
apparently leaving the goals of treatment undefined or 
open-ended. The Kleinian factor was negatively correlated
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with 'Helping the trainee with emotional problems', which 
apparently is left to the trainee's analyst.

Further characteristics of Kleinians are a more 
formal, structured supervision session, with more process 
notes, presentation from notes and verbatim accounts of 
therapy sessions. There was less spontaneous discussion 
and fewer examples given from the supervisors' cases. This 
pattern suggests that the Kleinians require greater rigour 
from their trainees in terms of reporting their work.

The Bowlby factor had only one significant 
correlation, 'Reassures when doubtful', which suggests that 
this theory, with its foundation in attachment theory, 
manifests in supervision by the use of the supervisor as a 
reassuring 'base'.

On the basis of the evidence of this study, it may be 
concluded that different approaches to supervision are used 
by the four theoretical groups within psychoanalysis, 
suggesting that quite different supervisory experiences may 
be obtained.
Counsellors

The counselling profession has the most variable 
training in regard to theoretical orientation according to 
the prospecti, passages from which are reported in Appendix 
7.2. The orientations range from practical advice-giving 
through the existential or 'person-centred' to what is 
termed 'psychodynamic counselling', which is allied with 
psychoanalytic theory, and this range appears to be
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reflected in the factors extracted in this study.
The Psychoanalytic factor, consisting of a mixture of 

Kleinians, Freudians and Independent analysts, had the 
highest rating in terms of factor scores for 27.3% of 
counsellor supervisors. Two of the smaller factors were 
also composed of analytic theorists, the Object Relations 
representing 18.2% of supervisors and the psychoanalytic 
revisionists, Jung, Adler and Laing, representing 11.3%, 
revealing a sturdy reliancfe on psychoanalytic theory or its 
branches by the counsellors. On the Demographic
Questionnaire, 47.8% of the counsellors stated that their 
orientation was in the analytic psychotherapies, confirming 
this result.

The Cognitive/Behavioural factor was the main factor 
used by 16% of the counsellor supervisors, and 16% used the 
Behavioural/Humanistic factor, related theoretically. This 
finding may reflect the fact that the largest core 
profession amongst the counsellor supervisors in this 
sample was clinical psychology (24.4%), however only 4.3% 
stated on the demographic form that their present 
orientation was in this area. This result indicates that 
there is a strong underlying orientation in counselling 
that remains behavioural.

A Family Therapy theoretical orientation represented
11.3% of the counsellors. Although only 2.2% stated their 
present orientation was systems theory, more counsellors 
had had personal family or marital therapy (15.2%) than the
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other two professional groups (the psychologists 2.2% and 
the psychotherapists 8.8%), which possibly explains this 
influence.

The correlation patterns between theoretical factors, 
style factors and key supervisory variables for the 
counsellors showed the Cognitive/Behaviourists were 
significantly associated with the actively guiding, 
supportive supervisory style and the intuitive/goal- 
oriented style and, according to associated target 
variables, were directive, flexible, defined goals and 
helped with problems. The psychoanalytically orientated 
counsellors, on the other hand, practiced a style of quiet 
patience, significantly without reassurance or praise. 
Possibly some explanation for these findings are that 
counsellors interpret the psychoanalytic to be a passive 
modality, whereas active guidance and teaching is adopted 
by and seen as cognitive-behavioural. Thus, counsellors
who were most influenced by psychoanalysis withheld 
reassurance, praise, guidance and support, while those who 
were more cognitive-behavioural were active, supportive and 
directive, suggesting that psychodynamic counsellors are 
not engaged in actively teaching psychoanalytic techniques 
and explanations in spite of subscribing to the theories. 
This could reflect the fact that their training was not 
strictly within a psychoanalytic psychotherapy model. The 
psychodynamic counsellors’ use of a predominately
passive/receptive mode was perhaps in order to demonstrate
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and teach listening and observing skills.
The supervisory pattern of the Behavioural/Humanist 

counsellors which included the setting of goals, praise 
when progress is made in reaching the goals, and varying 
technique according to need, is consistent with the 
theorists who compose this factor: Skinner (1932), Eysenck
(1956), Masters & Johnson (1968), Pavlov (1927), Peris 
(1969) and Moreno (1965). These results, together with the 
above findings, appear to reflect the tendency to adopt 
developmental models of supervision, an influence found in 
the counselling literature, and for the supervision to echo 
the type of counselling relationship (Holloway, 1987; 
Garfield & Bergin, 1986).

The finding that the Family Theorists were directive 
and supportive seems to reflect a parental attitude 
consistent with their belief in a strong family group. 
The Jung/Adler/Laing supervisors were supportive, 
reassuring, gave praise and help with problems. They share 
a primary theoretical concern with the individual ’self 
that might account for their pattern of more supportive 
practices in the supervisory role compared with the 
psychoanalytically-orientated counsellors, who might be 
more drive orientated. The findings as a whole for the 
counsellor supervisors suggest some predictive value for 
theoretical orientation in terms of supervisory qualities.
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CHAPTER TWELVE 
SUMMARY AND FINAL DISCUSSION

This chapter will present a summary of the results of 
the empirical studies reported in Chapters Four to Eleven. 
The implications of these results will be discussed in the 
following sections, along with suggestions for a model for 
supervision practice. Some implications of this work for 
future research will be explored.

Summary of Results
The preliminary study in Chapter Four examined the 

outcome of brief psychotherapy with two levels of 
supervision in a National Health Service community 
psychiatric service. The patients improved on all measures 
after treatment, however the patients with therapists who 
received supervision had more improvement than the 
unsupervised group on their main problem and in overall 
distress level, and a greater decrease in the amount of 
hostility at outcome. The post-session questionnaires 
which measured affective and relationship dimensions showed 
an increased use of the therapeutic relationship in the 
treatment for the supervised group. It appeared that the 
supervision sessions helped the therapist focus on the 
patient’s dilemma, enabling it to be kept in mind, and also 
increased awareness of the transference relationship, work 
with which has been linked with reduction of hostility by

299



previous research. These findings, however, could not be 
taken as indicating a supervision effect because of the 
quasi-experimental design and uncontrolled therapist 
variables. These observations prompted the next
experimental trial.

The study in Chapter Five investigated the effect of 
rigorous psychodynamic supervision input on longer term, 
more difficult patients, in an improved two-way crossover 
design in which groups experienced both a supervised and an 
unsupervised condition. Although some effect of
supervision was registered, there did not appear to be an 
increase in "the good psychotherapy session" as a result of 
supervision, nor was there significant symptom change. 
Factorial findings on post-session emotional descriptors 
indicated that patients preferred safe, easy, smooth 
sessions, while therapists valued deep, powerful, full 
sessions. The factor correlations suggested that 
congruence and reciprocity of affective impact and frame of 
reference was not present between patient and therapist, 
indicating that perhaps supervision was not reaching 
essential elements of the therapeutic interaction. It is 
possible that the lack of a strong supervision effect was 
due to patient factors, the unsettling effects of deeper 
psychodynamic supervision, and the unexpected nature of the 
supervision for the therapists. It appeared that some 
therapists were more able to benefit from supervision than 
others, suggesting that therapist motivation for training
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is an important factor. These considerations gave rise to 
questions concerning the nature of supervision. Before 
further trials on the impact of supervision were attempted, 
it was deemed important to collect data on how supervision 
was being practised and on the characteristics and 
demographics of supervisors in the whole of psychotherapy. 
A major survey of the field of supervision followed.

The initial stage of the survey of supervision was 
reported in Chapter Six. Supervisors from the three 
professions of clinical psychology, psychotherapy and 
counselling were interviewed in order to elicit categories 
and examples of practice to be used for the development of 
a questionnaire on supervision behaviours, which was the 
core instrument in the battery of questionnaires that 
formed the survey. A content analysis of the audiotaped 
interviews produced 60 questionnaire items pertaining to 
supervision practice that were set to a 5-point frequency 
of response format.

Chapter Seven contained a report of the supervision 
survey that was carried out in relation to the current 
generation of supervisors of 23 London training 
organizations. In order to provide a wide range of data, 
the Supervision Questionnaire (SQ) was sent to the 
supervisors, along with three additional questionnaires: 
a detailed demographic form, a supervisory style 
questionnaire and a form on which to evaluate a randomly 
chosen supervisee. The supervisors were asked to give to
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the supervisee two questionnaires on which they rated their 
expectations of supervision practice and of supervisory 
style. Of the 410 survey packages sent, 196 supervisors 
responded; 49 clinical psychologists (54.4%), 96
psychotherapists (62%) and 51 counsellors (30.9%). The 
overall response rate, when one particularly poor- 
responding counselling organization was removed from the 
statistics, was 58%. The supervision practices for the 
three professional groups were compared and, on 45 of the 
60 items of the SQ, significant differences were found. 
These differences were seen to be consistent with 
intuitions and expectations based on the different 
theoretical approaches of the three disciplines, indicating 
that the SQ was a valid measure of supervision practices.

Chapter Eight examined the relationship between the 
supervision behaviours rated by the supervisors and 
expectations of supervision rated by the trainees on 25 
matched items. It was found that on 16 of the dimensions 
there was a significant difference between trainee 
expectation and supervisor provision. The differences 
could be summarized into three areas: 1.) a helpful,
individualized personal relationship characterized by warm 
positive regard and encouragement, more so than was 
expected by trainees; 2. ) a laissez-faire attitude in 
which supervisors intervened less than was expected in the 
presentation of student work, giving more space for 
trainees to explore and learn for themselves; 3.) a more
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authoritative didactic method of teaching than was expected 
by the trainees. These findings were interpreted as a 
reflection of the difference in the learning climate of the 
apprenticeship method compared to the traditional classroom 
or other previous learning experiences of the trainee. The 
supervisor takes the role of expert master craftsman, while 
the trainee, highly valued and regarded, is allowed to get 
on with learning the trade, in a climate of positive, but 
not negative, feedback. The three professions were 
compared in terms of met expectations, with clinical 
psychology trainees best able to predict what to expect 
from their supervisors, psychotherapists expecting a more 
formal and less supportive session, and counsellors 
expecting more flexibility and more explanations about 
their clients than they received.

In Chapter Nine supervisory style was investigated 
with the result that distinctly different style factors 
were found for each of the three professional groups. The 
counsellors gave quiet, supportive, non-critical guidance, 
using intuition, theory, and objectivity, in that order. 
The clinical psychologists were businesslike and critical, 
using cautious guidance, theory, explanation and an 
unchanging, objective style. The factorial data could not 
adequately describe the psychotherapists as a whole. The 
only analyzable sub-group was the psychoanalytic, whose 
style was didactic, supportive, theory-driven, 
authoritarian and critical, interpretive, relationship-
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orientated, using cautious guidance and emphasizing the 
"here-and-now". A comparison between the expectations of 
supervisory style by the trainee and the provision by the 
supervisor on 27 style discriptors for the whole sample 
resulted in significant differences. It was expected that 
there would be a. ) more explanation, guidance and 
teaching, b. ) less interaction of a nature that was 
informal, talkative and open, and c. ) less non-challenging 
support.

In Chapter Ten, the relationship between expectations 
and the evaluation of the trainee was examined. It was 
found that there was a differential impact of expectation 
on evaluation: highly evaluated trainees received more
than they expected in terms of support, reassurance, 
defined treatment goals and flexibility in relation to 
individual needs, while the low-rated trainees experienced 
a deficit on these dimensions, receiving less than they 
expected. Both groups got more praise for good work, help 
with their own emotional problems, and fewer directions in 
regard to the treatment than they expected, however the 
high-rated group got significantly more than the low-rated 
group. These findings suggest that key provisions of 
supervision are in three areas, 1.) supportiveness, help 
and praise, 2. ) flexibility of communications adjusted to 
the level of the trainee, and 3.) didactic instruction 
regarding the treatment and the goals of psychotherapy. 
Without these it may be that trainees, vulnerable by virtue
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of their position as neophytes, become more uncertain and 
confused, and are consequently less highly regarded by the 
supervisor in a diminishing circle, with implications for 
the patient.

Chapter Eleven investigated the relationship between 
theoretical orientation, supervisory style and the seven 
key dimensions of expectation. Theoretical groups were 
derived for each professional group by factorial methods. 
Classical Freudians were associated with the style of 
cautious conformity; Kleinians with an emphasis on the 
"here-and-now". The modern psychoanalytic orientation 
practised by psychologists was associated with theoretical 
input, while the counsellors who subscribed to general 
psychoanalytic views, practised quiet patience and were 
negatively associated with goal-orientation. The
cognitive-behaviourists amongst the psychologists were 
critical, explanatory and non-theoretical; amongst the 
counsellors they were supportive, goal-orientated, 
theoretical and impatient. Thus, the chief theoretical 
input into psychology training appeared to be modern 
psychoanalysis, while for counselling it was cognitive- 
behavioural, furnishing counter-intuitive results.

Correlations of the key dimensions of supervisory 
expectation in relation to theoretical orientation revealed 
that the Freudians were associated with flexibility and 
non-directiveness; the Winnicottians gave support, 
reassurance, praise, and defined treatment goals, and the
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Bowlbians were reassuring. The Kleinians did not vary 
their supervision nor help with personal problems, were 
non-directive and did not define goals.

The psychologists whose orientation was cognitive- 
behavioural were directive and helped with problems; the 
modern psychoanalytic orientation was negatively associated 
with flexibility, help with personal problems, compliments, 
specific directions and defined treatment goals. The 
family therapists did not reassure.

Amongst the counsellors, the cognitive-behaviourists 
were flexible, helped with personal problems, were 
directive and defined treatment goals. The
psychoanalytically-orientated counsellors did not reassure 
or praise; the behaviourists were flexible, praised and 
defined goals; the family theorists were directive and 
supportive. The Jung/Adlerian group were supportive, 
reassured, praised and helped with personal problems. 
These findings suggest that theoretical groups are 
differentially responsive to the key dimensions of 
supervisory provision.

Key Elements of Supervision
The results of the supervision survey outlined above, 

together with previous research, have implications for the 
supervision of psychotherapy that will now be discussed

The findings of Chapter Ten provides substantiation of 
the results of previous researchers in regard to elements
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of supervision considered to be important. Many have 
stressed the value of a flexible response to the trainee's 
individual learning needs or personality (Fleming & 
Benedek, 1964; Fleming, 1964; Dewald, 1987; Pedder, 1986, 
Hess, 1986, Alonzo, 1983). That supervisors should be 
prepared to give some assistance with personal problems if 
necessary has also been argued as important by 
investigators (Ekstein & Wallerstein, 1972; Ekstein, 1964, 
Fleming & Benedek, 1964; etc.). This would particularly be 
so if trainees were having difficulty and were not in a 
training analysis. A supportive role taken by supervisors 
has been commonly found to be vital, but Holloway & Wompold 
(1985) found this not to be of universal usefulness if 
things are going well. Modelling effects may be 
sufficient; Leddick & Dye (1987) point out that "Personal 
security is a criterion attribute for supervising others 
who are frequently uncertain, sometimes frightened, 
occasionally angry." (p. 152) Reassurance has not been
reported on as such, and may have been subsumed under 
supportiveness. Compliments or "praise", which one might 
expect to be associated with the positive feedback 
techniques used more exclusively by cognitive-behaviourists 
or learning theorists was not found to be so in this study; 
all trainees got more on this dimension than they expected. 
"Specific directions in regard to the treatment" is a 
supervisory behaviour that appears to be a measure of the 
didactic element of instruction in technique or skills
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training, which is thought to be beneficial and advocated 
by many researchers (Goldstein, 1973; Matarazzo & 
Patterson, 1986; Chevron & Rounsaville, 1983; Dewald, 1987; 
etc.). "Definition of the goals of psychotherapy" is also 
a didactic issue which the results of this study show to be 
an important supervisory behaviour. These results 
favouring the didactic approach confirm conclusions drawn 
by Leddick & Dye (1987) that supervision should be "highly 
active, providing large amounts of observation, feedback, 
and instruction" (p.152).

That these key variables were found in Chapter Ten to 
be either deficient or in excess in relation to trainee 
expectancy of supervision, dependent on level of 
evaluation, highlights them as having implications for any 
prescriptive model of supervision.

An attempt will be made to outline a supervision 
model, based on the growing literature on supervision 
provided by previous studies and on suggestions arising 
from the present study in the view of the researcher.

Suggestions for a Model of Supervision
1.) Supervision requires active, didactic teaching of 
theory and practice. Space for the supervisee to develop 
his own ideas, verbalize and reorganize the patient’s 
material, to explore theories and make trial links, to ask 
questions, are all valuable activities, but not to the 
exclusion of didactic teaching, particularly regarding
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technique in the earlier stages. Some indication of the 
expected outcome or goal of therapy for the particular 
patient, and for patients in general, should be included.
2. ) Supportiveness is an important part of the supervisory 
function if the trainee is to confidently proceed. The 
perceived vulnerability of students, their insecurity and 
their need for support may not be indicative of their 
potential ability as therapists, but more likely a factor 
of the demand characteristics and the close scrutiny of 
their work that is involved in the apprenticeship method. 
That this relationship has elements that are unexpected in 
general, or in particular, adds to the necessity of a 
supportive climate for learning.
3.) It is facilitative if the supervisor asks questions or 
requests further information when the supervisee presents 
material or ideas. This may help the trainee to develop 
his own ideas as well as aid in the gradual transfer of 
locus of expertise from the supervisor to the therapist.
4. ) If the supervisor becomes aware of personal problems 
that have been stirred up by the treatment process or if 
the trainee is perceived to be in crisis or having 
difficulty in his life situation, it is recommendable as 
within the supervisory role to provide empathy, assistance 
or interpretation. The counter-transference, in
particular, can become infiltrated with personal issues and 
the supervisor is in a prime position to observe this and 
point it out with benefit.
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5. ) The research Indicates that a developmental model 
consisting of stages in which a hierarchical series of 
tasks are addressed is unnecessary. Such a model is too 
rigid and does not take into account that learning does not 
proceed in an orderly way from the simple to the complex in 
the training of adults, many of whom have acquired previous 
professional qualifications. It is necessary and 
sufficient that supervisors are sensitive to the different 
levels of their supervisees at different times, adjusting 
their teaching methods flexibly and creatively to the 
learning needs of the trainees.
6. ) Supervisor counter-transference along with projective 
identification occurring in the supervision session should 
be used with caution as major supervisory tools for 
beginning trainees. The so called "parallel process" 
approach appears to be a function of supervisor style in 
which passive, non-didactic supervisors create a stage for 
the acting out of patient disorders that may hinder 
learning.
7. ) A supervision model based exclusively on the 
psychotherapeutic model and methodology of the therapy that 
it is attempting to teach, is not advisable. Such models 
may neglect important elements of supervision such as the 
interpersonal relationship or didactic teaching.
8. ) Supervisors should be advised to be aware of the 
novelty of the apprenticeship method for trainees, to be 
prepared to aid them to become accustomed to it, and not to
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interpret vulnerability and early lack of confidence as 
incompetence. Expectations of supervision should be 
discussed and regularly re-negotiated.
9. ) A careful choice of supervisor according to theoretical 
orientation and personal characteristics is advisable.
10. ) In the National Health Service, where the provision of 
supervision is uneven and often inadequate, some 
suggestions for supervision follow from the two studies 
reported in this thesis: supervision groups have an 
effect, however some therapists are more able to benefit 
than others. A period of time is necessary for therapists 
to integrate insights provided by a new model, so that 
supervision should be prolonged. Therapists should be 
prepared for what to expect in supervision. With difficult 
patients in particular, close attention should be paid to 
therapy process, the interactive relationship between 
patient and therapist, in order to identify the type of 
defence or transference that is hindering progress. The 
supervisor should be prepared to vary supervision in 
response to particular needs of patients or therapists, and 
not adhere to a rigid theoretical model.

Conclusions
A supervision effect was found in the two clinical 

trials reported in this thesis, however limitations in 
design prevent any firm conclusions being drawn. However, 
these studies suggest that good supervision include: 1.)
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a careful preparation of the therapists in terms of 
expectations, 2.) a lengthy period of supervision to allow 
for assimilation of new techniques and concepts, 3.) close 
attention to ’process' events in the therapeutic session, 
and 4. ) a model which allows for varying input according to 
particular needs of patients and therapists.

The results of the supervision survey showed that 
these criteria were met by supervisors on psychotherapy 
training programmes, with the exception of the first, 
preparation in terms of expectations. In can be concluded 
that expectations of supervision need to be attended to and 
training programmes would be well-advised to address this 
issue by explicitly instructing the trainee therapist about 
what to expect from the apprenticeship method in terms of 
how much didactic teaching, support and feedback he/she 
will receive and the extent to which independent thinking 
is required. This implies that supervisors must be
prepared to meet with the expected levels of these 
variables, discuss and negotiate expectations and adhere to 
the model of supervision that is negotiated while at the 
same time responding to the changing level of functioning 
and learning need indicated by the supervisee. This 
implies that some training in supervision skills be 
required by the training body. Whether this is done 
through formal course work or the distribution of 
literature on supervision models would be open to
investigation. At the present time, supervisors do not
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receive training, nor do courses require it. Only a very 
small percentage of supervisors seek training for 
themselves (Carroll, 1990).

The survey showed that all psychologists are 
supervised by psychologists, the majority of 
psychotherapists are supervised by psychoanalysts or 
analytical psychologists, and the majority of counsellors 
are supervised by psychoanalytic or Jungian 
psychotherapists. The nature of supervision as revealed by 
the survey reflects the practices of these disciplines 
primarily, but it may be concluded that in general, what 
may be described as the apprenticeship method applies to 
all three. The approach is usually systematic, with 
process notes required, attention to response of therapist 
intervention, support, positive feedback, a varying 
technique, a warm collegial relationship, encouragement of 
the trainees’ own style, questions asked, learning from the 
supervisee, discussion of problems, a final report 
required, a report back to the training organization which 
is discussed with the trainee, and prevention of the 
trainee’s qualification if it is indicated. Sometimes 
there are examples from the supervisor’s cases, didactic 
teaching, directiveness, references from the literature, 
mistakes pointed out, a verbatim account of the therapy 
session, space to learn, a reflection of the therapy model, 
explanations or empathie comments about the patient/client, 
a working hypothesis formulated, treatment goals and a
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focus for future sessions given, help with emotional 
problems, a role of authority taken with challenges to the 
trainee and rationales required. Feelings amongst the 
supervisory triad are almost always considered important. 
Seldom is there conflict or disturbed relationships, chat 
about extra-supervisory topics, role-play or video/tape 
recordings. There is often a choice of supervisor and a 
selected patient; all three professions have supervision 
on average twice weekly— the psychologists for two years, 
the psychotherapists five years and the counsellors four 
years.

A better understanding of the apprenticeship method as 
it is usually practised will facilitate comparison studies 
with different methods or with variations on the standard 
method which manipulate independent variables such as 
didactic input, patient focus or laissez-faire space to 
learn.

Implications for Future Research
This section will address research issues in two 

areas: efficacy of supervision in terms of outcomes of
different supervisory modalities, and implications for 
further research into supervisory variables such as 
expectation, adherence, didactic type and theoretical 
orientation.

Considerations that have arisen from the present 
research could be applied if further comparative trials are
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conducted on different types of supervision in the National 
Health Service. For example, there could be trials which 
teach cognitive-behavioural, psychodynamic and counselling 
techniques in individual sessions or supervision groups. 
Further, crossover studies could be designed which vary 
different modules of supervision for the same type of 
therapy, such as patient focus, technical skill teaching, 
theoretical input, laissez-faire or directive styles. 
Comparisons could be made between methods that require the 
trainee to report from process notes or to free associate 
to patient/client material.

Such comparative trials would not only contribute to 
the accumulation of evaluative data, but would act as a 
beneficial stimulus on the therapeutic environment and 
allow members of multidisciplinary teams experience of and 
exploration of their preference for different treatment or 
supervisory modalities. In further regard to design 
considerations for such trials, information providing 
details on what to expect in the different types of
supervision could be distributed to team members prior to 
beginning supervision, mitigating the expectancy effect. 
There would appear to be benefit in judging the cases 
according to severity, allocating them into categories of 
less, moderately or more difficult, in order to study
differential outcomes for psychotherapy and supervision 
variables. Regular evaluation of both members of the
supervisory pair by the other may aid the course of
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supervision.
In regard to methodology, the present research 

suggests that data collection at outcome include more than 
one measure of symptom change. Although it has been argued 
by Mintz (1981) that symptom improvement accounts for over 
60% of the variance in successful psychotherapy outcomes 
including the psychodynamic, symptom level does not appear 
to be sensitive as a single measure in difficult cases; a 
variety of outcome measures should be employed. Post
session instruments of impact and perception of therapeutic 
interactions need to be developed.

There is wide scope for further investigation into the 
supervisory experience that exists in psychotherapy 
trainings. The lengthy indoctrination which leads to 
professional qualification provides a research domain in 
which many questions regarding the application of 
supervision models can be answered. There are implications 
in the finding that didactic teaching is important in the 
supervision session. A supportive, reassuring atmosphere, 
with space to learn and help with personal problems is not 
sufficient. It could be all too easy for the supervisory 
pair to form a cosy collusion which avoids the disciplined 
work of hypothesis generation and application in the 
consulting room. An error in the opposite direction is the 
tendency for supervisors of the different theoretical 
persuasions to apply fixed theories in a dogmatic, 
authoritarian way that prevents theoretical development and
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openness to the clinical data.
The type of didactic instruction needs attention. 

Theoretical input may be less important than technical 
instruction by explication and example, and this should be 
investigated. The relative importance of patient/client 
focus versus technical input is another possible area of 
examination.

Adherence to the psychotherapy model may provide a 
fruitful direction. The extent to which supervision is 
effective may be linked to whether the qualified therapist 
remains within the original theoretical framework or 
changes to a new one. From the findings of the present 
study, the key supervisory provisions are in three areas:
1. ) didactic instruction on technique and goals of therapy,
2.) supportiveness, help and praise and 3.) flexibility to 
the learning level and needs of trainees. It is possible 
that without sufficient input in these three areas, 
therapeutic ineffectiveness will lead to disillusionment, 
change of orientation, retraining or change of career.

An expansion and refinement of the Theoretical 
Orientation Questionnaire used in this survey would provide 
a tool for further research into the correlates of 
theoretical frameworks and possible differential outcomes. 
Of particular interest would be the relationship of 
theories to the range of possible counter-transference 
effects. Any regularities found might provide elucidation 
for the effect of theory on practice.
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Research into supervision is in its infancy, with far- 
reaching possibilities for development. Supervision 
outcome is closely related to the development of the 
profession of psychotherapy as a whole, so that the 
supervisory relationship and its effects should no longer 
be ignored.
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Appendix 4.1
CLIEN'r PROBLEM QUESTIONNAIRE 

Please list all the problems for vhich you would like help;

Rate
(Please fill in 

number)

1.
2.

3.

4.

5.

6.

7.

8.

9.

10.

Please rate the severerity of each problem on right-hand side above using the 
following scale:

1. Not present at all
2. Very mild
3. Mild
4. Not very severe
5. Moderately severe
6. Severe
7. Quite severe
8. Very severe
9. Most severe /
10. As bad as it ever has been.
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Appendix 4.2
G b n e ,s a .l  h e a l t h  O u B S T i h/At  l^E,

HfiiJC ri'O il i l i i i  C (irc ju ll) ':

W'c jliould like 10 know if  you have hud any mcdicul compliiints, and how your hculih has been in ycncrul 
0ifr i!u' post Jĉ ' weeks. Please answer a l l  ihc questions on the following pages simply by underlining thé 
jaswcr which you think most nearly applies to you. Remember that wc want to know about present and 
rrc tn t complaints, not those that you had in the past.
It is im p o r ta n t  th a t  y o u  t r y  to  a n s w e r  A L L  the  q u e s t io n s .
Thank you v ery  m u c h  f o r  y o u r  c o o p e r a t i o n .

h a m K'OU r e c e n t l y :

A l . Been feeling perfectly well and in Better Same W orse M u c h  worse
good .health? r lh a n  usual as usual than usual lhan usual

A 2. Been feeling in need o f  a good N o t N o  more Rather more M u c h  m ore
tonic? at all than usual than usual than usual

A 3. 1 Been feeling run down and N o t N o  more Rather more M u c h  m ore
out of sorts? at all than usual . than usual than usual

A-l. Felt that you arc III? N o t N o  more Rather more M u c h  more
* ■ . . . .  . ... at  al l than usual than usual than usual

a 5. Been getting any pains in your head? N o t  Ÿ 
al all

N o  more  
■ than usual

Rather more  
than usual

M uch more 
lhan usual

A 6 . Been gelling a feeling of lightness N o l N o  more . * Rather more M uch more
or pressure in your head?. al all than usual than usual lhan usual

A 7 . Been having hot or cold spells? N o t
at all

N o  more 
than usual

Rather more  
than usual

M uch  more 
than usual

B l . Lost much sleep over worry? N o t  
at all

N o  more  
than usual

Rather more  
than usual

M u ch  more 
than usual

B2. H ad  difficulty in staying asleep N o t N o  more Rather more M uch  more
once you arc off? at all than usual than usual than usual

m . Felt constantly under strain? N o t  
at all

N o  more  
than usual

Rather more  
than usual

M u ch  more  
than usual

B4. Been getting edgy and bad-tempered? N ot N o  more Rather more M uch more
' ill all than usual than usual than usual

B5. Been gelling scared or panicky N o t N o  more Rather more M uch more
for no good reason? at all than usual than usual than usual

B6. Found cvcrylhing gelling on N o t N o  more Rather more Much more
lop o f  you? at all than usual than usual lhan usual

B7. Been feeling nervous and slrung-up N o t N o  more Rather more M uch more
all the lime? at all than usual than usual than usual

C l . Been managing lo keep yourself M o r e  so Same Rather less M uch  less
busy and occupied ? than usual as usual than usual than usual

C2. Been taking longer over Ihc Quicker Same Longer M uch longer
things you do ? than usual as usual than usual lhan usual

C3. Felt on the whole you were Belter About Less well M uch
doing things well? than usual the same than usual less well

C4. Been satisfied with the way M o re About same Less satisfied M uch less
you've carried out your task? satisfied as usual thanjusual satisfied

C5. . Fell lhal you arc playing a M ore  so Same Less useful Much less
useful pari in things? than usual as usual than usual useful

C6. Fell capable o f  making decisions M ore  so Same Less so M uch  less
about things? than usual • as usual ' than usual capable

C7. Been able lo enjoy your normal M ore  so Same Less so M u c h  less
day-to-day activities? than usual as usual than usual than usual

D l . Been thinking of yourself as a N o t N o  more Rather more M u c h  more
worthless person? at all than usual than usual than usual

D 2 . Fell that life is entirely hopeless? Not  
at all

N o  more  
than usual

Rather m oic  
than usual

M u c h  more  
than usual

D 3 . Fell lhal life isn’ t worth living? N o t N o  more Rather more M u ch  more
' at all than usual than usual than usual

D4 . Thought o f  the possibility that you Definitely 1 don't Has crossed Definitely
might make away w ith  yourself? not think so my mind have .

D 5 . Found at limes you coirldn'l do N o l N o  more Rather m ore M uch more

anything because your nerves were 
too bad?

at all than usual thaniusual than usual

D6 . Found yourself wishing you were Not N o  more Rather m ore Much more

dead and away from it all? al dll than usual than usual than usual

D 7 . Found that the idea of taking your own Definitely 1 don't Has crossed Definitely

life kept coming into your mind? not think so my mind has

A -  □ TOTAL 1
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Appendix 4.3
Becvc XwvE-u'ToR.'j

I n s t r u c t  Iona;

In .e a c h  s e c t io n  (A, 3, 3 , e tc )  p lease t ic k ,  t h a t  s ta tement vihich. 
seems mpst c l o s e l y  t o  desc r ibe  you r  f e e l i n g s  today .  Do not t i c k  more 
than one s ta tement  i n  each s e c t io n .

A.

• 0 0

C.

D.

I?

I  do no t  f e e l  sad .
I  f e e l  m ise rab le  o r  sad.
I  am m ise rab le  or sad a l l  the t ime and I  c a n ' t  snap out o f  i t .  
I  am so sad or  unhanoy t h a t  i t  i s  ve ry  p a i n f u l .
I  am so sad or  unhappy t h a t  I  c a n ' t  stand i t .

I  am no t  p a r t i c u l a r l y  p e s s im is t i c  or d iscouraged about the 
fut i . i re .
I  f e e l  d iscouraged about the f u t u r e .
I  f e e l  I  have n o th in g  to  lo o k  forviard t o .
I  f e e l  t h a t  I  v ion ' t  .ever get over my t r o u b le s .
I  f e e l  t h a t  the f u t u r e  i s  hopeless and t h a t  t h in g s  cannot 
im prove .

I  do not f e e l  a f a i l u r e .

I  f e e l  I  have f a i l e d  more tha n  the average person.
I  feel I  have accomplished v e ry  little that is vJorthv;hile orthat means anything.
As I  lo o k  back on my l i f e  a l l  I  can see i s  a l o t  o f  f a i l u r e s .
I  f e e l  I  am a complete f a i l u r e  as a person (p a re n t ,  husband, 
v U f e ) . ' ,

I  am not  p a r t i c u l a r l y  d i s s a t i s f i e d .
I  f e e l  bored most o f  the t im e .
I  d o n ' t  en joy  th in g s  the viay I  used t o .
I  d o n ' t  get s a t i s f a c t i o n  out o f ’ a ny th ing  any more.
I  am d i s s a t i s f i e d  v j l t h  e v e r y th in g .

I  d o n ' t  fe e l  p a r t i c u l a r l y  g u i l t y .
I  f e e l  bad or unviorthy a good p a r t  o f . t h e  t im e .

I  f e e l  q u i t e  q u i l t y '
I  f e e l  bad or un^ or thy  p r a c t i c a l l y  a l l  the t ime novi.

I  f e e l  as though I  am very  bad or v^ortbless-.-

con t inued ..................
• » .
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P ; ... X don*i; ieel I aui ’being punishecl.
I have a feeling that something lad may happen to me. 

... I feel I am being punished-or will be punished,

... I feel I deserve to be punished.

.., I v/ant to be punished.
G.

H.

I.

J.

K.

I don*t feel disappointed in myselfi 
I am disappointed in myself.
I don't like myself,
I. am disgusted with myself,
I hate myself,

I don't feel I am any worse than anybody else.
I am very critical of myself for my vjeaknesses or mistakes. 
I blame myself for everything that goes v/rong,
I feel I have many bad faults.

I don’t have any thought of harming myself,
I have thought's of harming myself but I v/ould not carry 

them out,
I feel I v/ould be better off dead.
I have definite plans about committing suicide.
I feel my family would be better off if I were dead.
I would kill myself if I could.

I don't cry any more than usual,
I cry more than I used to.
I cry all the time now, I can't stop it.
I used to be able to cry but now I can't cry at all ■

even though I want to, .

I am no more irritated now than I ever was,
I get annoyed or irritated more easily than I used to.
I feel irritated all the time.
I don't get irritated at all the things that used to

irritate me.

continued
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- 3 -

jL/ ... I have not lost interest in other people. '
... I am less interested in other people novi than I used to he,
... I have lost most of my interest >in other people and have

little feeling for them. ,
I have lost all my interest in other people an^ don’t care 
about them at all.

M .  ••

N.

0.

P.

Q

. .  . I  make d e c i s io n s  about as \Nel l  as e v e r .  '
•w. v . I  am l e s " ‘ '^ure of m y s e l f  novi and t r y  t o  p u t  o f f  making d e c is io n s
w.^'. I  c a n ' t  make d e c is io n s  any more \N i thou t  h e lp .  / /, -
. . . •  I  c a n ’ t  make d e c is io n s  a t  a l l  any more. - /  /  ;  . .i,

. . .  I  d o n ' t  f e e l  I  l o o k  any viorse than  I  used t o .

. . , I  am v^orr ied t h a t  I  am l o o k in g  o ld  o r  u n a t t r a c t i v e .

. . .  I  f e e l  t h a t  th e re  are permanent changes i n  my appearance 
and th e y  make me lo o k  u n a t t r a c t i v e .

. . .  I  f e e l  t h a t  I  am u g ly  o r  r e p u l s i v e  l o o k in g .

. . .  I  can vjork about as v i e i l  as b e fo r e .

. . .  I t  take s  e x t r a  e f f o r t  t o  ge t  s t a r t e d  at d o in g  som eth ing .

. . .  I  d o n ' t  vjork as v^e l l  as I  used t o .

. . .  ' I  have t o  push m y s e l f  ve ry  hard t o  do a n y t h i n g .

. . .  I  c a n ' t  do any viork a t  a l l .

. . .  I  can s le e p  as \ ^ e l l  as u s u a l .

. . .  I  vJake up more t i r e d  i n  the  morn ing  th a n  I  used t o .

. . .  I  viake up 1-2 hours e a r l i e r  th a n  u s u a l  and f i n d  i t  hard
t o  ge t  back t o  s le e o .  . ■ .

. . .  I  \iake US e a r l y  eve ry  day and c a n ' t  ge t  more tha n  5 hours
Aleen.

. . .  I  d o n ' t  ge t  any more t i r e d  th a n  u s u a l .
I  ge t  t i r e d  more e a s i l y  tha n  I  used t o .

. . .  I  ge t  t i r e d  f ro m  do^ng a n y th in g .

I  ge t  to o  t i r e d  t o  do a n y th in g .

continued ...........
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s.

Ï.

u.

My appetite is no viorse than usual.
My Annetite is not as good as it used to be.
My apnetite is much viorse novi,
I ho’̂'e no appetite at all any 'more.

I haven't lost much eight, if any, lately.
I have lost more than 5 pounds.
I have lost more than 10 pounds.
I have lost more than 15 pounds.

I am no more concerned about my health than usual.
I am concerned about aches and pains _0D upset or constipation 
or other unpleasant feelings in my body.
I am so concerned vïith ho\n I feel or v<hat I feel that it's 
hard to think of much_ else,
I am completely absorbed rn^what I feel.

I have not noticed any recent change in my interest in sex. 
I am less interested in sex than I used to be.
I am much less interested in sex novi.
I have lost interest in sex completely.
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Appendix 4.4-

P. A N D  P.l. QUESTIONNAIRES

PERSONALITY QUESTIONNAIRE
(HbHQ)

by T. M. CAINE 

and G. A. FOULDS

Su r n a m e  .................

C h r is t ia n  N ames

A g e  ...........................

Se x ... ...................

O c c u p a t io n ............

M a r it a l  St a t u s  

D a t e ..........................

Instructions :—

Please fill in this form by putting a circle round the “ True *’ or the 
“ F a lse” after each of the statements overleaf. If you find it difficult to 
decide, ask yourself whether you think the statem ent is on the whole true or 
false and put a circle round the appropriate word.
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Remember to answer each statement.

1. M ost people make friends because friends are likely to be useful to them

2. I  do not blame a person for taking advantage o f someone who lays himself
open to it . . . ......... ...............................................................................

3. I  usually expect to succeed in things I d o ................................................................

4. I  have no enemies who really wish to harm  me . . . . .

5. I wish I could get over worrying about things I have said that may have
injured other people’s f e e l i n g s ...........................................................................

6. I think nearly anyone would tell a lie to keep out o f trouble

True False

True

True

True

True

True

False

False

False

False

False

7. I  don’t blame anyone for trying to grab everything he can get in this world True False

8. My hardest battles are with myself   True False

9. I  know who, apart from myself, is responsible for most o f my troubles . True False

10. Some people are so bossy that I  feel like doing the opposite o f what they
request, even though I know they are right    True False

11. Some of my family have habits that bother and annoy me very much . . True False

12. I  believe my sins are unpardonable .    T rue False

13. I  have very few quarrels with members of my family . . . . .

14. I have often lost out on things because I couldn’t make up my mind soon
enough .....................................................................................................................

15. I  can easily make other people afraid of me, and sometimes do for the fun
o f i t . . . . . . . . . . . .

16. I believe I am a condemned person . ................................................................

17. In  school I was sometimes sent to the principal for misbehaving

IS. I have at times stood in the way of people who were trying to do something, 
not because it amounted to much but because o f the principle o f the thing

True False

True False

True

True

True

False

False

False

True False

19. M ost people are honest chiefly through fear o f being caught

20. Sometimes I enjoy hurting persons I love . . .

21. I have not lived the right kind of l i f e .....................................................

22. Sometimes I feel as if I  must injure either myself or someone else

23. I seem to be about as capable and clever as most others around me .

24. I sometimes tease animals .
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True

True

True

True

True

False

False

False

False

False
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25. I get angry so m e tim e s ................................................................................

26 .1  am entirely se lf-c o n fid e n t......................................................................

27. Often I can’t understand why I have been so cross and grouchy .

28. I shrink from facing a crisis or difficulty ..................................................

29. I think most people would lie to get a h e a d ........................................

30. I have sometimes felt that difficulties were piling up so high that I could not
overcome th e m .........................................................................................

True

True

True

True

True

False

False

False

False

False

True False

31. If people had not had it in for me I would have been much more successful

32. I have often found people jealous of my good ideas, just because they had not
thought of them f i r s t ................................................................................

33. Much of the time I feel as if I have done something wrong or evil

34. I have several times given up doing a thing because I thought too little of my
a b i l i t y ..................................................

True False

35. Someone has it in for me

36. When someone does me a wrong I feel I should pay him back if I can, just 
for the principle of the t h i n g ............................................................

37. I am sure I get a raw deal from life..........................................................

, 38. I believe I am being followed......................................................................

39. At tim’es I have a strong urge to do something harmful or shocking .

40. I am easily downed in an argument............................................................

41. It is safer to trust n o b o d y ......................................................................

42. I easily become impatient with p e o p l e ..................................................

43. At times I think I am no good at a l l ..................................................

44. I commonly wonder what hidden reason another person may have for doing
something nice for me . ............................................................

45. I get angry easily and then get over it s o o n ........................................

46. At times I feel like smashing things...........................................................

47. I believe I am being plotted against...........................................................

48. I certainly feel useless at t i m e s ...........................................................

49. At times I feel like picking a fist fight with someone . . . .

50. Someone has been trying to rob m e ..................................................

51. I am certainly lacking in self-confidence..................................................

Please check to see that you have given answers for every statement.

3hO

True

True

True

True

True

True

True

True

True

True

True

True

True

True

True

False

False

False

False

True False

False

False

False

False

False

False

True False

False

False

False

False

False

True False

True False

True False



Append! x 4 ,5 i'‘UlüU SI

MHAC EVALUATION STUDY -

WORK LEISURE AFP PM'ELY LIFE QUESTIOMAIIffl ( A c S'. ns:,̂r,

NALŒ OP PATIENT .

DATE OF COLIPLETION OP FORIvI

PATIENT GROUP: OPG 1 OPC 2 I I MHAC I I

OPC 3 MHAC 2

INTERVIEW; Initial

Follow-up 2/52 4/52 2/12 3/12 6/12 
12/12 18/12

We are interested in how you have been in the past two weeks .
'We would like you to answer some questions about your work, 
spare time activities and your family life.
Please answer the questions on the following pages by ticking 
the box of the answer which you think most nearly applies to you.

Thank you for your co-operation

361



WORK OUTSIDE THE HOME: The following questions are about how things have been in your job (full-time or half-time).
If you do not have a job go straight on to the next section.

OVER THE PAST TWO 'WEEKS HAVE YOU:

1. missed any time from work? Not at
all

2* been doing your job well? All the
time

3o felt ashamed of how you Not at
have been doing your work? all

4. got angry with or argued Not at
with people at work? all

5. felt upset, worried or Not at
uncomfortable at woik? all

6. been finding your work All the
interesting? time

□
□

Occasionally About half 
the time

Most of the 
time

All the 
time

Most of the 
time

About half 
the time

Not all 
the timeOccasionally

About half 
the time

Most of 
the time

All the 
timeOccasionally

About half 
the time

Most of 
the time

All the 
timeOccasionally

About half 
the time

Most of 
the time

All the 
timeOccasionally

Most of the 
time

About half 
the time

Not at 
allOccasionally



HOUSEHOU) TASKS s The following questions are about how you have been doing your household tasks

OVER THE PAST TWO WEEKS HAVE YOU:
7 . done the necessary household 

tasks each day?
All the 
time □ Most of the 

time
About half 
the time Occasionally Not at 

all

8. been doing the household tasks All the 
well? time

Most of the 
time

About half 
the time Occasionally Not at 

all

I
C\J
I

9. felt ashamed of how you have Not at 
been doing the household tasks? all

10 o got angry with or argued with 
salespeople, tradesmen or
neighbours? all

Occasionally

Occasionally

About half 
the time

About half 
the time

Most of the 
time

Most of the 
time

Constantly

Constantly

11. felt upset, worried or
uncomfortable while doing 
the household tasks?

Not at 
all Occasionally About half 

the time
Most of the 
time Constantly

12o found the household tasks 
boring, unpleasant or a 
drudge?

Not at 
all Occasionally About half 

the time
Most of the 

time Constantly



SOCIAL AND LEISUBE ACTIVITIES: The following questions are about your friends and what you have been doing in your
spare time «

OVER THE PAST TffO WEEKS HAVE YOU:
13. been in touch with any of 

your friends?
Very
often Often A few 

times
Very
rarely

Not at 
all

14* been able to talk about your All
feelings openly with your the
friends? time

Most of the 
time

About half 
the time Occasionally Not at 

all

15. done things socially with
your friends (e.g. visiting, 
entertaining, going out 
together)

Very
often Often A few 

times
Very

rarely
Not at 

all

16. spent your available time 
on hobbies or spare time 
interests?

17. got angry with or argued 
With your friends?

18 • been cffended or had your 
feelings hurt by your 
friends?

19. felt ill at ease, tense or 
shy when with people?

All the 
time

Not at 
all

Not at 
all

Not at 
all

Most of the 
time

About half 
the time Occasionally Not at 

all

About half 
the time

Most of the 
time

All the 
timeOccasionally

About half 
the time

Most of the 
time

All the 
timeOccasionally

About half 
the time

Most of the 
time

All the 
timeOccasionally



20 o felt lonely and wished for Not at 
companionship? all

21o felt hored in your free time? Not at
all

Occasionally Adout half 
the time

Most of the 
time

All the 
time

Occasionally About half 
the time

Most of the 
time

All the 
time

I

I 3CO



EXTENDED FAMILY: The following questions are about your extended family, i.e. your parents, brothers, sisters, in-laws,
and children not living at home. Please do not include your partner or children living at home.

OVER THE EAST TWO WEEKS HAVE YOU:
22. got angry with or argued with Hot at 

any of your relatives? all □ Occasionally About half Most of the All the
the time time time

I
iTv
I

23. made an effort to keep in Very
touch with your relatives? often

24. been able to talk about your All the 
feelings openly with your time
relatives?

25. depended on your relatives Not at
for help, advice or all
friendship?

26. worried more than necessary Not at 
about things happening to all 
your relatives?

27 o been feeling that you have let Not at 
your relatives down at any time? all

28. been feeling that your relatives Not at 
have let you down at any time? all

□
□

Often

Most of the 
time

Occasionally

Occasionally

Occasionally

Occasionally

A few 
times Very rarely

Not at 
all

About half 
the time

Not at 
allOccasionally

About half 
the time

Most of the 
time

All the 
time

About half 
the time

Most of the 
time

All the 
time

About half 
the time

Most of the 
time

All the 
time

About half 
the time

Most of the 
time

All the 
time



MARITAL: The following questions are about how things have been between you and your partner. This could also include 
somebody with whom you have a steady relationship and whom you see daily. If you are NOT living with, or in 
daily contact with your partner, go straight on to the next section.

OVER THE EAST TWO WEEKS HAVE YOU:
29. got angry with each other or Not at 

argued with one another? all □ Occasionally About half Most of the All the
the time time time

30. been able to talk about your All the 
feelings and problems with time
your partner? □ Most of the 

time
About half 
the time Occasionally Not at 

all

I

I

31. been making most of the
decisions at home yourself?

32. tended to give in to your
partner and let him have his 
own way when there was a 
disagreement?

Not at 
all

Not at 
all Occasionally

Occasionally About half Most of the All the 
timethe time time

About half 
the time

Most of the 
time

All the 
time

33. and your partner shared the All the 
responsibility for practical time 
matters that have arisen?

34. had to depend on your partner Not at 
to help you? all

35. been feeling affectionate 
towards your partner?

36. and your partner had sexual 
relations? About how many 
times?

All the 
time

Four or
more
times

Most of the 
time

About half 
the time Occasionally all

j About half 
the time

Most of the 
time

All the 
timeOccasionally

Most of the 
time

About half 
the time

Not at 
allOccasionally

Not at 
allThree times Twice Once



37. had any problems during sexual Not at 
intercourse (e.g. pain or all
difficulty reaching climax)?

Occasionally About half 
the time

Most of the 
time Every

time

38. enjoyed your sexual relations Every 
with your partner? time

]\fost of the 
time

About half 
the time Occasionally Not at 

all

00O
CO



CHILDREN: The following questions are about how things have been with your children. If you do not have any children
living at home go straight on to the next section.

OVER THE PAST TWO WEEKS HAVE YOUi

39. been interested in your children's All the 
activities, e.g. school,friends etc? time

Most of 
the time

About half 
the time Occasionally Not at 

all

40. been able to talk to and listen All the
to your children? time

Most of 
the time

About half 
the time Occasionally Not at 

all

41. been shouting at or arguing 
with your children?

42. been feeling affectionate 
towards your children?

Not at 
all

All the 
time

Occasionally

Most of the 
time

About half 
the time

About half 
the time

Ivlost of the 
time

Occas ionally

All the 
time

Not at 
all



FAMILY UNIT: The following questions are about how things have been with your immediate family, that is those with 
whom you are presently living. If you are NOT living with an immediate family, please ignore this 
section.

OVER THE PAST WEEKS HAVE YOU:

43. been worrying more than 
necessary about things 
happening to your family?

Not at 
all Occasionally About half 

the time
Most of 
the time

All the 
time

I
ON
I

44* been feeling that you have Not at
let your immediate family all
down at any time?

45* been feeling that your Not at
immediate family has let all
you down at any time?

Occasional ly About half Most of All the
the time the time time

About half Most of All the
Occasional ly the time the time time

Or-



STUDENTS; Please answer the following question if you are a student at school, college or university (full-time 
or part-time)* If you are not a student go straight on to the next section,

OVER THE PAST TWO ’<VEEKS HAVE YOU;
46. missed time from school/ Not at 

college/university? all □ Occasionally About half Most of the All the 1
the time time time

47. been able to keep up with All the 
your studies/classwoDds:? time

Most of the 
time

About half 
the time Occasionally Not at 

all

48. felt ashamed of how you Not at 
have been doing your work? all Occasionally About half 

the time
Most of the 

time Constantly

1

o 49. got angry with or argued Not at 
with people at school/ all 
COliege/unive rs ity?

50. felt upset at school/ Not at 
college/university? all

Occasionally

Occasionally

About half 
the time

About half 
the time

Most of the 
time

Most of the 
time

Constant ly

Constantly

r*

51. been finding your studies All the 
interesting? time

Most of the 
time

About half 
the time Occasionally Not at 

all



PARTNERS: The following questions are about your relationship with boy or girlfriend, fiance(e) etc,
If you have already completed the MARITAL section, do not complete these questions.

OVER THE PAST TSDWEEKS HA'/E YOU:

52. Seen your boyfriend or girlfriend? ^gf^en Often A few 
times Rarely Not at 

all

I
rH

53* enjoyed seeing your partner OR 
felt interested in going out 
with somebody (if you do not 
have a partner at present)?

54* got angry or argied with your 
partner?

All the 
time

Not at 
all

□ Most of the 
time

Occasionally

About half 
the time

□ About half .-- :
the time

□ Occasionally

Most of the 
time

Not at 
all

All the
ime

55o been ^le to talk about your 
feelings: and problems with 
your partner?

All the 
time □Most of the 

time
Aoout half 
the time Occasionally Not at 

all

felt upset about your relation Not at
ship with your partner? all

been feeling you have let him/ Not at
her down? all

been feeling he/she has let you Not at
down? all

About half

About halfn  Occasionally Q the tüne

g  Occasionally g

□
□

Most of the 
time

Most of the 
time

Most of the 
time

•All the 
time

All the 
time

All the 
time



Appendix 4.6 Post-Session Questionnaires 
No.............  THERAPIST QUESTIONAIRE-7̂
Please mark an X on the scale at the appropriate place, at any position 
along each line.
1. Did you feel there was a single main theme that was discussed in this 

session?
Yes Q  
No p

What was it?

2, Based on this session, do you feel you understand the clients problems?
 1 1 1 1not at all slightly moderately very well completely

3, Do you think the client understood you?
I-----------------1----------- 1------------ 1------------------- 1not at all slightly moderately very well completely

4. How much do you think you understood the client in this session compared 
to the last?

4 - —  -----— -------------1--------------------- :------- fdecreased remained the same increased
5. How much do you think the patient talked in this session?

,   1 1 1
very quiet said a fairly talked a talked the

little talkative good deal whole time
6. What were your feelings toward the client?

I--------------1-------------- 1-----------1---------------------1strong some neutral liked liked very
dislike dislike some much indeed

7. What did you percieve the client's feelings toward you to be?
h---- [ -------------- 1-----------1------------ :--------1strong some neutral liked liked very
dislike dislike some much indeed

8. Was the relationship between you and the client mentioned explicitly or 
discussed in this session?

No n
Once or twice Q
3 times or more Q

9. Did you comment on any feelings the client might have had toward you in 
this session?

No p
If yes, please state or give examples.
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10. Did you link the therapist/dlient relationship with events in the 
client's life?

Yes □
No □

11. Was the emphasis on:
Relationship with the therapistD Experiences before problems
Current relationships D  occured
Previous relationships D  Current problems j—-j
Experiences as a child EH Symptoms L—I
Experiences as a teenager Q  future , E— I .

12. Did you comment on any difficulty the client had in speaking freely?
No I I
Once or twice [Z1 
3 times or more []

13. Was termination mentioned?
• Yes P

No P
14. What do you feel is the main problem of the client in today's meeting?

15. How severe is this problem?

4 - ---------1-----------fvery severe considerable moderate slight not bad
at all

16. How would you characterize your primary treatment approach in this 
session?

I I Listening
r~| Emotional Support
r| Clarifying and understanding the problem 
r~] Working with the transference 
n  Working with non-verbal behaviour 
n  Problem oriented 
[] Confrontation
I I Other
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No. CLIENT QUESTIQHAIRE
Please mark an X on the scale at the appropriate place, at any position 

• along each line,
1. Did you-feel there was a single main theme that was discussed in this 

session? Q -
No □

What was it?

2. Based on this session, do you feel the therapist understands your problems?

+ +not at all slightly moderately very well
3, Did you understand what the therapist said to you?

completely

4
not at all slightly moderately

4. How freely were you able to speak?

felt very 
constricted

very well completely

4 1---------------------
felt quite free, could say anything 
held back little and everything

felt moderately 
free to speak

5, How well do you feel you understand yourself after this meeting?

I- 4- 4not at all slightly moderately very well completely
6. How much do you think you understand yourself in this session compared to 

the last?

I--------------------------------------------- 1-----------decreased remained the same
7. How much did you talk in this session?

4increased

— 1-----fairly
talkative

+
very quiet said a 

little
talked a 
good deal

talked the 
whole time

8. What were your feelings toward the therapist?

strong
dislike

some
dislike

neutral liked
some

liked very 
much indeed

9, What do you think were the therapists feelings toward you?

+ istrong
dislike

some
dislike

neutral liked
some

liked very 
much indeed

10. What to you feel was the emotional level in this session?

I-------------deep emotions 
felt

— I—moderate +slight no emotions 
touched at all
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11, Was the-emphasis on;
Relationship with the therapist C J
Current relationships Q
Previous relationships 
Experiences as a child 
Experiences as a teenager

□
□□

Experiences before problems occurred D  
Current problems " ED
Symptoms ID
The future ED

12, What do you feel was your main problem in today's meeting?

How severe is this problem?

I —  f—  f - --------------1----- — ^very severe considerable moderate slight not bad
at all
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Appendix 4.7 letter of Consent

LEWISHAM MENTAL HEALIH ADVICE CENTRE 
19 Handen Road, Lcndcn SE12

Dear

We are asking you take part in a stuc^ vdiich will oorpare diffi
èrent ways of helping people and hew much they have been helped 
by their psychotherapy treatment. We will need to gather info
rmation by asking you to complete sane paper and pencil tests 
and an interview both before and after your period of treatment.
We hope you will be willing to help. If you are, will arr
ange an appointment by telephone for the research appointment 
as soon as possible.

Afterwards you will meet with your therapist for 8 weekly sessions 
and will then be asked to repeat the research interviaf. If you 
are willing to co-operate in this research, please complete the 
slip below. If you prefer not to, you can let us know and you 
will be given an appointment for our regular psychotherapy treat
ment.

I understand the psychotherapy research project and I am willing 
to take part in it.

Signed

Date
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Appendix 4.8 RESULTS OF ONE-WAY ANALYSIS OF VARIANCE:
SUPERVISION (N=7) AND NO-SUPERVISION (N=7) 
CONDITIONS WITH SIXTEEN POST-SESSION VARIABLES

Variable Means SDs F df
Unsupervi sed 
Supervised

PATIENT VARIABLES 
Understood self

31.1 43.3
23.9 39.5 .82 1,109 n.s

Felt understood by therapist
31.4 43.1
27.7 41.5 .22 1,109 n.s

Understood what therapist said
31.5 43.1
26.1 40.4 .45 1,109 n.s

Liked therapist
31.5 43.0
25.9 40.5 .50 1,109 n.s

Felt liked by therapist
31.3 43.2
25.8 40.6 .49 1,109 n.s

Felt free to speak
30.7 43.5
25.6 40.7 .42 1,109 n.s

Amount of talk
31.2 43.2
26.1 40.43 .41 1,109 n.s,

Emotional level
30.0 44.1
25.0 41.1 .38 1,109 n.s,
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Appendix 4,8 (.....Continued )

Variable Means SDs 
Unsupervi sed 
Supervised

df

THERAPIST VARIABLES
Understood patient

32.8 44.1
20.5 36.9 2.55

Felt patient understood therapist
32.8 44.1
20.4 36.9 2.60

Increased understanding over last session
42.0 48.0
31.5 45.0 1.43

1,106

1,106

1,109

n.s

n.s

n.s

Therapist liked patient
27.9 41.4
26.1 40.4

Felt patient liked therapist
32.9 44.0
20.9 40.7

Amount of talk by patient
32.9 43.9
20.5 36.9

AGREEMENT
Agreement on focus of session

28.9 44.7
28.9 44.7

.06

2.44

2.61

.00

Agreement on main problem of session
44.8 49.1 2.49
30.7 45.5

1,109

1,106

1,106

1,110

1,110

n.s

n.s

n.s

n.s

n.s
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Appendix 4.9 TEST FOR LINEAR TREND

The post-session data from eight sessions in the brief 
psychotherapy trial reported in Chapter Four were tested by 
Anova for the differences between the session means for the 
individual variables rated by therapists and clients, and 
then tested for a linear trend in the data by the method 
outlined below to see if the session means increased 
incrementally over the eight sessions in the trial. The 
term 'step' was used as a convenient description.
Generally, the Trend Test is a method of data analysis that 
compares a set of means using the F-Test to discover if 
there is a significant trend in the means to adhere to 
either a linear, quadratic or cubic drift- This involves 
using first a One-way Analysis of Variance followed by a 
trend analysis by 'Orthogonal Polynomial Contrast 
Analysis'. For the linear trend this method analyses the 
variation 'between conditions' into two components: (1.)
Linear and (2.) Deviation from linear. The deviation from 
the linear is the variation 'between conditions' not 
accounted for by the linear component. These components 
are then compared to the 'within conditions' (error) 
variation to determine whether they are significantly 
large.

Refs :
Edwards, Experimental Design in Psychological Research, 
pp.145-148.
Winer, Statistical Principles in Experimental Design, 
pp.70-74.
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Appendix 4.10 PROCEDURES FOR HANDLING MISSING DATA

1. Chapter Four.
a. Beck Depression Inventory. Matched Pairs T-Test for

Correlated Samples. No missing data, N=14.
(Also performed Wilcoxon Matched-pairs Signed-ranks 
Test, T=0, p<.005, not reported in text.)

b. Main Problem. Wilcoxon Matched Pairs Signed-ranks
Test. No missing data, N=14.

c. GHQ Caseness. Binomial Test for nominal data. List-
wise deletion of cases (3) with missing data, N=ll.

d. GHQ Likert Scale. Matched Pairs T-Test. List-wise
deletion of cases (3) with missing data, N=ll.

e. HDHQ, Hostility and Direction. Analysis of Variance,
two factor repeated measures design. No missing 
data, N=14.

f. SAS. Matched-pairs T-Test. Pair-wise deletion of
variables with missing data. (Missing Marital, 
Parental or Family data where DNA.)

g. Linear (Step) Trend Test. One-way Analysis of 
Variance on eight sessions, then orthogonal linear 
contrast analysis showing linear increase at each 
point. Pair-wise deletion of missing 
client/therapist data.

h. Improvement Scores on 12 outcome measures submitted
to Independent Groups T-Test for Supervised and 
Unsupervised Conditions (explained p. 105). Pair
wise deletion of missing variables; Marital, 
Parental or Family.

i . Eight Post-Session Variables submitted to Mann- 
Whitney U Test (One-tailed), Supervised and 
Unsupervised Conditions. Pair-wise deletion of 
missing variables.

j . Two-way Analysis of Variance, Independent Groups of
Supervised and Unsupervised Therapists, 16 Post- 
Session Variables. Pair-wise deletion of missing 
variables.

2. Chapter Five.
a. SCL-90. One-way Analysis of Variance for Correlated

Sample, Repeated Measures on dependent variable. No 
missing data.

b. Stiles SEQ. Principle Components Analysis. Pair
wise deletion of missing variables. Very few random 
data points missing.

c. Pearson's Product-Moment Correlation Coefficients for
Client and Therapist Factors. Pair-wise deletionfo 
missing variables.

d. Two-way Analysis of Variance, SEQ Client and 
Therapist Factors by Supervision Condition and 
Therapists. List-wise deletion of cases with missing 
data (130 cases accepted, 32 cases missing).



e. Two-way Anova, SEQ Factor Scores, Supervision 
Condition by Sessions. List-wise deletion of cases 
with missing data (243 cases accepted, 11 cases 
missing).

f. One-way Anova, Supervision Condition by SEQ Therapist
variables. List-wise deletion of missing variables 
(112 cases accepted, 13 cases missing).

g. Two-way Anova. Client Factors by Supervision over
Sessions. List-wise deletion of 7 cases with 
missing data, 118 cases processed.

In the following chapters dealing with the questionnaire
survey there were only a few random data points missing on a 
large data set.
3. Chapter Seven.

a. Scheffe Pair-wise comparison, SQ data. Missing 
values excluded on pair-by-pair basis. Very little 
missing data for variables on the SQ, no subjects 
missing, N=196.

b. Independent Groups T-Test on gender and experience 
variables. Cases with missing data excluded on 
analysis-by-analysis basis.

4. Chapter Eight.
a. Matched-pairs T-Test for related samples.

Expectations of Supervision and SQ variables. 
Pair-wise exclusion of cases with missing data.

5. Chapter Nine.
a. Principle Components Analysis of Supervisory Style

Questionnaire data. Pair-wise exclusion of missing 
variables.

b. Matched-pairs T-Test for related samples on Style 
data. Pair-wise exclusion of missing variables.

c. Factor Analysis, Style Factors. Substitution of mean
for missing values.

6. Chapter Ten.
a. Factor Analysis on Evaluation Questionnaire. 

Substitution of mean for missing values.
b. One-way Anova on Difference Scores on SQ. Pair-wise

exclusion of cases with missing variables.
c. One-way Anova on Difference Scores on Style Q. Pair

wise exclusion of cases with missing variables.
7. Chapter Eleven.

a. Principle Components Analysis, Theoretical Factors.
Pair-wise exclusion of missing variables.

b. Pearson’s Product-Moment Correlation Coefficient for
Theoretical and Style Factors. Pair-wise exclusion 
of missing variables.

c. Pearson's Product-Moment Correlation Coefficients for
Theoretical Factors and seven Target Variables. 
Pair-wise exclusion of missing variables.
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Appendix 4.11 EXAMINATION OF THE DISTRIBUTION OF THE DATA
FOR ASSUMPTIONS OF ANALYSIS OF VARIANCE

In the univariate and multivariate analyses in Chapters Four, 
Five, Seven, Eight, Nine and Ten, tests were performed on the 
data sets examining for conformity with the underlying 
assumptions for the distributions of the variable scores 
around the mean.
A conservative requirement for univariate analysis is 
normality of the distribution of the dependent variable. For 
multivariate analysis, it is sufficient that the individual 
variables are normally distributed.
In the smaller data sets in Chapters Four and Five and the 
Evaluation Questionnaire scores in Chapter Ten, frequency 
distribution tests were performed. Inspection of the 
histograms showed the distribution to be approximately normal 
with a skew in the positive direction. With relatively equal 
sample sizes, no outliers, two-tailed tests and 96 df or more 
for the significant outcomes, robustness should be assured and 
deviations from normality of the distributions not considered 
serious (Tabachnick & Fidell, 1989).
In the questionnaire survey results, the data sets were large 
and inspection of the frequencies indicated that unimodality 
was achieved, with some variables showing positive or negative 
skew. The univariate F-Test of mean differences with large 
and equal samples is thought to be robust to non-normality, 
however this is not considered to be conclusive.
For the Factor Scores submitted to anova in Chapters Five and 
Eleven, non-normal but unimodal data which is composed of 
variables formed by the adding together of variable scores,
(Factor Score = VI(LI) + V2(L2) + V3(L3) VnLn, where V is
the variable score and L is the loading of the variable on any 
given factor), according to the 'central limits theorem' the 
distribution requirement for anova is sufficiently met if the 
sampling distributions of the means of variables are normally 
distributed (Tabachnick & Fidell, 1989).
The Improvement Scores in Chapter Four and the Difference 
Scores in Chapter Ten, formed by standard matching procedures 
for individuals on two occasions and for matched pairs at one 
data collection point, there is an assumption of normality 
given that the original variables were normally distributed.
Outlying values, those more than three standard deviations 
from the mean, were tested by z-scores (Tabachnick & Fidell, 
1983). The outlying values, very few except in the 
Demographic Questionnaire, were recoded to three SDs from the 
mean value for that variable.
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Appendix 4.12a BECK DEPRESSION INVENTORY & PROBLEM LIST;
SCORES FOR 14 PATIENTS BEFORE AND AFTER 
BRIEF THERAPY

Beck Depression 
Inventory

Problem
List

BEFORE AFTER BEFORE AFTER

SI 23 20 4 10
S2 29 19 10 3
S3 15 11 5 4
S4 23 20 8 7
S5 42 16 9 5
S6 20 5 10 3
S7 41 2 10 0
S8 10 3 5 0
S9 14 7 7 3
SIO 32 7 10 4.5
Sll 14 7 9 9
S12 20 15 7 4
SIS 10 3 10 10
S14 23 12 6 5
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Appendix 4.12b GHQ(28): TEST FOR CASENESS BEFORE
AND AFTER BRIEF PSYCHOTHERAPY, 
(O-O-l-l) SCORING.
(Score of 5 or more=case)

BEFORE AFTER

SI 12 8
S2 17 7
S3 14 3
S4 99 99
S5 26 7
S6 23 0
S7 24 1
S8 14 1
89 15 6
SIO 16 0
Sll 99 99
S12 99 99
SIS 5 0
S14 21 12

CASES : 11 5



Appendix 4.12c GHQ LIKERT SCALE SCORING (0-1-2-3) ON FOUR 
SUBSETS AND TOTAL BEFORE AND AFTER BRIEF 
PSYCHOTHERAPY (N=ll)

A
Somatic

Complaints
B C D

Anxiety & Social Severe
Insomnia Dysfunction Depression

TOTAL

Bef Aft Bef Aft Bef Aft Bef Aft Bef Aft
SI 18 6 2 1 19 12 3 0 42 19

S2 6 7 11 8 10 6 13 6 40 27

S3 11 9 15 6 10 7 10 3 46 25

S4 99 99 99 99 99 99 99 99 99 99

S5 17 10 21 9 19 9 16 7 73 35

S6 13 5 18 7 19 4 13 7 63 23

S7 14 5 17 7 15 2 14 1 60 15

S8 8 2 10 3 15 7 1 2 34 14

S9 11 9 14 3 12 9 2 0 39 21

SIO 13 2 18 2 11 4 9 4 51 12

Sll 99 99 99 99 99 99 99 99 99 99

S12 99 99 99 99 99 99 99 99 99 99

S13 5 2 8 5 8 3 3 0 24 10

S14 16 6 14 7 16 15 6 7 52 35
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Appendix 4.12d SOCIAL ADJUSTMENT SCALE: MEANS AND
SDs BEFORE AND AFTER BRIEF THERAPY

BEFORE AFTER

WORK:
n=14

Mean = 
S.D. =

3.5
1.05

2.57
.90

SOCIAL & LEISURE 
n=14

Mean = 
S.D. =

4.21
1.05

2.57
.90

EXTENDED FAMILY: 
n=14

Mean = 
S.D. =

3.14
1.06

2.51
1.22

MARITAL: 
n= 4

Mean = 
S.D. =

3.25
.85

2.25
.83

PARENTAL:
n=6

Mean = 
S.D. =

2.5
.96

1.67
.75

FAMILY UNIT 
n=6

Mean = 
S.D. =

3.33
.75

2.5
1.38

OVERALL:
n=14

Mean = 
S.D.=

4.14
.91

2.93
.80
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Appendix 5.1 SYMPTOM CHECK LIST - 90
Problems and Complaints SCL-90

Name : ......
INSTRUCTIONS :

Date

Below is a list of problems and'complaints that people sometimes have. Please 
read each one carefully. After you have done so, please circle one of the 
numbers to the right that best describes HOW MUCH THAT PROBLEM HAS BOTHERED OR 
DISTRESSED YOU DURING THE PAST MONTH INCLUDING TODAY. Mark only one numbered 
space for each problem and do not skip any items. Please read the example below 
before beginning. Please make your marks clearly with a pen or dark pencil.

Example :
HOW MUCH WERE YOU 
BOTHERED BY:

1, Backaches

Not at 
all
0

A little 
bit

Quite a 
Moderately bit Extreme1

IN THE LAST MONTH 
HOW MUCH WERE YOU 
BOTHERED BY:

Not at 
all

1. Headaches 0
2. Nervousness or shakiness

inside 0
3. Unwanted thoughts, words or ideas 

that won't leave your mind 0
4. Faintness or dizziness 0
5. Loss of sexual interest or 

pleasure 0
6. Feeling critical of others 0
7. The idea that someone else can 

control your thoughts 0
8. Feeling others are to blame for

most of your troubles 0
9. Trouble remembering things 0
10. Worried about sloppiness or 

carelessness 0
11. Feeling easily annoyed or irritated 0
12. Pains in heart or chest 0
13. Feeling afraid in open spaces

or on the streets 0
14. Feeling low in energy or slowed

down 0

A li 
b
tie 
t ' ■

Quite a
Moderately bit Extreme1
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2 -
HOW MUCH WERE YOU
BOTHERED BY:

Not at
all

15. Thoughts of ending your life 0
16. Hearing voices that other

people do not hear 0
17. Trembling 0
18. Feeling that most people cannot be 

trusted 0
19. Poor appetite 0
20. Crying easily 0
21. Feeling shy or uneasy with the 

opposite sex 0
22. Feeling of being trapped or

caught 0
23. Suddenly scared for no reason 0
24. Temper outburst that you could

not control 0
25. Feeling afraid to go out of your 

house 0
26. Blaming yourself for things 0
27. Pains in lower back 0
28. Feeling blocked in getting things

done 0
29. Feeling lonely 0
30. Feeling miserable or unhappy 0
31. Worrying too much about things 0
32. Feeling no interest in things 0
33. Feeling fearful 0
34. Your feelings being easily hurt 0
35. Other people being aware of your 

private thoughts 0
36. Feeling others do not understand

you or are unsympathetic 0
37. Feeling that people are unfriendly

or dislike you 0
38. Having to do things very slowly to 

ensure correctness 0
39. Heart pounding or racing 0
40. Nausea or upset stomach 0
41. Feeling inferior to others 0
42. Soreness of your muscles 0
43. Feeling that you are watched or 

talked about by others 0
44. Trouble falling asleep 0

A little Quite a
bit Moderately bit

2
2
2

2
2
2
2
2
2
2

2

2

3
3
3

3
3
3
3
3
3
3

3

3

Extreme 1

4
4
4

4
4
4
4
4
4
4

4

4



HOW MUCH WERE YOU
BOTHERED BY:

Not at
all

A little Quite a
bit Moderately bit

45. Having to check and double-check 
what you do.

46. Difficulty making decisions
47. Feeling afraid to travel on buses, 

or trains, or the underground
48. Trouble getting your breath
49. Hot or cold spells
50. Having to avoid certain things, 

places or activities because they 
frighten you.

51. Your mind going blank
52. Numbness or tingling in parts of 

your body -
53. A lump in your throat
54. Feeling hopeless about the future
55. Trouble concentrating
56. Feeling weak in parts of your body
57. Feeling tense or keyed up
58. Heavy feelings in your arms or legs
59. Thoughts of death or dying
60. Overeating
61. Feeling uneasy when people are 

watching or talking about you
62. Having thoughts that are not your 

own
63. Having urges to beat, injure, or harm 

someone
64. Awakening in the early morning
65. Having to repeat the same actions 

such as touching, counting, washing
66. Sleep that is restless or disturbed
67. Having urges to break or smash 

things
68. Having ideas or beliefs that others 

do not share
69. Feeling very self-conscious with 

others
70. Feeling uneasy in crowds, such as 

shopping, or at the cinema
71. Feeling everything is an effort
72. Spells of terror or panic

0
0

0
0
0

0
0

0
0
0
0
0
0
0
0
0

2
2

2
2
2

2
2

2
2
2
2
2
2
2
2
2

3
3

3
3
3

3
3

3
3
*3
3
3
3
3
3
3

Extreme:

4
4

4
4
4

4
4

4
4
4
4
4
4
4
4 i 
4

4

4

4
4

4
4

4

4
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HOW MUCH WERE YOU
BOTHERED BY:

Not at
all

73. Feeling uncomfortable about eating
or dining in public 0

74. Getting into frequent arguments 0
75. Feeling nervous when you are left 

alone 0
76. Others not giving you proper credit 

for your achievements 0
77. Feeling lonely even when you are with 

people 0
78. Feeling so restless you couldn't sit 

still 0
79. Feelings of worthlessness 0
80. Feeling that familiar things are 

strange or unreal 0
81. Shouting or throwing things 0
82. Feeling afraid you will faint in 

public 0
83. Feeling that people will take 

advantage of you if you let them 0
84. Having thoughts about sex that 

bother you a lot 0
85. The idea that you should be

punished for your sins 0
86. Feeling pushed to get things done 0
87. The idea that something serious is 

wrong with your body 0
88. Never feeling close to another 

person 0
89. Feelings of guilt 0
90. The idea that something is wrong

with your mind 0

A little Quite a
bit Moderately bit Extrem

2
2

2

2

2

2
2

2
2

2

2

2

2
2

3
3

3

3

3

3
3

3
3

3

3

3

3
3

4
4

4

4

4

4
4

4
4

4

4

4

4
4
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Appendix 5.1a SYMPTOM CHECK LIST-90 SCORES

GROUP A
Before After 5 Weeks After 10 Weeks

SI 173 159 136

82 241 146 248

S3 189 163 145

S4 71 96 96

S5 102 67 53

S6 99 148 59

S7 25 22 21

GROUP B
BEFORE AFTER 5 WEEKS AFTER 10 WEEKS

S8 51 7 10

S9 32 12 10

SIO 185 186 201

Sll 139 126 125

S12 5 3 0

S13 123 82 100
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A p p e n d i x  5 . 2  S t i l e s  S E S S I O N  E V A L U A T I O N  Q u e s t i o n n a i r e  Session Evaluation Questionnaire  Form 4
Today's date / /
Please circle the appropriate number to show how you evaluate today's 
session.
This session was:

Bad 1 2
Safe 1 2

Difficult 1 2
Valuable I 2
Shallow 1 2
• Relaxed I 2

Unpleasant 1 2
Full 1 2
Weak 1 2

Special 1 2
Rough 1 2

Comfortable 1 2
Right now I feel:

Happy 1 2
Angry 1 2

'Moving 1 2
Uncertain 1 2

Calm 1 2
Confident 1 2
Wakeful 1 2
Friendly 1 2

Slow 1 2
Energetic 1 2

Involved 1 2
Quiet 1 2

Today I feel my therapist was 
Unskilful 1 2

Cold 1 2
Untrü'ëtwort-hv 1 2

3
3
3
3
3
3
3
3
3
3
3
3

3
3
3
3
3
3
3
3

3
3

3
3

3
3
3

4
4
4
4
4
4
4
4
4
4
4
4

4
4
4
4
4
4
4
4
4
4

4
4

4
4
4 3^1

5
5
5
5
5
5
5
5
5
5
5
5

5
5
5
5
5
5
5
5
5
5

5
5

5
5
5

6
6
6
6
6
6
6
6
6
6
6
6

6
6
6
6
6
6
6
6
6
6
6
6

6
6
6

Good
Dangerous
Easy
Worthless
Deep
Tense
Pleasant
Emp ty
Powerful
Ordinary
Smooth
Uncomfortable

Sad
Pleased
Still
Definite
Excited
Afraid
Sleepy
Unfriendly
Fast
Peaceful

Detached
Aroused.

Skilful
Warm
T r u s t w o r t h y



Appendix 5.3 MEANS AND SDs FOR SESSION EVALUATION 
QUESTIONNAIRE VARIABLES FOR WHOLE SAMPLE 
(N=13) FOR TEN SESSIONS

PATIENT RATING THERAPIST RATING
Adjective M SD M SD

This session was:
Good Whole 5.36 1.50 4.84 .98

Unsup 5.27 1.61 4.90 .92
Sup 5.45 1.38 4.78 1.05

Dangerous Whole 3.27 1.80 3.35 1.38
Unsup 3.31 1.78 3.54 1.44
Sup 3.23 1.84 3.15 1.30

Easy Whole 4.37 1.77 3.93 1.35
Unsup 4.73 1.74 4.18 1.35
Sup 3.98 1.73 3.68 1.31

Worthless Whole 2.61 1.43 3.24 1.18
Unsup 2.66 1.50 3.47 1.30
Sup 2.54 1.37 3.00 1.00

Deep Whole 4.99 1.23 4.55 1.24
Unsup 4.83 1.22 4.39 1.30
Sup 5.17 1.23 4.73 1.16

Tense Whole 3.71 1.75 3.78 1.25
Unsup 3.56 1.68 3.77 1.33
Sup 3.88 1.83 3.80 1.17

Pleasant Whole 4.69 1.77 4.57 1.05
Unsup 4.91 1.72 4.60 1.08
Sup 4.43 1.79 4.54 1.04

Empty Whole 2.75 1.38 3.47 1.26
Unsup 2.86 1.47 3.56 1.23
Sup 2.64 1.28 3.39 1.29

Powerful Whole 4.95 1.20 4.48 1.15
Unsup 4.93 1.31 4.48 1.25
Sup 4.98 1.06 4.47 1.06

Ordinary Whole 3.42 1.41 3.81 1.31
Unsup 3.59 1.43 4.07 1.38
Sup 3.23 1.37 3.54 1.19

Smooth Whole 4.43 1.60 4.41 1.14
Unsup 4.52 1.68 4.52 1.18
Sup 4.33 1.53 4.29 1.09

Uncomfortable Whole 3.52 1.91 3.88 1.19
Unsup 3.19 1.99 3.89 1.29
Sup 3.89 1.77 3.86 1.07
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Right now I feel :
Sad Whole

Unsup
Sup

3.57
3.58 
3.57

1.72
1.74
1.71

Pleased Whole
Unsup
Sup

4.89
4.95
4.83

1.44
1.33
1.57

Still Whole
Unsup
Sup

3.68
3.81
3.52

1.40
1.29
1.50

Definite Whole
Unsup
Sup

4.01
3.90
4.13

1.81
1.84
1.78

Excited Whole
Unsup
Sup

3.95
4.00
3.89

1.37
1.33
1.42

Afraid Whole
Unsup
Sup

3.72
3.81
3.62

1.65
1.59
1.72

Sleepy Whole
Unsup
Sup

3.49
3.52
3.45

1.52
1.58
1.47

Unfriendly Whole
Unsup
Sup

3.12
3.15
3.09

1.60
1.64
1.57

Fast Whole
Unsup
Sup

4.29
4.25
4.34

1.20
1.14
1.28

Peaceful Whole
Unsup
Sup

3.79
3.90
3.68

1.20
1.08
1.33

Detached Whole
Unsup
Sup

3.49
3.47
3.51

1.54
1.61
1.46

Aroused Whole
Unsup
Sup

4.01
4.07
3.94

1.55
1.50
1.62

Today I feel 
Skillful

my therapist was 
Whole 6.09 
Unsup 6.03 
Sup 6.15

1.02
1.05
.98

Warm Whole
Unsup
Sup

6.08
6.10
6.06

.99

.94
1.04

Trustworthy Whole
Unsup
Sup

6.42
6.47
6.36

.97

.86
1.09

3.55
3.63 
3.47
4.80 
4.74
4.86
3.95 
4.08
3.81
4.40
4.42 
4.39
3.53
3.64
3.42
3.27
3.27
3.27
3.17
3.13
3.22
2.91
2.87
2.95
4.03
4.06
4.00
3.77
3.81 
3.72
3.35
3.37
3.32
3.86
3.76
3.96

4.43
4.46
4.41
4.93
4.92
4.95
5.09
5.11
5.07

1.18
1.13 
1.22
.98
.88

1.07
1.20
1.08
1.32
1.21
1.11
1.33
1.11
1.08
1.13
.88
.85
.92
.27
.32
.22
.89
.98
.79
.91
.90
.93

1.14 
1.23 
1.06
1.13
1.20
1.06
1.12
1.10
1.15

17
18 
18
95
90
01

1.08
1.11
1.06
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Appendix 6.1
SUPERVISION QUESTIONNAIRE

Please answer the following questions about your supervision 
practice by marking the scale. The answers should pertain to 
your current work.

1. Do you supervise trainees who are enrolled in a 
formal training scheme?
_ I j j r

None 25% 50% 75% 100%
2. Do you also supervise qualified therapists?
1 j i j r
None 25% 50% 75% 100%
3. Do you have a regular, systematic approach to supervision 

sessions?
1 i  ̂ i i T
I I I I INever Rarely Partly Fairly Always
4. Do you begin with a written report or case history from 
the referring agency?
_ j j j r
I I I I INever Rarely Sometimes Often Always
5. Do you ask your supervisees to write process notes after 
each session with patients/clients?
_ . j j r
I I I I INever Rarely Sometimes Often Always
6. Do the supervisees present from case notes in the 
supervision session?
_ j j j ,
I I I I INever Rarely Sometimes Often Always
7. Do you ask for a verbatim account of the session with 
the patient/client?
_i j j i r
I I I I INever Rarely Sometimes Often Always
8. Do you require that the trainee write or verbalize a 
formulation of the case and treatment plan at the beginning of 
supervision?
_ i j j r
I I I I INever Rarely Sometimes Often Always
9. Does the trainee write a report on the case after the 
treatment is completed?
_ j j j j-
I I I I INever Rarely Sometimes Usually Always
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10. Are recorded measurements taken before and after therapy 
to determine outcome?
_ i j j r

I I I I INever Rarely Sometimes Often Always
11. Do you pay close attention to the response of the 
patient/client after each intervention reported by the 
supervisee?
1 i i i r
I I I I INever Rarely Sometimes Often Always
12. How much of your supervision consists of spontaneous, 
unstructured discussion of theory and practice?
_i j j j j-
I I I I INone Less than Around Around 75% -

10% 25% 50% 100%
13. Do you ask questions in the supervision session?
_j j j j r
I I I I INever Rarely Sometimes Often Always
14. Do you give examples from your own cases?
_ j j j r
I I I I INever Rarely Sometimes Often Always
15. Do you point out mistakes made by the supervisee?
_ I j j j-
I I I I INever Rarely Sometimes Often Always
16. How much space do you allow in the session for the 
supervisee to explore and learn for him/herself?

Supervisor Trainee Equal Trainee Trainee
monologue speaks time speaks monologue

25% of time 75% of time
17. Do you believe that the model for supervision should be 
a reflection or replica of the therapy model?
_ i j j r
I I I I INot at In few Some In many Completely
all ways reflection ways
18. Do you use role playing in supervision?
_i j i i r
I I I I INever Rarely Sometimes Often Always
19. Do you give specific directions in regard to the 
treatment?
_ j j j j-
I I I I INever Rarely Sometimes Often Always
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20. Do you give specific directions in regard to the 
management of the case (as distinct from the treatment)?
_j j j j r
I I I I INever Rarely Sometimes Often Always
21. Do you cite references from the literature?
_ j j j ; r
I I I I INever Rarely Sometimes Often Always
22. Do you explain concepts and techniques in a didactic 
way?
1 i i I r
I I I I INever Rarely Sometimes Often Always
23. Do you offer explanations to help the supervisee to 
understand the patient's behaviour, symptoms, life 
situation?
1 i Ï i r1 : 1 1 1Never Rarely Sometimes Often Always
24. Do you make comments that empathize with the 
patient/client?
1 i Ï i r
I I I I INever Rarely Sometimes Often Always
25. Do you consider the feelings of the patient toward the 
therapist to be important in the treatment?
_ i j j r
I I I I INever Rarely Sometimes Often Always
26. Do you discuss or make explicit the feelings of the 
patient toward the therapist in the supervision session?
_ . I j j-
I I I I 1Never Rarely Sometimes Often Always
27. Do you consider the feelings of the therapist toward the 
patient to be important in the treatment?
_ i j j j-
I I I I INever Rarely Sometimes Often Always
28. Do you discuss or make explicit the feelings of the 
therapist toward the patient in the supervision session?
1 i Ï I r
I I I I INever Rarely Sometimes Often Always
29. Do you consider the feelings between the supervisory 
pair to be important?
1 i i i r
I I I I INever Rarely Sometimes Often Always
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30. Do you discuss or make explicit these feelings?
_ j j j r
I i I I INever Rarely Sometimes Often Always
31. Are videos or tape recordings used to aid supervision or 

training?
_j j j j r
I I I I INever Rarely Sometimes Often Always
32. Do you vary your supervision technique according to the 
individual needs or personality of the supervisee?
_ j j j r
I I I I INever Seldom Depends Vary to Always
vary vary on needs suit many vary
33. Do you take a supportive role with your supervisees?
1 i i i rI I I I INever Rarely Sometimes Often Always
34. How often do you give reassurance to your supervisee 
when he/she feels doubtful?
_i j j j r
I I I I INever Rarely Sometimes Often Always
35. Do you compliment your supervisees when they have done a 
good piece of work?
_ . j j r
I I I I INever Rarely Sometimes Often Always
36. Do you establish a warm, collegial relationship with 
your supervisees?
_ I j j j-
I I I I INever Rarely Sometimes Often Always
37. Do you chat about topics unrelated to work?
_ i j j r
I I I I INever Less than 10-20% 20-30% 30-40%

10% of time of time of time of time
38. Do you form a personal relationship with supervisees 
outside of supervision?
_ j j j r
I I I I INever Rarely Sometimes Often Always

39. Do you formulate a working hypothesis, or revise an old 
one, in each session?
_ . j j rI I I I INever Rarely Sometimes Often Always
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40. Do you define treatment goals?
I I I I II I I I INever Rarely Sometimes Often Always
41. Do you define a focus for the therapeutic work in future 
sessions?
_ j j jj j-
I I I I INever Rarely Sometimes Often Always
42. Do you encourage the expression of negative feelings by 
the trainee if you sense their existence?
I I I I INever Rarely Sometimes Often Always
43. Would you help the supervisee with emotional problems of 
his/her own that might arise in work with patients?
I I I I INever Rarely Sometimes Often Always
44. Would you advise the supervisee to take his/her problems 
somewhere to be sorted out?
1 i i i r
I I I I INever Rarely Sometimes Often Always
45. Do you allow or encourage the supervisee to develop 
his/her own style of working?
1 i i i r
I I I I INever Rarely Sometimes Often Always
46. Do you learn from supervisees?
_ i I j j
I I I I  INever Rarely Sometimes Often Always
47. Do you feel that modelling or identification in relation 
to yourself is important in the learning process?

Not Slightly Moderately Quite Extremely
important important important important important
at all
48. Do your supervisees choose to come to you (as opposed to 
being assigned to you)?
1 i i i r
I I I I IAlways 25% choose 50% choose 75% choose Always 
assigned choose
49. Are the patients selected as specially suitable for a 
trainee under supervision?
1 i i i r
I I I I INever Rarely Sometimes Often Always
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50. Do you take on the role of authority in supervision?
_ . j i r
I I I I INever Rarely Sometimes Often Always
51. Do you ask supervisees for their rationale for doing or 
saying something?
I I I I INever Rarely Sometimes Often Always
52. Do you challenge or confront supervisees?
_ j j j r
I I I I INever Rarely Sometimes Often Always
53. How often do you find yourself in conflict or
disagreement with a supervisee over elements in the 
treatment?
_ j j i j-
I I I I INever Rarely Sometimes Often Always
54. How often does the supervisory relationship become 
disturbed or difficult?
_ j j j r
I I I I INever Rarely Sometimes Often Always
55. Do you report back to a training organization on the
progress of the trainee or on his suitability for
qualification?
_i I j j r
I I I I INever Rarely Sometimes Often Always
56. If you see major difficulties in the student's
progress, would you discuss these directly with the student?
1 i i i r
I I I I INever Rarely Sometimes Often Always
57. Would you prevent a student from qualifying if you felt 
there were good reasons?
_ . j j r
I I I I INever Unlikely Don't know Possibly Definitely
58. Do you discuss with, or show to the trainee, your r^xDrt 
to the training organization?
_ . I j r
I I I I INever Rarely Sometimes Often Always
59. How often do you see your supervisees?

[] [] [] []Weekly Fortnightly Monthly Other
60. How long do you see your supervisees, on average?
[] [] [] [] [] [] []3 mos. 6 mos. 1 yr. 18 mos. 2 yrs. 3 yrs. 4 yrs.+
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Appendix 7-^

1. What is your age? 
  years

DEMOGRAPHIC QUESTIONNAIRE

2, Please tick
male female 
[] []

3. Are you
married

[]
single divorced

[]

A. Children?
yes no
[] []

5, Qualifications:
Please list *A* levels or Equivalent Qualification
Educational
Institution Subject Qualification Date

6. Please list University, Polytechnic or Professional Courses

Institution Subject Qualification Date

7. How many years of formal training in psychological therapy 
(i.e., lectures, seminars, supervision) did this include?
.... years

8. How long have you been practising psychological therapy 
since qualification?
.... years

$98



9. Have you had your own personal therapy? 
(mark all that are applicable)

Times per Years in Part or not part 
week therapy of training

Individual
Group
Family
Marital

10. Since qualification, have you been practising, broadly 
speaking, within the same theoretical framework in which 
you were trained?

es no 
[]

11. Have you changed your theoretical orientation or 
retrained?
[] yes - changed from ________________  to __________
L ] no

12. If you have changed, how long have you been practising 
within the new framework?
.... years

13. To which professional organizations do you belong?
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14. In your current practice, please indicate the number of 
patients/clients you see weekly in each category and the 
frequency of their sessions.

Frequency of Sessions

Individuals
Couples
Families
Groups

Once
weekly

Twice
weekly

3times 
per wk

4times 
per wk

5times 
per wk

Fortn
ightly

Mon
thly

15. What percentage of your therapeutic work is in private 
practice?

0%
10% - 25%
30% - 50%
60% - 80%
85% - 95%
100%

16. If you currently work in the public sector or an
institutional setting, what is (are) your job title(s) and 
place(s) of employment?

17. If your employment is part-time, how many sessions do 
you work?
.... sessions (1 session = 3% hours)
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18. Does your professional experience include formal teaching
in areas related to clinical work (i.e., lectures, seminars, 
workshops)?
[] yes
[ ] no

19. How many hours per week do you currently spend teaching?
.... hours

20. How many years of teaching experience have you had?
.... years

21. How long have you worked as a supervisor of psychological 
therapy?
.... years

22. How many supervisees do you currently see each week?

Supervision Sessions

Type of Therapy Individual Groups
No. of People 
in each group

Individual
Marital
Family
Group

23. Please state in as few words as possible the theoretical 
orientation which influences your own clinical work.

24. Please state in as few words as possible the theoretical
orientation which is the main influence on your supervision 
practices.



25. Please indicate by marking on the line the extent to which 
you would agree or disagree with the theoretical formulations 
of the following people:

STRONGLY
AGREE

AGREE NEUTRAL DISAGREE DON'T
KNOW

Pavlov
Skinner
Eysenck
Jeffrey Gray
Peter Lang
Isaac Marks
Argyle
Wolpe
Bandura
Rachman
Beck
Meichenbaum
Lazarus
Mahoney
Jung
Freud
Anna Freud
Melanie Klein
Bion
Meltzer
Winnicott
Balint
Adler
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STRONGLY
AGREE

AGREE NEUTRAL DISAGREE DON'T
KNOW

Bowlby 
Kohut 
Sandler
H. Segal 
Kernberg 
Rycroft 
E.Erlkson 
Fritz Peris 
Moreno 
Minucbtn 
Pa tji-zoU 
J. Haley 
Carl Rogers 
Malan 
Foulkes 
Laing
Masters and 
Johnson
Any other(s) 
who have 
influenced 
you

[]



Appendix 7.2 BRIEF DESCRIPTION OF TRAINING OFFERED BY THE
PSYCHOTHERAPY ORGANIZATIONS ACCORDING TO 
THEIR BROCHURES

CLINICAL PSYCHOLOGY
1. University College London M.Sc.

"One of the few university based courses offering a three 
year training. This is in line with the policy of the British 
Psychological Society which requires three years of supervised 
training before Chartered Psychologist status can be
awarded....an especially broad range of clinical and academic 
experience. In their third year trainees can choose either to 
sample a range of specialties or, if already committed to a 
particular client group, they may commence their
specialisation by an extended placement of up to twelve months 
duration. This allows trainees a unique opportunity to gain 
experience of supervised long term treatment of individual 
cases. Academic modules to coincide with the order of the 
clinical placements... Importance is attached to introducing 
students to the full range of theoretical orientations in the 
psychological therapies...experience of working within
different therapeutic models. It is unusual in UK clinical 
psychology training courses to be able to experience
supervised psycho-analytically oriented psychotherapy."
2. South East Thames Regional Training Scheme

"This Scheme trains clinical psychologists to contribute 
to the NHS in a way which is responsive to current priorities 
and developments and to local service needs. It seeks to 
integrate practical, academic and research aspects of the 
profession in order to promote the highest quality of
practice. The Scheme provides trainees with a broad based
training which draws on a range of theoretical approaches
(including behavioural, cognitive, humanistic and 
psychoanalytic). . . .clinical placements are arranged throughout 
the Region.... Particular attention is paid to the integration 
of theory and practice."

PSYCHOTHERAPY
1. The Tavistock Clinic - An Interdisciplinary Programme of 
Training in Adult Psychotherapy for Experienced Professional 
Workers in the Health and Social Services.

"This programme provides an advanced training in the 
application of psychoanalytic principles to a variety of 
clinical and applied settings by means of intensively 
supervised experience and through a range of linked 
theoretical seminars...Trainees will be required to have 
personal psychotherapy/analysis throughout the training and of 
a frequency not less than three times a week."
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2. The British Association of Psychotherapists
"A professional qualification in psychoanalytic

(Freudian) or analytical (Jungian) psychotherapy....
Freudian Section: The first year covers an introduction to
psychoanalytical psychotherapy and basic Freudian concepts: 
the second deals with child development, transference and 
countertransference and the development of Freud’s ideas by 
the Object Relations schools, (Klein, Winnicott, Balint) and 
the Ego Psychology schools; the third...the application of 
these concepts to different types of psychopathology 
and...Bion. Jungian Section: The first year covers basic 
Jungian theoretical concepts and the stages of psychological 
development from infancy through to maturity. The second year 
concentrates on the unique contribution of the London 
School,...incorporating Klein and Winnicott. The
third...concepts are applied to clinical work from a number of 
archetypal viewpoints, and provides a history of the inter
relation between psycho-analysis and analytical psychology." 
(Personal therapy three times a week; baby observation and 
qualifying paper required).
3. London Centre for Psychotherapy - Three Year Qualifying 
Course in Analytical Psychotherapy.

"This course provides a professional training in 
analytically based adult psychotherapy. The training
specialises in equipping the trainee to treat patients who 
usually attend two or three times a week. The body of 
knowledge is drawn from the main psycho-analytic schools. The 
course combines both experiential and theoretical 
learning...two evenings a week...Personal psychotherapy with 
an LCP approved psychotherapist for the duration of training 
at least 3 times a week." (Four written papers required, plus 
baby observation).
4. The Guild of Psychotherapists

"The Guild was founded in 1974 by a group of 
psychotherapists from Freudian, Jungian and Existentialist 
backgrounds...aims to provide a training in psychotherapy 
which recognises the importance of the contributions which 
have been made...by varying traditions and schools within the 
psychodynamic tradition... .by a combination of personal 
therapy, learning and supervision." (One seminar per week, 
minimum of twice a week personal therapy, qualifying paper).
5. Philadelphia Association - Training in Psychotherapy and 
Community Therapy.

"Over a period of three to five years the seminars offer 
a grounding in psychoanalytic theory and practice based on 
Freud, Klein, Lacan, Winnicott and others, as viewed against 
a phenomenological reading based on Heidegger, Derrida, 
Levinas and other philosophers...Directed to the development 
of an embodied understanding of the origin and nature of 
mental suffering, and cultivates ways of being with disturbing
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people, ranging from individual psychotherapy to family and 
community therapeutic intervention." (One weekly seminar, 
weekly experiential group, involvement in a community).
6. Arbours Association

"The Arbours Training Programme provides an intensive 
three year preparation for the practice of individual 
psychotherapy. Emphasis is placed on understanding the inner 
worlds and social relations of people in distress. The 
programme involves lectures, seminars, workshops, personal 
psychoanalytic psychotherapy, supervised training cases and 
placements in the Arbours Communities and Crisis Centre". 
(Twice weekly seminars, fortnightly clinical seminar).
7. Association for Group and Individual Psychotherapy

"To provide an analytically based training programme for 
psychotherapists involving the principle of synthesis of 
therapeutic orientations. ...Includes both academic and 
experiential work...based principally on Freud, Klein, Jung 
and object relations...integrated within post-classical and 
humanistic traditions. ...believes that non-analytic 
approaches are essential to this synthesizing attitude and 
process." (Twice weekly seminars plus experiential groups).

COUNSELLING
1. Westminster Pastoral Foundation - Diploma Course in 
Advanced Psychodynamic Counselling

"Trainees learn to help clients explore, safely, their 
experience, become aware of hidden feelings and discover new 
perspectives and insights." (Minimum once a week personal 
therapy, experiential groups, once and twice weekly seminars, 
written work required).
2. Roehampton Institute. M.Sc. in Psychological Counselling

"The distinctive feature of the course is the 
combination, in a two year part-time setting, of training in 
practical counselling in real situations with the opportunity 
to undertake a research project appropriate to an MSc degree 
in the counselling field. In this way the course seeks to 
contribute towards bridging an apparent gap in the UK 
counselling scene between the concept of professional training 
and the kind of research orientated studies found at post
graduate level." (Weekly personal counselling required, 
experiential groups, exam paper and essays).
3. Metanoia - Diploma in Counselling

"Counselling skills training...introduces the work and 
ideas of Carl Rogers' person-centred counselling. . .effectively 
conveying the attitudes of empathy, genuineness and 
respect... attending to non-verbal communication, active 
listening, and respectful confrontation. Techniques for
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assessing strengths and weaknesses, setting goals, and helping 
clients to make changes in their lives. Participants are 
introduced to behavioural principles and explore how these 
principles can be incorporated into a person-centred approach 
to counselling. These tasks are seen as part of a mutual, 
interactive process between client and counsellor."
4. Antioch - Certificate and Diploma in Counselling

"...basic training in counselling, using a combined 
academic, practical, and experiential approach. It provides 
students with a broad conceptual background in counselling 
theory and offers a particular focus on the existential, 
humanistic and psychodynamic models."
5. Centre for the Advancement of Counselling - Central School 

of Counselling and Therapy - Diploma in Counselling
"To teach, practice and improve counselling skills... 

using person centred, psychodynamic, phenomenological, field 
and learning theories, covering origins and maintenance of the 
self, self-esteem, ideal self and awareness of body."
6. University of London - Centre for Extra-Mural Studies 

Diploma in Adult Counselling
"'Psycho-analytically oriented counselling' means 

applying the therapeutic insights and techniques developed in 
psycho-analysis to different kinds of counselling situations. 
The course is not a training in psycho-analysis. However, 
psycho-analysis, by virtue of its intensive treatment of the 
individual, and the applicability of its methods for 
understanding unconscious motivation and processes in groups, 
institutions, and society, provides a rich framework for 
learning about human behaviour, therapeutic skills and 
attitudes, all of which are relevant for counselling. 
Students are taught the application of psycho-analysis by 
being introduced to analytic theories, discussing their 
counselling work in supervision groups and studying their 
experience of learning on the course by using psycho-analytic 
methods." (Experiential groups, written work, exam, no 
personal counselling required.)
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Appendix 7.3 DEMOGRAPHIC CHARACTERISTICS OF SUPERVISORS

Psychol Psycho Coun Total
ogists therapists sellors Sample
(N=49) (N=96) (N=51) (N=196)

Age : Mean Yrs. 38.5 54.8 45.1 48
Min. 27 37 35 27
Max. 56 84 68 84

Gender; Male 40.8% 48.9% 48.9% 46.7%
Female 59.2 51.1 51.1 53.3

Marital Married 59.2% 74.7% 66.7% 68.4%
Status: Single 22.4 12.0 26.7 18.6

Divorced 18.4 13.3 6.7 13.0

Children: Yes 56.3% 81.4% 67.4% 71.2%
No 43.8 18.6 32.6 28.8

A-Levels: None 0.0% 6.9% 4.9% 4.3%
1 2.1 4.2 2.4 3.1
2 6.3 5.6 17.1 8.7
3 50.0 19.4 22.0 29.2
4+ 16.7 16.7 26.8 19.2

Equiv. 25.0 47.2 26.8 35.4

Country: Britain 83.3% 82.2% 80.5% 82.1%
Abroad 16.7 17.8 19.5 17.9

Degree: None 0.0% 14.8% 11.1% 9.9%
1st 18.4 54.5 57.8 45.6
2nd 42.9 25.0 15.6 26.5
Ph.D. 38.8 0 15.6 17.0

Core Psychology 100% 20.5% 24.4% 42.9%
Prof: Medicine 42.0 11.1 23.1

Social Work 19.3 20.0 14.3
Teaching 17.8 6.6
Theology 6.7 1.6
Other 16.9 20.0 11.4

Academic Psychol. 91.8% 43.2% 55.6% 59.3%
Subj ect: (& Soc.Sci. )

Arts 8.2 4.5 13.3 7.7
Science 1.1 4.4 1.6
Medicine 37.5 8.9 20.3
Teaching 2.3 6.7 2.7
Other 11.4 4.4 8.1
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Psycho
logists

Psycho
therapists

Coun
sellors

Total
Sample

Years in Median 2 5 4 4
Training: Mode 2 4 4 4

Years in Median 9 15 9 11.5
Practice: Mode 5 9 9 9

Personal Therapy:

Individual Yes 42.2% 97.8% 93.5%
Therapy: No 55.6% 2.2% 6.5%
Years : Mean 1.4 8.7 6.2

SD 2.4 3.8 3.8
Min 0 0 0
Max 12 20 15

Frequency: Ixwk 14.6% 1.1% 35.6%
2xwk 14.6% 6.7% 13.3%
3xwk 4.2% 25.6% 15.6%
4xwk 4.2% 25.6% 13.3%
5xwk 2.1% 38.9% 13.3%

Part of Yes 6.3% 95.5% 60.9%
Training?: No 2.3% 32.6%

Group Yes 24.4% 30.8% 50%
Therapy: No 75.6% 69.2% 50%
Years: Mean . 35 .95 1.27

SD .78 1.83 1.57
Min 0 0 0
Max 4 8 6

Frequency: Ixwk 20.8% 13.3% 36.4%
2xwk 2.1% 16.7% 11.4%

Part of Yes 18.8% 22.2% 34.8%
training?: No 4.2% 77.8% 15.2%

Family or Yes 2.2% 8.8% 15.2%
Marital Ther : No 95.6% 87.9% 82.6%
Years: Mean .02 .09 .35

SD 1.44 .32 1.28
Min 0 0 0
Max 1 2 8

Frequency: Ixwk 2.1% 7.8% 13%
Part/Training: Yes 0% 2.2% 0%
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Theoretical Orientation: 

Cognitive-behaviourism

Psychologists
N

20
%

40.8
Psychodynamic psychotherapy 8 16.3
Behaviouri sm 6 12.2
Eclectic psychotherapy 4 8.2
Cognitive-analytic 3 6.1
Cognitive therapy 2 4.1
Kleinian 2 4.1
Freudian 1 2.0
Rational-emotive therapy 1 2.0
Personal construct psychology 1 2.0
Common sense 1 2.0

Theoretical Orientation: Psychotherapists

Jungian
N
20

%
22.0

Freudian 13 14.3
Independent 13 14.3
Kleinian 12 13.2
Object Relations 12 13.2
Psychoanalytic psychotherapy 10 11.0
Existential psychotherapy 3 3.3
Group analysis 3 3.3
Eclectic psychotherapy 1 1.1
Systems theory 1 1.1
Missing 3 3.3

Theoretical Orientation: 

Psychoanalytic psychotherapy

Counsellors
N
10

%
21.7

Jungian 7 15.2
Kleinian 5 10.9
Transactional analysis 5 10.9
Object relations 4 8.7
Freudian 3 6.5
Eclectic psychotherapy 3 6.5
Humanist 3 6.5
Cognitive-analytic 2 4.3
Existential psychotherapy 1 2.2
Systems theory 1 2.2
Gestalt 1 2.2
Rogerian 1 2.2
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Changed theoretical orientation or retrained:

Psychol- Psycho- Coun-
ogists therapists sellors

No change 46.8% 86.8% 73.9%
Changed 53.2% 13.2% 23.9%
How long ago? (Mean) 3.2 yrs. 1.8 yrs. 1.8 yes.
From :
Behaviourism 29.8% 3.3% 4.3%
Cognitive-behav. 8.5 4.3
Psychoanalysis 8.5 2.2
Psychoanalytic ther. 2.1 1.1 2.2
Eclectic therapy 2.1 2.2
Cognitive therapy 2.2
Personal construct 2.1
Jungian 2.2 2.2
Object relations 2.2 2.2
Independent 1.1
Reichian 4.3
Transactional analysis 2.2
Marital therapy 2. 2
To:
Eclectic therapy 14.9%
Cognitive-behav. 12.8
Psychoanalytic ther. 8.5 3.3% 2.2%
Kleinian 4.3 2.2 6.5
Cognitive-analytic 4.3
Systems theory 4.3 1.1
Behaviourism 2.1
Cqgnitive therapy 2.1
Freudian 1.1
Jungian 1.1 4.3
Object relations 1.1 2.2
Self psychology 2.2
Gestalt 4.3
Existential 2.2
Transactional analysis 2.2
Humanist 2.2
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Theoretical Model of Supervision:
Psychologists

N

(Analytic, Psychodynamic) 
Psychoanalysis (Freudian) 
Kleinian 
Jungian
Transactional Analysis
Object Relations
Humanist
Counselling
Eclectic Psychotherapy
Cognitive Therapy
Cognitive/Analytic
Systems Theory
Gestalt
Rogerian

Cognitive-Behaviourism 20 40.8%
Behaviourism 7 14.3
Psychoanalytic Psychotherapy 6 12.2

(Analytic, Dynamic)
Cognitive/Analytic 4 8.2
Cognitive Therapy 2 4.1
Kleinian 2 4.1
Psychoanalysis/Freudian 1 2.0
Eclectic Psychotherapy 1 2.0
Personal Construct Psychology 1 2.0
Systems Theory 1 2.0
Applied Science 1 2.0
Democratic 1 2.0
Missing 2 4.1

Psychotherapists
N %

Jungian 17 18.7%
Psychoanalysis (Freudian) 15 16.5
Kleinian 13 14.3
Object Relations 13 14.3
Independent Group 12 13.2
Psychoanalytic Psychotherapy 9 9.9

(Analytic, Psychodynamic)
Group Analysis 3 3.3
Existential Psychotherapy 2 2.2
Eclectic Psychotherapy 1 1.1

Counsellors
N %

Psychoanalytic Psychotherapy 11 23.9%
7
6
5
5
3
2

15.2
13.0
10.9
10.9 
6.5 
4.3 
2.2 
2.2 
2.2 
2.2 
2.2 
2.2 
2.2
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Current Psychotherapy Practice
PSYCHOLOGISTS

Individual Therapy 
Ixweek

Pts.Ixwk
0
1
2
3
4
5
6
7
8 
9

10
12
20

N
11
4 
2
5
4
5
6 
1 
4 
1 
2 
1 
2

Percent
22.4%
8.2
4.1 
10.2
8.2 

10.2 
12.2
2.0
8.2
2.0
4.1 
2.0
4.1

2xweek Pts.2xwk 
0 
1 
2

43
1
5

87.8%
2.0

10.2
3Xweek

Fortnightly

Monthly

Pts.3xwk 
0 
1 
2

0
1
2
3
4
5
6 

10 
11 
19
Pts
0
1
2
3
4
5
6 

10 
30

47
1
1

23
2
7
3 
6 
1 
2 
2 
1 
1
N
20
5
4
5 
4 
4 
1 
4 
1

95.9%
2.0
2.0

46.9%
4.1

14.3
6.1 

12.2
2.0
4.1
4.1 
2.0 
2.0
%

40.8%
10.4
8.2 

10.2
8.2
8.2
2.0
8.2
2.0
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Current Psychotherapy Practice
Marital & Family Therapy:

PSYCHOLOGISTS
Ixwk

2xwk

Fortnightly

Monthly

M&F N Percent
0 38 77.6%
1 2 4.1
2 3 6.1
3 4 8.2
4 1 2.0
10 1 2.0
M&F
2 1 2.0%

M&F N %
0 33 67.3%
1 2 4.1
2 6 12.2
3 2 4.1
4 2 4.1
6 1 2.0

10 2 4.1
0 31 63.3%
1 4 8.2
2 2 4.1
3 2 4.1
4 2 4.1
5 3 6.1

10 3 6.1
11 1 2.0

PSYCHOLOGISTS
1. Ixwk N Percent
0 29 59.2%
1 10 20.4
2 5 10.2
3 1 2.0
5 1 2.0
6 1 2.0
7 1 2.0

12 1 2.0
1.2xwk N %
0 47 95.9%
1 1 2.0
2 1 2.0

0 48 98.0%
4 1 2.0

0 47 95.9%
1 2 4.1

Group Therapy
Weekly Groups 

Ixwk

2xwk

Fortnightly
Groups

Monthly
Groups
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Current Psychotherapy Practice
Individual Therapy

PSYCHOTHERAPISTS

ixwk Pts.Ixwk 
0 
1 
2
3
4
5
6
7
8 
9

10
11
12
15
16 
20

N
19
10
14
17
4
5 
3 
5 
2 
2 
1 
2 
1 
1 
1 
1

Percent
20.9%
11.0
15.4
18.7
4.4
5.5 
3.3
5.5

2xwk Pts.2xwk 
1 
2
3
4
5
6
7
8 
10 
12 
14

14
18
12
9
4
2
1
3
1
1
1

15.4%
19.8
13.2
9.9
4.4
2.2
1.1
3.3
1.1
1.1
1.1

3xwk Pts.3xwk 
0 
1 
2
3
4
5
6

24
21
17
9
8
8
1

26.4%
23.1
18.7
9.9
8.8
8.8
1.1

4xwk Pts.4xwk 
0 
1 
2
3
4
5
6
7
8

45
17
10
1
8
2
1
2
2

49.5%
18.7
11.0
1.1
8.8
2.2
1.1
2.2
2.2
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Current Psychotherapy Practice
Individual Psychotherapy PSYCHOTHERAPISTS

5xwk Pts.5xwk

Fortnightly

Monthly

0 45 49.5%
1 17 18.7
2 10 11.0
3 1 1.1
4 8 8.8
5 2 2.2
6 1 1.1
7 2 2.2
8 2 2.2
0 72 79.1%
1 13 14.3
2 3 3.3
3 1 1.1
0 76 83.5%
1 8 8.8
2 3 3.3
3 2 2.2

Marital & Family 
Therapy
Ixwk

Fortnightly

Monthly

Group Therapy 
Ixwk

2xwk

Fortnightly
Groups

PSYCHOTHERAPISTS
M&F N Percent
0 81 89.0%
1 5 5.5
2 2 2.2
3 1 1.1
0 81 89.0%
1 4 4.4
2 1 1.1
3 2 2.2
5 1 1.1
0 82 90.1%
1 5 5.5
2 1 1.1
8 1 1.1

Grps.Ixwk 
0 
1 
2
3
4 
6

Grps.2xwk 
1

2
415

73
10
1
3
1
1

80.2%
11.0
1.1
3.3
1.1
1.1

3.3%

1.1%



Current Psychotherapy Practice
Individual Therapy 

Ixwk

2xwk

3xwk

4xwk

Pts.Ixwk 
0 
1 
2
3
4
5 
9

10
12
14
15 
18 
20

Pts.2xwk 
0 
1 
2
3
4
5
6 
7
10

Pts.3xwk 
0 
1 
2
3
4
5
6

Pts.4xwk 
0 
1 
2
3
4

COUNSELLORS
N
6
2
2
4
10
4 
2
5 
1 
1 
2 
4 
1

23
4
7
4
2
3
3
1
1

29
4
2
6
2
1
1

36
3
3
2
1

Percent
13.0%
4.3
4.3
8.7 

21.7
8.7
4.3 
10.9
2.2
2.2
4.3
8.7 
2.2

50.0%
2.2

15.2
8.7
4.3
6.5
6.5 
2.2 
2.2

63.0%
8.7
4.3 

13.0
4.3 
2.2 
2.2

78.3%
6.5
6.5 
4.3 
2.2

5xwk

Fortnightly

Pts.5xwk 
0 
1 
2 
0 
1 
2
3
4
5 

10

42
1
2

3

91.3% 
2.2 
4.3 

80.4% 
2.2 
2.2 
2.2 
2.2 
2.2 
2. .2
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Current Psychotherapy Practice
Individual Psychotherapy COUNSELLORS

Monthly 0 32 69.6%
1 5 10.9
3 3 6.5
6 2 4.3

10 1 2.2

Marital & Family
Therapy COUNSELLORS
Ixwk M&F N Percent

0 34 73.9%
1 3 6.5
2 8 17.4

Fortnightly
1 2 4.3%
2 2 4.3

Monthly
0 38 82.6%
1 3 6.5
2 1 2.2
3 1 2.2
6 1 2.2

Group Therapy COUNSELLORS
Ixwk Grps.Ixwk N Percent

0 33 71.7%
1 3 6.5
2 4 8.7
3 1 2.2
6 1 2.2

2xwk Grps.2xwk
3 1 2.2%

Fortnightly Groups Grps.
1 1 2.2%

Monthly Groups
0 43 93.5%
1 1 2.2
3 1 2.2

Percentage of work in private practice
Psycho Psycho Coun
logists therapists sellors

0% 71.4 1.1 15.2
10% - 25% 22.4 1.1 15.2
30% - 50% 4.1 11.0 2.2
60% - 80% 15.4 10.9
85% - 95% 9.9 15.2

100% 60.4 41.3
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Current Work in Public Sector or Institution
Psycho Psycho Coun
logists therapists sellors

None: 2.0% 51.6% 26.1%
Clinical Position: 32.7 11.0 34.8
Middle Management: 46.9 1.1 10.9
Top Management: 16.3 2.2 17.4
Research or Academic 2.0 10.9
*Key :
Clinical Position=Sr.Clinical Psychologist, Sr.Registrar,

Basic Grade S.W., Sr.S.W, Clinical Asst., 
G.P.Practice, Private Organizations 

Middle Management=Principal Clinical Psychologist, Area
Manager or Team Leader Social Worker 

Top Management =Top Grade Psychologist, Consultant
Psychiatrist, Sr.Lecturer, Director S.S.

Full Time or Part Time
Full Time 81.6% 55.0% 56.6%
One Session 11.0 10.9
Two 4.4 6.5
Three " 2.0 1.1 6. 5
Four 3.3 4.3
Five 4.4
Six 8.2 9.9 8.7
Seven " 2.0 4.4
Eight " 6.1 2.2 2.2
Nine 2.2
Ten 4.4
Eleven " 2.2

Teaching Experience:
Yes 98.0% 97.8% 97.8%

Hours per Week: Mean 2.5 hrs. 3.9 hrs. 3.7 hrs.
SD 2.9 3.2 4.7
Min. 0 0 0
Max. 12 15 30

Years of Teaching: Mean 10.3 yrs. 16.2 yrs. 9.2 yrs.
SD 7.1 11.3 8.7
Min. 0 0 0
Max. 30 54 38
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Supervision Experience:

Years : Mean
SD
Min.
Max,

Psycho
logists
7.0 yrs
6.1 
0

25

Psycho
therapists
12.5 yrs. 
8.5 
1 

45

Coun
sellors
6.5 yrs. 
5.2 
1
30

Number of Supervisees Per Week:
% N

Individuals :

Supervision 
Groups per Wk.:

Number in Group

One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten

None
One
Two
Three
Four
Six
Eight
Two
Three
Four
Five
Six
Seven
Eight
Nine
Ten

63.3%(31)
18.4 (9)
4.1 (2)
8.2 (4)

85.7%(42) 
8.2 (4) 
4.1 (2) 
2.0 (1)

6.1%(2)
2.0 (1)
6.1 (3) 
2.0 (1)

% N
6.6%(6) 

16.5 (15)
16.5 (15)
17.6 (16)
14.3 (13) 
12.1 (11)
3.3 (3)
5.5 (5) 
2.2 (2 )
2.2 (2 )

62.6%(57) 
22.0 (20) 
9.9 (9) 
4.4 (4) 
1.1 (1 )

2.2%(1) 
9.9 (9)
9.9
4.4
5.5 
2.2
1.1
2.2

(9)
(4)
(5) (2)
(1 )(2)

% N
17.4%(8) 

28.3 (13)
17.4 (8) 
8.7 (4)
4.3 (2)
2.2 (1)
6.5 (3)
4.3 (2)

32.6% (15) 
23.9 (11) 
15.2 (7) 
19.6 (9) 
4.3 (2) 
2.2 (1) 
2.2 (1)
2.2%(1) 

13.0 (6) 
32.6 (15)
6.5
8.7

(3)
(4)

4.3 (2)

Marital and/or Family Therapy
Weekly
Individual
Supervision:

None
One
Two
Three
Four
Five
Six

83.7%(41)
4.1
2.0
2.0

(2)
(1 )
(1 )

4.1 (2)

100% 91.3%(42) 
4.3 (2)

2.2 (1)
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Fourteen 2.2 (1)

Group Therapy
Psychol
ogists

Psycho
therapists

Coun
sellors

Individuals One 8.2 (4) 6.5% (3)
per Week; Three 2.0 (1)

Weekly None 95.9% (47) 78.0% (71) 89.1% (41)
Supervision One 2.0 (1) 15.4 (14) 2.2 (1)
Groups: Two 2.0 (1) 3.3 (3) 6.5 (3)

Three 3.3 (3)Four 2.2 (1)
Number in Two 1.1 (1)Groups : Three 3.3 (3) 2.2 (1)

Four 5.5 (5) 2.2 (1)
Five 2.0 (1) 3.3 (3)
Six 6.5 (3)
Seven 2.0 (1)Eight 1.1 (1)
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Appendix 7.4. Letter to Heads of Training Organizations

26 April, 1989 
11 Albert PI. 
London, W8 5PD 

01 937-5902
Mr. Michael Carroll 
Course Director
M.Sc. in Psychological Counselling 
Psychology Department 
Digby Stewart College 
Roehampton, SW15
Dear Mr. Carroll,
I am conducting a research project involving supervision 
practices within the various psychological treatment 
discliplines. It is a questionnaire survey which will form 
part of a Ph.D. thesis on psychotherapy and counselling 
supervision under Dr. Peter Fonagy at University College 
London.
I am writing to you as the Director of training at your centre, 
with the hope that you give your permission for me to send 
questionnaires on what happens in supervision to your present 
generation of supervisors of trainees.
It is important to study supervision for the following reasons; 
comparative studies of psychological treatments have been 
unsuccessful, in demonstrating measurable differences in their 
effects and outcomes. As a consequence, current research 
interest has turned to training and supervision in order to 
answer questions about the production of good therapists and 
effective psychological therapy. There have been no 
comprehensive studies of supervision to date, so that research 
needs to be done in the interest of all training organizations 
in order to provide information about how supervision is 
actually carried out and to offer useful guidelines for the 
successful practice of supervision.
The pilot study indicated that the supervisors who agreed to 
participate found the questionnaires to be thought-provoking 
and enjoyable to fill out. It will take about 25 minutes of 
their time. Additionally, two of their supervisees will be 
asked to fill out questionnaires that will take about 10 mins. 
All of this will be done by post.
I would be most grateful for your co-operation. I will contact 
you by telephone in about a week's time, so that you'll have 
time to consider. In the meantime, if you have questions or 
would like to discuss the project, please do ring me at the 
above number.

Yours sincerely.

Jean Arundale
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Appendix 7*5 Letter to Supervisors

12 October, 1989 
11 Albert Place 
London, W8 5PD 

01 937-5902
Training Supervisor
Society of Analytical Psychologists
Dear
I am conducting a research project involving supervision 
practices on qualifying courses within the various psychological 
treatment discliplines. It is a questionnaire survey which will 
form part of a Ph.D. thesis on supervision at University College 
London under Dr. Peter Fonagy.
I am writing to you, with the co-operation and agreement of 
Sheila Powell and the SAP Training Committee, in regard to your 
capacity as a supervisor of students on the SAP course, in the 
hope that you will agree to take part in the survey.
The importance of research into supervision is as follows: 
comparative studies of psychological treatments have been 
unsuccessful in demonstrating measurable differences in their 
effects and outcomes. As a consequence, current research 
interest has turned to training and supervision in order to 
answer questions about the production of good practitioners of 
psychological therapy. There have been no comprehensive studies 
of supervision to date, so that research needs to be done in 
order to provide information within and across the various 
disciplines about how supervision is actually carried out, to 
help’ to provide standards and guidelines for the practice of 
supervision.
If you would be so kind as to fill out the three enclosed 
questionnaires about yourself and what you do in supervision, it 
will take about 25 minutes of your time. In addition, you are 
asked to fill out a short (5 min.) form about your supervisee, 
(if you see more than one SAP trainee, choose the first one you 
see in the week). Then give him/her the smaller packet of 
questionnaires to take away and fill out at home, which will 
take about 10 mins. I have provided stamped, addressed 
envelopes so that you and your supervisee, separately, can post 
the forms directly back to me. Strict confidentiality will be 
kept; the data will be identified by number only and pooled for 
statistical analysis.
In the pilot study, the supervisors who agreed to participate 
found the questionnaires to be thought-provoking and enjoyable 
to fill out, and I trust you will as well.
I would be extremely grateful if you feel that you could 
participate. If you have any questions you would like to ask, 
please feel free to contact me at the above number.

Yours sincerely,

J e a n  A r u n d a l e
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Appendix 7.6 Thank You letter to Supervisors

26 October, 1989

Dear

I am writing to express my appreciation to you for taking part 
in my research project: the questionnaire survey on
supervision of psychological treatments.
The questionnaires were fairly long and amounted to some work. 
I want to say how grateful I am that you took the time to fill 
them in, and to send warm thanks.
Participation in the survey has been very good amongst all the 
organizations and supervisors that I've contacted. I hope to 
have some interesting results to report in this highly 
important area of our work.
Thank you and best wishes.

Yours sincerely.

Jean Arundale

4-23



Appendix 7.7 RESULTS OF SCHEFFE'S PAIRWISE COMPARISON 
BETWEEN GROUPS OF PSYCHOLOGISTS, PSYCHO
THERAPISTS AND COUNSELLORS ON ITEMS OF 
THE SUPERVISION QUESTIONNAIRE

Psychology=a
Psychotherapy=b
Counselling=c

Pairs
Sig.

df Sig. of F 
P<

1. Training scheme only. a>bc 2,189 4.82 .01
2. Qualified therapists 

also.
a<b 2,189 3.98 .02

3. Regular, systematic 
approach.

2,188 2.05 n.s.
4. Case history from 

referral source.
c<ab 2,191 6.55 .01

5. Process notes required. 2,192 .37 n.s.
6. Presentation from notes. b>ac 2,191 6.47 .01
7. Verbatim account 

of session.
b>ac 2,191 8.05 .00

8. Formulation of case 
at beginning.

b<c
a>bc

2,190 37.72 .00
9. Final written 

report.
a>bc

b>c
2,188 31.91 .00

10. Outcome measures. a>bc 2,189 58.05 .00
11. Attention to response 

of each intervention.
b>ac 2,191 15.14 .00

12. Spontaneous discussion. 2,190 \. 87 n.s.
13. Ask questions. a>bc 2,193 8.75 .00
14. Examples from cases. a>bc 2,192 11.18 .00
15. Mistakes pointed out. 2,192 .48 n.s.
16. Space to explore 

and learn.
b>a 2,192 8.39 .00

17. Reflection of therapy 
model.

O b 2,193 8.24 .00
18. Role play used. b<ac 2,193 27.66 .00
19. Specific directions 

given.
a>bc »
O b

2,192 23.42 .00
20. Directions on 

management.
a>bc
O b

2,193 22.28 .00
21. References from 

literature cited.
a>bc 2,193 4.31 .02

22. Didactic teaching. a>b 2,193 3.79 .03
23. Explanations about 

patient given.

41%

2,193 2.04 n. s.



Pairs
Sig.

df F P<

24. Empathie comments. 2 191 2.19 n.s.
25. Patient's feelings a<bc 

toward ther. important.
2 193 26.06 .00

26. Patient's feelings 
discussed.

b>ac
c>a

2 192 25.20 .00
27. Therapist's feelin a<bc 2 193 20.75 .00

toward pt. important.
28. Therapist's feelings a<bc 2 192 9.52 .00

discussed.
29. Feelings between sup. a<c 2 192 3.27 .04

pair important.
30. Sup. feelings o a b 2 189 6.66 .01

discussed.
31. Video or tape b<ac 2 192 53.49 .00

recordings used.
32. Vary supervision b<ac 2 192 6.27 .01

technique.
33. Take supportive role. b<ac 2 190 9.77 .00
34. Give reassurance. b<ac 2 192 14.56 .00
35. Give compliments. a>b 2 192 9.67 .00
36. Warm, collegial 2 190 1.82 n.s.

relationship.
37. Chat. a>bc 2 191 11.59 .00
38. Personal re'ship a>bc 2 191 27.79 .00

outside.
39. Formulate working b<ac 2 189 16.84 .00

hypotheses.
40. Define treatment 

goals.
a>bc
O b

2 192 65.03 .00
41. Focus for future 

sessions.
a>bc
O b

2 193 57.45 .00
42. Expression of O b 2 184 3.72 .03

negative feelings.
43. Help with emotional b<ac 2 192 11.52 .00

problems.
44. Advise to sort out a<bc 2 191 10.66 .00

problems.
45. Encourage own style. a<bc 2 192 10.63 .00
46. Learn from supervisee. 2 193 .08 n.s.
47. Modelling on self. a>c 2 190 3.29 .04
48. Choose supervisor. b>ac 2 189 20.58 .00
48. Select patient. c<ab 2 189 8.31 .00
50. Role of authority. a>b 2 189 3.72 .03
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Pairs
Sig.

df F P<

51, Ask for rationale. 2,192 .41 n.s.
52. Challenge supervisee, o a b 2,192 9.78 .00

a<b
53. Conflict with supervisee. 2,192 .77 n.s.
54. Disturbed relationship.c>a 2,191 5.18 .01
55. Report back to a>bc 2,190 11.85 .00

organization.
56. Progress problems discussed. 2,193 1.69 n.s.
57. Prevent from qualifying. 2,192 .30 n.s.
58. Discuss progress b<ac 2,185 13.91 .00

report with supervisee.
59. Frequency of supervision. 2,174 2.89 .07
60. Length of supervision. a<bc 2,180 86.96 .00
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Appendix 8*1 Expectations Questionnaire sent.to Supervisees

E X P E C T A T I O N S  O F  S U P E R V I S I O N

Please fill out this questionnaire, marking the scale, about 
the expectations you had in regard to the experience of 
supervision. Please think back to what your expectations were 
before starting supervision and answer each question as 
accurately as possible.
1. Did you expect supervision to involve a regular systematic 

approach?

1 I I I INever Rarely Partly Fairly Always
2. Did you expect to be asked to write process notes after 

each therapy session?

1 I I I rNever Rarely Sometimes Often Always
3. Did you expect to be asked for a verbatim account of the 

session with the patient?

1--------- 1--------- 1------- n ---------rNever Rarely Sometimes Often Always
4. Did you expect that your supervisor would ask questions?

Never Rarely Sometimes Often Always
5. Did you expect to hear examples from the supervisor's 

caseload?

Never Rarely Sometimes Often Always
6. Did you expect to have your mistakes pointed out by your 

supervisor?

Never Rarely Sometimes Often Always
7. How much space did you expect to have in the supervision 

session to explore and learn for yourself?

Supervisor Trainee speaks Equal Trainee speaks Trainee
monologue 25% of time time 75% of time monologue
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8. Did you expect your supervisor to give you specific 
directions in regard to the treatment?

Never Rarely Sometimes Often Always
9. Did you expect to be taught concepts and techniques in a

didactic way?

1 I I I--------- rNever Rarely Sometimes Often Always
10. Did you expect to be offered explanations to help you to 

understand the patient's behaviour, symptoms or life 
situation?

1--------- 1---------1--------- 1--------- rNever Rarely Sometimes Often Always
11. Did you expect your supervisor to make comments that 

empathize with the patient?

1 I I I rNever Rarely Sometimes Often Always
12. Did you expect the supervisor to be flexible and vary his/ 

her technique of supervision to accord with your individual 
needs or personality?

1--------------- 1--------------1-------------- 1----------- ~ rNever Seldom Depends Vary to Always
vary vary on needs suit many vary

13. Did you expect your supervisor to take a supportive role 
with you?

1----- -̂------- 1-------------- 1------------- 1 -----------T T "Never Rarely Sometimes Often Always
14. Did you expect your supervisor to give you reassurance when 

you are doubtful?

Never Rarely Sometimes Often Always
15. Did you expect to receive compliments when you have done 

a good piece of work?

1 I I  ̂ 1 ~T"Never Rarely Sometimes Often Always
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16. Did you expect to have a warm collegial relationship with 
your supervisor?

1 I I I rNever Rarely Sometimes Often Always
17. Did you expect to chat about topics unrelated to work?

1 f T 1 rNever Less than 10-20% of 20-30% of 30-40% of
10% of time time time time

18. Did you expect your supervisor to define treatment goals?

1 I I I rNever Rarely Sometimes Often Always
19. Did you expect your supervisor to define a focus for the 

therapeutic work in future sessions?

1 r~  I I rNever Rarely Sometimes Often Always
20. Did you expect to get help from the supervisor for 

emotional problems of your own that might arise in work 
with patients.

1 I I I rNever Rarely Sometimes Often Always
21. Did you expect the supervisor to allow or encourage you to 

develop your own style of working?

Never Rarely Sometimes Often Always
22. Did you expect your supervisor to take on the role of 

authority?

1----------------- 1---------------- 1-----------------1 ~ TNever Rarely Sometimes Often Always
23. Did you expect to be asked for your rationale for doing or 

saying something?

Never Rarely Sometimes Often Always
24. Did you expect to be challenged or confronted by the 

supervisor?

Never Rarely Sometimes Often Always
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25, Did you expect to find yourself in conflict or
disagreement with the supervisor over elements in the 
treatment?

Never Rarely Sometimes Often Always

26. Did you expect your supervision to be;
(You may tick more than one.
Please number the order of your choice.)

patient/client-centred
theory-centred
therapist-centred
supervisor-centred
process-centred (interaction between patient/client and

therapist)
process-centred (interaction between supervisor and

supervisee)
problem orientated (trouble shooting)
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Appendix 8.2 EXPECTATIONS OF SUPERVISION; MEANS, SDs,
T-VALUES, DEGREES OF FREEDOM, AND P-VALUES FOR 
T-TEST OF DIFFERENCE BETWEEN TRAINEE 
EXPECTATION AND SUPERVISOR PROVISION (N=189)

Mean S.D. t-value df p-value

Expected regular, systematic approach.
1.68 183 .09

Sup 3.76 .92
Supee 3.91 .84

Expected to write process notes.
1.42 187 .12

Sup 3.81 1.22
Supee 3.90 1.27

Expected to write verbatim account of therapy session,
1.69 188 .09

Sup 3.16 1.25
Supee 3.32 1.22

Expected to be asked questions.
2.41 186 .02*

Sup 3.81 .69
Supee 3.97 .72

Expected examples from supervisor's cases.
-3.81 188 .00*

Sup 3.16 .78
Supee 2.90 .82

Expected supervisor to point out mistakes.
12.01 187 .00*

Sup 3.33 .73
Supee 4.16 .74

Expected space to explore and learn.
-2.60 186 .01*

Sup 3.56 .54
Supee 3.42 .53

Expected supervisor to give directions.
6.92 188 .00*

Sup 2.69 .81
Supee 3.13 .72

Expected didactic teaching.
Sup 2.87 .85
Supee 2.59 .87

-3.52 188 .00*
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Appendix 8.2 /continued...

Mean S.D t-value df p-value

Expected explanations about patient.
1.84 188 .07

Sup 3.51 .66
Supee 3.64 .70

Empathy with patient. 0.81 185 .42
Sup 3.36 .71
Supee 3.42 .72

Expected flexibility of technique.
-2.86 187 .01*

Sup 3.60 .97
Supee 3.35 .77

Supportive role taken by supervisor.
-1.58 185 .12

Sup
Supee

3.79 .80 
3.68 .73

Expected
Sup
Supee

reassurance.
-1.52

3.43 .77 
3.32 .78

187 .13

Expected
Sup
Supee

compliments.
-10.54

4.05 .83 
3.24 .75

188 .00*

Expected
Sup
Supee

warm, collegial relationship.
-8.29

4.12 .71 
3.47 .91

184 .00*

Expected
Sup
Supee

chat of non-work topics.
-1.46

2.16 .63 
2.07 .69

186 .15

Expected
Sup
Supee

supervisor to define treatment
— 2.30

2.91 1.22 
2.71 .85

goals.
188 .02*

Expected
Sup
Supee

focus for future sessions.
-3.43

3.13 1.01 
2.86 .88

188 .00*
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Appendix 8.2 /continued...

Mean S.D t-value df p-value

Expected help with own problems.
- 5.82 187 .00*

Sup 2.81 1.13
Supee 2.25 1.01

Expected encouragement to develop own style.
-3.60 187 .00*

Sup 4.39 .68
Supee 4.14 .76

Expected supervisor to take role of authority.
-5.21 184 .00*

Sup 3.06 1.01
Supee 2.58 .90

Expected to be asked for rationale.
2.11 187 .04*

Sup 3.73 .71
Supee 3.88 .76

Expected challenge or confrontation.
2.84 188 .01*

Sup 3.17 .77
Supee 3.38 .78

Expected conflict or disagreement.
-1.69 188 .09

Sup 2.59 .56
Supee 2.49 .62

* indicates significance level, probability <.05
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Appendix 9*1 Supervisory Style Questionnaire

SUPERVISORY STYLE QUESTIONNAIRE

Instructions: Let's agree that, as supervisors, we vary our
behaviour to suit different kinds of supervisees, different 
patients, and different stages in the supervisory process, 
etc.; thus, no one description does us justice. Yet beneath 
these variations, you may have some sense of your style in 
general - that picture of you which a panel of observers would 
get from watching you work, over time, in supervision sessions. 
Would you try to give us that sketch by responding rapidly, 
intuitively, to the following items? Encircle the appropriate 
number on the left.

DEFINITELY NOT or NEVER
Not much, not very or rarely, occasionally 

Moderately or cannot say
Quite a lot or frequently, often 

DEFINITELY YES or ALWAYS
2 j 4 5 talkative
2 3 4 5 passive
2 3 4 5 explanatory
2 3 4 5 business like, "in charge"
2 3 4 5 supportive, reassuring
2 3 4 5 emphasizes "here-and-now" interaction
2 3 4 5 unchanging, consistent during hour
2 3 4 5 guiding, directing obliquely
2 3 4 5 provocative, challenging
2 3 4 5 guided by theory
2 3 4 5 anonymous, inscrutable
2 3 4 5 patient, willing to wait
2 3 4 5 interpretive, inferential
2 3 4 5 persistent, unyielding
2 3 4 5 interested in patient s history
2 3 4 5 casual, informal
2 3 4 5 critical, disapproving
2 3 4 5 objective, impartial
2 3 4 5 spontaneous, intuitive, improvising
2 3 4 5 working toward definite goals
2 3 4 5 focusing upon relationship(s)
2 3 4 5 encouraging conformity
2 3 4 5 cautious, premeditated interventions
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Appendix 9.2 Expectations of Supervisory'Style Questionnaire

EXPECTATIONS OF SUPERVISORY STYLE

Instructions: When beginning supervision, we all have
expectations about our supervisor's style, the general way in 
which she/he would behave in the supervision session. Try to 
recall the expectations you had, which might be related to 'the 
ideal supervisor', and give us that sketch by responding rapidly, 
intuitively, to the following items. Encircle the appropriate 
number at the left.

DEFINITELY NOT or NEVER
Not much, not very or rarely, occasionally 

Moderately or cannot say
Quite a lot or frequently, often 

DEFINITELY YES or ALWAYS
2 J 4 5 talkative
2 3 4 5 passive
2 3 4 5 explanatory
2 3 4 5 businesslike, "in charge"
2 3 4 5 supportive, reassuring
2 3 4 5 emphasizes "here-and-now" interaction
2 3 4 5 unchanging, consistent during hour
2 3 4 5 guiding, directing obliquely
2 3 4 5 provocative, challenging
2 3 4 5 guided by theory
2 3 4 5 anonymous, inscrutable
2 3 4 5 patient, willing to wait
2 3 4 5 interpretive, inferential
2 3 4 5 persistent, unyielding
2 3 4 5 interested in patient s history
2 3 4 5 casual, informal
2 3 4 5 critical, disapproving
2 3 4 5 objective, impartial
2 3 4 5 spontaneous, intuitive, improvising
2 3 4 5 working toward definite goals
2 3 4 5 focusing upon relationship(s)
2 3 4 5 encouraging conformity
2 3 4 5 cautious, premeditated interventions
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Appendix 10.1 Evaluation of Supervisee Questionnaire

EVALUATION OF SUPERVISEE 
(Adapted from the NIMH/Vanderbilt Rating Forms)

Please rate this supervisee by encircling the appropriate 
number.

1. Does the therapist report well and clearly on the 
patient/client in the supervision session?
0 1 2 3 4

Not at Sometimes Extremely
all so

2. How well does the therapist understand the problems of the 
patient/client?
0 1 2 3 4

Not at Moderately Extremely
all well well

3. Does the therapist help the patient/client explore problems 
in an appropriate way?
0 1 2 3 4

Not at Moderately Extremely
all well well

4. Is the therapist able to feel and communicate empathy with 
the patient/client's dilemma?
0 1 2 3 4

Not at Moderately Extremely
all well

5. Is the therapist skillful in helping the patient/client to 
deal with difficult or painful feelings?
0 1 2 3 4

Not at Moderately Extremely
all skillful skillful

6. How interesting is the therapist's style of communication? 
(Consider his/her vividness of language, originality of 
ideas and liveliness in manner of speaking.)
0 1 2 3 4

Dull, Average Very
uninteresting interesting
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7. How well do you feel this supervisee handles the 
interpersonal aspects of the therapeutic relationship?
0 1 2 3 4

Poorly Moderately Extremely
well well

8. Does the supervisee have a grasp of the theoretical 
constructs underlying the therapy?
0 1 2 3 4

Not at Satisfactory Excellent
all

9. Does the supervisee use your suggestions constructively?
0 1 2 3 4

Not at Sometimes Very
all much so

10. Do you enjoy working with this supervisee?
0 1 2 3 4

Not at Sometimes Very
all much so

11. How difficult do you feel the patient/client is to work 
with?
0 1 2 3 4

Not difficult; Moderately Extremely
very receptive difficult difficult

12. How would you rate the therapist's present overall 
clinical ability in view of his/her level of experience?
0 1 2 3 4

Poor Mediocre Satisfactory Good Excellent

13. How would you rate this supervisee's potential to reach 
your conception of the ideal therapist?
0 1 2 3 4

Nil Moderate Best
potential possible

potential
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Appendix 10.2 RESULTS OF UNIVARIATE ANALYSIS OF VARIANCE;
MEANS, SDs, F, AND p FOR LOW (N=45) AND 
HIGH (N=46) EVALUATION GROUPS ON DIFFERENCE 
SCORES FOR SEVEN SUPERVISION PRACTICES (df = ̂,̂ )

MEAN S.D. F p<

I.) Did you expect your supervisor to give you specific 
directions in regard to the treatment?

Low -.64 .91 
High -.24 .92 
Whole -.44 .93

4.45 .038

2.) Did you expect the supervisor to be flexible and vary 
his/her technique of supervision to accord with your individual 
needs or personality?

Low -.24 .88 
High .46 1.42 
Whole .11 1.23

7.91 .006

3. ) Did you expect your supervisor to take a 
with you?

supportive role

Low -.18 .96 
High .59 .93 
Whole .21 1.02

14.85 .000

4.) Did you expect your supervisor to give you 
you are doubtful?

reassurance when

Low -.07 .99 
High .52 .86 
Whole .23 .97

9.19 .003

5.) Did you expect to receive compliments when 
good piece of work?

you have done a

Low .49 I.12 
High 1.04 .99 
Whole .77 1.08

6.28 .014

6.) Did you expect your supervisor to define treatment goals?
Low —.33 I.21 
High .63 1.27 
Whole .15 1.32

13.75 .000

7. ) Did you expect to get help from the supervisor for emotional 
problems of your own that might arise in work with patients?

Low .27 1.53 
High 1.06 1.32 
Whole .67 1.47

7.II .009
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Appendix 10.3 RESULTS OF UNIVARIATE ANALYSIS OF VARIANCE:
MEANS, SDs, F AND P FOR LOW (N=45) AND 
HIGH (N=46) EVALUATION GROUPS ON DIFFERENCE 
SCORES FOR SIX SUPERVISORY STYLE ITEMS

(df = l,89) MEAN SD F p<

1.) Supportive, reassuring
Low -.24 1.09 5.11 .026
High .24 .95
Whole .00 1.04

2.) Guiding, directing obliquely
Low -.62 1.23 5.74 .019
High -.06 .97
Whole -.34 1.14

3.) Interpretive, inferential
Low .11 .98 11.46 .001
High -.63 1.10
Whole -.26 1.10

4.) Objective, impartial
Low -.20 1.16 5.68 .019
High -.78 1.17
Whole -.49 1.19

5.) Working toward definite goals
Low -.56 1.29 5.11 .026
High .02 1.14
Whole -.26 1.25

6.) Cautious, premeditated interventions
Low -.11 1.09 4.08 .047
High .39 1.27
Whole .14 1.21
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Appendix 11.1 ONE-WAY ANALYSIS OF VARIANCE RESULTS;
MEANS (SDs) FOR FOUR THEORETICAL GROUPS OF 
PSYCHOANALYSTS ON SUPERVISION PRACTICE

VARIABLES GRP
I-W

GRP
II-F

GRP
III-K

GRP
IV-B F df P<

Case Report 
at Referral

3.6
(0.86)

4.0
(1.09)

4.1
(1.0)

3.6
(1.3)

.63 3,35 n.s.

Process
Notes

3.9
(1.1)

4.3
(1.2)

5.0
(0.0)

3.3
(1.2)

5.6 3,35 .00

Present 
from Notes

3.9
(0.87)

4.5
(0.55)

4.7
(0.48)

4.0
(0.58)

3.6 3,35 .02

Verbatim 3.9
(1.1)

3.0
(1.8)

4.5
(0.67)

2.8
(1.6)

4.0 3,35 .01

Case
Formulation 1.2

(0.44)
2.3
(1.6)

1.8
(1.0)

2.0
(1.1)

1.9 3,35 n.s.

Final Report 3.8
(0.8)

3.2
(1.8)

3.7
(0.9)

3.6
(0.8)

.60 3,33 n.s.

Outcome
Measures

1.7
(1.3)

1.6
(0.5)

2.2
(0.5)

1.3
(0.5)

.91 3,34 n.s.

Response to 
Intervention

4.6
(0.5)

4.3
(0.8)

4.7
(0.4)

4.1
(0.9)

1.8 3,35 n.s.

Spontaneous
Discussion

4.1
(0.9)

4.0
(0.9)

3.1
(1.2)

3.7
(0.5)

2.75 3,35 .06

Ask Questions 3.6
(0.6)

4.0
(1.1)

3.8
(0.8)

3.4
(0.5)

.67 3.35 n.s.

Examples from 
Sup. Cases

3.0
(0.6)

3.3
(0.5)

2.6
(0.5)

3.3
(0.6)

3.6 3,34 .02

Mistakes 3.8
(0.9)

3.5
(0.5)

3.6
(0.6)

3.3
(0.5)

.71 3,35 n.s.

Space 3.7
(0.6)

4.0
(0.0)

3.4
(0.6)

3.3
(0.5)

2.4 3,35 .08

Reflection 2.6
(0.9)

2.3
(1.0)

2.1
(1.2)

2.6
(0.9)

.69 3,35 n.s.

Role Play 1.1
(0.5)

1.0
(0.0)

1.1
(0.3)

1.4 , 
(0.5)

1.4 3,35 n.s.
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VARIABLES GRP
I-W

GRP
II-F

GRP
III-K

GRP
IV-B F df P<

Specific
Directions

2.5
(0.5)

3.0
(1.2)

2.8
(0.6)

2.6
(0.9)

.76 3,34 n.s.

Directions on 
Management

2.7
(0.6)

3.0
(1.1)

2.8
(0.6)

2.8
(0.4)

0.32 3,35 n.s.

Reference 
from Lit.

2.8
(0.7)

3.3
(1.0)

2.9
(0.6)

2.8
(0.4)

0.76 3,35 n.s.

Didactic 2.5
(0.5)

3.7
(1.0)

2.8
(0.9)

3.0
(0.6)

2.8 3,35 .05

Explanations 3.3
(0.8)

3.8
(0.9)

3.5
(0.5)

3.6
(0.5)

0.75 3,35 n.s.

Empathie 3.1
(0.9)

3.5
(1.0)

3.6
(0.5)

3.4
(0.8)

1.1 3,35 n.s.

Pt. Feeling 
to Ther.

4.5
(0.8)

4.8
(0.4)

4.8
(0.4)

4.8
(0.4)

0.9 3,35 n.s.

Pt. Feeling 
Discussed

3.8
(0.9)

4.3
(0.5)

4.5
(0.7)

4.1
(0.4)

2.2 3,35 n.s.

Ther. Feeling 
to Pt.

4.6
(0.6)

4.5
(0.8)

4.8
(0.5)

4.7
(0.5)

0.5 3,35 n.s.

Ther Feeling 
Discussed

4.0
(0.7)

4.3
(0.8)

4.0
(0.8)

3.8
(0.4)

0.5 3,35 n.s.

Sup. Feelings 
Important

4.1
(0.9)

3.2
(1.1)

4.1
(0.9)

4.0
(0.8)

1.3 3,34 n.s.

Sup. Feelings 
Discussed

3.2
(1.2)

2.0
(0.7)

2.8
(1.1)

2.7
(0.9)

1.7 3,34 n.s.

Video or 
Audio Tapes

1.0
(0.0)

1.0
(0,0)

1.0
(0.0)

1.00
(0.0)

1.5 3,35 n.s.

Vary Tech. 3.5
(0.9)

3.5
(1.1)

2.8
(0.8)

3.1
(0.4)

1.7 3,35 n.s.

Supportive
Role

3.0
(1.0)

4.0
(0.6)

3.7
(0.6)

3.8
(0.9)

2.8 3,34 .05

Reassurance 3.1
(0.9)

3.8
(0.7)

3.0
(0.4)

3.4
(0.5)

2.6 3,35 .07
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VARIABLES GRP
I-W

GRP
II-F

GRP
III-K

GRP
IV-B F df P<

Praise 3.7
(1.1)

4.0
(0.9)

3.5
(1.1)

3.7
(0.7)

0.3 3,35 n.s.

Collegial 4.4
(0.5)

4.3
(0.5)

3.8
(0.9)

3.8
(0.7)

2.03, 3,35 n.s.

Chat 2.0
(0.4)

2.3
(0.8)

2.1
(0.5)

2.1
(0.4)

0.61 3,35 n.s.

Personal 
Re'ship

2.1
(0.7)

1.8
(1.2)

1.6
(0.6)

1.8
(1.1)

0.63 3,35 n.s.

Working
Hypothesis

2.5
(0.8)

2.5
(0.8)

2.9
(1.3)

2.6
(0.8)

0.43 3,35 n.s.

Treatment
Goals

2.0
(0.8)

3.0
(1.4)

2.3
(0.8)

2.7
(0.7)

1.9 3,35 n.s.

Focus 2.5
(0.9)

3.0
(0.9)

2.5
(0.9)

3.0
(1.1)

0.7 3,35 n.s.

Expression 
of Neg.

3.8
(0.9)

3.7
(1.2)

5.3
(1.0)

3.1
(0.7)

0.9 3,35 n.s.

Help with 
Problems

2.5
(0.9)

2.0
(0.7)

2.0
(0.8)

2.0
(0.6)

0.9 3,34 n.s.

Advise
Problems

3.8
(0.9)

3.2
(0.4)

4.3
(1.0)

3.8
(1.1)

1.8 3,34 n.s.

Encourage 
Own Style

4.2
(0.7)

4.4
(0.5)

4.3
(0.6)

4.2
(0.8)

0.16 3,34 n.s.

Learn 4.1
(0.8)

4.0
(0.6)

3.8
(0.8)

4.1
(0.7)

0.32 3,35 n.s.

Model 3.1
(0.6)

3.5
(0.5)

3.3
(1.2)

3.7
(0.5)

0.90 3,35 n.s.

Choose
Sup.

4.7
(0.8)

4.6
(0.5)

4.5
(0.9)

4.8
(0.8)

0.75 3,34 n.s.

Selected
Patient

3.5
(0.9)

3.8
(0.7)

3.9
(1.0)

3.4
(0.9)

0.6 3,35 n.s.

Role of 
Authority

2.9
(0.9)

3.2.
(1.2)

3.2
(1.0)

2.4
(0.8)

0.9 3,34 n.s.

Ask for 
Rationale

3.3
(0.8)

3.4
(0.5)

3.8
(0.4)

3.6
(0.5)

1.7 3,34 n.s.
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VARIABLES GRP
I-W

GRP
II-F

GRP
III-K

GRP
IV-B F df P<

Challenge 3.0
(0.8)

3.5
(0.8)

3.0
(1.0)

2.8
(0.9)

0.6 3,35 n.s.

Conflict 2.5
(0.5)

2.7
(0.5)

2.8
(0.5)

2.3
(0.5)

1.9 3,35 n.s.

Disturbed 
Re'ship

2.4
(0.5)

1.8
(0.4)

2.3
(0.6)

2.1
(0.7)

1.4 3,35 n.s.

Report 
to Org.

3.7
(1.3)

4.0
(0.9)

4.1
(1.1)

4.0
(1.1)

0.3 3,34 n.s.

Progress
Discussed

4.5
(0.7)

4.2
(0.9)

4.5
(0.8)

4.3
(0.7)

0.3 3,35 n.s.

Prevent
Qualification

4.7
(0.5)

4.3
(0.5)

4.5
(0.9)

4.8
(0.4)

0.7 3,35 n.s.

Discuss
Report

4.1
(0.9)

3.3
(1.4)

3.8
(1.3)

3.7
(1.2)

0.7 3,35 n.s.
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