
1 

 

 

 

 

 

Development and Psychometric Validation of the Generic Supervision Assessment 

Tool (GSAT) for Assessing Competency Among Clinical Supervisors 

 

Sarah Joan Hamilton 

BA, PGDipSS, PGDipSW 

School of Health Sciences and Social Work 

Griffith University 

Submitted in fulfilment of the requirements of the degree of Doctor of Philosophy 

October 2022 

 



2 

 

Abstract 

Clinical supervision is essential in developing and supporting the helping professions 

and is critical for delivering ethical, safe, and effective human services. Clinical supervision is 

widely acknowledged as a distinct professional activity, with numerous professions 

developing definitions of supervisor competencies for effective supervision delivery. The 

increased focus on competency and capability frameworks for the supervising disciplines 

has highlighted the critical need for accessible, relevant, and valid means of measuring 

clinical supervisors9 efficacy. While there have been many advances in this field, a noticeable 

gap in the availability of agile, reliable evaluation tools that provide multiple reflective lenses, 

are valid for use across diverse workforces, benchmark core competencies, and are freely 

accessible, has remained.  

Initiated by a multidisciplinary team, the Generic Supervision Assessment Tools 

(GSAT) is designed to fill this gap. The GSAT assesses the core supervisor competencies 

that are fundamental for the delivery of effective clinical supervision, regardless of profession 

or practice setting. Consisting of three tools (GSAT-SR Supervisor, GSAT-SE Supervise and 

GSAT-A Assessor) the GSAT is designed to capture and triangulate multiple reflective 

lenses to enhance reflective feedback. Through this body of research, I developed, piloted, 

and psychometrically validated the GSAT, to test its efficacy across a broad cross section of 

supervising professions. 

Four sequential studies informed the final validation of the suite of GSAT tools. 

 Study 1 encompassed the theoretical development of the GSAT and included a 

systematic review of the literature, internal and external expert review of the draft GSAT 

competency items, and piloting of the GSAT tool with a multidisciplinary cohort.  

Study 2 tested the initial psychometric properties of the GSAT for supervisors (GSAT-

SR) and supervisees (GSAT-SE) through exploratory factor analysis (EFA) carried out on 

the 32 GSAT-SR items, with principal components analysis (PCA) as the extraction method. 
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Twelve supervising professions including social work, dietetics, counselling, psychotherapy, 

psychology, nursing, medicine, occupational therapy, and lived experience practitioners 

across Aotearoa, New Zealand and Australia were recruited, resulting in a sample of 479 

supervisors and 447 supervisees. Supervisor and supervisee datasets were analysed in 

SPSS using PCA extraction methods, and provided a preliminary understanding of the 

internal reliability and convergent validity of these tools. EFA results indicated the 32 items 

clearly loaded to a four-factor solution for GSAT-SR and a two-factor structure for GSAT-SE. 

In both cases, the tools had strong internal reliability and convergent validity with other 

similar supervision rating tools and strong face validity. 

Study 3 established the final structure and validity of the GSAT tools through 

confirmatory factor analysis (CFA) of the supervisor and supervisee GSAT based on the 

refined EFA models. A second independent participant pool of 182 supervisors and 186 

supervisees was recruited from a diverse demographic of professions to provide the CFA 

dataset which was analysed with R statistical software version 4.0.2, to confirm the construct 

validity of the GSAT-SR and GSAT-SE. The findings confirmed that the GSAT-SR 

(supervisor) consisted of four domains and 26 items, and that the GSAT-SE (supervisee) 

had two domains and 21 items. 

Study 4 evaluated the GSAT-A as a third-party observation assessment tool with the 

recruitment of 17 supervision dyads to test the GSAT-A as an evaluation tool for use with 

video observational assessment. The findings confirmed the GSAT-A has strong face validity 

and usability when combined with the GSAT-SR and GSAT-SE to assess supervisor 

competency via video. Analysis of the GSAT-A reliability showed very strong internal 

reliability and interrater reliability. Supervisees rated their supervisor9s competence 

significantly higher than both the supervisor and third-party assessor; however, there was no 

significant statistical difference between the supervisor and assessor ratings.  
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This research confirmed that the GSAT tools are psychometrically valid, demonstrate 

adequate construct validity, and reflect the hypothesised supervisory competency constructs. 

Additionally, the results of experience surveys and interviews have been overwhelmingly 

positive, with participants indicating a high level of user confidence, reporting strong 

agreement that the GSAT tools are applicable to their practice and measure supervisor 

competence.  

The psychometrically validated GSAT tools make an important contribution to 

supervision practice. Supported by a GSAT User Guide, the GSAT tools are freely available 

online (https://www.gsatresources.com/index.html) and are suitable for multidisciplinary 

workplaces, in that they allow for a comprehensive reliable evaluation of core competencies 

relevant to supervision across different professions and practice settings. 
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Glossary 

Reflection Refers to purposeful thinking in the form of 

contemplation of thoughts, feelings, and experiences. 

Competence An assessment of knowledge, skill, and ability in a 

particular area. 

Competencies The knowledge, skills, attitudes, and abilities needed to 

perform a specific job or job tasks. Based on the core 

assessment structures, awareness, feedback, and 

evaluation. 

Capability The ability to undertake tasks, to achieve measurable 

results that satisfy established requirements or 

specifications. 

Dyad The two way interaction between supervisor and 

supervisee. 

Triad The tripartite relationship between supervisor, 

supervisee (practitioner) and consumer. 

Cultural humility The openness and willingness to learn from another 

individual regarding where they stand in their unique 

cultural location and identity. 

Multicultural competence The ability to understand and be aware of the interplay 

of cultural factors and their influences on a 

multisystemic level. 

Evaluation tool Process of documenting, usually in measurable terms, 

skills, and attitudes.     
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Validation The degree to which evidence and theory support the 

interpretation of a tool9s test scores.  

Content validity   Ability of an instrument to reflect construct domains. 

Face validity A tool9s relevance and clarity for the targeted 

population. 

Construct validity Ability of a new tool to measure the constructs it was 

designed to measure. 

Convergent validity Items of a subset correlate higher than a threshold with 

each other or with the total of their subscale. 

Concurrent validity Association of an instrument9s results with other similar 

validated tools. 

Reliability Determination of a tool9s measurements to be 

reproducible and consistent. 

Internal consistency   Ability of a tool to have interrelated items. 

Repeatability    A tool9s retest reliability if repeated at a later date. 

Supervisory working alliance The relationship between the supervisor and 

supervisee/s where agreement on the goals and tasks 

associated with the supervision processes are mutually 

established, and an effective bond is developed to 

support appropriate feedback. 
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Chapter 1: Introduction 

Defining Clinical Supervision  

The practice of clinical supervision can be traced back to the work of Sigmund Freud 

and the emergence of social work in the 19th century (Kadushin & Harkness, 2014). Over 

the decades, multiple definitions of supervision practice, all reflecting and emphasising 

different aspects and viewpoints of supervision as a distinct professional specialty, have 

been developed across professions and organisations (Falender, 2018; Falender et al., 

2021; Watkins, 2012). Depending on the adjectives placed before the term <supervision=, the 

definition and associated activities and impacts change significantly. For example, different 

descriptors for supervision include <operational=, <managerial=, <professional=, and <clinical= 

(Gilbert & Evans, 2000; Holloway & Carroll, 1999). This variance and interchanging of 

differing supervision terminology have often led to confusion and poor application within 

services and highlight the importance of consistency in guidelines and training (Allan et al., 

2017; Hawkins & McMahon, 2020; Martin et al., 2017). 

Notable differences across clinical supervision definitions are often reflective of 

organisational culture (i.e., workforce operational structures), and profession-specific 

emphases such as evaluative and professional gatekeeping functions, which are often due 

to regulatory requirements for the training and development of professions (Beddoe et al., 

2021; de Pilar Grazioso et al., 2022; Falender et al., 2021; Grus et al., 2016). However, there 

is universal consensus that clinical supervision is a formal professional activity consisting of 

educative, supportive, and administrative functions (Beddoe & Howard, 2012; Bernard & 

Goodyear, 2014; de Pilar Grazioso et al., 2022).  

There is more commonality in the description of clinical supervision across the many 

Western mainstream helping professions of allied health, nursing, psychiatry, 

psychotherapy, and counselling. In these professions, clinical supervision is understood to 

represent a regular and formal collaborative working relationship between a supervisor and a 
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supervisee, with the supervisor more often senior and of the same or a different profession 

(Bernard & Goodyear, 2014; Martin et al., 2017). The purpose of this clinical supervision is to 

support supervisee professional identity and wellbeing, capability, and competence to 

ultimately enhance consumer outcomes (AASW, 2014; ACMHN, 2019; APS, 2018; Bernard 

& Goodyear, 2014; Carroll, 2007, 2014; Falender et al., 2021; Fleming & Steen, 2012; Milne, 

2007, 2010; RANZCP, 2012; Watkins, 2020a).  There is frequent commonality across all 

definitions when emphasising the importance of the supportive, normative, and formative 

alliance functions as the main methods of facilitation of effective, ethical, and safe 

supervision (Bernard & Goodyear, 2014; Vandette & Gosselin, 2019). Regardless, 

underpinning all definitions of clinical supervision are the collective aims of improving 

workforce resilience, increasing the efficacy of professional practice, protecting consumers, 

improving their clinical outcomes, and enhancing service interactions (Falender & 

Shafranske, 2021; Gonsalvez et al., 2021; Hawkins & McMahon, 2020). Recently, with the 

increased focus on the need for more universal definitions, Falender et al. (2021) proposed 

that clinical supervision could be universally defined as <a distinct professional practice 

employing a collaborative relationship that extends over time, is facilitative, and has the 

goals of enhancing the professional competence and science-informed practice of the 

supervisee, monitoring the quality of services provided, and protecting the public= (p. 188). 

Significance of Clinical Supervision  

Increasingly, clinical supervision is considered a complex activity with its own unique 

pedagogy that plays a significant role in the delivery of safe and effective service delivery, 

retention of agile and resilient workforces, enhancement of supervisee competence, and 

improved client outcomes (Alfonsson et al., 2018, 2020; Bambling et al., 2006; Kühne et al., 

2019; Wilkins et al., 2018). Clinical supervision is an essential component of training, skill 

transfer, competency, self-awareness development, ethical practice, and professional 

support across the lifespan of an individual9s career (Beddoe, 2020; Caldwell et al., 2018; 

Falender, 2014;). Supervision is ranked by helping professionals as one of the most 
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influential aspects of training and development (Hawkins & McMahon, 2020; Watkins, 2014). 

As a result, numerous models for the training and practice of supervision have been 

developed and applied across professions as a means of enhancing supervision practice 

(Cottrell et al., 2002; Falender et al., 2021; Vandette & Gosselin, 2019). In recognising the 

importance of supervision, health and social services organisations have developed 

guidelines and regulations for the enhancement and protection of supervision delivery. 

These standards seek to reduce risk, improve safety, promote clinical governance, and 

increase evidence-based practice (Borders et al., 2014; Kilminster & Jolly, 2000).  

The growth in frameworks and guidelines for the delivery of supervision have 

highlighted a concerning level of fragmentation and general inconsistency in training and 

implementation of supervision in workplace settings (Beddoe et al., 2021; Hutman et al., 

2021). Reviews of service delivery of supervision frequently reflect systems built on 

assumptions, emphasising a general lack of coordination and oversight of training, 

resourcing, sustainability, and evaluation of supervision (Balon et al., 2021; McMahon et al., 

2022; O9Donovan et al., 2011). These inconsistences weaken the position of supervision as 

a clinical practice relative to other competency-based clinical activities (Milne & James, 

2002).  For instance, supervisors across many countries and workplace settings are still not 

required to undertake evidence-based supervisor training, or routine evaluation of skill, 

which is in stark contrast to other clinical tasks that have the same potential to influence 

clinical outcomes (Balon et al., 2021; Bambling et al., 2006; Falender et al., 2021; Kühne et 

al., 2019). Attention to accreditation standards in the training and delivery of supervision 

remains in its infancy, with professions such as psychology, psychotherapy, and social work 

only developing clear guidelines for supervision provision and training in the last decade 

(AASW, 2014; APA, 2014, 2015; APS 2014; ASPPB, 2020; BASW, 2011; BPS, 2010).  

Research into the effectiveness of clinical supervision in achieving its desired 

outcomes remains limited (Rast et al., 2017; Vandette & Gosselin, 2019; Watkins, 2020a). 

There is, however, widespread acknowledgment that practitioners9 ability to access good 
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clinical supervision can vastly influence the individual practitioner9s capability, with 

immediate and potentially wide-reaching impacts on client care and service outcomes 

(Borders et al., 2014; de Pilar Greazioso et al., 2022; Vandette & Gosselin, 2019; Wilkins, 

2019). This highlights the critical importance of identifying, defining, and measuring the 

essential elements of competent supervision practices (Cutcliffe & Sloan, 2014; Cutcliffe et 

al., 2018; Davys et al., 2017), in order to ensure optimal client outcomes, service quality, and 

professional competency (Falender & Shafranske, 2012; Falender et al., 2021). 

Importance of Competency-Based Clinical Supervision  

Attempts to address the deficiencies and inconsistency in supervision efficacy, 

standards, and accountability have contributed to a substantial rise in competency-based 

practice discussions (Falender et al., 2017; O9Donovan et al., 2011; Watkins, 2012). The 

conceptualisation and acceptance of defined competencies for the training of supervisors is 

relatively new and complex (Roth et al, 2010).  This is due to the challenge of defining 

competency in relation to the myriad of skills necessary for facilitating the supervision 

relationship, informing safe ethical practice, supporting well-being, and developing the 

competence of the supervisee (Falender & Shafranske, 2007).  

The American Psychological Association (APA; 2014) defines competency-based 

supervision as the measurable <knowledge, skills, and attitudes that comprise clinical 

competencies and intersect with supervisee learning and evaluation of the supervision 

process= (p. 9). The inherent challenge for the supervising professions is not just defining 

supervisor competence in general terms, where it can be measured and checked off as 

being adequate. The greater challenge is in constructing competency or capability 

frameworks that are dynamic in their ability to define the discrete skills and behaviours an 

individual needs to demonstrate consistent ability across a developmental spectrum 

(Falender & Shafranske, 2004, 2007; Milne, 2010; Milne et al., 2011). The identification of 

the core components of supervision will ensure services and supervisors have a model from 

which to establish training and development goals (Wichmann-Hansen et al., 2015). 
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As a unique pedagogical practice, competency-based supervision ensures the 

embedding of evidence-based training (Falender & Shafranske, 2014; Gonsalvez & Milne, 

2010; Milne & James, 2002). Competency-based supervision seeks to mitigate the unethical 

historical practice of ad hoc training and in many instances, the absence of training, where 

experience as a supervisee or as a therapist is considered paramount to competence 

(Falender & Shafranske, 2016; Ogren et al., 2008). It is now recognised that training and 

knowledge in a particular field of the helping professions, or seniority in clinical experience, 

do not in themselves equate to competence as a clinical supervisor (Fuertes et al., 2012; 

Luszczynska et al., 2005). This makes the establishment of a consistent approach to 

competency-based supervision essential, as it ensures clear guidelines and procedures can 

be followed within the workplace for the training and development of new supervisors 

(Holloway & Carroll, 1999; Inman et al., 2014). In turn, this helps to ensure supervision is 

recognised as an evidenced and planned activity for the enhancing of competence and isn9t 

just an ad hoc activity when new services or treating teams are established (Colthart et al., 

2018; Fitzpatrick et al., 2012).   

For the practice of competency-based supervision to be fully embraced, there needs 

to be an agreement on competency frameworks that are easily transferrable to helping 

professions9 workplaces (Falender & Shafranske, 2016; Gonsalvez et al., 2016).  This 

requires clarity and agreement on methods and means for operationalising supervision in the 

workplace, with particular attention given to ensuring the cultural context is valid, and reliable 

methods are developed to assess these competencies (Falender & Shafranske, 2017; 

Gonslavez & Calvert, 2014). It is also critical to have evidenced competency-based practice 

methods for evaluating and enhancing both supervisor and supervisee competence. This is 

the norm in other competency-based practice fields. For example, supervision in medicine 

requires the implementation of valid systematic methods other than self-report, and 

satisfaction assessments for evaluating supervisor competency behaviours (Haring et al., 

2020; Reiser et al., 2018). If the importance of supervision as a distinct professional practice 
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is to be retained, efforts must be taken to cement into routine practice the use of valid 

competency-based supervision tools and frameworks that seek to evaluate and develop 

clinical supervisors for the benefit of the supervisee and client (Falender, 2014; Gonsalvez & 

Calvert, 2014; O9Donovan & Kavanagh, 2014).  

Situating the candidate in this PhD Study 

My passion and interest in all matters clinical supervision grew from the various roles 

I have been privileged to hold as a social worker practising across addiction and mental 

health services in Australia and Aotearoa New Zealand. My early career supervision 

experiences, from struggling to find a supervisor as a new graduate, to seeking out <good 

enough= supervision training as a newly inducted supervisor, fostered in me a strong desire 

to contribute to and improve clinical supervision practice. In every role I have held across my 

career, whether it be as a practitioner, in policy, clinical education or leadership, supervision 

provision, or education, supervision has always been front and centre.  

As a clinical supervision educator with the Learning Centre in Queensland Health 

Australia, I was privileged to assist in the development and enhancement of multidisciplinary 

supervision training. This training was aimed at increasing the capability and competency of 

supervision practice across all helping professions in both rural and remote health settings. 

This provided me with a valuable picture of the real-world challenges faced by supervisors, 

team leaders, and managers across the diverse helping professions and fuelled my drive to 

seek more consistent and reliable definitions of supervision competencies. 

Whilst in roles that focused on the resourcing, mentoring, and training of supervisors, 

I was always seeking out evidenced methods for enhancing feedback in supervision. Being 

conscious of the impacts supervision makes to the delivery of safe and equitable healthcare, 

I sought valid tools for evaluating the competence of the developing supervisor.  These tools 

needed to be agile enough to provide the supervisor with feedback from supervisees and 

observers or mentors in addition to the supervisors own self-assessment. It was also 

important that any such tools were not only useful in training settings, but could be easily 
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applied to everyday supervisory practice settings. But in searching for appropriate, relevant, 

and accessible options I was left frustrated by the lack of suitable resources. I would often 

come across tools that didn9t cover all the domains of supervision practice, often focused on 

the alliance alone, or supervisees9 experience of supervision, or were focused on 

supervision through the language and cultural lens of a single profession. I would also find 

tools that were expensive to use in everyday workplace settings or had no clear instructions 

for supervisors or educators on how to interpret or integrate results into practice. This 

motivated me to seek like-minded supervision educators who were also seeking to address 

these gaps in supervision practice. It was through this search that my journey in leading this 

research began. 

Problem Statement 

The increasing expectation across services for the provision of competency-based 

supervision highlights the need for appropriate, empirically validated assessment tools 

(Bright & Evans 2019; Ellis et al., 2008; Falender & Shafranske, 2021) based on the 

knowledge and skills essential for competency mastery .  These tools should be applicable 

to multiple professions, and facilitate feedback from multiple evaluative lenses (Cutcliffe & 

Sloan, 2014; Ellis et al., 2008; Falender & Shafranske, 2011; Milne, 2016, Milne & Reiser, 

2014).  

Although various supervisor tools are available for use, they are often not easily 

accessible or are commercial in nature, therefore limiting routine application (Wheeler & 

Barkham, 2014).  They may also be focused on measuring supervision based on supervisee 

satisfaction or experience, with limited examples that include both supervisor and supervisee 

rating (Dunning et al., 2004; Eva et al., 2011; Tangen & Borders, 2016).  They may not be 

universally applicable across a broad cross section of supervisors, or may be inconsistent in 

methods of testing and reporting reliability and validity (Reiser & Milne, 2014; Wheeler & 

Richards, 2007).  Lastly, they often have limited supporting materials for translation of 

findings into practice (Milne, 2016; Wheeler & Barkham, 2014). Available supervision tools 
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are often focused specifically on narrow areas related to the supervision relationship, 

experience, or satisfaction and tend to be unidimensional in their applicability for use in 

providing feedback (Falender, 2014; O9Donovan & Kavanagh, 2014; Wheeler & Barkham, 

2014).  For example, stand-alone individual self-assessments and supervisee satisfaction 

assessments limit the opportunity for feedback based on a dual supervisor and supervisee 

assessment of the supervision (Dunning et al., 2004; Ellis et al., 2008; Eva & Regehr, 2005; 

May et al., 2017). Considering these limitations of the currently available tools for assessing 

supervision competence, there is arguably a need for tools that are freely available, 

psychometrically valid, reliable, and able to measure competence through multiple 

perspectives (Wheeler & Barkham, 2014). Work by Reiser and Milne (2014, 2017) has 

elevated the focus on evaluative methods that increase the supervisor9s awareness of their 

own performance and biases with the introduction of objective third-party observation 

through video. Increasing the availability of tools with this level of agility can enhance 

supervision practice feedback for developing supervisors and increase the efficacy of 

supervision training processes (Cheung & Stephan, 2017; Falender, 2014; Wheeler & 

Barkham, 2014). 

Effective evaluative feedback mechanisms are a critical aspect of the training and 

ongoing development of competent clinical supervisors (Eva et al., 2011; Falender & 

Shafranske, 2017; Pilling & Roth, 2014). Given the important role clinical supervision holds 

in the safeguarding of client safety and development of professionals9 competence, the 

recognition and evaluation of supervisor competencies have never been as important 

(Falender & Shafranske, 2004, 2012b, 2017; Neuer Colburn et al., 2016; Roth & Pilling, 

2014;). Despite this need, the literature reflects a gap in available appropriate tools for 

evaluating competence, which is limiting the efficacy of the competency movement9s impacts 

(Gonsalvez & Calvert, 2014). This highlights the unmet need for validated processes that 

measure competency-based supervision across professions and practice settings (Bagnall 

et al., 2011; Gonslavez & Milne, 2010). Recommendations for future development of 
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supervision tools outlined by Gonsalvez et al. (2021) and Wheeler and Barkham (2014) 

highlight the need for assessment tools that: 

• are easily accessible, relevant, applicable, and cost effective for use in 

training and workplaces; 

• clearly define core competencies common amongst the helping professions; 

• assist supervisors to reflect on their competency throughout their careers 

through provision of specific defined developmental levels of competence;  

• include the opportunity for live or recorded observation of practice; 

• apply an empirical methodology to assessment, monitoring, and feedback on 

supervisor performance; 

• provide a multidimensional lens reflective of both supervisor, supervisee, and 

third-party observers to the assessment of practice and enhancement of 

feedback; and  

• are psychometrically validated through standardized methods. 

Research Objectives and Questions 

The current study aimed to contribute to the research on the assessment of 

supervisor competency through the development of a suite of freely available, 

psychometrically valid generic supervisor competency assessment tools (GSAT) intended 

for use by supervisors (self-assessment), supervisees (rating supervisor), and video 

observation raters (third-party assessment). Four foundational research questions were 

answered through an inductive four-part study based on a literature review of supervisor 

competency tools. 

Research Question 1  

Do the GSAT tools encompass the core competencies of supervisor practice and 

provide a viable clinical supervision assessment tool across multiple professions?  
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Study 1.  Conceptualisation, theoretical development, and piloting of GSAT 

tools to evaluate their relevance for multiple professions when assessing 

supervisor competence.  

Research Question 2  

What is the exploratory factor structure of the GSAT? 

Study 2. Exploratory validation of the Supervisor (GSAT-SR) and Supervise 

(GSAT-SE) tools as measures of supervisor competence. 

Research Question 3  

Is the GSAT a reliable (internal consistency and interrater) and valid (face, construct, 

convergent, and concurrent validity) tool for measuring clinical supervisor competency 

across the helping professions?  

Study 3. Confirmatory validation of the GSAT-SR and GSAT-SE tools as valid 

and reliable measures of competence. 

Research Question 4  

Is the GSAT-A a suitable and reliable third-party assessment tool for direct 

observation of supervisor practice in the helping professions? 

Study 4.  Development and testing of the GSAT-A tool for objective observation 

of supervision practice videos and reliable interrater consistency and 

finalisation of GSAT tools. 

In summary, the study aimed to answer the four research questions regarding the 

development and validation of a suite of GSAT tools through: 

• evaluation of existing tools and frameworks for measuring supervisor competence; 
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• theoretical development and piloting of GSAT tools for measuring supervisor 

competence;  

• exploratory testing of the GSAT-SR Supervisor and GSAT-SE Supervisee tools as 

measures of supervisor competence;  

• confirmatory validation of the GSAT-SR and GSAT-SE tools as valid and reliable 

measures of competence; 

• development and testing of the GSAT-A tool for objective observational assessment 

of supervision practice videos; and 

• development of a comprehensive GSAT user manual for tool applications. 

Significance  

The study provides an important contribution to addressing some of the historical 

limitations in the development and psychometric validation of reliable multidisciplinary, 

multiperspective, supervisor competency assessment tools for the enhancement of 

supervision efficacy. The development of the three GSAT tools facilitates and expands the 

possibilities of assessing supervisor practice and enhancing feedback in training and 

workplace settings whilst providing a means of benchmarking common core supervisor 

competencies. This is the first study to undertake the development and psychometric testing 

of three new tools for the purpose of measuring supervisor competence from the perspective 

of multiple raters and professions. Once psychometrically assessed as being sound and 

valid, the tools will be freely available and will be supported by a comprehensive user guide 

to support accessibility, application, and translation to practice by industry.  

Ethics Approval 

Ethics approval for this research was granted by the Human Research Ethics 

Committee of Griffith University GU2015/835 (Appendix 2), and Metro South Health 

Queensland Health HREC/16/QPAH/458 (Appendix 3). The addition of the Metro South 

Health ethics application was to ensure ethical access to advertising the research with the 

practising Queensland Health workforce. The ethics applications addressed participants9 



39 

 

informed consent, privacy, confidentiality of information, conflicts of interest, complaints 

procedures, storage of data, and disposal of research data at the end of the study. Further 

explanation of specific ethical considerations relating to particular stages of the research is 

described in more detail within the relevant chapter. 

Layout of Thesis 

The layout of this study is discussed below with a brief overview of each chapter 

provided. The individual methods and design for each stage of the research are contained 

within Chapters 3, 4, 5, and 6.  The research is synthesised in Chapter 7, and implications 

and future directions flagged in Chapter 8.  

 Chapter 1 provides the rationale for the study by discussing its purpose, need, aims, 

and objectives, and defining the guiding research questions.  Chapter 2 reviews the literature 

regarding clinical supervision and the assessment of supervisor competencies, exploring the 

broad theoretical concepts of supervisor development and training, and the general 

characteristics of competency-based supervision, and supervision evaluation. The review 

synthesises the research relating to evaluation methods, self-efficacy, self-assessment, 

observation, feedback, and culture.   

 Chapter 3 outlines how the GSAT was conceptualised and developed, including the 

theoretical concepts of competency, item selection processes, tool design methods, 

selection of target population, and external expert review processes for testing of content 

validity. It also describes the processes undertaken to conduct a pilot of the draft GSAT tool, 

before explaining how the results of external review and pilot informed further development 

and refinement of the GSAT. 

 Chapter 4 overviews the exploratory factor analyses (EFA) of the GSAT tools.  

Conducting an EFA is an essential first step in a psychometric tool validation process. This 

chapter describes the research methodology including sample size, participant recruitment, 

and data analysis and interpretation. The quantitative data and results are presented and 
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include a textual description in addition to the qualitative face validity results. Finally, Chapter 

4 clarifies the use of the exploratory results for guiding the next steps of the research. 

 Chapter 5 presents the confirmatory factor analysis (CFA) of the GSAT tools.  The 

CFA was undertaken to validate and refine the EFA findings. The framework for conducting 

confirmatory analysis with independently recruited data sets is presented, and the research 

methodology, sample recruitment, and data analysis summarised. This chapter clarifies the 

findings of the validation process and presents the results with a summary of implications for 

future GSAT research. 

 Chapter 6 utilises the findings of the research undertaken in Chapters 2 to 5 and 

applies them to the testing of the Generic Supervision Assessment Tool for Assessors 

(GSAT-A) for use in rating supervision video sessions. This includes the research design, 

methods, and analysis of both quantitative and qualitative results. The presentation of 

findings includes a discussion regarding the interpretation of results, particularly in relation to 

face validity, internal reliability, paring of ratings between the assessor (GSAT-A), supervisor 

(GSAT-SR), and supervisee (GSAT-SE) and interrater reliability of assessors. The 

implications for future research and applications of the GSAT-A are discussed in the context 

of the usefulness of the GSAT-A as a means for enhancing feedback on supervisor 

competence.  

 The primary purpose of Chapter 7 is to synthesis the findings with the original aims 

and objectives of the study, whilst highlighting the relevance of the outcomes to supervision 

practice. Following an evaluation of the validity of the three GSAT tools, the final GSAT 

resources are presented with a discussion on the processes used to ensure the tools are 

accessible and usable. Finally, examples of current application to practice are presented. 

 Chapter 8 outlines the key assumptions and potential limitations of this research and 

identifies areas of research that warrant further investigation, followed by a summary of the 

study and its contribution to clinical supervision competency research.  
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Chapter 2: Literature Review 

 Empirical research into the field of clinical supervision over the last 70 years has 

contributed to an increasing recognition of the role that clinical supervision plays in 

facilitating clinical competency and therapeutic outcomes (Bambling et al., 2006; Bostock et 

al., 2019; Falender & Shafranske, 2004; Kühne et al., 2019; Rast et al., 2017; Watkins, 

2020a). Supervision is now recognised internationally as a central factor in the development 

of competency in the helping professions and in the enhancement of consumer outcomes 

(Milne, 2007, 2010; Roth & Pilling, 2008; Wheeler & Richards, 2007). Yet the application of 

clinical supervision continues to experience implementation neglect and operational 

inconsistencies, with limited access to trained supervisors, irregular <as needed= frequency, 

ill-defined purpose, and poor monitoring and evaluation of efficacy (Balon et al., 2021; Milne 

& Reiser, 2016; Newman et al., 2016).  

Given the multidimensional supportive, educative, and gate-keeping functions of the 

clinical supervisor role, it is essential that clinical supervisors have global generic 

competencies against which to measure and develop their supervision practice framework 

(Falender & Shafranske, 2011; Gonsalvaz et al., 2021; Newman et al., 2020; Roth & Pilling, 

2008). Despite this need, significant gaps exist in the research into competence-based 

training and the systemic evaluation of those competencies in supervisors (Falender & 

Shafranske, 2004; Fitzpatrick et al., 2012; Kühne, 2019). Further research on the evidence 

behind supervisor competencies and evaluation is vital at a time when human services 

internationally are faced with the need to be more evidenced based, safe, culturally 

competent, efficient, and effective (Alfonsson et al., 2020; Colthart et al., 2018; Watkins & 

Milne, 2014; Wilson & Taylor, 2019). Establishment of a clear and comprehensive approach 

to supervision competency across all human services disciplines will influence the capability 

of future workforces and strengthen supervision efficacy (de Pilar Grazioso et al., 2022; Grus 

et al., 2016). 
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Competency-based Supervision Training 

The requirement for helping professions to undergo a minimum level of supervision 

training is not a new concept, yet the lack of agreement in defining supervision 

competencies, type of delivery, and frequency of training continues to hinder implementation 

and efficacy (Fitzpatrick et al., 2012; Gonsalvez & Milne, 2010; O9Donovan et al., 2016). 

Reviews of supervisor development continue to reflect inadequate policies and guidelines to 

support the training, implementation, and sustainability of supervision across human service 

organisations (Fitzpatrick et al., 2012; McMahon & Errity, 2014; Scott et al., 2000). 

Inconsistency in workplace standards and poor access to formal supervision training in the 

workplace often results in early career supervisors inducted into their roles based on their 

level of seniority rather than skill set (McCarthy et al., 1988; Scott et al., 2000). This creates 

an added burden on the supervisor to model their practice on their own personal 

experiences of supervision (Hutman et al., 2021; Milne & Reiser, 2012). Research on 

inadequate and harmful supervision, and the limited confidence and effectiveness of novice 

supervisors within human services, highlights the impacts of poor access to training (Ellis et 

al., 2014; Milne, 2010). Inadequate supervision training has been linked to negative 

supervision practices becoming embedded in workplace culture and has limited the overall 

efficacy of supervision in an organisation (Johnson, 2019; Johnson & Onwuegbuzie, 2004; 

McMahon & Errity, 2014).  

Demand for access to competent supervisors is at an all-time high across human 

services, and is strongly linked to the recruitment, retention, and wellbeing of workforces 

(Bartle & McGowan, 2021; Krawmer Tebes et al., 2011; Warwick et al., 2022). This demand 

has been reflected in a growth across the sectors in guidelines and frameworks for 

supporting, developing, and retaining capable and safe workforces, where regular 

supervision is almost always listed as a core vehicle for achieving these objectives (Falender 

et al., 2017).  
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Burdened by the stress of providing effective supervision whilst faced with the daily 

challenges of resourcing, time, role clarity, and growing supervisee numbers, supervisors 

are adding their voices to the call for accessible, sustainable, competency-based training 

(Genuchi et al., 2015; Kraemer Tebes et al., 2011; Wilson & Taylor, 2019). The desire for 

competency-based supervision guidelines highlights the need for training that is accessible, 

is built on the recognised concepts of supervisor competencies, and is able to evaluate the 

impacts of training on effective facilitation of supervision (Balon et al., 2021; Bartle & 

McGowan, 2021; Callahan & Watkins, 2018; Falender, 2014; McMahon et al., 2022).   

Although some helping professions such as psychology and psychotherapy have 

invested heavily in defining the constructs of supervisor competence and developing 

associated guidelines for training, many inconsistences and deficits remain (Balon et al., 

2021; Falender, 2018; Watkins, 2020). Research into current supervision training has 

exposed a large variance in frequency, training objectives, definitions of supervision, models 

of practice, standards, and policies (Falender, 2018; Falender & Shafranske, 2012; Grus, 

2013). Additionally, reviews have found a lack of clear connections to standardised 

supervisor competency constructs, with poor balance in the teaching of supervision theory 

and experiential practice of skills (Gonsalvez & Milne, 2010). This has been coupled with 

inconsistent definitions of clinical supervision, disconnects between supervision models and 

practice, and limited practice of effective feedback and evaluation methods (Getz, 1999; 

Gonsalvez & Milne, 2010; Milne et al., 2011). More importantly, training evaluation was 

either lacking or had limited application in a large proportion of supervision courses, thus 

limiting evidence of contribution to competency development and overall efficacy (Kraemer 

Tebes et al., 2011; Milne, 2010).  

The absence of evaluative practice in supervision training erodes any competency-

based approach, because evaluation is a necessary element for ensuring competence (Gus 

et al., 2016). Evaluation of training outcomes, and in particular assessing what trainee 

supervisors achieve by participating, are vital for building developmentally appropriate 
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competency goals (Hatcher et al., 2013). Fully engaging in a culture of evidencing 

competence in supervisor training fosters important skills which are critical to the building of 

competence in the supervisee (Balon et al., 2021; Davys et al., 2021; Grus et al, 2016; 

O9Donovan et al., 2017). 

Evidenced-based supervision training built on the concepts of defined supervisory 

competencies is of critical importance not only for the benefit of the helping professions, but 

most importantly for upholding the best interests of the client (Falender & Shafranske 2007; 

Grus et al., 2016; O9Donovan et al., 2017). 

Identifying Supervisor Competencies 

Across the professions there is a general assumption that supervisors are more 

competent than those they supervise, and therefore possess the skills essential to support 

development of professional self-efficacy, values, knowledge, and skills (Bagnall & Sloan, 

2014; Kaslow, 2004; McCarthy et al., 1988). The move to competency-based supervision 

challenges presumptions that a supervisor, as a competent practitioner, possesses the 

relevant capabilities for safe and effective clinical supervision (Balon et al., 2021; Falender & 

Shafranske, 2007; Pilling & Roth, 2014).  

Competence is an expected standard of all the helping professions, yet when seeking 

clarity on the meaning of competence and practical expectations for proficiency, the 

literature reveals many gaps, assumptions, and variance across disciplines (Balon et al., 

2021; Grus et al., 2016; Roberts et al., 2005). In addition, there remains a continued need for 

the translation of competency frameworks into industry relevant resources that aid 

integration and application into services9 everyday operating procedures (Bagnall & Sloan, 

2014; Neuer Colburn et al, 2016). As Kitchener (1999) highlighted when discussing the 

competence of psychology supervisors, <It may be easier to require psychologists (and 

supervises) to be competent than it is to define what competence means= (pp. 154-155). 
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The cultural shift from defining supervision as a pedagogy with unique practice models 

to defining competencies and frameworks first gained traction on the international stage in 

the 2002 Association of Psychology Postdoctoral and Internship Centres (APPIC) 

Competencies Conference (Falender et al., 2004). This movement towards defining 

competencies and embedding evidenced practice stimulated a rapid growth in supervision 

competency research led by authors from the fields of psychology, psychotherapy, 

counselling, social work, and nursing (Cutcliffe & Sloan, 2014; Engelbrecht, 2004; Falender 

& Shafranske, 2007, 2011; Genuchi et al., 2015; Gonsalvez & Calvert, 2014; Grus, 2013; 

Inman et al., 2013; Milne & James, 2002; Milne & Reiser, 2011; Rings et al., 2009; Roth & 

Pilling, 2008; Watkins, 2012). This early international focus led to a definition of 

competencies and subcompetencies for clinical supervisors (Jamshidi et al., 2018; Milne & 

James, 2002).  

To date, there has been no agreement in the literature regarding one preferred 

supervision competency framework;  this reflects some differences in professional 

conceptualization, with the professions of psychology and psychotherapy dominating the 

research (Genuchi, 2015; Lichtenberg et al., 2007). When mapped, most supervision 

competency frameworks share strong similarities under the common domains of feedback, 

reflection, alliance, observation of practice, ethical and legal issues, safety, multicultural 

practice, and methods of supervision facilitation (Gonsalvez & Calvert, 2014; Hutman et al., 

2021; Jamshidi et al., 2018; Watkins & Milne, 2014). Various researchers have defined core 

competencies, knowledge, and skills as: 

• understanding models and interventions for effective supervision practice 

(Gonsalvez & Calvert, 2014; Neuer Colburn et al., 2016; Vandette & Gosselin, 

2019);  

• establishment and maintenance of the supervision relationship/ working alliance 

(Cadwell et al., 2018; Efstation et al., 1990; Finley et al., 2016; Inman et al., 

2013); 
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• recognising and attending to difference and cultural diversity and developing the 

supervisee9s cultural capability (Cary & Marques, 2007; Chopra, 2013; Eklund et 

al., 2014); 

• facilitation and development of critical reflection and self-efficacy (Calvert et al., 

2017; Scaife, 2014; Watkins & Wang, 2014);  

• facilitation of ethical practice (Carroll & Shaw, 2013; Cottrell et al., 2002; 

Falender & Shafranske, 2011); 

• fostering knowledge of safety standards and regulations (Falender & 

Shafranske, 2007; Rings et al., 2009; Roth & Pilling, 2008a); 

• evaluating the supervision processes (relationship, agreement, goals, and tasks; 

Finley et al., 2016; Fuertes et al., 2012); 

• facilitating knowledge and skills relevant to the supervisee9s area of practice 

(Cutcliffe & Sloan, 2014; Pilling & Roth, 2014; Rieck et al., 2015); and 

• giving and receiving of formative and summative feedback (Callahan & Watkins, 

2018; Cutcliffe & Sloan, 2014).  

The translation of these common competencies by the human services industry has 

resulted in a steady increase in policies and guidelines for effective supervision, some of 

which are multidisciplinary (Grus et al., 2016; Watkins, 2012). For example, the following 

regulatory authorities have developed supervision competency frameworks: Australian 

National Safety and Quality Health Service Standards (2021), Canadian Counselling and 

Psychotherapy Association (2017), Nursing and Midwifery Board of Australia (2021), 

Queensland Health (2009), the Health Education and Training Institute Australia (2012) the 

United Kingdom Council for Psychotherapy (2018), the American Psychology Association 

(2014,  2015) and the Australian Psychology Board (2018).  

Over time, identification, amplification, and application of universal core supervisor 

competencies frameworks can create a shared language that will provide an evidence base, 

improve supervision efficacy, and optimise supervision outcomes (Cutcliffe & Sloan, 2014; 
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Milne & Reiser, 2016). Adoption of competency-based frameworks will increase both 

supervisor and supervisee practices and accountability, with the identification of specific 

knowledge and skills, competency-based training, and evaluation. Such frameworks will 

improve the facilitation of competency-based learning goals, objectives, and tasks. They will 

also increase culturally competent practice and increase the efficacy of feedback processes 

and reflective practice.  The outcome will thereby improve clinical decision making, resulting 

overall in collaborative, safe, ethical, and evidenced care for clients (Falender, 2018; 

Watkins, 2012). 

Multicultural Competence as a Core Supervision Competency  

All supervision is inherently multicultural, with every interpersonal encounter an 

experience in working with difference and diversity (Falender et al., 2014; Hagler, 2020; 

Moleiro et al., 2018; Watkins et al., 2019). Yet 30 years after Sue et al. (1992) explored the 

notion of cultural competency, the definitions of the terms culture or multiculturalism continue 

to be fraught with inconsistency and confusion and are often dominated by Western colonial 

interpretations of culture and diversity (Crockett & Hays, 2015; Falender et al., 2014; Grus et 

al., 2016; Hook et al., 2016). This influences not only how professionals perceive 

themselves, but how they understand and relate to other cultural viewpoints, and interpret 

the world and everyday client interactions (Flicking et al., 2019; Wilcox et al., 2022).  

In an age of increasing migration and rapidly diversifying populations, multicultural 

competence has never been more topical and deserving of attention as a speciality area that 

is crucial to achieving effective client outcomes (Flicking et al., 2019; Wong et al., 2013). 

With the increased recognition of the impacts of interpersonal and systemic racism (Elias & 

Paradies, 2021), sexism, homophobia, and transphobia, and movements such as  Black 

Lives Matter, and MeToo growing, more questions than ever before are being asked about 

the helping professions9 multicultural competence (Adams et al., 2022; Gatwiri et al., 2021; 

King & Summers, 2020). Conscious of the ongoing impacts of colonialism and systemic 

racism (Gatwiri et al., 2021), health and human services are increasingly seeking to change 



48 

 

outcomes through the adoption of models of care that are accessible, inclusive, 

collaborative, and client-centred (Snowdon et al., 2017, 2019). While institutional and 

interpersonal racism (Gatwiri et al., 2021), multicultural blindness, and cultural stereotyping, 

(Adams et al., 2022) persist, discriminatory practices will continue to produce health 

inequalities and disparities for Aboriginal and Torres Strait Islander peoples (Gatwiri et al., 

2021), culturally and linguistically diverse people (King & Summers, 2020; Jongen et al., 

2018), and LGBTQIA+ people (Adams et al., 2022; Ellis et al., 2014). Hence, defining and 

evaluating multicultural competence in supervisors has never been as important to the 

development of competent and ethical human services (Inman et al., 2014; McMahon, 2020; 

Upshaw et al., 2022; Wong et al., 2013). 

When supervisors are multiculturally competent, supervisees are better equipped to 

work collaboratively with and understand diverse groups and explore diverse worldviews, for 

the benefit of clients (Adams et al., 2022; Hutman et al., 2021; Kemer et al., 2022;). 

Multiculturally competent workforces are considered capable of recognising and respecting 

that people cannot be defined by a narrow set of cultural norms, and that their values, 

behaviours ,and beliefs can vary depending on sociocultural diversity including race, 

ethnicity, age, culture, disability, education, economic status, employment, religion, gender 

expression, sexual orientation, and migration (Elias & Paradies, 2021; Kemer et al., 2022; 

Kissil et al., 2015; Watkins et al., 2021).  

The groundswell of research on supervisor multicultural and social justice 

competence highlights a range of positive contributions to supervision efficacy, including but 

not limited to: 

•  a stronger supervisory working alliance (Borders et al., 2014; Crockett & Hays, 2015; 

Phillips et al., 2017) 

•  increased supervisee satisfaction with supervision (King et al., 2020; McMahon, 

2020; Phillips et al., 2017) 
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•  a reduction in workplace microaggressions and bullying (Drinane et al., 2017; 

Gunther, 2020) 

•  significant increases in supervisee confidence to disclose practice (Cook et al., 

2020; Hutman & Ellis, 2019) 

•  supervisees developing skills in modifying interventions to meet client needs 

(Soheilian et al., 2014) 

•  routine inclusion of multicultural and social justice-informed assessments (Patallo, 

2019) 

• multiculturally informed case conceptualization and treatment planning (Watkins et 

al., 2019) 

• increased collaborative consumer-centred care (Flicking et al., 2019; Hook et al., 

2016; Lee & Kealy, 2018) 

• developing supervisee self-efficacy and competence (King & Jones, 2019; Kissil et 

al., 2015) 

• multiculturally interpretive interventions, and collaborative communication of 

outcomes and reports with clients for clients (Hays, 2016; Hutman & Ellis, 2019; 

Patallo, 2019)  

Given the inherently hierarchical and evaluative professional development focus of 

supervision, it is an ethical responsibility of the supervisor to ensure supervisees are 

multicultural competent (Eklund et al., 2014; Watkins, 2014). Supervisors must facilitate an 

environment of multicultural humility that acknowledges power dynamics, is safe, open, and 

invites appropriate discussions of multiculturalism to the everyday supervisory dialogue and 

formulating of interventions (Falender et al., 2014; Grus et al., 2016; Hutman, et al., 2021. 

McMahon, 2020). More importantly, multicultural competence is a lifelong pursuit, where 

acknowledgment of limitations and biases in facilitating multicultural practice is critical in the 

developing supervisor (Soheilian et al., 2014).  
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Common themes present in multicultural supervision frameworks highlight the 

importance of establishing supervisory working agreements that are founded on open 

discussions of multicultural practice and social justice, with clarity on how multicultural 

practice will be covered both implicitly and explicitly in all areas of establishing and 

maintaining the supervisory working alliance (Lee & Kealy, 2018; Watkins, 2014). This 

includes supervisor modelling and facilitating multicultural reflective conversations in the 

interactions between the supervisee and supervisor, and supervisee and client (Falender et 

al, 2014; Scaife, 2019; Zhang et al., 2022). 

The continuation of confusing definitions combined with a lack of comprehensive 

training has meant some key multicultural competency areas are ignored or given less 

attention (Cary & Marques, 2007; Tohidian & Quek, 2017):  for example, supervisors9 

competence in recognising the importance of gender and sexual orientation in facilitating 

supervision (Gatmon et al., 2001). Researchers indicate supervisees feel LGBTQIA diversity 

is the least discussed area of cultural identity and is often ignored, or harmfully discriminated 

against in supervision (Chung et al., 2001; Ellis et al., 2014 ; Lyons, et al., 2010). Such 

ignorance of this aspect of multicultural practice contributes to marginalization of LGBTQIA 

clients accessing human services (Hagler, 2020; Soheilian et al., 2014).  

Across the literature, critiques of supervisor multicultural competence include 

examples of supervisors9 being racially colour-blind, and or unaware or unawake to the 

importance of multiculturally competent supervision (King & Summers, 2020). Linked to 

racial colour blindness, multicultural blindness is an implicit bias based on assumptions of 

racial or cultural sameness, where the supervisor assumes that they, and their supervisee, 

are alike in either ethnicity, race, gender, or age (Crockett & Hays, 2015; King & Summers, 

2020). This assumption of sameness can then transfer into the supervisee and client 

relationship and perpetuate stigma and discrimination regarding gender diversity, sexual 

orientation, and disabilities (Adams et al., 2022).  
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Even when human services and supervisors are multiculturally aware, they report low 

confidence and limited skills when attending to and broaching multiculturism in supervision 

(Crockett & Hays, 2015; Inman & DeBoer Kreider, 2013; King & Summers, 2020). All of 

these issues are linked to limited access to appropriate experiential multicultural training and 

opportunities for objective evaluation and feedback on application of skills (Day-Vines et al., 

2018). 

Further development of clear definitions, consistent terminology, and embedding and 

measurement of multicultural capability in competency frameworks within supervisor scope 

of practice is critical. Reviews of evaluating multicultural competence have highlighted the 

complexity of relying on self-assessment alone due to the presence of racially colour-blind 

attitudes and institutionally blind stigma regarding disability, gender, and sexual orientation 

(Hagler, 2020; King & Summers, 2020). Adams et al. (2022) found that supervisors tended 

to rate themselves as being more multiculturally competent than that experienced by the 

supervisee in supervision. 

In order for <supervision practice to evolve…to the point where…the culturally 

unconsidered and undiscovered becomes consider-able and discoverable= (Watkins, 2020b, 

p. 234), supervisors and educators require access to competency measures that can 

facilitate multiculturally diverse dialogue, reveal blind spots, and increase potential for 

development (Adams et al., 2022; King et al., 2020).  

Assessment of Supervisor Competencies 

A complex and persistent challenge in the development of evidence-based supervision 

practice and training has been access to reliable, generic, and validated assessment tools 

that measure clinical competence across the supervisors9 developmental stages, and 

encompass the full theoretical domains of competent practice (Gonsalvez et al., 2013; 

Gonsalvez & Galvert, 2014; Kaslow et al., 2007; Reiser & Milne, 2014). Although there is 

agreement on the need for supervisor competencies, the literature has yet to define 

guidelines for the assessing of supervisor competencies, and development of measures that 
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can reliably support evaluation (Lichtenberg et al., 2007; Rieck et al., 2015). Milne and 

Reiser (2014) stated that <there has been a lack of sound instruments for evaluating 

supervision. In particular, the absence of a tool for assessing competence in supervision is a 

serious omission…instruments are required to help us to develop proficient, accountable, 

evidence-based clinical services= (p.413). 

The importance of routine feedback and evaluation in supervision is not new, with 

appropriate, intentional, and constructive feedback deemed essential for professional growth 

and quality control (Ellis et al., 2008; Rieck et al., 2015). Yet historically, there has been 

limited attention given to the quality evaluation of supervision processes, content, and 

outcomes (Tugendrajch et al., 2021). There remains a paucity of validated instruments that 

fit requirements for clinical supervision competence (Grus et al., 2016; Reiser & Milne, 

2014). Most available measures for assessing supervision rely on supervisee assessment 

and supervisor self-assessment alone, with this often focused on the supervisory 

relationship (Eva & Regehr, 2005; Gonsalvez, 2020; Tangen & Borders, 2016).  As indicated 

by O9Donovan and Kavanagh (2014), supervisee satisfaction and experience measures 

seem to be the most common way we routinely evaluate supervision performance by the 

supervisor, with limited tools available to evaluate the supervisor against competencies. 

Even though supervisee assessments are recommended and valuable for strengthening 

supervision (Falender & Shafranske, 2004) understanding the influence of power 

differentials and cultural dynamics on supervisee ratings is critical when assessing 

supervisor competence (King & Jones, 2019; Tugendrajch et al., 2021).  There remains a 

serious lack of tools that reach beyond the assessment of supervisee satisfaction and use a 

combination of supervisee, supervisor, and a third-party assessor (Gonsalvez et al., 2017; 

Tugendrajch et al., 2021).  

Reviews of assessment tool development highlight a vast array of methodological 

issues (Jerosch-Herold, 2005). Many supervision tools are deemed too narrow in 

competency focus, do not cover the breadth of recognised competencies, have unknown 
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psychometric properties, are too <lenient=  or open to rater biases, are heavily dependent on 

available resourcing, are developed for a local context with limited links to previous research, 

are produced with poor instructions for interpretation of results, and are predominately self-

assessment focused (Gonsalvez & Calvert, 2014; Grus et al., 2016; Lichtenberg et al., 2007; 

Neuer-Colburn et al., 2016). In literature reviews of supervision tools conducted by 

O9Donovan and Kavanagh (2014), Wheeler and Rickards (2007), and Wheeler and Barkham 

(2014), most identified tools were overrepresented by one-off projects with a narrow focus 

on meeting a specific need for localised training or workforce development. The reviews 

found that many of the tools were not developed using recommended practice for tool 

construction and psychometric validation (Wheeler & Richards, 2007), with tools 

predominantly focusing on the supervisee9s development, experience, satisfaction with 

supervision, and intervention outcomes. Little attention was given to evaluating the 

supervisor9s competence against the core competencies essential for facilitating effective 

supervision (Gonsalvez et al., 2017; Neuer Colburn et al., 2016). Most tools were also 

limited to relying on self-assessment alone, with inconsistency between supervisor and 

supervisee tools and scoring interpretations.  There were also limited explanations of 

competency criteria and no suggestions for increasing the accuracy of the assessment when 

applied to practice (Watkins & Milne, 2014; Wheeler & Barkham, 2014). Further, from a 

research perspective, most tools had only been used once or sometimes twice in research 

projects, thereby limiting the ability to assess their accuracy, reliability, and validity in 

multiple practice settings (Gonsalvez, 2020; Wheeler & Barkham, 2007, 2014). 

Based on these systematic review findings, Wheeler and Barkham (2007, 2014) made 

several suggestions regarding important considerations with respect to the development of 

supervision tools including the need for them to: 

• be universally applicable to supervisors working across disciplines and across 

service delivery areas; 
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• be short and easy to complete without causing stress; 

• address issues that will be of relevance to the supervisee and supervisor and 

their relationship/practice; 

• have face validity and immediately recognise relevant supervision competencies; 

• be tested and have psychometric support for reliability, validity, and internal 

consistency. 

• capture both dyad perspectives; 

• evaluate competencies through multiple means, not just practitioner self-rating; 

• be suitable for repeated application over time; and 

• be developed with little cost to the user, and be made freely and easily 

accessible.  

Accuracy of Self-Assessment  

Key to the provision of competent supervision is the encouragement of accurate self-

assessment whereby both supervisors and supervisees incorporate the skills of observation, 

evaluation, and problem solving into everyday practice as a means of better understanding 

their work and strengthening the supervision experience (Bernard & Goodyear, 2014). Yet 

workplaces and training providers often fail to provide training and guidance for the accurate 

use of self-assessment competence tools (Falender, 2014). This highlights the importance of 

embedding methods for increasing self-assessment accuracy at all levels of supervision 

delivery, including the supervisory dyad, supervision educators, service managers, and 

policy developers (Finely et al., 2016; Kaslow et al., 2007).  

Self-assessment measures have been used for many years as a cost-effective measure 

of capability and transfer of knowledge and skills during and post training and are considered 

important when fostering awareness of competence as a lifelong learning process (Ward et 
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al., 2002). However, for over three decades concerns regarding the rigour of self-

assessment have been growing, with research finding it to be inadequate and unreliable as 

the sole indicator of performance and competency (Rodgers et al., 2014).  A number of 

researchers (for example Eva & Regehr, 2005; Eva et al., 2011; Haeffel & Howard, 2010; 

Reiser & Milne, 2014) have found self-assessment to be a poor indicator if used in isolation 

from more traditional external measures of competency. While self-assessments are still 

deemed useful for capturing practitioners9 perceptions of capability, the concerns regarding 

their validity as the sole indicator of competency call for caution (Callahan & Watkins, 2018; 

Caron et al., 2020; Haeffel & Howard, 2010). 

Research indicates that generally practitioners in the helping professions over- or 

underrate their capability on self-rating competency measures, but even the research is 

varied with many variables influencing results (Eva & Regehr, 2015; Falender, 2014; 

Madrazo et al., 2018). However, it seems to be agreed that when researchers correlate self-

assessment of knowledge and skills against objective measures of competency, there is a 

consistent and marked difference between practitioner rating and objective rating (Milne et 

al., 2011; Plant et al., 2012; Walfish et al., 2012). Various complex systemic variables 

influence self-assessment reliability, some of which relate to practitioners (Barnes, 2004; 

Ward et al., 2002).  These include variables such as gender, with women tending to 

underestimate ability; biases; confidence; level of training; professional experience; 

understanding of competency domains; and experience with assessment processes and 

rating tools (Falender, 2014; Larkin & Morris, 2015; Madrazo et al., 2018). Others relate to 

the validity of the self-assessment tool itself, such as the clarity of rating instructions, 

provision of defined competency benchmarks for aiding perception of self-assessed abilities, 

and clear instructions for translation of results into applied practice (Hawkins et al., 2012; 

Milne & Reiser, 2017). Additionally, how self-assessment evaluation is supported within the 

culture of the workplace is important, and can greatly weaken or strengthen efficacy, 

purpose, process, and learning outcomes. (Sheehan & Wilkinson, 2022). Poor 
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understanding of self-assessment within clinical supervision can create issues with 

overconfidence of abilities or an underestimation of competence, both of which can affect the 

quality of the supervision relationship and limit learning potential (Falender, 2014).  

The increasing understanding of the challenges and weaknesses of relying on self-

assessment in isolation of objective assessment methods is growing and supporting the 

argument for more attention to the interplay between self-assessment and external 

assessment and feedback (Eva et al., 2012; Getz, 1999). An important aspect of this is to 

better understand how the self-assessor interprets and applies feedback, and how this may 

be enhanced with accurate and objective external feedback (Eva et al., 2012), as self-

assessment efficacy influences future performance and facilitation of tasks (Finley et al., 

2016). 

There is a need for further research on effective methods for valid measurement of 

supervisor competence through self-assessment, with a critical need to produce measures 

that can be used objectively in addition to self-assessment, and that are not exclusively 

focused on effectiveness or satisfaction but cover all areas related to competence 

(Gonsalvez et al, 2017; Swank et al., 2021; Wheeler & Barkham, 2014).  

Observational Assessment of Competency 

Given the known limitations of relying on self-assessment when evaluating 

competency, it is difficult to comprehend why routine observation of practice isn9t expected 

as part of supervisor development (Falender & Shafranske, 2011, 2021; Hawkins et al., 

2012; Milne, 2014; Reiser & Milne, 2014). In an age of increased focus on supervision 

accountability and efficacy, it is paramount to ensure that supervision involves the 

opportunity to enhance the accuracy and objectivity of reflective practice and evaluation in 

supervision (Beckman et al., 2020; Hutman et al., 2021; McMahon et al., 2022).  

Though observational assessment of clinical competency is a common practice in 

medicine and nursing, it has been used less consistently in supervision practice across the 
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helping professions (Hitzeman et al., 2020; Kogan et al, 2017). Yet the use of direct 

observation in clinical practice is not a new concept, with Carl Rogers (1956), and Kagan 

(1965) promoting the benefits of habitual use of recorded and live observation as good 

practice in the 1960s and 1970s (as cited by Scaife, 2019). These researchers used 

recordings to optimise practitioner training across the career span by enhancing objective 

reflection, and placing a lens on improving client outcomes (Kagan et al., 1965, 1969). While 

its value is increasingly recognised by researchers such as Amerikaner et al. (2012) who 

found direct observation of supervisees significantly increased supervisory satisfaction and 

supervisors9 capability, there remains a chronic underutilisation of observation in supervision 

(Hitzeman et al., 2020; Reiser, 2021; Milne et al., 2011). In fact, over their careers, many 

clinical supervisors have never themselves experienced observational assessment either as 

a professional or a supervisor, which raises a serious question regarding the efficacy of 

observational feedback in practice (Hutman et al., 2021; Murray & Leadbetter, 2018). As 

Halman (2016) proposed, if feedback is considered to be the keystone of effective clinical 

development, then it is critical that enhanced opportunities to experience feedback via 

observational evaluation of supervision practice be sought. 

One of the barriers to routine use of observation is the lack of procedures and valid 

resources to support its accuracy and efficacy in workplace settings (Gonsalvez et al., 2016; 

Hawkins et al., 2012; Roth et al., 2019). Milne and Reiser (2011) undertook a systematic 

review of supervision direct observation tools, summarising the validity of 10 tools, and 

measuring the validity against design, implementation, and outcomes.  Of the 10 

observational tools, the majority had been validated for use with clinical psychology and had 

a training and clinical competency focus; none met the complete prescribed psychometric 

design criteria. The work of Milne et al. (2011), and Roth et al. (2019) highlight the lack of 

appropriate and valid tools for observational feedback within supervision practice, identifying 

a specific need for: 
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• psychometrically reliable and valid tools specific to the observation of 

supervisor core competencies and appropriate for use with multiple 

supervising disciplines; 

• observational tools developed with the addition of supervisor and supervisee 

assessments for combined reflection; 

• reliable observation assessment rater induction guidelines and procedures 

that enhance and support objective, safe, ethical, culturally aware, and 

standardised techniques for observation; with 

• rater induction instructions, tested outside of the specific context in which 

they were first developed, that enhance interrater consistency and accuracy. 

Conclusion 

This review of the literature has highlighted the present challenges and 

inconsistencies in defining, training, and assessing supervisor competencies, and in 

particular a lack of reliable and valid tools for assessing supervisors9 core competency 

knowledge, skills, and abilities regardless of professional orientation (Beckman et al.,2020). 

From the findings of this review, it is recommended that the development of new tools should 

reflect a detailed and clear understanding of the conceptual framework in which they were 

developed, be psychometrically validated with a postgraduate workforce, and be reflective of 

a broad cross section of the helping professions workforce.  
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Chapter 3: 

Study 1: Development and Pilot of the Generic Supervision Assessment Tool (GSAT) 

Tool Conceptualization  

The development of any new psychometric competency-based assessment tool is 

complex and requires planning, mapping, and analysis to ensure tools deliver on their 

objectives (Reiser & Milne, 2014; Worthington & Whittaker, 2006). Tools must be grounded 

in benchmarked competencies, be easy to use, relevant to the target audience, and contain 

sufficient information regarding application and translation of findings for users to be able to 

benefit from their use (Ellis et al., 2008, May et al., 2017).  

The theoretical context for the development of the GSAT tools centred around 

supporting evidence-based clinical supervision practice, by developing psychometrically 

validated resources that were freely available and could be utilised across multiple 

disciplines to benchmark supervisor competencies. Across health services, funders, policy 

makers, professional bodies, individual practitioners, and service consumers have all sought 

to ensure that the clinical supervision techniques applied by practitioners are safe, effective, 

and consistent (Beidas & Kendall, 2010; Pilling & Roth, 2014; Snowdon et al., 2019). When 

defining competencies in general terms, it is necessary to first define the minimum number 

of observable essential behaviours that demonstrate the possession of knowledge, values, 

skills, and attitudes (Bagnall & Sloan, 2014). Defining competencies ensures there are 

distinguishable levels of required performance that enable an individual supervisor to 

perform to an appropriate and safe standard (Falender & Shafranske, 2017; Livni et al., 

2012).  

An initial search to identify the core generic competencies of clinical supervisors was 

initiated prior to the commencement of this PhD research by a small group of 

multidisciplinary practitioners of which I was a member.  I subsequently became the  

principal researcher and took the initial conceptualisation into a full tool development and 
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validation study. This group of practitioners from the fields of clinical education, academia, 

and mental health services shared the common ethos of <do no harm= in supervision and 

were concerned about the inconsistencies in supervision practice and training across the 

professions (Falender, 2014; Livni et al., 2012; O9Donovan et al., 2017). As leaders in 

supervision, we held a shared concern for the quality of supervision provision in both private 

and public human services and were seeking evidence and resources that would promote 

quality supervision delivery. The focus of this initial expert group centred on evaluating the 

availability and validity of supervision competency evaluation resources (Milne, 2014; Milne 

& Reiser, 2014; Wheeler & Barkham, 2014). In particular, the search was centred on 

reviewing available resources that were multidimensional, valid for multiple professions, and 

designed for the strengthening of competency-based feedback for supervisors (Cliffe et al., 

2016; O9Donovan & Kavanagh, 2014; Wheeler & Barkham, 2014).  

The discussions led by this initial supervision expert group identified that existing 

measures were focused on evaluating specific aspects of supervision practice, (e.g., 

supervision satisfaction or effectiveness), and were either self-assessment based, or 

supervisee feedback focused. This often resulted in the need for multiple lengthy 

assessments if a supervisor wished to comprehensively evaluate their supervision practice 

(Neuer Colburn et al., 2016; Wheeler & Barkham, 2014). These findings emphasised the 

need for new tools that were psychometrically sound measurements of supervisor 

competency and allowed for multiperspectives (supervisor, supervisee, third-party or trainer). 

This formed the preliminary conceptual foundations of this study. This chapter describes the 

steps and processes employed over a two-and-a-half-year period to develop, design, pilot, 

and refine GSAT supervisor competency tools that could then be subsequently 

psychometrically validated by a multidisciplinary workforce (See Chapters 4 and 5). The 

development process for the GSAT tools followed an inductive methodology constructed 

from the processes described by DeVellis (2016), Ellis et al. (2008), and Worthington and 
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Whittaker (2006).  Particular attention was given to the design process with specific 

consideration given to external expert review.  

Common themes among the literature on tool development point to the need for clear 

aims and objectives; linkage to prior research; generation of items that are underpinned by 

theoretical framework; the inclusion of the practitioner voice in development, review, and 

piloting; and links to clear outcomes (DeVellis, 2016; Gable & Wolf, 2012; Worthington & 

Whittaker, 2006). All these standards for tool design were integrated into the development of 

clear objectives and processes for the development and piloting of the GSAT (Hamilton et 

al., 2022)  

Ethical approval for the GSAT development was granted by the Human Research 

Ethics Committee of Griffith University GU2015/835 (see Appendix 2). The development of 

the GSAT tools followed four consecutive steps: 

1. Literature Review 

2.  Research Team Review 

3. External Expert Review, and  

4. Pilot Study.  

Development Methods 

The initial tool development and pilot processes undertaken in this chapter followed a 

six-step process in accordance with the guidelines summarised by DeVellis (2012).  

1. Tool conceptualization, determination of the need and purpose for a new tool, 

including a review of preexisting scales to understand gaps in tool availability. 

2. Qualitative exploration of the conceptual domains within supervision competency 

literature for the generation of initial pool of items.  

3. Composition of preliminary items and review by research committee including 

drafting of objectives, defining target population, and determination of the 

measurement format (i.e., rating scales, anchor points). 
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4. Generation of final draft GSAT items and theoretical domains.  

5. External expert review for initial testing of content and construct validity. Items added 

and refined to develop a tool for pilot testing. 

6. Administration of a pilot of the draft tool with a participant pool representative of the 

population for which the scale is intended. Consultation of pilot results and survey 

refinement for next stage of the validation process. 

Literature Reviews  

Following the first two steps suggested by DeVellis (2012), the development of the 

GSAT tools began with four related semistructured narrative reviews of the literature specific 

to the mapping of currently available tools, competency-based supervision, supervisor 

competencies, item generation, design of measurement scales, development of behaviour 

descriptors, and tool formats. A narrative literature review methodology was deemed 

appropriate due to its strengths as an objective mapping method when investigating practice 

themes produced by a diverse range of disciplines (Collins & Fauser, 2005; Ferrari, 2015; 

Green et al., 2006).   

The first literature review focused on evaluation of supervision practice and factors 

that impacted tool validity, rating behaviour, and rating of competency. This included a 

scoping of current tools, and more specifically supervision tools commonly used in everyday 

practice and research (O9Donovan & Kavangah, 2014; Wheeler & Barkham, 2014). The 

emphasis was on the tools assessment focus and purpose (e.g., supervision satisfaction, or 

alliance evaluation), conceptualisation and development, accessibility, professional lens, 

psychometric validity, replicability, reliability, and outcomes (Falender, 2014; Gonsalvez, et 

al., 2017; O9Donovan & Kavangah, 2014; Wheeler & Barkham, 2014; Wheeler & Richards, 

2007). The review of the literature began with a systematic search of available professional 

and organisational supervision frameworks and guidelines that included recommended 

supervision assessment tools. This was then expanded to include searches of PsychArticles, 

Proquest, ERIC, PubMED, PsycINFO, and Science Direct databases, for peer-reviewed 
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papers using key terms such as <evaluating supervisor performance=, <assessment 

interpretation=, <self-efficacy=, <self-appraisal=, <evaluation and professional judgement=, 

<workplace-based assessments=, and <supervisee feedback=, with an overall exploration of 

the complexities of competency based self-assessment, supervisee and peer assessment, 

and the cultural factors relevant to evaluation (Gable & Wolf, 2012; Krantz & Reips, 2017; 

Olds & Hawkins, 2014; Plant et al., 2012). The exploration of this literature was critical in 

ensuring any tools the team developed contributed to enhancing evaluation and its 

translation into practice. 

The second literature review focused on clinical supervision competency and 

capability which was then expanded as themes were mapped. To ensure the competencies 

mapped were core to the practice of supervision across multiple disciplines, a broad cross 

section of the literature was reviewed. Through this process, searches were conducted with 

the terms and keywords <supervisor competency=, <supervision framework=, <core supervisor 

competencies=, <supervisor capability=, <competency-based supervision=, <supervisor 

training=, <evaluation of supervisor=, <supervisor rating=, and <supervisor self-assessment=. 

This search sought to broaden the understanding of assessment methods and the possible 

limitations of relying on peer assessment alone (Hatcher et al., 2013; Jerosch-Herold, 2005). 

This review was repeated with Google Scholar and Google to screen for any supervision 

competency frameworks and tools within the grey literature. The same search engines were 

also used in subsequent literature reviews. 

The third review explored literature related to the live observation of practice and 

assessing competency through observation (Amerikaner & Rose, 2012; Halman et al., 

2016). It was vital to explore the special application of observation assessment to the tool 

design with the search drilling down into terms related to <external assessment of skill= 

(Milne & Reiser, 2011; Perron et al., 2016), <observation anxiety= (LaDonna et al., 2017), 

<staff perceptions of observation= (Madan et al., 2012; Milne et al., 2011), <assessor bias= 

(Yeates et al., 2013), <observation training= (Kogan et al., 2017), <efficacy of third-party 
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observation= (Halman et al., 2016; Ram et al., 1999), <interpretation of objective observation 

feedback= (Fukkink et al., 2011; Kogan et al., 2012), <outcomes of observed practice= 

(Martino et al., 2009), and <cultural implications of third-party observation evaluation= (Milne 

& Reiser, 2011; Watling et al., 2016).  

The fourth and final review explored the limited literature regarding the use of video 

to create objective third party observations of practice (Haggerty & Hilsenroth, 2011; Milne et 

al., 2011). Although use of video to enhance evaluative feedback processes in clinical 

practice is not new (Kagan & Krathwohl,1965; Ram et al., 1999; Scaife, 2014) the literature 

on its application with supervision competencies is still emerging (Milne, 2016). Terms 

explored included <external performance rating anxiety= (Topor et al., 2016), <observation of 

practice using video= (Haggerty & Hilsenroth, 2011), <confidence and competency using 

video in supervision= (Haggerty & Hilsenroth, 2011), <providing objective feedback= (Eva et 

al., 2011), <observation bias= (Govaerts et al., 2013), <video observation versus live 

observation= (Murray, 2016), <video observation barriers= (Murray & Leadbetter, 2018;Topor 

et al., 2016), <training third-party assessors= (Govaerts et al., 2013; Milne & Reiser, 2012), 

<effects of rater experience= (Milne, 2016; Milne et al., 2011), <judging performance=, 

<processes underpinning judgement and assessment processes= (Topor et al., 2016), 

<performance constructs=, and <interrater reliability with video9 (Fukkink et al., 2011). 

Results 

Mapping of Current Supervision Assessment Tools 

The findings from the exploration of current supervision tools found that most were 

conceptualised and developed with a specific area of practice, professional context, or 

localised problem driving the design.  This meant that tools tended to be study-specific with 

limited consideration of other practice applications and applications across professions and 

workplace settings (Ellis et al., 2008; Falender, 2014; Hamilton et al., 2022). In addition, a 

large majority of tools used student or early career practitioners to assist in the determining 
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of items and the validation of the tools, with little to no testing of application within workplace 

settings (Cutcliffe et al., 2018; Ellis et al., 2008).  

When exploring the tools that sought to assess supervisor competency related skills, 

there were limited examples of tools that facilitated feedback to the supervisor from multiple 

perspectives, with the majority limited to use as self-assessment and/or supervisee 

assessment. Although there is a slowly growing emergence of tools specifically designed for 

third party observation of practice, most have been designed to assess specific aspects of 

supervision practice (e.g., a modality of supervision provision) and few have accompanying 

self-assessment or supervisee assessment versions (Milne, 2014; Milne & Reiser, 2012). 

Furthermore, there was a dearth of guidance and direction as to how to effectively apply 

multisource feedback and interpret results for the enhancement of competency-based 

supervision (Eva et al., 2011; Gonsalvez et al., 2014; Milne, 2014; Sargeant et al., 2008). 

Absent from a large proportion of assessment tools was any account for cultural and 

diversity influences and more specifically, professional and organisational culture on rating of 

supervisory skill (Watling et al., 2016). Most tools were developed with limited descriptive 

detail specific to the skills and knowledge assessed and specifically lacked suggestions or 

guidelines for application of the tool in training or workplace settings, especially in relation to 

interpretation of ratings and methods of facilitation feedback on outcomes (Govaerts et al., 

2013; Milne, 2016; Watling et al., 2016).  

Of the 23 supervision tools reviewed, 18 were selected for detailed mapping based 

on their presence in comprehensive reviews of supervision assessment tools, frequent use 

in subsequent supervision research studies, supervision training, and presence in workplace 

supervision guidelines and frameworks (Gonsalvez et al., 2016; O9Donovan & Kavangah, 

2014; Wheeler & Barkham, 2014; Wheeler & Richards, 2007).  

The details of this systemic mapping exercise are presented in Table 1.
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Table 1. Summary of 18 Supervision Assessment Tools Commonly Used in Research and Practice Reviewed in 2016-2017 

Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development 
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

Leeds 
Alliance in 
Supervisio
n Scale 
(LASS) 
 
Wainwright, 
(2010) 
 

A sessional, 
feedback informed 
measure of the 
supervisory 
working alliance. 
Based on 
supervisee 
satisfaction and 
experience of the 
supervision. 

3-item tool 
 
100-point 
(10 cm) 
Visual 
Analogue 
Scale 

Psychology  Supervisee The 3 items 
represent 3-factor 
clusters 
measuring 
alliance: 
 
Approach 
 
Relationship 
 
Meeting needs 

PhD research. 
 
A Principal Components Analysis 
(PCA), with N=98 Clinical 
Psychology graduate trainees. 
Hierarchical Cluster Analysis 
(HCA) was used to identify the final 
three domains resulting in a 3-item 
tool. Confirmatory Factor Analysis 
(CFA) with N=140 Psychology 
graduate trainees. 

Supervisor
y Styles 
Inventory 
(SSI) 
 
 
Friedlander 
& Ward 
(1984) 

Inventory of 
supervisory styles. 
The SSI has three 
factors 
attractiveness, 
interpersonal 
sensitivity, and 
task orientation.  
 
Two tools 
supervisor (SSI-T) 
&  
supervisee (SSI-
S) 

25-item 
tool  
 
7-point 
Likert 
scale 

Multidisciplinary  
(Psychology, 
social work, 
psychiatry)  

Supervisee 
assessment  
& 
supervisor 
self-
assessment  
 

3-factor structure: 
 
Attractive 
 
Interpersonally 
sensitive 
 
Task-oriented 

Development processes reported  
 
Comprehensive PCA was 
conducted with N=202 
(supervisors) and N=183 
(supervisees). Reporting strong 
internal consistency was strong 
with an overall Cronbach alpha 
range of 0.76-.93. Item-scale 
correlations, convergent validity 
and test-retest reliability reported 
 
No CFA was reported. 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development  
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

Manchester 
Clinical 
Supervision 
Scale 
(MCSS)  
 
Winstanley, 
(2000) 
 
MCSS 
Revised  
 
Winstanley 
& White, 
(2011) 

Supervisee 
satisfaction rating 
scale based on 
Proctor9s model 
with domains 
focused on 
normative, 
formative, and 
supportive 
practices 
facilitated by the 
supervisor  
 
 
Note: not freely 
available 

MCSS = 
36 items 
 
MCSS 
Revised = 
26 items 
 
5-point 
Likert 

Nursing  Supervisee  6-factor structure: 
 
Trust & support 
 
Supervisor 
advise/support 
 
Improved 
care/skills 
 
Importance of CS 
 
Finding time 
 
Personal 
issues/reflection 

First published in 2000, sample 
size and full exploratory data 
results not reported.  
 
The second validation in 2011 used 
the Rasch Unidimensional 
Measurement Model (RUMM) to 
conduct a PCA with a large, allied 
health and nursing data base from 
multiple research studies. 
Resulting in a revised 26-item tool 
psychometrically sound and 
reliable. 
 

Multicultural 
Supervision 
Scale (MSS) 
 
Sangganjan
avanich & 
Black (2011)  

Measurement of 
multicultural 
competencies 
based on skill, 
attitudes, beliefs, 
stigma, and 
stereotypes 
 

39-items 
 
7-point 
Likert 
scale 
 
 

Counselling Supervisor 
self-
assessment 

3-factor structure: 
 
Supervisory skills 
 
Supervisor 
attitudes  
 
Beliefs 

The tool development and item 
generation processes were 
reported with an expert review and 
pilot conducted. A PCA was 
conducted with a practising 
workforce sample size of N=304. 
Moderate internal consistency with 
an overall score of 0.76. 
No CFA was conducted. 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development  
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

Supervisory 
Satisfaction 
Questionnai
re (SSQ) 
Ladany et 
al., (1996) 
adaption of 
Client 
Satisfaction 
Scale (CSQ) 
Larsen et al., 
(1979) 

Adapted from the 
CSQ (Larsen et 
al., 1979), the 
SSQ assesses 
the supervisees9 
overall 
satisfaction with 
their supervision  

8-item tool 
 
4-point 
Likert 
scale 
 
 

Psychotherapy 
& Psychology  

Supervisee  Unidimensional 1-
factor structure 

Development and initial validation 
exploration were reported with a 
sample size of N=108 graduate 
student participants. 
Initial validation methods did not 
report a CFA. High internal 
consistency with Cronbach9s alpha 
was reported as 0.96. A further 
study (Ladany et al., 1999) 
reported 0.97 
 

Clinical 
Supervision 
Self-
Assessment 
Tool (CSAT) 
 
Health 
Workforce 
Australia 
(HWA), 
(2014) 

Based on the 
HWA supervision 
competencies 
framework 
(2014). The tool 
consists of an 
inventory of 
supervision 
practices with 
domains focused 
on knowledge 
and skills.  

60-items 
 
5-point 
Likert 
scale 
 
 

Allied health & 
Nursing  

Supervisor  2-factor structure, 
each with six 
subdomains 
 
CSAT knowledge  
 
CSAT skills 

The allied health and nursing 
workforce has used the CSAT 
extensively in Australia, for training 
and benchmarking supervisors.  

The original CSAT development 
and any form of psychometric 
validation have not been published 
in the grey literature or peer-
reviewed literature. Therefore, the 
reliability and validity of the tool 
were unknown at the time of this 
review. 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development  
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

The 
Supervisor 
Perception 
Form (SPF) 
 
 
 
Heppner & 
Roehlke 
(1984) 

One of the first 
supervisee 
experience 
measures 
developed with 
the intent to 
measure 
supervisor 
competence 
Though does not 
cover full core 
supervisor 
competencies 
and focuses on 
supervisee 
experience. 

24-item 
tool 
 
6-point 
Likert 
scale 

Counselling 
psychology 

Supervisee & 
Supervisor 
forms  
 
SPF-T, for 
supervisees  
 
SPF-S, for 
supervisors9 
perceptions 
of the 
supervisee 
 

2-factor structure: 
 
Supervisee 
willingness to 
learn 
 
Supervisory 
impact 

Developed with graduate students 
Information on the development of 
the tool is limited, and original 
development methods do not meet 
full psychometric validation criteria 
with no reliability or validity data 
reported in the original research. 
 

Role 
Conflict and 
Role 
Ambiguity 
Inventory 
(RCRAI) 
 
Olk & 
Friedlander, 
(1992) 

Assesses the  
perceptions of 
role conflict and 
role ambiguity in 
supervisory 
working 
relationships 

29-items 
 
5-point 
Likert 
scale 
 
 

Psychology & 
Counselling 

Supervisee 2-factors 
consisting of: 
 
Role conflict (RC) 
 
Role Ambiguity 
(RA) 

Initial development, expert review 
and PCA were reported with 
N=240.  
 
Internal consistency was reported 
for each factor with RA Cronbach9s 
alpha total of 0.91 and RC 0.89. 
 
No CFA was reported in the 
original research.  
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development  
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

Supervisio
n 
Evaluation 
and 
Supervisor
y 
Competenc
e (SE-SC) 
scale 
 
Gonsalvez 
et al., 
(2017) 

Assessment of 
supervisor 
competency. 
Domains cover 
supervision 
competencies 
based on 
knowledge, skill, 
relationship, and 
attitudes. 
Evaluates 
supervisee 
satisfaction and 
experience. Strong 
correlation with 
competency-
based supervision 
frameworks 
though some core 
skills are not 
covered (e.g., 
multicultural 
practice, ethics) 
 

22-items 
 
7-point 
Likert 
scale with 
the 
inclusion 
of a N/A 
function 

Clinical 
Psychology  

Supervisee  6-factor 
structure: 
 
Openness, 
caring & support 
 
Supervisor 
knowledge/ & 
experience  
 
Supervisor 
planning & 
management 
 
Goal-directed 
supervision 
 
Restorative 
competencies 
 
Therapist/ 
client dynamics 
& reflective 
practitioner 
competencies 
 

Validation was conducted with 
N=114 clinical psychology graduate 
trainees. 
HCA in SPSS was used to produce 
dendrograms identifying a factor 
structure. 
 
Reliability, concurrent validity, and 
test-retest reliability were reported. 
 
Internal consistency was high with 
a Cronbach9s alpha range of 0.75 – 
0.92. 
 
No CFA was reported. 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development 
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

Supervisor
y 
Relationshi
p 
Questionna
ire (SRQ) 
 
Palomo et 
al., (2010) 

Assessment of the 
supervisory 
working alliance 
from the domains 
of interpersonal 
skills, feedback, 
and reflective 
practice. Evaluates 
communication 
style and 
supervisee9s 
experience of the 
supervision.  
 
 

67-item 
tool 
 
7-point 
Likert 
scale 

Clinical 
psychology 

Supervisee  6-factor 
structure 
 
Safe base 
 
Commitment 
 
Structure 
 
Reflective 
education 
 
Role model 
 
Formative 
feedback 

Development and item selection 
methods were comprehensively 
reported. 
 
PCA was conducted with N=284 
clinical psychology graduate 
students. 
 
Good reliability and concurrent 
validity. Internal consistency was 
strong with an overall Cronbach9s 
alpha of 0.98 (range 0.38 – 0.86). 
The SRQ has been found to be 
predictive of supervisee 
satisfaction. 
 
No CFA conducted 

The Short 
Supervisor
y 
Relationshi
p 
Questionna
ire (S-SRQ) 
 
Cliffe et al., 
(2016) 

Adaptation of SRQ 
to create a valid 
short easy to use 
supervision 
experience 
assessment tool 
appropriate for 
repeat use.  

18-items 
 
7-point 
Likert 
scale 

Clinical 
Psychology 

Supervisee  3-factor 
structure: 
 
Safe base 
 
Reflective 
education 
 
Structure 

A PCA was conducted with N=230 
psychology trainees to reduce the 
number of items. High internal 
consistency reported with overall 
Cronbach9s alpha of 0.96. Good 
convergent validity. A test-retest of 
reliability showed acceptable 
performance.  
 
No CFA conducted 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

The 
Supervisor 
Relating 
Style 
Inventory 
(SRSI) 
 
Lizzio et al., 
(2009).  

Developed to 
assess supervision 
relational 
competencies from 
the perspective of 
the working 
alliance, with items 
measuring the 
level of supervisor 
challenge, support 
and openness as 
evaluated by the 
supervisee. 

12-items 
 
7-point 
Likert 
scale 
 
 

Clinical 
Psychology  

Supervisee  3-factor 
structure: 
 
Openness 
 
Challenge 
 
Support 

The development process and 
exploratory analysis using Principal 
Axis Factoring PAF was conducted 
with clinical psychology graduates 
N=261. Reporting an overall 
Cronbach9s alpha of 0.80 
 
Followed by a CFA using the same 
data set to confirm the best model 
fit. With a Cronbach9s alpha range 
of 0.82-0.89 and a CFI of 0.95. 
Results indicate the SRSI is 
psychometrically sound. 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

Supervisor
y 
Relationshi
p Measure 
(SRM) 
 
Pearce et 
al., (2013) 
 

Supervisor self-
assessment of the 
supervisory 
working alliance. 
The measure 
aligns with the 
SRQ in the 
measurement of 
constructs.  
 

51-item 
tool 
 
7-point 
Likert 
scale 
 
 
 

Clinical 
Psychology 

Supervisor 
self-
assessment 

5-factor 
structure: 

Safe base 

Supervisor 
commitment 

Trainee 
contribution 

External 
influences 

Supervisor 
investment 

Qualitative interviews used to 
identify items and develop tool. A 
PCA was conducted with a sample 
size of N=258 supervisors. Overall, 
Cronbach9s alpha was 0.92 with a 
range of 0.71-0.96.   
 
A test-retest was conducted. With 
high internal consistency reported.  
 
No CFA was conducted. 

Clinical 
Supervisio
n Behavior 
Scale 
(CSBC) 
 
Rousmanie
re & Ellis, 
(2013) 

Developed as a 
supervisee 
assessment of 
collaborative 
supervision. Based 
on the link 
between 
collaborative 
behaviour and 
supervisory 
working alliance. 

4-item 
scale 
 
5-point 
Likert 
scale  
 
 

Psychology, 
Counselling,  
Social Work 

Supervisee Unidimensional 
factor structure 

Initial development and CFA were 
reported in 2013. Reported 
promising psychometric properties 
and a 
single-factor with loadings ranged 
from 0.86 – to 0.89. Maximum-
likelihood solution accounted for 
76.3% of the variance with 
acceptable goodness of fit  
indices. 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development  
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

The 
Supervisor 
Feedback 
Form 
 
Hall-Marley 
(2001) 
 
Retrieved 
from 
www.cfalen
dEr.com 

Designed to 
provide feedback 
to supervisors 
regarding 
supervisees9 
experience of their 
supervision 
practice. Aimed at 
enhancing the 
supervisory 
working alliance. 

No formal 
rating 
scale or 
scoring 
system. 
Users 
mark 
items 
based on 
relevance.  

Psychology Supervisee  4-factors: 

Atmosphere for 
Learning 

Supervision 
styles 

Supervisor 
conduct 

Supervision 
impact  

Development processes and 
validation are not reported in the 
peer-reviewed literature with no 
evidence of psychometric validity. 
Developed by practice-based 
clinical supervisors to meet a local 
project need.  
 
SFF is included in the appendices 
of Falender & Shafranske (2004). 

Evaluation 
Process 
Within 
Supervisio
n Inventory 
(EPSI) 
 
 
Lehrman-
Waterman 
& Ladany 
(2001) 

A measure of 
effective 
evaluative 
practice. Focuses 
on the supervisory 
working alliance, 
specifically goal 
setting and 
feedback 
practices, and the 
supervisee9s 
perception of and 
satisfaction with 
supervision  

21-item 
tool 
 
7-point 
Likert 
scale 
 
 

Counselling 
psychology 

Supervisee  EPSI has a 2-
factor structure 
with items falling 
under the 
domains of: 
 
Goal setting  
 
Addressing 
feedback 
 

Strong 3 stage development and 
pilot methods were reported. 
 
PCA was conducted with a 
graduate student population 
sample size of N=274  
 
 
Comprehensive CFA reported with 
strong psychometric validity. 
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Title of tool/ 
Author/ 
Year 
Developed 

Aim of tool 
development 
 

Number 
of items/ 
Rating 
method 

Original 
discipline 
focus 

Respondent 
(e.g., 
Supervisor 
Supervisee, 
Observer) 

Factors/ 
Domains 
Measured 

Psychometric validity  
(e.g., exploratory factor analysis, 
confirmatory factor analysis, and 
sample size) 

Supervisio
n 
Adherence 
and 
Guidance 
Evaluation 
(SAGE) 
scale 
 
Milne et al., 
(2011) 
 
Milne & 
Reiser 
(2014).  

The first tool 
designed and 
validated for the 
direct 
observational 
assessment of 
supervisory 
competence. 
Developed 
specifically for the 
assessment of 
supervisors 
conducting 
Cognitive 
Behaviour Therapy 
(CBT) supervision. 
 

22-item 
tool 
 
 
7-point 
Likert 
scale with 
the 
inclusion 
of rater 
qualitative 
comments 
on the 
rating of 
items 
 
 

Clinical 
Psychology 

Observational 
assessment  
 
(Validated with 
video and 
audio 
recordings of 
sessions) 

3-factor 
structure  
 
Common factors 
 
Supervision 
cycle 
 
Supervisees 
cycle  

Initial comprehensive development 
and preliminary evaluation were 
reported by Milne et al., (2011). 
 
Complete EFA was conducted with 
a sample size of N=117 
supervision pairs (supervisor and 
supervisee) consisting of practising 
mental health professionals.  
 
A further study N=176 was 
conducted along with an analysis 
of inter-rater reliability. Confirming 
a single factor structure and 
Internal consistency of 0.98 
 
Results highlighted the 
complexities of observational 
assessment and the need for 
awareness of professional and 
cultural biases. 
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Main Findings of the Supervision Tool Review 

The findings of the review presented in Table 1 are summarised below: 

Within the body of available assessment tools there was a dominance of supervision 

satisfaction and working alliance tools as assessments of supervision efficacy, which have 

recognised flaws when factors that influence the perception of relationship and satisfaction 

are considered (Mathieson et al., 2009; O9Donovan & Kavanagh, 2014). These include, for 

instance, the supervisee9s knowledge of supervisory competencies, access to supervision 

training, experience with supervision, expectations of supervision, developmental level, 

power dynamics, and workplace culture (Ellis, 2010). Although a supervisee may rate a 

supervisor highly on a satisfaction assessment tool because the supervisor made them feel 

safe and supported, restorative and supportive supervisory practices alone do not indicate 

effective supervision or the full spectrum of supervisory competencies that enhance a 

working alliance. Supervision also involves the facilitation of critical reflection and 

constructive feedback and at times uncomfortable conversations, aimed at developing the 

competent practitioner and enhancing client outcomes. It may not be possible to reflect 

effectively on the full spectrum of supervisor practices using satisfaction assessments alone 

(O9Donovan & Kavanagh, 2014).  

Only six tools (CSAT, SFF, SE-SC, SPF, SRSI, SAGE) were developed with the 

assessment of supervisor competencies in mind. Of these, 50% had no evidence regarding 

their development and any psychometric validation (CSAT, SFF, SPF). One was narrowly 

specific to relationship competencies (SRSI), and one was specific to observing CBT 

supervisor competencies. The SE-SC was the only tool that measured a broad cross-section 

of recognised core competencies and reported psychometric validity (Gonsalvez et al., 

2016). However, this also missed some core competencies such as multicultural and ethical 

practices. 
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Most of the tools designed to measure supervisee experience or satisfaction provided a 

minimal explanation of the rating methodology to the supervisee, seemingly relying on 

supervisees9 understanding of the attitudes, skills, or knowledge components they were 

rating. Similarly, no instructions were given on how to provide feedback to supervisors on the 

results when using the tool in practice settings. In fact, only three tools had both supervisor 

and supervisee assessment versions, the SWAI, SSI, and SPF, but only two of these tools 

had been through a documented development and validation process. The majority of 

supervision assessment tools remained focused on the single perspective of the supervisee 

or supervisor in isolation of more objective measures, which limits learning potential. 

When reviewing the reliability of the tools9 measurement scale all but one of the tools 

used a Likert scale as the rating method with a range from 4-7 anchor points; most used do 

not agree – strongly agree, with the exception of the Leeds Alliance in Supervision Scall 

(LASS; Wainwright, 2010) which applied a 100-point, 10cm Visual Analogue Scale (VAS) 

with anchor points at 0 and 100. Where tools used the terms novice or expert as anchor 

labels all except for the Supervision Adherence and Guidance Evaluation (SAGE; Milne & 

Reiser, 2014) provided limited clarity of anchor labels and definition of developmental levels. 

Scoring instructions were also at times either complex or lacking in clarification as to how to 

interpret or translate the results into practice. 

Review of validation methodology showed that only two of the tools were developed and 

validated with an extensive multidisciplinary cohort (CSBC & SSI). Most tools were 

developed and initially validated with graduate student cohorts whose primary profession 

was counselling psychology and/or clinical psychology. Only one tool, the SAGE (2014) was 

developed and psychometrically validated for competency assessment through third-party 

observation of practice, although this was designed specifically for use with clinical 

psychology CBT supervision. 
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Of the tools that conducted a psychometric validation, the majority undertook an 

Exploratory Factor Analysis (EFA) using Principal Components Analysis (PCA) with varying 

methods for testing reliability and validity. Only four tools took the findings of their EFA 

through a complete Confirmatory Factor Analysis (CFA) in the original research. 

Overall, there was an absence of freely available, multiple perspective tools specific to 

the measurement of supervisor competency. Of the tools reviewed, many had limited 

reporting of their reliability and validity in their development and validation, along with 

inconsistency in reporting of results. 

Mapping of Supervision Competencies  

The review and subsequent mapping of supervisor competencies found in the 

research literature, clinical supervision frameworks, and guidelines assisted in the 

development of an exploratory conceptual model consisting of seven competency themes 

that were common across the helping professions. These consisted of (a) models and 

interventions for the facilitation of supervision; (b) the establishment and maintenance of the 

supervisory working alliance; (c) professional and workplace practice standards, ethics, 

safety, and risk screening; (d) understanding and practice related to cultural diversity; (e) 

methods of giving and receiving feedback; (f) evaluation methods; and (g) development of 

knowledge, skills, and practice skills (See Table 2). The aim of the mapped domains was to 

inform Stage 3 of the tool development. The defining of core competency domains and 

selection of pilot items was based on the highlighting and mapping of common competencies 

recognised by the literature in each of the seven explored domains (DeVellis, 2012). 

Table 2. Mapping of core competency domains for item generation 

Core competency domains mapping 

Domain Literature  
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1. Models and interventions  

Bernard & Goodyear, 2009; Bagnall & Sloan, 

2014; Bagnall et al., 2011; Borders, 2014; 

Carrol, 1999; Falender & Shafranske, 2004, 

2011, 2014, 2017; Falender et al., 2014; 

Gonsalvez & Calvert, 2014; Milne et al., (2002); 

Rings et al, (2009); Roth & Pilling 2008 

2. Supervisory working alliance 

Bambling and King, 2014; Beinart, 2004; 

Beinart & Clohessy, 2017; Burns & Badiali, 

2016; Livni et al., 2012; Gonsalvez et al., 2017; 

Tangen & Borders, 2016; Wainwright, 2010 

3. Standards, ethics, and safety  

ACSQHC, 2021; APA, 2014, 2015;  APS, 2018; 

Barnett et al., 2007; Barnett & Molzon, 2014; 

Carroll & Shaw, 2013; Falender & Shafranske, 

2014 Gonsalvez & Calvert, 2014; Gonsalvez & 

Milne, 2010; HETI, 2012; O9Donovan et al., 

2011; Pilling & Roth, 2014; Thomas, 2014 

4. Cultural diversity (race, 

culture, difference, religion, 

gender, sexual orientation) 

Cary & Marques, 2007; Chopra, 2013; Crockett 

& Hays, 2015; Davys et al., 2017; Eklund et al., 

2014; Falender et al., 2004; Falender et al., 

2008; Fong, & Tanaka, 2013; Inman et al., 

2014; Kissil et al., 2013; Peters, 2017;  

Soheilian et al., 2014; Watkins, 2014 

5. Giving and receiving feedback  

Beddoe, 2017; Borders & Giordano, 2016; 

Borders, (2014); Border et al.,  2017; Falender 

et al., 2014; Motley et al., 2014; Neuer Colburn 

et al., 2016; Sargeant et al., 2008; Scaife, 2014; 

Telio et al., 2015 

6. Assessment and evaluation  

May et al., 2017; Milne, 2014; Milne, 2010; 

Milne, (2016); Milne, et al, 2011; Milne & Reiser, 

2012; O9Donovan & Kavanagh, 2014; Owen-

Pugh & Symons, 2013; Plant et al., 2012 
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7. Knowledge, skills, and 

interventions 

Allan et al., 2017; Cutcliffe & Sloan, 2014; 

Fuertes et al., 2012; Watkins, 2012; Wheeler & 

Richards, 2007 

 

Research Team Review 

Methods 

Continuing to follow the steps recommended by DeVellis (2012) the research team, 

with me as the principal researcher and three supervisors from backgrounds in social work 

and clinical psychology, met monthly during 2016 to review the findings of the literature 

reviews to finalise the tool development objectives, identify the target population, confirm the 

focus and intent of an observation assessment version, and develop competency items 

(questions) in the preliminary GSAT tools.  

Development Objectives  

The final objectives of the GSAT were to develop three tools that: 

• addressed the core generic competencies of a supervisor regardless of the 

supervisor9s profession or work setting,  

• were relevant, clear, and developmentally appropriate across a supervisor9s 

career, 

• were agile in nature and multidimensional in perspective, and captured the 

assessment of supervisor, supervisee, and third-party observers,  

• were applicable for use with video observation, and 

• were psychometrically reliable and valid with strong workplace relevance. 

Identification of Target Population  

As the objectives were focused on the interprofessional practice of clinical 

supervision competencies, the tool design methodology needed to ensure the final tools 
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were suitable for use with different professions. Therefore, the target population for the new 

GSAT tools included professionals who participate in clinical supervision as part of their work 

responsibilities. This was aimed to be inclusive of the current growing diversity of professions 

undertaking clinical supervision as part of their practice.  Hence, it included not only 

traditional clinical professions (e.g., medicine, nursing, pharmacy, occupational therapy, 

psychology, speech pathology, counselling, psychotherapy, dietetics, and social work) but 

also the lived experience workforce and the multicultural and Indigenous workforces which 

participate in supervision. It was also defined that the tools would need to be applicable and 

relevant to supervisors at differing developmental levels across the supervision career span. 

The defining of the target population assisted in ensuring the appropriate recruitment 

of expert groups so that assessments of content validity were representative of the target 

workforces. 

GSAT Draft Items   

The research team developed 21 draft items (see Table 3) specific to the core supervisor 

domains mapped to the competency literature from multiple professions. As each of the 

items was selected and grouped according to the original competency domains based on 

their recognised relevance to the practice of competent supervision across the literature with 

importance placed on recognition of that competency by more than one supervising 

profession. Their inclusion was also considered against the original tool development 

objectives (Lynn, 1986). The group worked as a cooperative to clarify wording and refine 

item behaviour anchors (Rubio et al., 2003). In doing so, the group debated any items that 

appeared ambiguous or where the wording or description of a behaviour was complex or 

vague and required rephrasing (Lynn, 1986). The 21 items were then grouped into 

hypothetical competency domains which sought to represent the original mapping of seven 

core competency domains. The four domains were labelled: 

• Alliance.  
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• Reflection.  

• Feedback.  

• Engagement.  

Table 3. Initial item generation GSAT draft 21 items 

Draft GSAT competency items 

Alliance 

1. Develop a supportive and trusting bond with the supervisee 

2. Negotiate and facilitate the goals of the session 

3. Initiates appropriate tasks to achieve the goals of the session 

4. Work respectfully with cultural diversity (supervisee and client) 

5. Address and manage ethical, legal, and professional dilemmas 

6. Respect the supervisee9s strengths and vulnerabilities 

7. Support the supervisee9s level of development accurately 

Reflection  

8. Engage in critical self-reflection 

9. Guide the supervisee to reflect on the session9s themes 

10. Guide the supervisee to link reflection to benefit the client 

11. Use interventions that elicit the supervisee9s curiosity 

12. Encourage the supervisee to consider different perspectives 

13. Maintain appropriate silence during the supervisee9s reflection 

Feedback  

14. Communicate clear and accurate feedback in a timely manner 
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15. Raise challenging issues for feedback in a direct yet supportive way 

16. Receive feedback from the supervisee 

17. Address safety issues concerning the client 

18. Make the evaluation criteria clear for supervision 

Engagement 

19. Work appropriately with power differentials 

20. Demonstrate a genuine interest in the supervisee 

21. Demonstrate commitment to clinical supervision practice 

 

External Expert Review of Draft GSAT  

Methods 

Design.   

Taking the drafted 21 competency statements originating from the literature review, further 

work was undertaken to improve the descriptive language and improve clarity for appropriate 

application to the rating in a tool format. This work saw the considered rewording and 

expansion of some items and the removal of some that did not fit the development objectives 

(e.g., maintain appropriate silence during the supervisee9s reflection).  These adjustments 

resulted in the addition of five items related to the domains of feedback and reflection:  

• appropriate use of all the roles that make for an effective supervisor (e.g., teacher, 

support, consultant, and evaluator); 

• encourages the supervisee to critically reflect on their practice, including their 

strengths and areas for improvement; 

• explores and acknowledges supervisee emotions and reactions; 
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• encourages the supervisee to practise specific clinical skills in supervision, (e.g., 

through use of role-play); and 

• considers the organisational context of the supervision sessions. 

When choosing the rating scale method, consideration was given to scales that 

would be user-friendly and familiar to multiple professions, yet able to measure skill against a 

wide band of anchors. This resulted in the initial draft choice of a 7-point Likert rating scale 

with written anchors (e.g.,1 = no evidence of skill, 2 = little evidence of skill, 3 = limited level 

of skill, 4 = proficient level of skill, 5 = high level of skill, 6 = very high level of skill, 7 = 

excellent level of skill), and the inclusion of a Not Applicable (N/A) option for the final draft 

tool design that would be reviewed by an external expert review group (see Appendices 4 & 

5).  

The inclusion of the practitioner voice in the development and piloting of any new tool 

is vital to its validity and industry relevance (Davis, 1992; Gable & Wolf, 2012). Hence, a 

multidisciplinary supervision expert group was recruited in the later part of 2016 to clarify the 

original need, aim, focus of measurement, intended target audience, items, and desired 

outcomes of a new tool, as Gable and Wolf (2012) recommended.  

The external expert group consisted of 11 individuals from backgrounds in clinical 

education, supervision training, psychotherapy, nursing, occupational therapy, psychology, 

counselling, lived experience workforce, and social work. All participants were currently 

involved in providing clinical supervision in either Australia or Aotearoa New Zealand. The 

practitioners reviewing the draft tools were recruited through targeted emails sent to 

educators, academics, and senior supervisors. Reviewers were asked to test the tool from 

the perspective of either a supervisor self-assessment or as a supervisee rating supervisor 

performance. After completing the GSAT, the expert reviewers completed a review form 

which listed the 26 items and were asked to rate each of the 26 items relevant to supervision 

practice using a 5-point Likert scale to rate items from 1 = not at all relevant to 5 = extremely 
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relevant. They then completed a GSAT experience survey (see Appendix 6) with questions 

related to GSAT instruction, clarity, ease of completion, relevance as a feedback tool, 

appropriateness of tool as measure of competence, relevance to their profession, and 

appropriateness for use with any discipline.  

Finally, the external expert group completed a range of open ended qualitative 

questions targeting content validity, tool structure/layout, wording, clarity, competency 

representation, and missing competencies. The experts were able to identify items they felt 

wouldn9t assist in the assessment of supervisor competence, and items they would 

recommend be removed or added.  

Results 

Feedback on the face validity of the tools was positive, with all reviewers reporting 

that the GSAT measured core competencies, was appropriate for supervisors from diverse 

professional backgrounds, and would fill a much-needed gap in the field of supervisor 

competency tools.  

The external expert review resulted in multiple suggested changes to the GSAT. 

Most comments were specific to items, and were in relation to items9 statements being too 

general with a need to be broken down to cover more than one skillset or area of practice 

(e.g., one item statement became three). In addition, the group suggested rewording of items 

to assist clarification, and to ensure the language wasn9t limited to specific professions (e.g., 

ensuring language used was typical of more than one profession9s supervision practice). 

Feedback on competency areas that were not covered suggested the development of more 

item statements related to the evaluative and professional development functions of 

supervision. Lastly, some reviewers suggested descriptive examples with some item 

statements be added, where examples of the practice would assist with rater clarity.  

Before confirming the addition or adjustment of items, all new or revised items were 

again mapped against the identified competency models and frameworks and considered 
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against the development objectives and theoretical foundations of the tool. These revisions 

were then endorsed by the expert working group as meeting the original aim and objectives 

and fit for proceeding to exploratory validation. Once all suggested changes were applied, 

six new competency items were created and most of the items9 wording and clarity refined, 

resulting in a final list of 32 items.  

There was considerable feedback on the design and layout of the tool and its 

proposed rating scale, with reviewers suggesting attention was required regarding the type 

of quantitative scale format being used. Reviewers suggested the 7-point Likert rating scale 

did not have the refined range required to rate the competency of a supervisor who may be 

at any stage on the capability spectrum. Questions were also raised regarding the defining of 

measurement between Likert points and the implications of Likert scales producing non-

normal data and less complete measurements of constructs (Allen & Seaman, 2007; Willits 

et al., 2016). In addition, reviewers indicated the wording used for the labels of the original 7-

point scale was based on problem focused language. One external reviewer commented: 

Potential effects of language with suggested consideration required of general 

predispositions or assumptions associated with rating scales9 design and language. 

Including consideration required for any assumptions that may bias results in the 

respondent behaviour to rating such as feeling the need to respond in a way that is 

more favourable or because they feel this is the expected response.  

Taking this feedback into consideration, a further review of the rating scale design, 

impacts, and efficacy was conducted (Hasson & Arnetz, 2005). Themes explored in the 

literature included applications of Likert scales which are the most widely used scale in social 

science research (DeVellis, 2016; Miller, 2018) and alternative scales such as Visual 

Analogue Scales (VAS) (Gries et al., 2018), rater cognitive fatigue or decision fatigue 

(Voutilainen et al., 2016; Willits et al., 2016), and the importance of scale points and labelling 

(Preston & Colman, 2000), statistical outcomes of rating scale choice, and psychological 
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response to rating scales (Butler, 1997; Hasson & Arnetz, 2005). This review highlighted the 

possible effects of a poor rating scale design on the reliability of psychometric validation of 

tools (Sung & Wu, 2018; Viswanathan et al., 2004), especially in relation to normal and 

nonnormal data (Preston & Colman, 2000; Voutilainen et al., 2016). As a result of this 

review, the GSAT rating scale design was changed to a 100-point VAS design, with three 

numeral indicators at 0, 50, and 100, and the retention of a N/A function. These changes 

allowed for avoidance of the statistical challenges seen with Likert scales (Willits et al., 

2016). Use of the VAS provided an opportunity to collect more reliable and valid statistical 

data, while changes to the anchor language would likely reduce response bias vulnerability 

and increase scoring sensitivity (Voutilainen et al., 2016). Other advantages of using the 

VAS were that it allowed for faster completion (Voutilainen et al., 2016) and greater 

variability in item responses compared to Likert scales (Sung & Wu, 2018; Trimmel & 

Trimmel, 2017; Wainwright, 2010; Willits et al., 2016).  

The refined 32 item GSAT tools were then deemed ready for further testing in a pilot 

study, with each tool consisting of the same identical competency items listed in the same 

order within the hypothesised domains. Differences between the two tools were limited to the 

language used in the instructions for the rater (see Appendices 7 & 8).  

Pilot Study 

Conducting a pilot study following the development of any new tool is essential for 

increasing the success of any intended larger study and ensuring methodological rigour 

(van-Teijlingen & Hundley, 2002). The purpose is to ensure new tools are ready and in an 

optimal state for moving forward, and that the proposed methods of testing are fit for purpose 

(Lancaster et al., 2004). Pilots allow for testing of the appropriateness of the questions, to 

determine whether the instructions are clear, whether the tool is an appropriate length (i.e., 

number of items), whether the format is easy to follow, and if questions have validity. The 

piloting of the GSAT-SR and GSAT-SE tools (Hamilton et al., 2022) allowed for identification 

of any required changes and refinement to the survey design methods, which ensured the 
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design was robust and justified the investment of time and resources for a larger scale study 

(Kaur et al., 2017; van-Teijlingen & Hundley, 2002).  

Methods 

The GSAT-SR and GSAT-SE tools were piloted in late 2017, to assess the tools9 

appropriateness before any further exploratory and confirmatory analysis of final model fit 

(DeVellis, 2012). Testing the validity of the supervisor and supervisee GSAT tools was 

critical before any application and assessment of a third-party observation study, as it was 

intended that the GSAT-A would have the identical item structure as GSAT-SR. 

Pilot Research Questions 

• To what extent do practitioners agree the skills measured by the GSAT are 

representative of the core competencies required of successful supervision?  

• To what extent are the GSAT items appropriate, clear, relevant, and accessible for 

the target population? 

• Are the GSAT items relevant to practising supervisors and supervisees? 

• Is the survey design accessible for participants from a range of professional 

backgrounds? 

• Does the length of the survey impact participant experience? 

     The pilot surveys were designed to be conducted anonymously online using 

SurveyMonkey (2009). The intent was to create surveys that would reflect the intended 

layout to be used for the subsequent validation study to test the design flow, clarity, and 

participant retention rate (i.e., survey burden; Espejo & Pineda, 2006).  Although the online 

research surveys were targeted to either supervisors or supervisees, the layout of the survey 

structure was very similar. The use of an online survey method was chosen for three 

reasons; first and possibly most importantly, it created the level of anonymity that was critical 

in ensuring supervisors and supervisees could rate competence and capability honestly and 

openly without fear of judgement (Holtgraves, 2004; Krante & Reips, 2017; Lee, 1993). 

Secondly, online platforms allow for agile means of sharing links to the survey (e.g., QR 
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codes, web share links), giving access to a large and diverse participant pool. Lastly, online 

surveys allow for electronic collation of large data sets for ease of processing (Dillman, 

2007).  

The online surveys included seven sections designed to guide participating 

supervisors and supervisees through the series of demographic questions and supervision 

tools. This was designed to take up to 30 minutes to complete, with sections flowing 

sequentially. 

Section 1: Participation Consent Information  

With guidance from Metro South Health Ethics, participation consent forms (Appendix 

9) and information sheets (Appendix 10) were developed and placed at the beginning of the 

survey. The only requirement for participation was current practice as either a supervisor or 

supervisee. Participants were informed of the purpose of the research, application of data, 

confidentiality, and storage of data. By moving to the first survey question, participants were 

indicating consent to participate. 

Section 2: Demographic Questions  

Guided by the expert reference group, appropriate demographic questions were 

developed and selected, with the aim of adding value to the overall research project, and not 

being based purely on researcher curiosity (Dillman, 2007) (Appendices 11 & 12). The 

demographic survey included typical closed-ended background questions (Wainwright, 2010; 

White & Winstanley, 2010). Questions coved areas such as gender, age, discipline, and 

level of professional training, before graduating to questions specific to supervision provision, 

such as years of experience with supervision, type of supervision training (online, face to 

face, mixed), workplace requirements for training, number of supervisees (supervisor), 

profession of supervisor/supervisee (exploring cross-profession supervision), and time spent 

on supervision based activities (i.e., administration tasks; Dillman, 2016; Giles & Field, 1978; 

Minto, 2017).  
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Based on typical survey design processes, the decision was made to place all the 

demographic questions near the beginning of the survey to force respondents to answer 

before moving to the next question (Wouters et al., 2014).  

Section 3: Free Text Questions 

The demographic questions were followed by qualitative free text response questions 

focused on perceived outcomes of supervision training (i.e., listing of top three training 

impacts on practice), and questions regarding the perceived factors critical for optimal 

supervision practice. The addition of questions regarding whether the supervision was free, 

or a paid service came from the literature regarding the effect of paid supervision on the 

supervisory relationship. Though there is limited research on the effect of paying for 

supervision on the relationship, there is a strong indication that when supervision is paid for, 

there are higher expectations as to the quality of supervision provided (Stark & Slate, 2014). 

As the GSAT is a supervision competency tool it was important to account for any factors 

such as payment that may impact on perception of the supervision relationship. 

In all, Sections 2 and 3 consisted of 26 (supervisee) and 27 (supervisor) 

demographic and free text questions that required completion before the participant moved 

on to the tasks of completing the GSAT and additional concurrent validity tools.  

Section 4: GSAT Tool - GSAT-SR & GSAT-SE 

Participants completed either the GSAT-SR (supervisor) or GSAT-SE (supervise) tool 

(see Appendices 7 & 8).  Both consisted of 32 identical core supervisor competency items 

aligned with the current formative research of key competencies for the training of clinical 

supervisors. The GSAT used a 100-point VAS to rate competence (see Appendices 7 & 8). 

Section 5: GSAT Experience Survey  

The GSAT experience survey was included to gather feedback from supervisees and 

supervisors postcompletion of the GSAT tool. Quantitative Likert rated questions were:  
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• Was the GSAT easy to complete?  

• Were the instructions easy to follow? 

• How comfortable would you be in using the GSAT in the future? 

•  How relevant were the items in measuring supervision competence? 

Open-ended questions were used so that participants could engage in the use of 

narrative responses and provide additional commentary as to the participant9s 

experience with the measure (Creswell & Clark, 2011). The open-ended question asked:  

• <Were there any item/s you would remove from the measure?=  

• <Were there any item/s you would add to the measure?= 

• <Were there any item/s you would reword in the measure?= 

The questions were used to explore the practical application of the GSAT and 

participants9 experience of the measure and face validity of the items (Appendix 6). 

Section 6:  Rating of Item Relevance to Supervisor Competence   

Participants were presented with the list of 32 GSAT items and asked to rate the 

relevance of each item on a scale of not at all relevant, somewhat relevant, extremely 

relevant. This was followed by a free text qualitative section for participants to comment on 

items9 relevance. 

Section 7: Completion of Additional Supervisor Tools for Construct Validity 

Construct validation best practice principles recommend including at least one 

additional tool which assesses similar constructs to that of the newly created tool (Kottner et 

al., 2011; Worthington & Whittaker, 2006). The tools selected for this pilot study were chosen 

based on their sound psychometric properties, availability of dual perspective (supervisor 

and supervisee), focus on competences, and use in previous research on supervisor 

practice (Ellis et al., 2008; Gonslavez et al., 2017). The Supervisory Working Alliance 

Inventory (SWAI; Bordin, 1983) was selected due to the availability of both supervisor and 
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supervisee versions. The SWAI, developed by Efstation et al. (1990), is a well-established 

commonly utilized 7-point Likert scale self-report measure assessing the supervisee and 

supervisor perceptions of the quality and strength of the relationship. The SWAI has two 

versions, with the supervisor version (Appendix 13) comprising 23 items and three 

subscales, client focus, rapport, and identification whereas the 19-item supervisee version 

(Appendix 14) only includes client focus and rapport (O9Donovan & Kavanagh, 2014).  

 Supervisees also completed the Supervision Evaluation and Supervisory 

Competency Scale version 2 (SE-SC). The SE-SC version 2 (Appendix 15) is a validated 30 

item 7-point Likert supervisee measure that evaluates supervisory competence through 

supervisee assessment (Gonsalvez et al., 2017). The SE-SC was developed out of an 

earlier model of competency-based supervision (Gonsalvez et al., 2002) and assesses 

competencies across traditional individual supervisor roles of therapist, teacher, assessor, 

and facilitator and provides feedback on supervisor knowledge, skills, relationship, and 

attitude (Gonsalvez et al., 2017). In completing the survey, participants were asked to 

assess the comprehensibility of the survey design and comment on any difficulties in 

understanding questions or the flow of questions. For a full copy of the survey as it appeared 

in Survey Monkey, refer to Appendix 16.   

Participants 

Pilot participants across Australia and Aotearoa New Zealand were recruited through 

a targeted advertisement (Appendix 17) and emails sent out to supervision providers and 

educators, professional bodies including social work, psychology, occupational therapy, 

medicine, speech pathology, counselling, and psychotherapy, and various health services 

and nongovernment organisations where supervision is routinely practised (Appendix 18). 

The only criterion to participate was current involvement as either a supervisor or 

supervisee.  
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Results 

In total, 33 supervisors and 16 supervisees participated in the pilot survey, with the 

average completion time approximately 35 minutes. The main professions represented in the 

supervisor survey were psychology (40%), followed by nursing and midwifery (28.14%) and 

social work (15.68%). For the supervisee survey, social work had the highest percentage of 

participants (50%) followed by psychology (30%). In both surveys, most participants 

identified as female (60% of supervisors and 70% of supervisees). The mean age of 

supervisors was 57 years and for supervisees 33 years. Participants reported having a high 

level of academic and clinical experience, with more than 60% of supervisors reporting more 

than 10 years of supervision practice. The demographic results were reflective of the 

reported human services workforce and reflective of the intended target research population.  

Participants responded well to the free text qualitative questions, at times writing lengthy 

responses to the questions regarding training and provision of optimal supervision, which 

supported the inclusion of the questions in the larger study. 

Thematic analysis of the qualitative feedback allowed for simplified theming of 

responses obtained from participants in relation to their experiences, perceptions, and 

understanding of supervision (Braun & Clarke, 2006). In addition, attention was given to the 

participant response rate, completion drop off rates, and question confusion, repetitiveness, 

and burden. These results had important implications for future modification of the surveys.  

Most supervisors and supervisees either agreed or strongly agreed that the GSAT 

tools were easy to complete (95% supervisors, 92% supervisees), comfortable to use (67% 

supervisors, 77% supervisees), measured competence (supervisor 50%, supervisees 77%) 

and appropriate for their profession (70% supervisors, 77% supervisees).  

Twenty-three supervisors rated the relevance of all 32 items, with 47.8 - 91.3% 

finding them extremely relevant to supervision. The lowest and highest rated items were: 

Supervisor Lowest Rating Items 
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• <Makes the evaluation criteria clear for the supervisee.= 

(47.8% extremely relevant, 43.5% somewhat relevant, 8.7% not relevant) 

• <Considers the organisational context within which the supervisee practises.= 

(52.2% extremely relevant, 47.8% somewhat relevant) 

• <Encourages the supervisee to practise specific clinical skills in supervision, (e.g., 

through use of role-play).= 

(52.2% extremely relevant, 43.5% somewhat relevant, 4.3% not relevant) 

Supervisor Highest Rating Items 

• <Demonstrates respect for the supervisee.=  

(91.3% extremely relevant, 8.7% somewhat relevant) 

• <Provides a safe space for supervisees that allows them to openly and honestly 

explore their work.= 

 (91.3% extremely relevant, 8.8% somewhat relevant) 

• <Addresses any ethical or legal considerations.= 

(91.3% extremely relevant, 4.4% somewhat relevant, 4.3 not relevant) 

• <Ensures professional boundaries in supervision including maintaining 

confidentiality.= 

(91.3% extremely relevant, 4.4% somewhat relevant, 4.3 not relevant) 

 Twelve of the supervisees rated the relevance of all 32 items as extremely relevant to 

supervision by 33.3% to 91.7%.  The lowest and highest rated items were: 

Supervisee Lowest Rating Items 

• <Encourages the supervisee to practise specific clinical skills in supervision (e.g., 

through use of role-play).= 

(33.3% extremely relevant, 66.67% somewhat relevant) 
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• <Ensures that there are supervisory agreements/contracts for each supervisee and 

ensures that records are kept.= 

(45.5% extremely relevant, 36.4% somewhat relevant, 18.1% not relevant) 

• <Addresses cultural diversity issues in the session between the supervisee and client, 

and between the supervisee and supervisor.= 

(50% extremely relevant, 33.3% somewhat relevant, 16.6% not relevant) 

• <Appropriately uses all the roles that make for an effective supervisor (e.g., teacher, 

support, consultant, and evaluator).= 

(50% extremely relevant, 33.3% somewhat relevant, 16.6% not relevant) 

Supervisee Highest Rating Items 

• <Provides a safe space for supervisees that allows them to openly and honestly 

explore their work.= 

• (91.7% extremely relevant, 8.3% somewhat relevant) 

• <Ensures professional boundaries in supervision including maintaining 

confidentiality.= 

• (83.3% extremely relevant, 8.3% somewhat relevant, 83% not relevant) 

• <Encourages reflection on process as well as content in client interactions.= 

• (83.3% extremely relevant, 16.7% somewhat relevant) 

• <Encourages and is open to feedback from the supervisee.= 

• (83.3% extremely relevant, 16.7% somewhat relevant) 

 Supervisors indicated the need to give more clarity and better descriptors for the 

items related to evaluation, ethics and safety, and roleplay of skills. Some specific responses 

are presented below: 

<The question regarding evaluation is unclear evaluating what?= 
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<The elements where the supervisor encourages supervisees to use role-play or to apply 

evidence-based interventions and the part about the evaluation criteria being specific or 

available for the supervisee. The supervision should explore all options for intervention using 

evidence-based practice - it is not the supervisor9s job to encourage the supervisee to use any 

specific evidence-based intervention.= 

<…clinical supervision is not a process of evaluation. It is a process of reflection which leads 

the supervisee to an individual process of evaluation through the supervision process.=  

Supervisees did not indicate any items should be removed;   For example, one 

supervisee said,  <I've had a very positive experience and wouldn't change a thing.=, while 

another commented, <Easy to use and broadly relevant, seems appropriate to a range of 

disciplines.=  

One supervisee felt the term <power differences= should be explained,  and another 

thought that an item focused on addressing the professional development of the supervisee 

was needed. Overall feedback on the items was specific to improving the comprehension of 

the competency skill in practice and ensuring that the language and examples were relevant 

or common to more than one profession (i.e., differences between nursing and allied health 

supervision language). Both supervisors and supervisees expressed positive regard for the 

tools9 potential to add to their practice. 

When reviewing survey completion rates, there was a slight drop in supervisee 

responses (of the 16 supervisees only 13 completed the whole survey), with a drop noticed 

after the GSAT experience survey. For supervisors, only 26 answered all questions with a 

drop-off also occurring after the GSAT experience survey. Many of the respondents wrote 

qualitative responses focused on the length of time the survey took, the large number of 

demographic questions, a lack of clarity regarding the purpose of survey sections (e.g., the 

purpose of including additional supervision tools), and the burden of being asked to rate the 

GSAT items9 relevance after already having completed the GSAT. The feedback from the 
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pilot study was used to confirm the GSAT tools (GSAT-SR & GSAT-SE) and online survey 

design for the exploratory factor analysis (EFA; see Chapter 4). 

Discussion  

This chapter has described the processes undertaken in the conceptualisation, 

development, and piloting of the GSAT tools. The development and piloting of the tools 

aimed to assess the content validity of the draft items and, through expert review and pilot 

testing, confirm which items were most appropriate for evaluating core competencies of 

supervisors regardless of profession. Expert review ensured the practitioner voice was 

represented in evaluating the content validity in the development of the tools and allowed for 

testing of the development objectives and hypothesised conceptual constructs (Gable & 

Wolf, 2012). 

The facilitation of the GSAT pilot with the intended audience was a key component of 

tool development and was critical for testing the validity of the resulting 32 item tools before 

moving to the next stage of the exploratory and confirmatory research (Dillman, 2016; Krante 

& Reips, 2017). The pilot was important for evaluating the performance of the draft survey 

design and the question layout. Testing the assumptions of the design used in building the 

participant surveys was vital to ensure the survey was accessible to a diverse range of 

participants to meet the research objectives.  

According to Wouters et al. (2014), demographic questions are best placed at the 

beginning of the survey as this ensures data are collected from all participants. Though most 

pilot participants completed all the demographic questions, this may have resulted in not all 

survey questions key to the testing of the psychometric validity of the tool being completed, 

with a dropout rate noted at the halfway point of the survey. Qualitative responses from 

participants reported this dropout was due to the length of time spent at the front end of the 

survey, and confusion as to when the GSAT questions would begin. This highlighted an 

assumption that the background demographic questions, although long, would be relevant to 

the audience and best placed at the beginning of the survey.  
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When considering the findings regarding flow and burden of demographic questions, 

it is important to consider not only refining the number of questions, but also considering 

other less conventional methods of survey design. For instance, perhaps the placement of 

demographic questions could be split, with 50% placed at the beginning of the survey and 

the remainder at the end. While there is a risk of fewer questions being completed, it could 

contribute to higher overall survey retention rates (Wouters, 2014). 

The pilot study revealed that additional survey refinements were required before 

progressing to a larger study. These included addressing the flow of survey sections, with 

clearer instructions needed to define of the purpose of the GSAT and use of the additional 

tools (e.g., SWAI and SE-SC) for construct validation, along with the removal of the section 

where participants were asked to rate GSAT items for relevance. 

The results of the pilot were positive and indicated that with minor modifications to 

the original draft version of the GSAT tool and survey design, the tools would be ready for 

progression to an EFA. 

Conclusion  

The GSAT tool demonstrates adequate content and face validity with the pilot 

highlighting the GSAT tool could be used by a range of professionals from diverse practice 

settings to assess supervisor competence. Minor modifications were identified for the GSAT 

tool and the survey design before progressing to further validation research with the 

exploratory and confirmatory studies. Chapter 4 outlines the final GSAT survey and reports 

on the methodology and findings of the EFA. 
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Chapter 4 

Study 2: Exploratory Factor Analysis of the GSAT 

 Exploratory factor analysis (EFA) is a widely used multivariate abductive statistical 

methodology that is fundamental to the exploratory stage of psychometric validation 

(Tabachnick & Fidell, 2013). As a data-driven approach, EFA determines the underlying 

factor theories of observed variables in new tools where the factors are unknown (Costello & 

Osborne, 2005). The EFA generation of factor theories assists and complements the final 

confirmatory factor analysis (CFA) stage of the validation which includes the fine tuning, item 

refinement, and validation of a proposed factor structure (Costello & Osborne, 2005).  

The methodology and reporting of EFA analysis are complex, with broad theoretical 

and mathematical applications, opinions, and interpretations; these complexities routinely 

confuse the understanding of tool development and validation practices (Flora & Flake, 

2017; Watkins, 2018). Historically, EFA studies in the social sciences often reflect 

inadequate EFA methods, resulting in inconsistent reporting and potentially weak findings 

(Tabachnick & Fidell, 2013; Watkins, 2018). In the literature, the term EFA is commonly 

applied as an overarching title for both common factor analysis and component analysis 

(Boateng et al., 2018). Therefore, it is critical an EFA is well designed and follows several 

steps crucial to an evidenced EFA approach (Costello & Osborne, 2005; Henson & Roberts, 

2006). These include:  

1. Statistically sound data generation methods. 

2. Creation of a correlation matrix and undertaking testing for adequacy. 

3. Selection criteria for extracting factors. 

4. The determining of the eigenvalue-structure of the item correlations. 

5. Factor rotation.  

6. Interpreting the factor structure (Boateng et al., 2018). 
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While the mathematical and theoretical foundations of common factor analysis and 

principal component analysis (PCA) are different in a practical research context, common 

factor analysis and PCA extraction methods often produce comparably similar results 

(Beavers et al., 2013; Lever et al., 2017; Pett et al., 2003). The PCA method is a common 

form of exploratory analysis when utilising the SPSS software package and is commonly 

used when the validation research design supports the complementary use of CFA methods 

to refine, validate, or reject the exploratory solution (Lever et al., 2017). 

The performance and results of any EFA factor extraction method choice rely 

significantly on the adequacy of the sample size (MacCullum et al., 1999), with EFA 

extraction methods weakening when the sample size  is inadequate (Jackson, 2003). 

Although sample size is a recognised indicator of the strength of any EFA findings, there 

remains much debate in the literature regarding the determination of correct sample size 

(Garson, 2008). With the general lack of agreement regarding the appropriate guidelines for 

indicating sample size, suggested minimums can range from 100 (Kilne, 1998; Gailford, 

1954), right through to samples larger than 1,000 which are considered excellent (Jackson, 

2003; MacCallum et al., 2001; Mundfrom et al., 2009). Some emerging agreement can be 

found on contributing factors that impact size determination. These include the number of 

variables being measured, the number of eigenvalues associated with the underlying factors, 

the rate of variables loading per factor, the number of cross-loadings variables, and the 

strength of the communalities (Costello & Osborne, 2005; de Winter et al., 2009).  

The determination of the EFA investigative methodology is vital for factor theory 

generation and the progression to confirmatory validation (Henson & Roberts, 2006).  As the 

preliminary stage in the overall validation of new measures, the EFA provides statistically 

generated explanatory theories that inform factor hypotheses for model fit testing in the CFA. 

It is important to acknowledge that the strength of the EFA process is the power and breadth 

of its explanatory evidence and identification of hidden relationships (Beavers et al., 2013). 

As such, when conducting an EFA, it is important the researcher has a sound knowledge of 
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the measure9s theoretical underpinnings to supplement the statistical theory and avoid weak 

justifications for the factors obtained in the EFA (Costello & Osborne, 2005). 

Methods 

EFA Research Questions 

• What are the number of underlying latent factors that explain the variance in the 

GSAT 32 items? 

• Are the factor structures in the GSAT-SR and GSAT-SE the same?  

• Do the GSAT tools have strong internal and convergent reliability? 

• Is the GSAT appropriate for all supervisors practising clinical supervision? 

Design 

Following the initial GSAT tool development in 2016 and 2017 (Chapter 3), an EFA 

study was conducted to test the validity of the resulting 32 items and four hypothesised 

subsets (Alliance, Reflection, Feedback, Engagement) via voluntary recruitment of practising 

supervisors and supervisees from multiple professions and workplace settings. 

Data were collected online using two separate anonymous surveys adapted from the 

GSAT pilot study and conducted with SurveyMonkey (2009). The 32 items in the GSAT-SR 

and GSAT-SE were presented without any formatted grouping into the four hypothesised 

subsets (i.e., Alliance, Reflection, Feedback, Engagement) to protect against any leading or 

bias in item response (Gonslavez et al., 2017). It was anticipated that the survey would take 

participants approximately 20-30 minutes to complete. The GSAT supervisor and supervisee 

surveys were not linked due to the need to protect respondent anonymity and because 

supervisees and supervisors bring different perspectives and biases to the supervision dyad 

and may have different experiences and understandings of supervisor competence (Lim & 

Quant, 2019). As there are many factors that influence supervisor and supervisee ratings, it 

was important to ensure participants were comfortable in giving a true response (Gonslavez 

et al., 2017; May et al., 2017; Watkins, 2014). 
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Supervisees and supervisors completed the online survey (see same example of 

layout used in the pilot, Appendix 16) requiring them to reflect on a recent supervision 

session whilst rating the 32 GSAT items as either a self-assessment of supervisor 

competency (supervisors) or as a peer rating of their supervisor9s competence (supervisees). 

In addition, respondents were required to rate other supervision tools which were selected 

based on their sound psychometric properties and their use in previous research on 

supervisor practice, to test for construct validity (Ellis et al., 2008; Gonslavez et al., 2017, 

Chapter 3).  

Ethical Considerations  

During the consent process, consideration was given to ensuring participants were 

informed of privacy and ethical considerations such as data storage and disposal processes, 

including notification that data collected by SurveyMonkey would be held in a US database. 

Information was provided regarding the addressing of any possible conflicts of interest (e.g., 

my professional position within Queensland Health).  

When exploring all possible risks for participants, two main concerns were 

addressed. First, a recognised unequal <staff to staff= relationship risk existed between the 

members of supervision dyads, the supervisor, and their supervisee (Barnett et al., 2014; 

Cook et al., 2018). This possible imbalance had the potential to result in supervisees feeling 

coerced into participating in the research project. To mitigate this risk, the surveys were 

anonymous and did not involve the linking or identification of supervision dyads.  

Secondly, concern was raised during the ethics approval process regarding the 

assessment of supervisor competence and any possible impact on the supervisor in the 

workplace. This risk was mitigated firstly by ensuring de-identification of data, and secondly 

by clarifying that the research was at all times focused on the validation of the tool and not 

on the assessment of the participant9s competency to practise supervision. Any assessment 
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of the supervisor was only utilised for the psychometric validation and not shared with any 

parties outside of the research team. 

Participant Recruitment 

Recruitment criteria for the study included participants being adults (18 years or 

older) and being active in receiving and/or giving supervision at the time of the study. Clinical 

supervisors and supervisees were recruited across Australia and Aotearoa New Zealand. All 

communication included a link providing additional information should prospective 

participants wish to proceed with the online survey. Information about the project included 

the research description, consent information, survey length, and right to withdraw at any 

time. Participants were recruited through posting of a research flyer in workplace staffrooms 

(Appendix 19), advertising in professional associations9 newsletters, boards and clinical 

teams (Appendix 17), and emails to supervision educators, training institutions, and 

providers of clinical supervision (Appendix 18). Examples of some organisations and 

professional boards targeted for advertising included: 

• Aotearoa New Zealand Association of Social Work (ANZASW) 

• Australian Association of Family Therapy (AAFT) 

• Australian Association of Social Work (AASW) 

• Australian Association of Supervision (AAOS) 

• Australian Clinical Psychology Association (ACPA) 

• Australian Clinical Supervision Association (ACSA) 

• Australian College of Mental Health Nurses (ACMHN) 

• Australian College of Nursing (ACN) 

• Australian Counselling Association (ACA) 

• Australian Nursing and Midwifery Federation (ANMF) 

• Australian Psychological Society (APS) 

• Health Education Training Institute (HETI) 
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• LinkedIn  

• Facebook professional organisation pages 

• MIND Australia 

• New Zealand Association of Counsellors (NZAC) 

• New Zealand Psychological Society (NZPS) 

• Occupational Therapy Australia Ltd (OTAUS) 

• Occupational Therapy Board New Zealand (OTBNZ) 

• Psychotherapy and Counselling Federation of Australia (PACFA) 

• Relationship Services Australia (RSA) 

• Royal Australia New Zealand College of Psychiatry (RANZCP) 

• Uniting Care Queensland (UCQ) 

Sample Size 

The sample size used in this study followed recommended guidelines for adequate 

sampling (Flora & Flake, 2017; Tabachnick & Fidell, 2013), with a sample size of more than 

300 considered suitable for EFA. The method of recruitment was aimed at clinically 

practising workforces to address the reported weaknesses of historical supervisor tool 

validations (see Chapter 3) where student sourced data dominated validations (Flora & 

Flake, 2017; de Winter et al., 2009). 

Measures  

The following measures developed from the pilot study (Chapter 3) were selected for 

inclusion in the EFA survey design to assist with face validity and convergent and construct 

validity. 

• GSAT-SR (supervisor) and GSAT-SE (supervisee) 32 items surveys (see 

Appendices 7 & 8, Chapter 3)  

• GSAT Experience Survey (see Appendix 6, Chapter 3) 
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• Demographic Questionnaire (supervisor and supervisee; See Appendix 11 & 12, 

Chapter 3) 

• The Supervisory Working Alliance Inventory (supervisor & supervisee versions; 

Appendices 13 & 14) for completion by supervisors and supervisees. 

• The Supervision Evaluation and Supervisory Competency Scale version 2 (Appendix 

15).  

Data Processing and Analysis 

Data were downloaded from SurveyMonkey into IBM SPSS Statistics for Windows, 

(v.25. IBM SPSS Statistics, 2016). Data were screened for missing data and outliers, and 

sets with true missing data (i.e., respondents not answering a question) were excluded from 

the analysis.  

The construct validity of the GSAT-SR and GSAT-SE was explored by conducting a 

factor analysis with PCA extraction in SPSS. The internal reliability of the tools subsets 

(factors) was assessed using Chronbach9s alphas, where a coefficient of 0.7 or higher is 

considered acceptable (Bowling, 1997; Rattray & Jones, 2007). Only factors with a minimum 

of three items with loadings of 0.50 or higher were retained, in accordance with 

recommendations by Costello and Osborne (2005).  A factor correlation matrix was 

employed due to the expected level of correlation between factors; this was confirmed 

through the application of oblique (promax) rotation, which allowed factors to correlate with 

preferred loadings +0.50 or higher as significant.  Any loadings or cross-loadings at +0.30-

0.49 were considered problematic and required theoretical assessment for justification of 

retention. Both statistical and theoretical validity was used to consider any inclusion of 

loadings lower than +0.50. 

Bartlett's test of sphericity was applied to evaluate the distribution of the participants' 

responses. The Kaiser-Meyer-Olkin (KMO) value index was used to determine if the sample 

size was sufficiently adequate for factor analysis (Williams et al., 2012). Scree-plots were 
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utilised to support identification of factor domains and to explain variance. The convergent 

validity of the GSAT tools in relation to other established validated supervision tools was 

assessed (SWAI & SE-SC) using Pearson9s correlation.  In order to undertake these 

comparisons, the Likert scales applied in both the SWAI and SC-SE were converted to a 

100-point scale using the equation (X-1/6)*100 so that a direct comparison could be made 

with the GSAT 100-point VAS. It is noteworthy that preliminary EFA data exploration also 

included computing cluster dendrograms and heat mapping in R statistical software version 

4.0.2 (R Core Team, 2020).  These exploratory analyses, which for brevity are not reported 

here, provided similar results to those of the SPSS EFA analyses.  

Analysis of Nonapplicable Function   

Rather than force respondents to provide a VAS rating for every item, participants 

were given the option to select Non-Applicable (N/A). The N/A response is important 

because it provides insights into how respondents perceived the relevance (or irrelevance) of 

the item to their supervision experience and practice. When data are truly missing (e.g., 

respondent does not answer a question), missing data are often imputed to <fill in the gaps= 

prior to subsequent analyses. However, this was not appropriate in this case because the 

N/A function in the GSAT represents a real response or answer, so to impute the data would 

misrepresent the information provided. Only complete cases (no N/A responses) were used 

in the EFA.  

To explore any possible bias introduced to the analyses by removal of data 

containing N/A responses from the EFA, and to better understand the frequency of N/A use 

for each item, further exploratory descriptive statistical analysis was conducted in SPSS and 

R (R Core Team, 2020). The EFA datasets (supervisor and supervisee) were split into two 

sets, one labelled <complete dataset= (no N/A used) and the second labelled <N/A response 

dataset= (N/A applied to one or more item). This allowed for calculations of N/A percentages 

by item and for comparison of item responses for the respondent in each dataset. 
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Results 

Participant Characteristics  

A total of 926 complete data sets (479 supervisors and 447 supervisees) were 

recruited from a total participant pool of 1,258; this was considered sufficient (DeVellis, 2016; 

Flora & Flake, 2017). 

Respondents came from a diverse cross section of workforces and practice settings 

with 12 disciplines represented. Of the professions, allied health and social work were the 

most represented (see Table 4). Over 80% of all respondents were female, with respondent 

ages ranging from 21 to 80 years. Survey respondents tended to be middle aged, well 

qualified and highly experienced, with the mean years of clinical experience exceeding two 

decades for supervisors and one decade for supervisees.  

Table 4.  EFA Supervisor and Supervisee Demographics 

 EFA Supervisor 

N= 479 

EFA Supervisee 

N= 447 

Gender N (%) N (%) 

Female 395 (82.5%) 379 (84.8%) 

Male 84 (17.5%) 67 (15.2%) 

Age Mean (Range) Mean (Range) 

Male 53.1 (26-80) 47.1 (24-73) 

Female 49.9 (21-78) 46 (22-74) 

Clinical experience 

(years) 

Mean (Range) Mean (Range) 

Male 24 (2-53) 14.5 (0-50) 

Female 21.2 (1-50) 13.5 (0-55) 

Discipline N (%) N (%) 

Social work 152 (31.7%) 155 (34.7%) 

Psychology 54 (11.3%) 52 (11.6%) 
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Occupational 

therapy 

40 (8.4%) 31 (6.9%) 

Allied Health -other 25 (5.2%) 7 (1.6%) 

Nurse/Midwife 76 (15.9%) 46 (10.3%) 

Medicine 8 (1.7%) 4 (0.9%) 

Counsellor/ 

Psychotherapist 

103 (21.5%) 132 (29.5%) 

Lived experience 

workforce 

6 (1.3%) 15 (3.4%) 

Other 15 (3.1%) 5 (1.1%) 

Qualifications N (%) N (%) 

Undergrad Degree 119 (24.8%) 152 (34%) 

Postgrad Diploma 120 (25.1%) 138 (30.9%) 

Master9s degree 193 (40.3%) 133 (29.8%) 

Doctorate/PhD 45 (9.4%) 15 (3.4%) 

Other  2 (0.4%) 9 (2%) 

 

Supervision 

training last 5yrs 

 

EFA Supervisor EFA Supervisee 

Yes  No  Yes No 

77.7% 22.3% 39.1% 60.9% 

 

There was a marked difference in the level of training attended by supervisors and 

supervisees, with supervisors9 participation in supervision training in the last 5 years being 

almost double (77.7%) supervisees9 (39.1%; Table 4). Of the training attended, 70% of 

supervisees and 73.9% of supervisor training experiences were face-to-face. When exploring 

the length of the supervision relationship with the supervisor being rated, 37.06 % of 

supervisees and 27.33% of supervisors had participated in more than 20 sessions (see Table 

5). When asked if the supervision was workplace free of charge supervision or paid 
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supervision, 32.63% of supervisees had paid for the supervision and 34.49% of supervisors 

had charged a fee for the supervision being provided.  

Table 5. EFA Supervisor and Supervisee number of sessions prior to rating 

GSAT 

Number of sessions with current supervisor 

Number of sessions Supervisor % N=479 Supervisee % N=447 

1-2 1.95% 3.26% 

3-4 8.89% 11.19% 

5-6 13.23% 10.72% 

7-10 19.74% 13.99% 

11-20 28.85% 23.78% 

>20 27.33% 37.06% 

 

Supervisors in the study had considerable supervision experience, with 37.39% having 

supervised for more than 10 years (Table 6). When exploring the number of supervision 

relationships each supervisor maintained, over 65% of supervisors had one to six 

supervisees (Table 6). Supervision practice was formally supported by the workplace with 

73.54% of role descriptions listing provision of supervision in the supervisors9 terms of 

employment; by comparison, 26.46% of supervisors did not have provision of clinical 

supervision in their role description.  
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Table 6. EFA Supervisor years of experience and number of supervisees 

Experience offering supervision (years) Number of supervisees 

Years % Supervisors 
Number of 

supervisees 
% 

1-11 months  1-2 26.68 

1-2 years  3-4 21.78 

3-5 years  5-6 17.24 

6-10 years  7-10 17.42 

>10 years  11-20 10.89 

 >20 7.99 

 

Face Validity  

In total, 585 supervisees and supervisors completed the GSAT experience survey in 

Stage 2 of this study. Most supervisors agreed or strongly agreed the GSAT-SR measured 

supervisor competence (61%), was an appropriate supervision tool for their own discipline 

(70%) and suitable as a generic tool for all disciplines (63%; Table 7). When asked about 

their experience with the GSAT-SE, 78% of supervisees agreed or strongly agreed they 

would feel comfortable using the GSAT as a feedback tool with their supervisor. As for the 

GSAT9s appropriateness as a supervision assessment tool for their discipline, 69% agreed, 

and 76% felt the tool measured supervisor competence.  
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Table 7. EFA Supervisor and supervisee experience survey 

Supervisor N=304 

Supervisee N=281 

Strongly 

agree 

(%) 

Agree 

(%) 

Neutral 

(%) 

Disagree 

(%) 

Strongly 

disagree 

(%) 

The GSAT was easy to 

complete. 

27.3 

34.8 

58.9  

53.5 

11.8  

8.8 

1.3 

0.7 

0.7 

2.2 

The instructions on the GSAT 

were easy to follow. 

27.3 

38.1 

59.9 

48.4 

9.5 

11.4 

2.6 

0 

0.7 

2.2 

I would be comfortable using 

the GSAT as a feedback tool. 

27.6 

30.4 

48.4 

47.6 

17.4 

16.1 

4.9 

3.3 

1.6 

2.6 

The GSAT items measure 

supervisor competence. 

17.4 

24.9 

43.8 

51.6 

30.3 

19.0 

7.6 

1.8 

1.0 

2.6 

I believe the GSAT could be 

used as a generic 

supervision assessment tool 

for all disciplines. 

20.1 

19.4 

43.4 

49.8 

27.3 

24.5 

7.6 

4.0 

1.6 

2.2 

The GSAT would be an 

appropriate supervision 

assessment tool for my 

discipline. 

23.7 

26.4 

46.7 

51.3 

21.1 

16.8 

5.9 

3.3 

2.6 

2.2 

 

Supervisor EFA  

The GSAT-SR (Supervisor) EFA was carried out on the initial 32 item pool with PCA as the 

extraction method (Lever et al., 2017). Listwise deletion of respondents who responded with 

N/A to one or more items resulted in 355 responses being used. A non-orthogonal (direct 

oblimin) rotation was applied as it was expected that the factors would moderate degree of 

correlation between factors (Boateng et al., 2018; Costello & Osborne, 2005). An absolute 
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value of 0.3 was applied in line with the established benchmarks that suggest a correlation of 

0.3 represents a strong relationship for the item loading (Worthington & Whittaker, 2006; 

Lever et al., 2017). The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was 

applied to determine the adequacy of the sample, resulting in a KMO value of 0.96. Bartlett9s 

test of sphericity was then employed to identify the factorability of the correlation matrix, 

which resulted in a statistically significant result of (χ2= 9020.24, p < .001), demonstrating 

that the data were suitable for factor analysis (Table 8).  

Table 8. EFA Supervisor KMO & Bartletts Test 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .960 

Bartlett's Test of 
Sphericity 

Approx. Chi-Square 9020.244 

df 496 

Sig. .000 

 

The items clearly loaded into a four-factor solution with each of these factors having 

Eigenvalues >1; cumulatively these four factors accounted for 65.13% of the total variance in 

the item pool (Table 9). A visual inspection of the inflection points on a scree plot also 

supported a four-factor structure solution (Figure 1) with 25 of the 32 items having factor 

loadings >.5 after rotation (Table 9). All four factors were moderately to strongly correlated, 

with correlations varying from 0.341 to 0.546 (Table 10). 

Table 9. EFA Supervisor Variance Explained 

Total Variance Explained 

Component 

Initial Eigenvalues 
Extraction Sums of 

Squared Loadings 

Rotation sums of 

Squared loadings 

Total 
%  

Variance 

% 

Cumulative 
Total 

%  

Variance 

% 

Cumulative 
Total 
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1 16.669 52.090 52.090 16.669 52.090 52.090 12.742 

2 1.842 5.756 57.845 1.842 5.756 57.845 11.807 

3 1.197 3.741 61.587 1.197 3.741 61.587 9.707 

4 1.135 3.546 65.133 1.135 3.546 65.133 5.930 

5 .904 2.826 67.960     

6 .858 2.680 70.640     

7 .730 2.281 72.921     

8 .725 2.264 75.186     

9 .687 2.147 77.333     

10 .580 1.813 79.146     

11 .542 1.695 80.841     

12 .520 1.625 82.466     

13 .476 1.487 83.953     

14 .468 1.464 85.417     

15 .447 1.398 86.814     

16 .386 1.208 88.022     

17 .377 1.179 89.201     

18 .357 1.114 90.315     

19 .331 1.034 91.349     

20 .311 .970 92.319     

21 .288 .900 93.220     

22 .280 .875 94.095     

23 .264 .826 94.921     
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24 .231 .721 95.642     

25 .221 .690 96.332     

26 .213 .665 96.997     

27 .193 .604 97.601     

28 .186 .581 98.182     

29 .169 .529 98.712     

30 .158 .494 99.206     

31 .139 .436 99.641     

32 .115 .359 100.000     

Extraction Method: Principal Component Analysis. 

 

 

Figure 1. EFA Supervisor scree plot with 4 factor inflection point 

Table 10. EFA Supervisor Component Correlation Matrix 
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Component Correlation Matrix 

Component 1 2 3 4 

1 1.000 -.521 .546 .376 

2 -.521 1.000 -.455 -.341 

3 .546 -.455 1.000 .358 

4 .376 -.341 .358 1.000 

Extraction Method: Principal Component Analysis.   

Rotation Method: Oblimin with Kaiser Normalization. 

 

Internal Reliability and Convergent Validity  

The internal consistency of the full 32 item scale was high, with an overall Cronbach9s 

coefficients alpha value of 0.966. The four-factor level alpha coefficients remained strong 

with a range from 0.821 to 0.946 (Table 11). The GSAT-SR also had high convergent 

validity, with a Pearson9s correlation test showing that the GSAT-SR and the SWAI (n = 295) 

were positively and significantly correlated (r = 0.541, p < .01). These reliability estimates are 

considered to be an acceptable reflection of the tool9s internal consistency (Boateng et al., 

2018). 

Table 11. EFA Summary results for Supervisor (N=355) including competency 

item number, component number, Cronbach's alpha, and component loadings. 

Component Item Component loadings 

Component 1 

(α = .946) 

6. Initiates appropriate tasks to achieve 

the goals of the session.        

.449   .448 

7. Addresses cultural diversity (e.g., 

ethnicity, age, gender, religion, sexual 

orientation) issues between the supervisee 

.639    
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and their client/s, and between the 

supervisee and supervisor.                   

8. Works appropriately with power 

differences in the supervision relationship. 

.475    

14. Encourage the supervisee to critically 

reflect on their practice, including their 

strengths and areas for 

improvement.                                   

.738    

15. Guides the supervisee to link their 

reflections to client outcomes. 

.722    

16. Encourages reflection on process as 

well as content in client interactions. 

.778    

17. Encourages the supervisee to consider 

different perspectives. 

.605    

18. Gives accurate, constructive and 

timely feedback. 

.541    

19. Works appropriately with the 

supervisee at their developmental level. 

.465 .329   

20. Raises any issues in a direct, yet 

supportive way 

.464 .334   

21. Encourages and is open to feedback 

from the 

supervisee.                                                 

   

.570    

22. Explores and acknowledges the 

supervisees emotions and 

reactions.                                                    

.559 .338   

28. As appropriate refer the supervisee to 

resources / other contacts or another 

.398  .313  
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supervisor to assist them to reach their 

goals.                                  

Component 2 

(α = .928) 

1. Develops a warm, supportive and 

trusting bond with the supervisee. 

 .726   

2. Provides a safe space for supervisees 

that allows them to openly and honestly 

explore their work. 

 .726   

9. Addresses any ethical or legal 

considerations.                                  

 .419   

10. Addresses any professional practice 

considerations. 

 .517   

11. Ensures professional boundaries in 

supervision (e.g., communicating 

evaluation methods and maintaining 

confidentiality).  

 .634   

12. Demonstrates respect for the 

supervisee.  

 .731   

13. Appropriately uses all the roles that 

make for an effective supervisor (e.g., 

consulting, modelling, monitoring, 

supporting, exploring and evaluating). 

.424 .455   

29. Demonstrates genuine interest in the 

supervisee. 

 .810   

30. Works collaboratively with the 

supervisee. 

 .724   

31. Is available to the supervisee as 

agreed and is fully mindful in supervision. 

.418 .508   

32. Has the best interests of the 

supervisee9s client/s in mind at all times.     

 .584   
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Component 3 

(α = .832) 

23. Identifies and works with the 

supervisee on safety issues for the client/s 

as relevant. 

  .702  

24. Encourages the supervisee to practice 

(e.g., through the use of role-play) specific 

skills in supervision (e.g., micro 

skills).                                            

.437  .517  

25. Encourages the supervisee to use 

evidence-based interventions. 

  .857  

26. Considers the organisational context 

within which the supervisee practices. 

  .769  

27. Makes the evaluation criteria clear for 

the supervisee. 

.347  .554  

Component 4 

(α = .821) 

3. Ensures that there are supervisory 

agreements / contracts for each 

supervisee and that records are kept. 

   .588 

4. Collaboratively negotiates and facilitates 

the goals of sessions. 

   .689 

5. Ensures sessions remain focused on 

agreed goals and tasks.     

.348   .636 

32 items (α = .966) 

Note For ease of interpretation loadings <0.3 are not shown 

Supervisee EFA 

The EFA on the initial 32 item GSAT-SE (Supervisee) mirrored the supervisor 

analysis, with PCA extraction resulting in 339 resulting data sets analysed once Listwise 

deletion removed responses with N/A to one or more items. Non-orthogonal (direct oblimin) 

rotation was applied with an absolute value of .3 applied to ensure strong relationships for 

item loading.  
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2 1.731 5.410 71.976 1.731 5.410 71.976 18.485 

3 .910 2.844 74.820     

4 .785 2.452 77.272     

5 .760 2.374 79.646     

6 .637 1.992 81.638     

7 .556 1.739 83.377     

8 .539 1.686 85.063     

9 .439 1.371 86.434     

10 .365 1.141 87.575     

11 .340 1.061 88.636     

12 .330 1.030 89.666     

13 .296 .925 90.591     

14 .286 .893 91.485     

15 .265 .827 92.312     

16 .252 .788 93.100     

17 .229 .716 93.816     

18 .211 .659 94.475     

19 .208 .652 95.127     

20 .192 .600 95.726     

21 .183 .572 96.298     

22 .155 .483 96.782     

23 .149 .465 97.247     

24 .132 .414 97.661     

25 .125 .392 98.053     
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26 .115 .359 98.411     

27 .109 .342 98.753     

28 .104 .324 99.077     

29 .086 .269 99.346     

30 .076 .238 99.585     

31 .069 .215 99.800     

32 .064 .200 100.000     

Extraction Method: Principal Component Analysis. 

 

 

 

Figure 2. EFA Supervisee scree plot with 2 factor inflection point 

Internal Reliability and Convergent Validity  

The internal reliability of the 32 item GSAT-SE was high, with an overall Cronbach9s 

alpha value of 0.982.  Cronbach9s alphas for the two factors were 0.965 and 0.974 (Table 14). 
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13. Appropriately uses all the roles that make for an 

effective supervisor (e.g., consulting, modelling, monitoring, 

supporting, exploring and evaluating).                                 

.626  

18. Gives accurate, constructive and timely feedback .625  

19. Works appropriately with the supervisee at their 

developmental level. 

.711  

20. Raises any issues in a direct, yet supportive way. .840  

21. Encourages and is open to feedback from the 

supervisee.                                                 

.716  

22. Explores and acknowledges the supervisees emotions 

and reactions.                                                

.789  

23. Identifies and works with the supervisee on safety 

issues for the client/s as relevant.                                            

.469 .433 

29. Demonstrates genuine interest in the supervisee. .904  

30. Works collaboratively with the supervisee. .920  

31. Is available to the supervisee as agreed and is fully 

mindful in supervision.  

.818  

32. Has the best interests of the supervisee9s client/s in 

mind at all times.      

.678  

Component 

2 

 (α = .965) 

 

3. Ensures that there are supervisory agreements / 

contracts for each supervisee and that records are kept. 

 .672 

4. Collaboratively negotiates and facilitates the goals of 

sessions. 

 .923 

5. Ensures sessions remain focused on agreed goals and 

tasks.      

 .910 

6. Initiates appropriate tasks to achieve the goals of the 

session.  

 .832 
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7. Addresses cultural diversity (e.g., ethnicity, age, gender, 

religion, sexual orientation) issues between the supervisee 

and their client/s, and between the supervisee and 

supervisor.   

.364 .510 

9. Addresses any ethical or legal considerations related to 

the client. 

.380 .485 

10. Addresses any professional practice considerations. .367 .541 

14. Encourage the supervisee to critically reflect on their 

practice, including their strengths and areas for 

improvement. 

 .673 

15. Guides the supervisee to link their reflections to client 

outcomes. 

 .710 

16. Encourages reflection on process as well as content in 

client interactions.                                      

.309 .604 

17. Encourages the supervisee to consider different 

perspectives.  

.336 .598 

24. Encourages the supervisee to practice (e.g., through 

the use of role-play) specific skills in supervision (e.g., 

micro skills).                                                         

 .907 

25. Encourages the supervisee to use evidence-based 

interventions.                                      

 .841 

26. Considers the organisational context within which the 

supervisee practices.                                               

.349 .475 

27. Makes the evaluation criteria clear for the 

supervisee                                        

 .749 

28. As appropriate refer the supervisee to resources / other 

contacts or another supervisor to assist them to reach their 

goals.  

 .651 

32 items (α = 0.988) n=339 
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Evaluation of N/A Application 

Respondents who applied N/A to one or more items made up 25.9% of the EFA data 

for supervisor and 24% for supervisee. In both the supervisor and supervisee datasets, Item 

7 (Addresses cultural diversity) had the largest number of N/A responses but the spread in 

application of N/A for all the other GSAT items was relatively small, with on average N/A only 

being applied 0.78% of the time. Of the 32 items, only two items had no N/A responses 

applied for supervisor, Item 1 (Develops a warm, supportive and trusting bond with the 

supervisee and Item15 (Guides the supervisee to link their reflections to client outcomes). 

Only one item, Item 1, (Develops a warm, supportive, and trusting bond with the supervisee) 

had no N/A response for supervisee; Tables 16 & 17). 

To explore any significant reportable differences in median item responses in the 

EFA datasets, a comparison of N/A, mean rating, and rating spread was undertaken along 

with an exploration of variance in professions9 responses to items in both N/A and VAS 

rating, with no significant differences observed (see Appendix 16). A full breakdown of item 

responses by professional groupings was conducted with again no significant difference in 

behaviour for supervisors or supervisees based on their profession (see Appendices 20 & 

21). An analysis of any impact of the removal of N/A responses from the EFA is reported in 

Chapter 5 alongside a comparison undertaken during the confirmatory study. 

Table 16. EFA Supervisor GSAT-SR ratings including item number, N, N/A, 

Mean, minimum and Maximum range 

GSAT item N = 479 N/A Mean (± sd) Min Max 

1 479 0 87 (±12) 32 100 

2 475 4 89 (±11) 25 100 

3 474 5 85 (±19) 15 100 

4 475 4 81 (±15) 13 100 
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5 476 3 80 (±14) 24 100 

6 474 5 80 (±14) 21 100 

7 427 52 77 (±19) 1 100 

8 470 9 83 (±14) 30 100 

9 462 17 87 (±13) 11 100 

10 472 7 87 (±12) 23 100 

11 471 8 92 (±10) 49 100 

12 469 10 94 (±8) 56 100 

13 477 2 86 (±13) 32 100 

14 478 1 84 (±14) 3 100 

15 479 0 82 (±15) 0 100 

16 477 2 84 (±15) 0 100 

17 478 1 86 (±13) 11 100 

18 477 2 83 (±14) 2 100 

19 477 2 85 (±14) 0 100 

20 472 7 85 (±14) 0 100 

21 477 2 86 (±14) 1 100 

22 478 1 86 (±14) 0 100 

23 458 21 88 (±13) 0 100 

24 461 18 72 (±23) 0 100 

25 473 6 82 (±16) 0 100 

26 474 5 88 (±13) 0 100 

27 455 24 77 (±20) 0 100 

28 472 7 86 (±14) 0 100 
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29 474 5 92 (±11) 0 100 

30 477 2 90 (±11) 0 100 

31 478 1 88 (±13) 0 100 

32 477 2 91 (±11) 0       100 

 

Table 17. EFA Supervisee GSAT-SE ratings including item number, N, N/A, 

Mean, and minimum and maximum range 

GSAT item N = 447 N/A Mean (± sd) Min Max 

1 447 0 85 (±17) 0 100 

2 443 4 86 (±17) 20 100 

3 441 6 79 (±25) 0 100 

4 442 5 75 (±24) 0 100 

5 446 1 75 (±23) 0 100 

6 442 5 75 (±23) 0 100 

7 385 62 78 (±26) 0 100 

8 445 2 83 (±21) 0 100 

9 436 11 86 (±18) 0 100 

10 441 6 87 (±17) 0 100 

11 445 2 89 (±18) 0 100 

12 444 3 92 (±14) 0 100 

13 442 5 84 (±20) 0 100 

14 446 1 83 (±19) 0 100 

15 440 7 82 (±20) 0 100 
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16 442 5 83 (±19) 0 100 

17 446 1 84 (±18) 5 100 

18 444 3 82 (±19) 0 100 

19 444 3 85 (±18) 5 100 

20 440 7 85 (±18) 0 100 

21 443 4 82 (±21) 0 100 

22 444 3 82 (±20) 0 100 

23 438 9 87 (±17) 0 100 

24 435 12 71 (±28) 0 100 

25 443 4 81 (±23) 0 100 

26 442 5 88 (±16) 5 100 

27 439 8 75 (±26) 0 100 

28 443 4 82 (±22) 0 100 

29 443 4 89 (±18) 3 100 

30 442 5 88 (±17) 5 100 

31 444 3 86 (±20) 0 100 

32 443 4 88 (±18) 0 100 

 

Results  

It is of note that although the reported EFA structure was obtained using PCA 

extraction methods, other methods were utilised to explore the underlying factor structures, 

with all resulting in a strong four-factor structure for the GSAT-SR and a two-factor structure 

for the GSAT-SE.  When other methods of extraction such as Principal Axis Factoring (PAF), 

and Ward dendrograms in SPSS were applied, the results for the GSAT-SR were near 
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identical regardless of the method of extraction used (with only 1 GSAT item loading 

differently). However, for the GSAT-SE, the PCA extraction results made more theoretical 

and conceptual sense than the PAF of MLE results. For these reasons (Conway & Huffcutt, 

2003; Pett et al., 2003; Rao  & Sinharay, 2007), the decision was made to only report on the 

EFA results that were obtained using the PCA extraction method for both the GSAT-SR and 

the GSAT-SE. 

Discussion  

The purpose of this study was to conduct an EFA of the GSAT tools to assess the 

internal structure of the GSAT and assess the construct validity of the 32 item tools against 

the theoretical model (Chapter 3; Hamilton et al., 2022). EFA should not be confined to a 

predefined number of assumed factors (Boateng et al., 2018; Pett et al., 2003); thus, while 

the GSAT SR and GSAT SE had four hypothetical factors based on theoretical 

underpinnings (Alliance, Reflection, Feedback, Engagement), the EFA models were not 

preconstrained to these structures.   In other words, there was no prior assumption that both 

supervisors and supervisees would interact with the tools and the individual items in identical 

ways. 

Application of the PCA provided a preliminary understanding of the number of factors 

in the GSAT SR and GSAT SE, as well as providing insights into how items loaded onto 

various factors. The EFA results showed that the GSAT-SR has a four-factor latent structure 

and GSAT-SE has a two-factor structure, with the majority of items loading strongly on to 

one factor. Both GSAT tools had strong internal reliability and convergent validity with the 

SWAI (Efstation et al., 1990) and SE-SC (Gonsalvez et al., 2017), further supporting their 

psychometric validity.  

The different latent structures presented in the GSAT-SR and GSAT-SE reflect that 

supervisors and supervisees have unique and different perspectives when assessing 

supervisor competence (Lim & Quant, 2019; Morrison & Lent, 2018). This, strongly supports 

the need for separate tools for supervisors and supervisees (Hamilton et al., 2022).  The 
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difference in the EFA latent factor structures for GSAT-SR (four factors) and GSAT-SE (two 

factors) is unsurprising as other multiperspective supervision tool development studies have 

resulted in similar factor structure differences between supervisors and supervisees 

(Efstation et al., 1990). 

As the aim of the study was to develop a freely available tool, focused on the core 

skills of supervisor practice, that contributed to reflection on supervisor practice through 

multiple lenses (i.e., self-assessment, peer review, and third-party observation) it was 

important that the validation reflected the unique perspectives each role brings to the 

interpretation of supervision core skills. Supervisees and supervisors bring different 

perspectives and biases to the supervision dyad, and have unique experiences, training, and 

understandings of supervisor competence (King & Summers, 2019; Lim & Quant, 2019).  

Indeed, many factors may influence how supervisors and supervisees rate their supervision 

(Gonslavez et al., 2017; May et al, 2017; Watkins, 2014).  

Though the latent factor structures are unique, the descriptive analysis of the 

individual items offers some interesting findings that may provide insight into current 

supervision practice. There were very strong similarities between supervisors and 

supervisees in how they scored supervisor skills in relation to specific items in both GSAT-

SR and GSAT-SE.  The items that received the highest mean scores in both studies were 

<demonstrating respect for the supervisee= and <ensures professional boundaries in 

supervision (e.g., communicating evaluation methods and maintaining confidentiality)=. This 

was also reflected in items that received the lowest mean scores with <makes the evaluation 

criteria clear=, <addresses cultural diversity=, and <encourages the supervisee to practise 

…specific skills in supervision=, which were almost identical when comparing supervisors 

and supervisees (Hamilton et al., 2022).  

These findings warrant further exploration as results may reflect current practice 

trends. For instance, the low rating scores by both parties of performance regarding the item 
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<addresses cultural diversity=, coupled with a high rate of N/A application, may highlight 

current shortfalls in awareness, training, and skill regarding the role of culture in supervision. 

Although the importance of cultural diversity, capability, and multicultural competence in 

supervision is understood (Falender & Shafranske, 2014), our findings would suggest it is 

still an area that requires attention. This is because, as indicated by Moleiro et al. (2018), 

and King et al., (2020), the cultural competency of the supervisor significantly influences the 

supervisory working alliance and supervision outcomes. 

A strength of the EFA study was the recruitment of a large sample size that was 

representative of 12 different professions from diverse working and practice settings. This 

diversity enabled the EFA to capture different perspectives and supports the notion that the 

GSAT is appropriate as a multipurpose, multidisciplinary tool.  Encouragingly, EFA findings 

also demonstrated that the GSAT tools have strong face validity, with participating 

supervisors and supervisees agreeing that the GSAT tools were suitable for the 

multiperspective benchmarking of competencies core to the provision of supervision, 

regardless of profession or workplace practice setting (Hamilton et al., 2022). User 

confidence is supported by the high internal reliability and high level of convergent validity 

with the SE-SC (Gonsalvez et al., 2017) and SWAI (Efstation et al., 1990). 

Limitations and Future Recommendations  

Although the outcomes of the exploratory analysis of the 32 item GSAT tools are 

significant, it is important to acknowledge the place of an EFA as a step in psychometric 

validity, with a further CFA study required before any conclusive interpretations can be made 

regarding the validity of the final model (Pett, et al., 2003).  

 Though the study was successful in its aim to recruit a good sample size 

representative of supervisors and supervisees from multiple professions and diverse 

workplace settings, there are some limitations with this study. Firstly, due to the voluntary 

self-recruitment sampling method, there is no way of measuring how any outcome might 

have been influenced by participants9 motivations to participate. For instance, if participants 
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had a particular strong passion for, or frustration with supervision, this may have influenced 

participation motivation, and therefore survey outcomes. It is hoped that the large sample 

size of the recruitment and diversity of professions may have lessened any such bias 

(Hamilton et al., 2022). The future inclusion of more qualitative questions regarding 

participants9 supervision experience and future application of the GSAT tools in a captured 

workforce environment may assist in exploring any possible bias impact.  

When interpreting the results, it is important to consider the demographic 

characteristics of participants, with supervisors in this study reflecting a pool of well 

educated, experienced, trained, and skilled supervisors in comparison to the supervisees 

who were younger and had less supervision training experience. It is important to 

acknowledge these differences when considering the differences in the EFA structure of the 

GSAT-SR and GSAT-SE as most supervisees were in established relationships with their 

supervisors. Literature indicates that supervisee ratings of their supervisor can be influenced 

by the alliance, level of supervision training, and understanding of competencies (Lim & 

Quant, 2019).  It may be possible that the factor structures observed in the EFA study are 

reflective of differences in level of experience and training between the supervisor and 

supervisee study pools. Therefore, supervisors may have been more attuned to the nuances 

of core supervision competencies. These questions further highlight the importance of 

following the EFA with independent CFA studies.  The questions also highlight the 

importance of allowing for the capture of the unique perspectives of the supervisory triad 

when developing competency tools (Hamilton et al., 2021; Wheeler & Barkham, 2014). 
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Chapter 5 

Study 3: Confirmatory Factor Analysis  

GSAT-SR & GSAT-SE 

 There is a growing interest in effective evaluation and feedback processes that 

increase competence in supervision (Watkins, 2014). Yet there remains a paucity of 

available supervision competency tools that follow rigorous psychometrically valid methods 

(Ellis et al., 2008; Gonsalvez et al., 2021). Furthermore, validated tools may have reduced 

industry relevance, due to the common practice of using captured student populations that 

are representative of one specific profession for psychometric validation purposes.  The gold 

standard of tool design is the development and validation of tools with the participation of 

experienced frontline supervision practitioners who can reflect the multiple perspectives of a 

supervisor9s competence (Ellis et al., 2008; Wheeler & Barkham, 2014).  

The initial EFA of the GSAT-SR and GSAT-SE tools for the benchmarking of 

supervisor competencies provided promising results when explored with supervision 

practitioners from a diverse range of professions, with findings indicating that the tools were 

suitable for further (CFA).  

The CFA studies reported on in this chapter were conducted to independently 

validate the final fit of the GSAT-SR and GSAT-SE in order to meet the full criteria for a 

psychometric validation (DeVellis, 2016). A CFA is a confirmatory technique that is 

conducted in the latter stages of the development and validation of a new tool or scale. The 

application of CFA requires prior establishment of an underlying factor structure via the EFA. 

While the EFA process was conducted with no fixed hypothesis regarding the number of 

factors, the CFA process was confined to the number of latent factors identified in the EFA 

(Flora & Flake, 2017).  The purpose of a CFA is to confirm the original latent factors 

identified in the EFA, and further refine these factors by removing weakly loading or cross 

loading items that are redundant and may weaken the best fit of the psychometric tool. It is 
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important that, when conducting a CFA, the factor analyses involve consideration of content 

validity and reliability when deciding on the removal of items.  This process uses theoretical 

hypothesis and expert knowledge in combination with comparison of potential model-fit 

variables to determine the optimal fit (Flora & Flake, 2017; Kline, 2013).  

It is recognised good practice to have two separate data sets from different 

populations when conducting both an EFA and a CFA (Flora & Flake, 2017). The recruitment 

of a second independent data set for the CFA allowed for replication of the study and the 

testing of any difference in internal structure within different populations and allowed for 

identification of any sample-specific chance relations in the data (Flora & Flake, 2017). 

Methods 

CFA Survey Design 

It is considered best practice when developing a new tool to collect a large dataset, 

across multiple years, in order to independently test its external validity and generalizability 

(Hurley et al., 1997). In this case, the data used in the EFA represented the foundation 

dataset, while the data used in the CFA provided an independent validation dataset used to 

identify the final model from a small subset of models identified in the EFA (Flora & Flake, 

2017). Conducting the CFA with an independent data set allowed testing for any differences 

in internal structure with different populations. Therefore, the second survey was conducted 

6 months after the initial EFA survey. This survey included the same 32 items used in the 

EFA, but with the new theory driven hypothesis model derived from the EFA applied to the 

confirmatory analysis. 

Participants completed an anonymous online survey via SurveyMonkey (supervisor 

or supervisee survey) that took approximately 30 minutes; survey completion implied full 

consent.  To allow for testing of replication, the online study applied the same 32-item GSAT 

tools use in the EFA (see Appendices 5 & 6). The only adjustments to the original survey 

were a reduction of the number of demographic questions to lessen participant burden, 
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which included removing questions regarding payment for supervision and training quality 

(see Appendices 21 & 22).  

An addition to this survey for both supervisors and supervisees was the inclusion of 

an optional question exploring participants9 perceptions of the 32 items9 predicative 

importance to rating competency. From the pool of 32, participants were asked to rank the 

top five items that they believed carried the most weight when rating a supervisor9s 

competence (see Appendices 23 & 24). These qualitative results were used in combination 

with expert review and the EFA and initial quantitative CFA findings when evaluating the 

impact of item extraction from the final CFA models (DeVellis, 2016; Sireci & Faulkner-Bond, 

2014). 

Ethical Considerations 

As with all the studies, this work was covered by the original ethics application. Full 

ethics information and consent information was presented at the beginning of the online 

survey with information regarding SurveyMonkey9s US data housing. Participants were 

instructed that by continuing to complete the survey they were fully consenting (see 

Appendices 23 & 24).  

Participant Recruitment 

Participants were recruited from Australia and Aotearoa New Zealand and were 

required to be currently participating in supervision, either as a supervisor and/or supervisee. 

The recruitment consisted of research flyers (Appendix 26) advertising with professional 

associations and boards (Appendix 17), emails to large organisations that provide clinical 

supervision (Appendix 18) and professional social media platforms such as LinkedIn. The 

advertising included information about the project and research team, information about what 

participants were consenting to, and how long the survey would take to complete.  It also 

advised potential participants about their rights to withdraw at any time.  The associations, 

training institutions, and professional bodies contacted for recruitment for CFA studies 
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included, but not were not limited to, those organisations listed in the EFA. To incentivise 

responses, a gift card prize pool was offered for supervisors and supervisees who completed 

either the GSAT-SR or GSAT-SE survey.  

Sample Size  

Many confounding factors must be considered when determining a minimum sample 

size, including the number of variables being measured, number of factors, rate of variables 

loading per factor, number of cross-loading variables, and the strength of the communalities 

(Costello & Osborne, 2005; de Winter et al., 2009). When considering the best fit for a CFA 

sample size, there is support in the literature that smaller data sets can be applied CFA to 

confirm the hypothesis of an EFA (Jackson, 2003). 

Based on these recommendations, an independent data set of 100 to 200 was 

deemed an adequate and suitable sample size for CFA (DeVellis, 2016; de Winter et al., 

2009), especially as the study was gathering data from voluntary practising participants 

rather than relying on captured student populations (Flora & Flake, 2017; de Winter et al., 

2009). 

Data Processing and Analysis  

The CFA was undertaken in R statistical software version 4.0.2 (R Core Team, 2020) 

using the lavaan; Rosseel et al., 2020) and faoutlier (Chalmers & Flora, 2015) packages, to 

confirm the construct validity of the GSAT-SR and GSAT-SE and refine the EFA models 

using an independent sample of participants. Mardia9s (1970) multivariate skewness and 

kurtosis tests were undertaken prior to modelling to look for unusual responses in the 

multivariate space, with the data strongly suggesting that both the supervisor and supervisee 

datasets had nonnormal distributions. As such, maximum likelihood estimation with robust 

Huber–White standard errors and scaled test statistics was used, which has been shown to 

be robust to nonnormality and model misfit (Lai, 2018).  
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The full model (all GSAT items included) was checked for residuals for potential 

multivariate outliers using the standardised residuals, Mahalonobis distances (surrogate 

leverage statistic), and generalised Cook9s distances (Flora et al., 2012). Occasionally, 

outliers can be missed using global measures if they belong to a local cluster of outliers. 

Therefore, the local influence of each respondent using a forward search, goodness of fit 

distance, and likelihood distance when each respondent was removed from the model was 

also measured (Flora et al., 2012). Final decisions on whether to remove potential outliers 

were based on visual examinations of the individual responses. Outliers were excluded from 

subsequent analyses.  

As the EFA results suggested that some items were more informative than others, 

only those items identified in the EFA analysis as loading weakly or cross loading were 

considered for removal. In consultation with the research team, I created two lists of items 

that we considered removing from GSAT-SR and GSAT-SE and implemented a backwards-

stepwise model selection procedure to test models with and without those items. The order 

for removal of these items was determined by the model selection results in the CFA. In a 

small number of cases, additional items were considered for removal when residual 

correlations between items was relatively high (> 0.1) or when univariate score tests 

suggested that the model fit would significantly improve if an item were removed or moved to 

another factor, and the changes were theoretically sensible. For example, if high residual 

correlations between items indicate they were providing redundant information, retaining 

both questions would not add additional information (Flora et al., 2012). In this situation, 

dropping one or more highly correlated questions would be likely to strengthen the 

information provided about the competency, improve the model fit, increase efficiency, and 

reduce participant burden. 

Once the CFA models were confirmed, a whole suite of diagnostic measures was 

applied to model residuals to help identify unusual responses, overly influential cases (local 

and global), or areas where the model did not fit well (e.g., multivariate outliers, leverage 
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statistics, or generalised Cook9s distance). Finally, the residual correlations between items in 

the fitted models were examined to understand any remaining correlations after the influence 

of all items had been accounted for. 

The assessment of the model fit was based on three goodness-of-fit indices; the root 

mean squared error of approximation (RMSEA; > 0.10 poor, 0.05-0.08 reasonable, <.05 

close fit (Browne & Cudeck, 1993), the Comparative Fit Index (CFI; >.90 good fit Hu & 

Bentler, 1999), and the Tucker-Lewis index (TLI; >.90 good fit; Tucker & Lewis, 1973). Note 

that models were not compared using the Chi-square statistic because it is typically only 

significant when the assumption of normality is violated (Kline, 2015). In addition to 

goodness-of-fit statistics, models were also compared using two information-theoretic 

statistics, the Akaike Information Criterion (AIC; Akaike, 1973) and Bayesian Information 

Criterion (BIC; Kass & Wasserman, 1995) statistics, which are used to assess model 

parsimony (i.e., trade-off between model complexity and goodness of fit).   Note that lower 

values indicate there is more support in the data for one model relative to another (Dziak et 

al., 2020). Full scale and final factor internal reliability analyses (Cronbach9s alphas) were 

performed on the GSAT-SR and GSAT-SE CFA data sets after removal of respondents who 

answered N/A to one or more item. 

Analysis of Nonapplicable Function 

As first highlighted in the EFA study (Chapter 4), it was important to further analyse 

the N/A responses in the CFA, as the N/A responses are real responses as opposed to 

missing data. Analysing N/A responses tests for any possible bias affect caused by their 

exclusion from the data analysis and provides important insights into how the respondents 

behave towards an item based, on their perception of the item9s relevance (or irrelevance) to 

their supervision practice. Consideration was given early on to the possibility of retaining the 

data and using pairwise deletion in the CFA, rather than listwise (complete) deletion, but that 

would have complicated model selection because each computed statistic would be based 
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on a different subset of cases. Only complete cases with no application of N/A were used for 

the CFA analysis, with datasets in the CFA split into two sets for both supervisor and 

supervisee, labelled <complete cases= and <N/A datasets=.  Calculations were then 

undertaken to determine the percentage of N/A data by item to compare the participants9 

item responses in each dataset. This was then compared with the EFA N/A response 

analysis to look for any difference between the two participant groups (Hamilton et al., 2022).  

Final Model Validity 

The items considered for removal in the CFA modelling were based on those 

identified in the EFA (Hurley et al., 1997). To strengthen the final models, weak or cross 

loading items were removed from the GSAT-SR and GASAT-SE. The order in which items 

were removed was informed by the CFA statistical model selection results and determined 

by cross-correlation, multicollinearity statistics, and the modification indices. The final model 

fit decision was based on theory, expert view of the final content validity, and ensuring the 

tool still met the design aims (Hamilton et al., 2022; Schreiber et al., 2006). The research 

committee met to consider items that had been recommended for removal based on the 

statistical model fits, with consideration given to the effect removal would have on the 

content validity and conceptual domains (Flora & Flake, 2017; Hamilton et al., 2022). 

Decisions about whether an item should be removed were primarily driven by theory, with 

consideration given to likely harm of removal to the tool9s content validity (Sireci, 1998). The 

qualitative responses in the survey regarding the significance of items were also considered 

alongside theoretical information regarding competency skills and the current knowledge of 

supervisory skills such as bias, professional constructs, self-efficacy, and training efficacy in 

the broad helping professions workforce. For instance, Item 7 (acknowledging and working 

with cultural diversity) did not load well in both the EFA and CFA results; however, it was 

considered an essential item in the GSAT due to the recognised impact cultural competency 

has on the outcomes of the supervisory working alliance (Crockett & Hays, 2015; Flicking et 

al., 2019; Hamilton et al., 2022; McMahon, 2020). Literature suggests that responses to the 
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cultural diversity item may be reflective of the significant variance in the levels of multicultural 

awareness within the helping professions (Adams et al., 2022; Chopra, 2013; Crockett & 

Hays, 2015; King & Summers, 2020; Moleiro et al., 2018),  coupled with the quality and 

consistency of supervision training regarding race, culture, privilege, prejudice, and diversity 

(Falender et al., 2015; Grus et al., 2016; McMahon & Hevey, 2017; Patallo, 2019). 

Therefore, the research committee considered whether an item/s performance may be 

reflective of current knowledge and practice gaps and therefore important to retain due to its 

ability to inform supervisory practice (Flora & Flake, 2017; Gus et al., 2016). 

Results 

Participant Characteristics 

A total of 182 supervisors and 186 supervisees participated in the online study, 

ensuring a sample size of adequate nature for a reliable CFA (DeVellis, 2016; de Winter et 

al., 2009).  

Respondents came from a diverse cross section of the workforce in the public and 

private sectors, with more than 12 professions represented (see Table 18). Repeating the 

pattern represented in the EFA, over 80% of both supervisors and supervisees identified as 

female, with respondents9 ages ranging from 26 to 78 years for supervisors and 22 to 71 

years for supervisees. Supervisors were well educated and experienced practitioners, with 

50% holding a master9s degree in their field of practice. Training participation showed a 

similar pattern to that reported in Study 1, with supervisors more likely to have attended 

formal supervision training, and 76% of supervisors having attended supervision training in 

the last 5 years compared to 58% of supervisees (see Table 18). 
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Table 18. CFA Supervisor (N=182) and Supervisee (N=186) demographics 

 CFA Supervisor 

N= 182 

CFA Supervisee 

N= 186 

Gender N (%)  

Female 153 (81%) 151 (81.2%) 

Male 29 (19%) 35 (18.8%) 

Age Mean (Range) Mean (Range) 

Male 51 (33-75) 42.5 (21-67) 

Female 51.4 (26-78) 44.4 (22-71) 

Years clinical experience Mean (Range) Mean (Range) 

Male 21.8 (7- 40) 16.2 (0-45) 

Female 22.7 (1- 49) 16.1 (0-47) 

Discipline N (%) N (%) 

Social work 77 (42.3%) 77 (41.4%) 

Psychology 19 (10.4%) 15 (8.1%) 

Occupational therapy 21 (11.5%) 27 (14.5%) 

Allied Health -other 8 (4.4%) 6 (3.2%) 

Nurse/Midwife 29 (15.9%) 42 (22.6%) 

Medicine 5 (2.8%) 4 (2.2%) 
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Counsellor/ Psychotherapist 20 (11%) 7 (3.8%) 

Lived experience workforce 1 (0.6%) 2 (1.1%) 

Other 2 (1.1%) 6 (3.2%) 

Qualifications N (%) N (%) 

Undergrad Degree 35 (19.2%) 63 (33.9%) 

Postgrad Diploma 37 (20.3%) 44 (23.7%) 

Master9s degree 84 (46.2%) 67 (36%) 

Doctorate/PhD 20 (11%) 6 (3.2%) 

Other  6 (3.3%) 6 (3.2%) 

Supervision training last 

5yrs 

CFA Supervisor CFA Supervisee 

Yes No Yes No 

76.4% 23.6% 58.9% 41.1% 

 

Supervisors had considerable experience offering supervision, with close to 40% 

reporting more than 10 years of experience (see Table 19). When asked questions about the 

type of supervision provided, 55% provided supervision exclusively to supervisees of the 

same profession, with 40% providing supervision to supervisees from a mix of their own 

profession and other disciplines.   Eighty-five percent of participating supervisees reported 

receiving supervision from a supervisor of the same discipline. When exploring the number 

of supervisees that supervisors currently worked with, the majority had fewer than five, with 

45% of supervisors seeing between one and four supervisees (Table 19).  
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Table 19. CFA Supervisor years of experience supervising 

 

Because of the importance of understanding the time commitment of supervising 

outside of formal supervision sessions, supervisors were asked to reflect on the amount of 

time each week spent attending to supervision tasks outside of sessions. These tasks 

included emails, reviews, administration, and attending supervision of supervision. Results 

reflected in Table 20 suggest that supervisors spend large amounts of time outside of 

sessions on additional tasks that support supervision provision. 
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Table 20. CFA Number of supervisees in supervisors’ portfolio 

 

 

 

Table 21. CFA Supervisor time spent attending to supervision tasks outside of 

sessions 
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GSAT-SR 

CFA Model Fits 

One outlier was identified in the exploratory analysis and removed from subsequent 

CFA analyses. This left a total of 151 complete cases (cases with no N/A application) used in 

the model selection. The final Supervisor CFA model included 26 items, with Items 3, 10, 20, 

27, 29, and 30 removed. The model selection criteria indicated an acceptable fit for our final 

model, with a RMSEA value of 0.079, CFI value of 0.92 and a TLI value of 0.91 (see Table 

22, Fit 14). The final supervisor CFA model also had the lowest AIC and BIC statistics of all 

models tested. The factor loadings for the supervisor CFA model ranged from 0.63-0.93 for 

each dimension (Table 22; Hamilton et al., 2022).  

Table 22. CFA Model FIT statistics based on MLR Model (Maximum Likelihood 

Estimation with Robust Huber-White Standard Errors and Scaled Test 

Statistic). Note final model shown in bold. 

Model Fit RMSEA 

robust 

CFI robust TLI robust AIC BIC 

Fit 2 0.08324493 0.8943910 0.8856287 33817.11 34028.32 

Fit 3 0.08037448 0.9039565 0.8956537 32773.54 32978.71 

Fit 4 0.08363685 0.8948237 0.8857313 32838.08 33043.26 

Fit 5 0.08069829 0.9045241 0.8959098 31794.48 31993.62 

Fit 6 0.08318928 0.8969687 0.8880618 32930.57 33135.74 

Fit 7 0.08413854 0.8937880 0.8846061 32944.01 33149.19 

Fit 8 0.08499142 0.8948707 0.8853854 32037.87 32237.01 

Fit 9 0.08004451 0.9082564 0.8996014 30906.62 31099.72 
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Evaluation of N/A Application Supervisor 

For the supervisor dataset, respondents who selected N/A for at least one item 

represented 16.4% overall, while the N/A response per item ranged between 0 – 5.94% 

(Figure 3). As noted in the EFA study, Item 7 received the largest number of N/A responses, 

with the other items receiving relatively small applications of N/A. In the CFA, 14 of the 32 

items had no application of N/A (GSAT Items 1, 2, 4, 5, 13, 14, 15, 17, 21, 23, 26, 30, 31, 

and 32). When comparing the distribution of responses on the VAS (0-100; Figure 4) there 

were no significant differences in median item rating, with only a moderate difference in 

medians found in GSAT Items 12 and 31. This difference may be due to the small number of 

N/A in the CFA data set, but regardless, this was unlikely to have biased the results. 

 

Figure 3. CFA Supervisor N/A percentage data for each item in EFA (grey) and CFA (black) 

datasets 
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Figure 4. CFA Supervisor boxplots showing distribution of responses (0-100) in the complete 

and N/A datasets for EFA (top panel) and CFA (bottom panel) analyses. Grey represents 

complete and black N/A. 

Supervisor Ranking of Item Importance 

Of the original 182 supervisors in Study 2, 173 supervisors ranked what they 

perceived to be the top 5 GSAT items that carried more value or weight in predicting 

competency. Item 2, <Provides a safe space for supervisees that allows them to openly and 

honestly explore their work=, was ranked the highest with 65.90% of supervisors indicating it 

was of greatest importance (see Table 23). The second ranked item, Item 14, <Encourages 

the supervisee to critically reflect on their practice, including their strengths and areas for 

improvement=, was closely followed by Item 1, <Develops a warm, supportive, and trusting 

bond with the supervisee=. Item 3, <Ensures that there are supervisory agreements/contracts 

for each supervisee and ensures that records are kept=, and Item 4, <Negotiates and 

facilitates the goals of the sessions=, were the last of the top five rankings. Of equal interest, 

Item 23, <Identifies and works with the supervisee on safety issues for the client/s as 



149 

 

relevant= and Item 27, <Makes the evaluation criteria clear for the supervisee= had the lowest 

ranking by supervisors, with both receiving a ranking of 3.47%. The other items that ranked 

below 6 % were Item 24, <Encourages the supervisee to practise (e.g., through the use of 

role-play) specific skills in supervision (e.g., micro skills)=, Item 28, <As appropriate refers the 

supervisee to resources…=, Item 20, <Raises any issues in a direct, yet supportive way=, and 

Item 29, <Demonstrates genuine interest in the supervisee=. 

Table 23. CFA Supervisor rating of top 5 GSAT items deemed more predictive 

of rating competence 

GSAT 32 items – Supervisor top 5 items deemed more predictive 

of supervisor competence 

Supervisor n=173 

% N 

1.Develops a warm, supportive, and trusting bond with the 

supervisee 

40.46% 70 

2.Provides a safe space for supervisees that allows them to openly 

and honestly explore their work 

65.90% 114 

3.Ensures that there are supervisory agreements / contracts for each 

supervisee and ensures that records are kept 

26.01% 45 

4.Negotiates and facilitates the goals of sessions 20.81% 36 

5.Ensures sessions remain focused on agreed goals and task 15.03% 26 

6.Initiates appropriate tasks to achieve the goals of the session 8.09% 14 

7.Addresses cultural diversity (e.g., ethnicity, age, gender, religion, 

sexual orientation) issues between the supervisee and their client/s, 

and between the supervisee and supervisor 

12.14% 21 

8.Works appropriately with power differences in the supervision 

relationship 

15.03% 26 

9.Addresses any ethical or legal considerations related to the client 16.18% 28 

10.Addresses any professional practice considerations 20.23% 35 
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11.Ensures professional boundaries in supervision including 

maintaining confidentiality (e.g., inappropriate self- disclosure) 

17.34% 30 

12.Demonstrates respect for the supervisee 19.08% 33 

13.Appropriately uses all the roles that make for an effective 

supervisor (e.g., consulting, modelling, monitoring, supporting, 

exploring, and evaluating) 

16.18% 28 

14.Encourages the supervisee to critically reflect on their practice, 

including their strengths and areas for improvement 

41.62% 72 

15.Guides the supervisee to link their reflections to client outcomes 11.56% 20 

16.Encourages reflection on process as well as content in client 

interactions 

17.92% 31 

17.Encourages the supervisee to consider different perspectives 10.98% 19 

18.Gives accurate, constructive, and timely feedback 15.03% 26 

19.Works appropriately with the supervisee at their developmental 

level 

10.40% 18 

20.Raises any issues in a direct, yet supportive way 5.78% 10 

21.Encourages and is open to feedback from the supervisee 6.94% 12 

22.Explores and acknowledges the supervisees emotions and 

reactions 

10.98% 19 

23.Identifies and works with the supervisee on safety issues for the 

client/s as relevant 

3.47% 6 

24.Encourages the supervisee to practice (e.g., through the use of 

role-play) specific skills in supervision (e.g., micro skills) 

4.05% 7 

25.Encourages the supervisee to use evidence-based interventions 14.45% 25 

26.Considers the organisational context within which the supervisee 

practices 

9.83% 17 

27.Makes the evaluation criteria clear for the supervisee 3.47% 6 
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28.As appropriate refers the supervisee to resources / other contacts 

or another supervisor to assist them to reach their goals 

4.62% 8 

29.Demonstrates genuine interest in the supervisee 5.78% 10 

30.Works collaboratively with the supervisee 12.14% 21 

31.Is available to the supervisee as agreed, and is fully mindful in 

supervision 

8.09% 14 

32.Has the best interests of the supervisee9s client/s in mind at all 

times 

10.40% 18 

 

Final GSAT-SR 

 The final 26 item GSAT-SR (see Table 24, GSAT-SR Tool) had a full-scale reliability 

estimation of 0.97, indicating a high degree of internal consistency. Alpha coefficients for the 

final four CFA factors were all over 0.81. (fundamental feedback processes (α = 0.95), goals 

and tasks (α = 0.93), respect (α = 0.82) and enabling supervisory practices (α = 0.94). 

Table 24. CFA Summary of results for Supervisor GSAT-SR (N=151) including 

Cronbach's Alpha, competency item, and factor loading. 

Factor 
Item Factor loadings 

Fundamental 

feedback 

processes  

(α = 0.945) 

 

7. Addresses cultural diversity (e.g., 

ethnicity, age, gender, religion, sexual 

orientation) issues between the 

supervisee and their client/s, and 

between the supervisee and 

supervisor.                   

.808    

8. Works appropriately with power 

differences in the supervision 

relationship. 

.812    
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11. Ensures professional boundaries in 

supervision including communicating 

evaluation methods and maintaining 

confidentiality. 

.813    

13. Appropriately uses all the roles that 

make for an effective supervisor (e.g., 

consulting, modelling, monitoring, 

supporting, exploring, and 

evaluating).                                           

.827    

18. Gives accurate, constructive, and 

timely 

feedback.                                                 

.821    

19. Works appropriately with the 

supervisee at their developmental level. 

.830    

21. Encourages and is open to 

feedback from the 

supervisee.                                               

.834    

22. Explores and acknowledges the 

supervisees emotions and reactions. 

.841    

26. Considers the organisational context 

within which the supervisee practices. 

.759    

Goals and 

tasks  

(α = 0.929) 

 

4. Collaboratively negotiates and 

facilitates the goals of sessions. 

 .868   

5. Ensures sessions remain focused on 

agreed goals and tasks.      

 .920   

6. Initiates appropriate tasks to achieve 

the goals of the session.        

 .925   
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Respect 

(α = 0.819) 

 

 

12. Demonstrates respect for the 

supervisee.  

  .746  

28. As appropriate refer the supervisee 

to resources / other contacts or another 

supervisor to assist them to reach their 

goals.                                  

  .768  

31. Is available to the supervisee as 

agreed and is fully mindful in 

supervision. 

  .732  

32. Has the best interests of the 

supervisee9s client/s in mind at all 

times.      

  .762  

Enabling 

supervisory 

practices  

(α = 0.935) 

 

 

1. Develops a warm, supportive, and 

trusting bond with the supervisee. 

   .771 

2. Provides a safe space for 

supervisees that allows them to openly 

and honestly explore their work. 

   .807 

9. Addresses any ethical or legal 

considerations. 

   .737 

14. Encourage the supervisee to 

critically reflect on their practice, 

including their strengths and areas for 

improvement.                                    

   .900 

15. Guides the supervisee to link their 

reflections to client 

outcomes.                           

   .845 
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16. Encourages reflection on process as 

well as content in client 

interactions.                                   

   .859 

17. Encourages the supervisee to 

consider different 

perspectives.                                       

   .888 

23. Identifies and works with the 

supervisee on safety issues for the 

client/s as relevant 

   .792 

24. Encourages the supervisee to 

practice (e.g., through the use of role-

play) specific skills in supervision (e.g., 

micro skills). 

   .723 

25. Encourages the supervisee to use 

evidence-based 

interventions.                                         

   .629 

26 items (α = 0.971) 

Note. For ease of interpretation factor loadings <0.3 are not shown. 

CFA – GSAT-SE 

Four outliers were identified in the exploratory analysis of supervisee data and 

removed from further analyses, leaving a total of 146 complete cases used in the model 

selection process. According to the model selection criteria, the supervisee CFA model with 

the most support in the data contained 21 items including Item 19, but not Item 18 (Table 25, 

Fit 34). However, the results also showed that Items 18 and 19 were strongly related to each 

another and that they provided similar insights into the data. It made more theoretical sense 

to retain Item 18 instead of Item 19 in the instrument (Table 25, Fit 37) and the two models 

had a comparable fit. Therefore, the final model contained 21 items, with Items 2, 3, 4, 5, 10, 
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15, 19, 20, 29, 30, and 32 removed and Item 23 moved from Factor 1 to Factor 2 (see Table 

25, Fit 37; Hamilton et al., 2022). 

Table 25. CFA Supervisee Model FIT statistics based on MLR Model (Maximum 

Likelihood Estimation with Robust Huber-White Standard Errors and Scaled 

Test Statistic). Note final model highlighted in bold. 

Model Fit RMSEA 

robust 

CFI robust TLI robust AIC BIC 

Fit 1 0.12336857 0.8651785 0.8555692 35880.70 36074.63 

Fit 2 0.12512113 0.8683553 0.8586264 34560.53 34748.49 

Fit 3 0.12036909 0.8741638 0.8648641 34840.78 35028.74 

Fit 4 0.12063032 0.8732260 0.8638570 34816.74 35004.70 

Fit 5 0.12311426 0.8681532 0.8584094 34831.65 35019.62 

Fit 6 0.12136736 0.8714451 0.8619446 34846.19 35034.16 

Fit 7 0.11982313 0.8766788 0.8675650 34703.58 34891.55 

Fit 8 0.12107247 0.8806617 0.8715046 33381.35 33563.35 

Fit 9 0.12201801 0.8774578 0.8680549 33521.48 33703.48 

Fit 10 0.12056716 0.8830054 0.8736707 32457.21 32633.25 

Fit 11 0.11812895 0.8895997 0.8804260 31426.49 31596.56 

Fit 12 0.11955489 0.8899230 0.8803808 30365.05 30529.15 

Fit 13 0.11321480 0.9047698 0.8961416 29189.20 29347.33 

Fit 14 0.11254562 0.9058922 0.8973657 29182.95 29341.08 
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Fit 15 0.10893680 0.9140117 0.9058522 28090.69 28242.86 

Fit 16 0.12059953 0.8919413 0.8821508 29264.28 29422.41 

Fit 17 0.10857083 0.9141809 0.9060375 28163.10 28315.26 

Fit 18 0.11254887 0.9081675 0.8994535 28189.42 28341.59 

Fit 19 0.11109218 0.9124902 0.9041864 28002.72 28154.88 

Fit 20 0.10952961 0.9153503 0.9073178 27950.14 28102.31 

Fit 21 0.10825901 0.9196348 0.9116303 26908.12 27054.31 

Fit 22 0.10525921 0.9239376 0.9163617 26926.88 27073.07 

Fit 23 0.10495490 0.9267312 0.9190524 25840.30 25980.53 

Fit 24 0.10701234 0.9229894 0.9149185 25914.20 26054.25 

Fit 25 0.10440975 0.9266898 0.9190066 25894.51 26034.74 

Fit 26 0.11167071 0.9073497 0.8989552 29173.02 29331.15 

Fit 27 0.11034224 0.9120576 0.9037127 28111.10 28263.26 

Fit 28 0.10745190 0.9192784 0.9112384 27016.43 27162.63 

Fit 29 0.10326658 0.9253149 0.9178761 27028.83 27175.03 

Fit 30 0.09736090 0.9371975 0.9306155 25793.07 25933.30 

Fit 31 0.09949902 0.9340433 0.9271308 25846.21 25986.44 

Fit 32 0.09615301 0.9387461 0.9323264 25785.26 25925.49 

Fit 33 0.09107181 0.9467249 0.9408339 24696.18 24830.45 
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• Fit 19: Remove Item 3, 5, 6, 10, 20, 30, 29 and move Item 18 to Factor 2 

• Fit 20: Remove Item 3, 4, 5, 10, 20, 30, 29 and move Item 18 to Factor 2 

• Fit 21: Remove Item 3, 5, 6, 10, 20, 30, 29, 31 and move Item 18 to Factor 2 

• Fit 22: Remove Item 3, 5, 6, 10, 20, 30, 29, 32 and move Item 18 to Factor 2 

• Fit 23: Remove Item 3, 5, 6, 10, 15, 20, 30, 29, 31 and move Item 18 to Factor 2 

• Fit 24: Remove Item 3, 5, 6, 10, 14, 20, 30, 29, 31 and move Item 18 to Factor 2 

• Fit 25: Remove Item 3, 5, 6, 10, 15, 20, 30, 29, 31 and move Item 18 and 23 to 

Factor 2 

• Fit 26: Remove Item 3, 5, 10, 20, 30, 29 and move Item 23 to Factor 2 

• Fit 27: Remove Item 3, 5, 10, 15, 20, 30, 29 and move Item 23 to Factor 2  

• Fit 28: Remove Item 3, 5, 10, 15, 20, 30, 29, 31 and move Item 23 to Factor 2  

• Fit 29: Remove Item 3, 5, 10, 15, 20, 30, 29, 32 and move Item 23 to Factor 2  

• Fit 30: Remove Item 3, 4, 5, 10, 15, 20, 30, 29, 32 and move Item 23 to Factor 2  

• Fit 31: Remove Item 3, 5, 6, 10, 15, 20, 30, 29, 32 and move Item 23 to Factor 2  

• Fit 32: Remove Item 3, 4, 5, 10, 15, 20, 30, 29, 32 and move Item 18 and 23 to 

Factor 2  

• Fit 33: Remove Item 3, 4, 5, 10, 15, 18, 20, 30, 29, 32 and move Item 23 to Factor 2  

• Fit 34: Remove Item 2, 3, 4, 5, 10, 15, 18, 20, 30, 29, 32 and move Item 23 to Factor 

2  

• Fit 35: Remove Item 2, 3, 4, 5, 10, 15, 18, 20, 30, 29, 32, move Item 23 to Factor 2, 

and move Item 6 to Factor 1 

• Fit 36: Remove Item 3, 4, 5, 10, 15, 19, 20, 30, 29, 32 and move Item 23 to Factor 2  

• Fit 37: Remove Item 2, 3, 4, 5, 10, 15, 19, 20, 30, 29, 32 and move Item 23 to Factor 

2  

The final CFA supervisee model fit had CFI and TLI values that indicated a good 

model fit (0.95 and 0.94, respectively). However, the RMSEA value of 0.089 was slightly 

above the .08 threshold that is generally considered an acceptable fit, although some 



159 

 

researchers involved in clinical tool development consider a RMSEA <0.10 as a good fit 

(Fluit et al., 2012). The final supervisee CFA model had the second lowest AIC and BIC 

values of all the models assessed (see Table 25). In addition, the factor loadings for the 

supervisee CFA model ranged from 0.81-0.95 for each dimension (Table 26). It is of note the 

CFA final model chosen was not the best fit model; rather, the models chosen met best fit 

parameters with the inclusion of all items that from a theoretical perspective the expert panel 

did not wish to drop (Hamilton et al., 2022). For example, although Item 14, <Encourages the 

supervisee to critically reflect on their practice, including their strengths and areas for 

improvement= and Item 16,  < Encourages reflection on the process as well as content in 

client interactions= cross loaded, a decision was made to retain both as they were deemed to 

be relevant separate skill sets (Borders et al., 2017; Hutman et al., 2021; McMahon et al., 

2022; Olds & Hawkins, 2014). 

Evaluation of N/A Application Supervisee 

Supervisee results were similar to that of supervisors9, with 19% of respondents in 

the CFA data set selecting N/A for at least one item, with a range of 0 – 6.99% per individual 

item. Again, as in the EFA study, Item 7 obtained the highest application of N/A and was 

almost identical to the supervisor respondent behaviour. As Figure 5 shows, 13 items 

received no application of N/A (GSAT Items 1, 2, 4, 6, 11, 14, 17, 18 ,22, 25, 29, 31, and 32; 

Hamilton et al., 2022). When reviewing the distribution of responses on the VAS for each 

item in the compete (no N/A) dataset (Figure 6) there were no significant differences 

between groups, suggesting no significant bias caused by using the complete dataset minus 

N/A to conduct the CFA model fit analysis. 
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Figure 5. CFA Supervisee Percentage N/A data for each GSAT item. EFA (black) and CFA 

(grey) 

 

Figure 6. CFA Boxplots showing the distribution of responses (0-100) given by supervisees 

in the complete and N/A datasets for the EFA (top panel) and CFA (bottom panel) analysis, 

black represents complete datasets and grey N/A 
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Supervisee Ranking of Item Importance 

A total of 174 supervisees participated in the ranking of the top 5 GSAT items that 

they believed carried more value or weight in predicting competency. There were many 

similarities with the supervisor group responses, with Item 2, <Provides a safe space for 

supervisees that allows them to openly and honestly explore their work= also receiving the 

highest ranking at 65.90% (Table 25). Item 1, <Develops a warm, supportive, and trusting 

bond with the supervisee= was ranked second, followed by Item 14, <Encourages the 

supervisee to critically reflect on their practice…=, Item 5, <Ensures sessions remain focused 

on agreed goals and tasks=, and Item 3, <Ensures that there are supervisory agreements / 

contracts…=.  

 At the lower end of the ranking, Item 24, <Encourages the supervisee to practise 

(e.g., through the use of role-play) specific skills in supervision (e.g., micro skills)= was 

ranked extremely low at 1.15%. Second to this was Item 23,  

<Identifies and works with the supervisee on safety issues for the client/s as relevant= at 

2.87%. Low scores were also attributed to Item 27, <Makes the evaluation criteria clear for 

the supervisee=, Item 19, <Works appropriately with the supervisee at their developmental 

level=, and Item 21, <Encourages and is open to feedback from the supervisee= (Table 26; 

Hamilton et al., 2022). 

Table 26. CFA Supervisee top 5 GSAT items deemed more predictive of rating 

competence. 

GSAT 32 items – Supervisee top 5 items deemed more 

predictive of supervisor competence 

Supervisee n=174 

% N 

1.Develops a warm, supportive, and trusting bond with the 

supervisee 

45.98% 80 

2.Provides a safe space for supervisees that allows them to openly 

and honestly explore their work 

64.37% 112 



162 

 

3.Ensures that there are supervisory agreements / contracts for 

each supervisee and ensures that records are kept 

20.11% 35 

4.Negotiates and facilitates the goals of sessions 18.39% 32 

5.Ensures sessions remain focused on agreed goals and tasks 21.26% 37 

6.Initiates appropriate tasks to achieve the goals of the session 7.47% 13 

7.Addresses cultural diversity (e.g., ethnicity, age, gender, religion, 

sexual orientation) issues between the supervisee and their client/s, 

and between the supervisee and supervisor 

10.34% 18 

8.Works appropriately with power differences in the supervision 

relationship 

19.54% 34 

9.Addresses any ethical or legal considerations related to the client 14.37% 25 

10.Addresses any professional practice considerations 18.39% 32 

11.Ensures professional boundaries in supervision including 

maintaining confidentiality (e.g., inappropriate self- disclosure) 

18.97% 33 

12.Demonstrates respect for the supervisee 23.56% 41 

13.Appropriately uses all the roles that make for an effective 

supervisor (e.g., consulting, modelling, monitoring, supporting, 

exploring, and evaluating) 

17.24% 30 

14.Encourages the supervisee to critically reflect on their practice, 

including their strengths and areas for improvement 

39.66% 69 

15.Guides the supervisee to link their reflections to client outcomes 10.34% 18 

16.Encourages reflection on process as well as content in client 

interactions 

14.94% 26 

17.Encourages the supervisee to consider different perspectives 12.07% 21 

18.Gives accurate, constructive, and timely feedback 16.09% 28 

19.Works appropriately with the supervisee at their developmental 

level 

4.60% 8 
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20.Raises any issues in a direct, yet supportive way 12.07% 21 

21.Encourages and is open to feedback from the supervisee 5.75% 10 

22.Explores and acknowledges the supervisees emotions and 

reactions 

9.77% 17 

23.Identifies and works with the supervisee on safety issues for the 

client/s as relevant 

2.87% 5 

24.Encourages the supervisee to practice (e.g., through the use of 

role-play) specific skills in supervision (e.g., micro skills) 

1.15% 2 

25.Encourages the supervisee to use evidence-based interventions 11.49% 20 

26.Considers the organisational context within which the 

supervisee practices 

6.32% 11 

27.Makes the evaluation criteria clear for the supervisee 3.45% 6 

28.As appropriate refers the supervisee to resources / other 

contacts or another supervisor to assist them to reach their goals 

8.05% 14 

29.Demonstrates genuine interest in the supervisee 12.07% 21 

30.Works collaboratively with the supervisee 11.49% 20 

31.Is available to the supervisee as agreed, and is fully mindful in 

supervision 

8.62% 15 

32.Has the best interests of the supervisee9s client/s in mind at all 

times 

8.62% 15 

 

Final GSAT-SE 

 The final 21 item GSAT-SE (Table 27) model identified in the CFA (n=146) had a full-

scale reliability estimation of 0.98, indicating a high degree of internal consistency. Alpha 

coefficients for the final two CFA factors were also over 0.96: foundational competencies 
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enabling effective feedback (α = 0.98) and fundamental accountability, safety, and 

awareness processes (α = 0.97).  

Table 27. Summary of CFA results for the GSAT-SE (N=146), including 

Cronbach's Alpha, Competency item, and Factor loading. 

Factor Item 

Foundational 

competencies 

enabling 

effective 

feedback  

(α = .978) 

 

1.Develops a warm, supportive, and trusting 

bond with the supervisee. 

.931  

8. Works appropriately with power differences 

in the supervision relationship.    

.889  

11. Ensures professional boundaries in 

supervision including communicating 

evaluation methods and maintaining 

confidentiality.                                              

.939  

12. Demonstrates respect for the supervisee. .928  

13. Appropriately uses all the roles that make 

for an effective supervisor (e.g., consulting, 

modelling, monitoring, supporting, exploring, 

and evaluating).                                 

.925  

18. Gives accurate, constructive, and timely 

feedback. 

.912  

21. Encourages and is open to feedback from 

the supervisee.                                                 

.891  

22. Explores and acknowledges the 

supervisees emotions and 

reactions.                                                

.931  

31. Is available to the supervisee as agreed 

and is fully mindful in supervision. 

.899  

Fundamental 

accountability, 

6. Initiates appropriate tasks to achieve the 

goals of the session.  

 .813 
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safety and 

awareness 

processes  

(α = .972) 

 

7. Addresses cultural diversity (e.g., ethnicity, 

age, gender, religion, sexual orientation) 

issues between the supervisee and their 

client/s, and between the supervisee and 

supervisor.   

 .807 

9. Addresses any ethical or legal 

considerations related to the client. 

 .816 

14. Encourages the supervisee to critically 

reflect on their practice, including their 

strengths and areas for 

improvement.                                                       

 .949 

16. Encourages reflection on process as well 

as content in client 

interactions.                                       

 .936 

17. Encourages the supervisee to consider 

different perspectives.  

 .929 

23. Identifies and works with the supervisee on 

safety issues for the client/s as relevant.  

 .919 

24. Encourages the supervisee to practice 

(e.g., through the use of role-play) specific 

skills in supervision (e.g., micro 

skills).                                                         

 .813 

25. Encourages the supervisee to use 

evidence-based 

interventions.                                      

 .876 

26. Considers the organisational context within 

which the supervisee 

practices.                                               

 .843 

27. Makes the evaluation criteria clear for the 

supervisee.                                        

 .840 



166 

 

28. As appropriate refer the supervisee to 

resources / other contacts or another 

supervisor to assist them to reach their goals.  

 .879 

21 items  

(α = .986) 

 

Note. For ease of interpretation factor loadings <0.3 are not shown. 

 

Discussion  

The findings of the CFA demonstrate that the GSAT-SR and GSAT-SE are, through 

the multiple perspectives of supervisors and supervisees regardless of their profession or 

practice setting, psychometrically valid tools for benchmarking supervisor core 

competencies. The GSAT tools are unique because although there are many clinical 

supervisor competency tools available (see Wheeler & Barkham, 2014), the GSAT tools now 

belong to a limited pool of tools that have been fully psychometrically validated by a 

workforce diverse in experience and practice context.  

A strength of the GSAT validation process was the recruitment of a second 

participant pool independent of the original EFA data set (Hurley et al., 1997). This allowed 

for testing of external validity and generalizability and any recruitment bias and expanded the 

insight into respondent behaviour towards GSAT subset items (Hurley et al., 1997). The 

participants in this CFA study came from a broad demographic of over 12 distinct disciplines 

across Australia and Aotearoa New Zealand, with experience that ranged from novice early 

career supervisors through to supervisors with decades of experience in clinical supervision 

and training.  

Collectively, the CFA findings suggest that the GSAT-SR and GSAT-SE are useful 

tools for benchmarking supervisor competency, with the final CFA showing GSAT-SR and 

GSAT-SE had individualised factor structures that attributed to different competency factors. 

The GSAT-SR contains 26 items specific to the core supervisory competency domains of 
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<alliance=, <goals=, <tasks= and <feedback=. To reflect the primary functions in each factor, the 

final four GSAT-SR competency domains are titled as <fundamental feedback processes=, 

<goals and tasks=, <respect=, and <enabling supervisory practices=, whereas the final GSAT-

SE model fit reflects 21 items with two factors that are more reflective of how supervisees 

view supervisor competencies. Factor 1 of the GSAT-SE represents competencies focused 

on the supervisory relationship and enabling effective feedback, labelled <foundational 

competences enabling effective feedback=, whereas Factor 2 represents a collective of items 

pertaining to evidenced based practice, for instance, ethics, safety, culture, and professional 

practice.  This therefore has been labelled <fundamental accountability, safety, and 

awareness processes=.  

The differences in the final latent factor structure of the GSAT tools (GSAT-SR four-

factors and GSAT-SE two-factors) is unsurprising as supervisors and supervisees bring 

different perspectives and biases to the supervision dyad (Lim & Quant, 2019; O9Donovan & 

Kavanagh, 2014). There are many factors that influence how supervisors and supervisees 

respond to evaluation tools.  Therefore, in designing the validation of the GSAT there was no 

assumption the tools would be identical (Gonslavez et al., 2017; May et al., 2017; Watkins, 

2014). Previous supervision tool development studies have shown marked differences in the 

factor structures of tools used to evaluate competency by supervisors and supervisees (e.g., 

Efstation et al., 1990). Some literature has highlighted the flaws in forcing the replication of a 

factor structure in the validation process of new tools (Flora & Flake, 2017).  It may be 

possible that the different factor structures observed in the GSAT-SR and GSAT-SE are 

partly attributable to the differences in training and supervision experience. For example, 

when reflecting on the demographic profile of the CFA and EFA, participants9 supervisors 

had considerably more supervision experience and supervision training than supervisees. 

Supervisors also tended to have higher academic qualifications than supervisees, which may 

indicate more exposure to literature on supervision efficacy. This may also imply that 
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supervisors are more aware of the breadth of skills that underpin competent supervision than 

are the supervisees, whereas supervisees may be more attuned to behaviour of supervisors.  

Regardless, the results strongly support the separate GSAT tools for supervisors and 

supervisees.   There was no evidence in the EFA or the CFA that indicated the underlying 

latent structures for the two groups were the same.  The differences and similarities in the 

latent factors and the corresponding items of each GSAT tool highlight the uniqueness of 

individual dyad perspectives and emphasize the need for feedback tools that capture and 

respect the multiple perspectives provided (Wheeler & Barkham, 2014). 

When developing tools that assess clinical supervisory skills, it is crucial to be aware 

of the differences in subjective and objective assessments of competence, and the 

combination of strengths and challenges these perspectives bring to feedback and 

assessment (O9Donovan & Kavanagh, 2014; Watkins, 2014). It is important to provide 

information regarding possible respondent perceptions and response behaviour when 

developing a tool aimed at enhancing practice and feedback processes so that users can 

reflect on factors that may influence results. Descriptive analysis of the GSAT items rated by 

supervisors and supervisees based on the items9 level of importance in predicating 

competency results of the two groups were similar in nature. Results were reflective of the 

supervision literature where respondents, and in particular supervisees, place higher value 

on alliance-based tasks, (emotional bond, tasks, and goals) in their supervision (Beinart, 

2012; Bordin, 1983; Gonsalvez & Milne, 2010). A similar pattern was found when analysing 

the mean rating scores, where items that received the lowest scores by both supervisors and 

supervisees in the GSAT-SR and GSAT-SE almost directly mirrored one another (Tangen & 

Borders, 2016). 

 In particular, items related to cultural capability, practise of skills, professional 

development, and evaluation not only received lower mean scores but also received a higher 

allocation of <not applicable to my practice9 (N/A). These items also received lower ranking 
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by supervisors and supervisees on the list of items deemed more indicative or predictive of 

supervisor competency. This information was vital for the expert review group when 

considering possible removal or items suggested by the model fit. This information also 

highlighted some limitations in the current understanding, awareness, and training of 

supervisors and the need for more focus on training and resourcing of supervision (Cutcliffe 

& Sloan, 2014; O9Donovan et al., 2017; O9Donovan & Kavanagh, 2014). The results of the 

CFA were similar to other studies that have highlighted a possible lack of attention to specific 

competencies, and inconsistency in training and mentoring of supervisors (Cutcliffe & Sloan, 

2014; Falender et al., 2014).  

Of particular interest in these findings was the implications of participant ratings of 

Item 7, <Addresses cultural diversity…= and what results may indicate regarding the status of 

supervision competence specific to the skills of working with cultural diversity (Falender et 

al., 2021; Watkins, 2020b; Watkins et al., 2019). Of critical note, multicultural competence 

has been linked to the quality of the supervisory working alliance, the outcomes of goals and 

tasks, conceptualisation of case work, and clinical outcomes (King et al., 2020; Moleiro et al., 

2018). Competency in attending to cultural diversity is arguably critical to effective 

supervision and the ethical responsibility of supervisors (Adams et al., 2022; Cook et al., 

2020; Falender et al., 2021). For supervision to maintain its status as an essential element of 

effective clinical practice, more awareness needs to be given to the importance of safe 

collaborative supervisory relationships practised with intentional cultural humility and cultural 

self-awareness (Falender & Shafranske, 2021; McMahon, 2020), for when supervision is 

practised with intentional cultural humility supervisees are more engaged.  As a parallel 

process, supervision contributes positively to addressing health inequities and disparities. 

(Crockett & Hays, 2015; Falender et al., 2021; McMahon, 2020; Moleire et al., 2018). These 

findings in relation to Item 7 suggest that this area of supervisor competence requires 

greater focus, with the aim of enhancing the translation of cultural competency skills into 
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regular practice through evidenced-based supervisor training and evaluation (Kissil et al., 

2013).  

Limitations and Future Recommendations  

The findings of the confirmatory validation of the GSAT-SE and GSAT-SR confirm 

that these competency tools are unique, reliable, and valid for assessing multiple perspective 

measures of competency. Nevertheless, there remain some inherent limitations to this study 

that are important to discuss. For instance, although a broad range of supervisors and 

supervisees were sampled from multiple practice and professional backgrounds, it is 

unknown if the sample pool is representative of all practising professions in Australia and 

Aotearoa New Zealand. Also due to the focus of the research. it was not possible to fully 

explore how other cultural, ethical, and workforce factors may have influenced supervisor 

and supervisee experiences and understanding of supervision competency.  

Another bias may have been present due to the voluntary online sampling nature of 

the study, and the fact that a level of awareness may have been raised in the general 

supervision population regarding the GSAT since the EFA study was conducted. It was not 

possible to know to what extent GSAT responses may have been influenced by participants 

who were motivated to participate due to a strong interest and passion for supervision 

practice, or conversely at the other end of the spectrum those who were interested due to 

poor experiences with supervision. It is hoped that the sample size and diversity of 

participant demographics may have lessened any such bias. 

When considering the validation processes, it is important to highlight that not all 

possible subset options of items (i.e., every linear combination of items) were exhausted; a 

model that was not considered could provide a better statistical model fit. There are many 

approaches to model selection (Chowdhury & Turin, 2020), but the approach used ensured 

that all candidate model fits were based on a strong conceptual understanding of supervisor 

competency with the expert review and the results of the EFA studies. This allowed for 

evaluative model diagnostics to be applied at each step for the purpose of gaining in-depth 
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understanding of where the model was a good fit, and where it was not, thus allowing better 

insights from the data (Pett et al., 2003). In addition, fitting models based on exhausting 

every subset of items was computationally prohibitive given the large number considered in 

this study.  

Finally, the validation of the GSAT-SR paves the way for exploring the application of 

this tool as a third-party observational assessment supervisor competency.  As such, 

conducting a third study to assess the validity of the GSAT assessor tool (GSAT-A) is 

required. Testing of the GSAT-A would involve exploring the tool9s validity as a means of 

providing a third-party observation of supervisor competency through video recording, for the 

purpose of providing objective feedback, thus extending the capacity for independent 

feedback on supervisor practice (Hill et al., 2016).  

Finalising the GSAT-A will expand the suite of fit-for-purpose tools available to 

measure generic supervisor competency, which will increase the confidence, integrity, and 

reliability of feedback provided by the GSAT (Hill et al., 2016; Martino et al., 2009). The work 

of Hill and Lambert (2004), Reiser and Milne (2014) and Finley et al. (2016) suggests there 

is often a disjoint between perceived competency and actual competency, and that there is a 

need to develop and validate agile tools that bring multiple perspectives to the supervision 

dyad. The assessment of the GSAT-A forms the basis of the next chapter. 
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Chapter 6 

Study 4: GSAT-A Third Party Observation Assessment 

 Systematic reviews of audio and/or video recordings as a tool in enhancing practice 

in the helping professions have found that the use of these mediums was primarily to 

develop the supervisee9s knowledge, skills, attitude, and clinical efficacy (Milne 2016; Simon, 

2020). These applications included teaching, instruction, formulation, demonstrating, and 

practice observation. Milne (2016) highlights the opportunities for the supervision profession 

to utilise the proven applications of video observation and apply them to supervisor 

competency. When direct observation and video have been practised with supervisors, it is 

often within experiential supervision training or as a self-directed informal activity. Often, 

there is not appropriate training on the implementation of video observation (Plant et al., 

2012). Without access to experiential video training, supervisors are often reliant on their 

self-perception of skill and experience in seeking external information and feedback (Beidas 

& Kendall, 2010; Fukkink et al., 2011; Milne, 2016). Furthermore, voluntary participation in 

practice observation outside of formal training settings remains limited and is often not 

formally endorsed by services (Watling et al., 2016). To increase evidence-based practice in 

this area, clear definitions and implementation resources for optimal video observation need 

to be more readily accessible and backed by research on the outcomes of direct observation 

(Hutman et al., 2021; Reiser, 2021).  

During the COVID-19 global pandemic the utility of remote third-party assessments 

has never been more pertinent; video technologies are more effective, safer, more 

economically accessible, more connected, and less intrusive than ever before. Even before 

COVID-19, there was an increasing use of electronic communication with a growing uptake 

of remote live supervision, which allows for recording of sessions. Yet challenges, namely 

workplace endorsement, performance anxiety, negative or low self-awareness and 

confidence, self-consciousness, technology competency, and confidentiality remain as 
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barriers in routinely utilising this technology to enhance supervision practice (Gonsalvez et 

al., 2016; Hutman et al., 2021; Hitzeman et al., 2020).  

Regardless, the benefits in enhancing learning continue to far outweigh the negatives 

as a means of enabling evaluation and feedback. Javis and Lyon (2015) suggest that video 

allows for emotional distancing from the process of the initial session whilst retaining the 

session context. Objective observation allows for the unnoticed to be noticed and for 

supervisors to undertake self-analysis and attend to the supervisory working alliance for the 

enhancement of outcomes. Video widens the supervisor9s understanding and allows the 

supervisor to reflect on their practice as it occurs, as well as noticing nonverbal 

communication that often goes unnoticed in sessions (North, 2013). As a feedback method, 

observation by video with a third-party enables access to feedback that can be specific and 

can capture applications of skills in time and place, which strengthens the supervisor9s 

confidence and competency awareness (Callicott et al., 2020; Milne, 2016).  

There remains a limited body of research investigating the effective use of recording 

technology in clinical supervision (Milne, 2016; Murray & Leadbetter, 2018; Wichmann-

Hansen et al., 2015). Earlier direct observation supervision research led by Kagan and 

Krathwohl (1965) in their work on Interpersonal Process Recall (IPR) focused on the use of 

recording to enhance reflective processes and dialogue within supervision sessions (Scaife, 

2014). More recently researchers have investigated the barriers and enablers of using direct 

observation and video to enhance supervisor training and competency (Gonsalvez & Milne, 

2010; Haggerty & Hilsenroth, 2011; Hill et al., 2015; Simon, 2020). This research highlights 

the benefits video observation provides as a powerful analytical tool that allows for 

multimodal aspects of practice to be captured and attended to. There remains a need for 

further research into the best methods for training and selecting assessors for observing 

practice, as the development of tools or guidelines does not reduce the need to train 

assessors in the specialised skills of observing practice. However, tools and guidelines are 

only as good as the person using them and are influenced by the cultural context in which 
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they are applied (Kogan et al., 2017; Hutman et al., 2021).  Furthermore, if video observation 

is to become a valuable tool for the everyday enhancement of safe practice, then greater 

attention needs to be given to investigating workplace barriers, the perceptions of multiple 

professions to video rating, and cultural influences on its effective use (Milne, 2016).  

With the known limitations of relying on peer or self-assessment alone to influence 

behavioural change (Beidas & Kendall, 2010), and the substantial benefits of observation 

assessment for strengthening supervision outcomes (Hutman et al., 2021; Milne, 2016), any 

new supervisor competency tools should follow best practice recommendations and include 

third-party observational evaluation (Beidas & Kendall, 2010). The development of the 

Generic Supervision Assessment Tool for Assessors (GSAT-A) will enhance supervisor 

competency assessment by providing specific feedback and instruction from direct 

observation of the GSAT competency items. The GSAT-A results can be directly compared 

with the GSAT-SR and GSAT-SE results to heighten a supervisor9s understanding of their 

competency. 

GSAT-A Pilot Methods 

Before testing the GSAT-A, further work was undertaken to incorporate the results of 

the GSAT pilot, EFA, and CFA into further enhancement of the GSAT rating scale. The 

suggested enhancements focused on changing the terminology used for the <superior= 

anchor point to <expert=, improving the GSAT scoring instructions, and adding 

comprehensive written competency summaries for each of the anchor points.  These 

suggested changes were made in order to optimise the GSAT as a feedback tool that is user 

friendly and suitable for application in the workplace (Miller, 2018).  The revised and final 

tools can be seen in Appendices 27, 28, & 29. 

Design  

The aim of the study was to determine the construct validity and effectiveness of the 

GSAT-A tool to measure competency skills when observed through video by an independent 

third-party assessor. The purpose was to understand how third parties utilised the GSAT to 
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evaluate competency relative to supervisors and their supervisees (Hamilton et al., 2022). 

For this reason, current supervisor and supervisee dyads who were willing to record a 

supervision session were sought. Video recordings of supervision sessions were selected 

over audio recordings for the GSAT-A assessments to ensure the inclusion of all non-verbal 

cues that may contribute to the observation of supervisor competency in the four supervisor 

domains (i.e., supervisory alliance, reflection, feedback, and attitude).  

Twenty supervisory dyads consisting of supervisors and their supervisees were 

recruited based on the known challenges of sourcing voluntary video participants. The study 

sample size followed the recommended guidelines for adequate sampling in a pilot (DeVellis, 

2016; DeVellis et al., 2009). The testing of GSAT-A for the use of video will inform future 

recommendations for the application of the tool post initial validation. 

In testing the validity and appropriateness of the tool, the study included several 

distinct areas that were analysed, including: 

•  a comparison of how supervisors, supervisees, and third-party assessor scored a 

supervisor9s competence; 

• the clarity of the GSAT-A assessor instructions; 

• internal, rater, and interrater reliability; 

• testing of individuals9 understanding of the instructions especially concerning the 

application of functions such as <not applicable= (N/A). 

 The same GSAT survey experience survey used in the previous studies was included 

(see Chapters 4 & 5, Appendix 6). Additionally, semistructured interviews were conducted 

with consenting supervisors and supervisees focused on their experience of submitting a 

video for observation with the suite of GSAT tools. 

Ethics 
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During the recruitment process, prospective participants were informed about the 

purpose of the study. The requirements for participation, the voluntary nature of the 

research, and the methods for safeguarding privacy were made transparent (see 

Appendices 30 & 31). As the study involved third-party assessment, participants were made 

aware of all third-party assessors9 names and occupations. Strict procedures were enacted 

to electronically protect participants9 video recordings during the research, with protocols to 

delete recordings should a participant withdraw during the study, and then after the analysis 

was complete.  

Application of GSAT-A 

In developing a measure of competence that can provide detailed corrective 

feedback, it was essential to investigate the appropriateness of the GSAT-A as a tool for 

observing competence in practice (Reiser & Milne, 2014). During the validation of the GSAT-

SR, the research committee discussed the final item structure of the GSAT-SR and 

considered how the items would behave when applied to direct observation with the GSAT-

A. Consideration was given to rating behaviours, third-party observer bias, and experiences 

when undertaking observation (Hill et al., 2015; Hitzeman et al., 2020), and the complexities 

of measuring supervisor competencies through video recording (Grant & Davis., 1997; Milne 

et al., 2011; Worthington & Whittaker, 2006). Consensus was reached regarding the need for 

the tools to be directly comparable with GSAT-A mirroring the GSAT-SR. When consulted 

regarding this design, the expert group also deemed that third-party assessor and clinical 

supervisors would have the most similar understanding of supervision competencies based 

on factors such as experience and training (Gonsalvez & Calvert., 2014; Reiser & Milne, 

2014).  

Thus, it was decided that the GSAT-A (see Appendix 29) would have the same item 

structure, factor structure, and scoring scale as the GSAT-SR (See Chapters 4 and 5). 

However, third-party assessors would have the additional option of being able to record 
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written feedback for the supervisor (in addition to their score) when they believed it would 

benefit the supervisor9s development (see Figure 7).   

Figure 7. GSAT-A rating scale qualitative comment function 

In addition, there was a new risk/fatal flaw section added to the GSAT-A. The 

assessor could use this section to note if any potential or actual risk of harm to the welfare of 

the client/s, organisation, or public was not addressed by the supervisor, or the supervisor 

caused potential or actual harm to the supervisee (see Figure 8). The third-party assessor 

could note whether they believed this omission would be grounds for a <fail=, and therefore 

stop rating the session. Alternatively, they could choose to complete rating the session and 

then provide corrective feedback for the supervisor.  

 

Figure 8. GSAT-A Rating scale key risk/fatal flaw function 

The N/A component present in the other GSAT tools remained an important feature 

of the GSAT-A. Assessors were directed to rate every item and use N/A where the item was 

not deemed relevant to the session being assessed (as not all competency skills are likely to 
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be present in a single video recorded session). Where a skill was applicable but absent from 

the session, and the assessor felt the skill should have been evident, they were instructed to 

score the item as a 0, which on the scoring key equates to an absence of skill (see Appendix 

29). 

Participant Recruitment  

Participating supervisor and supervisee dyads were recruited through extensive and 

comprehensive advertising with professional bodies and clinical supervision practice groups 

in Australia and Aotearoa New Zealand (see Appendices 32, 33, & 34). Professional bodies 

targeted with advertising included nursing, counselling and psychotherapy, occupational 

therapy, social work, psychology, psychiatry, and lived experience workers.  

Advertising information (Appendices 32 & 33) asked interested clinical supervisors or 

supervisees to first inform their supervisor or supervisees/s about the study and ensure the 

other supervisory participants fully understood what was required to enable participation in 

the study. Information and consent sheets were provided within participant study packs 

posted to interested supervision dyads on request. Each pack included 

• information and consent forms (supervisor and supervise version) (Appendices 

30 & 31) 

• supervision session video recording script (Appendix 35) 

• demographic questionnaires (supervisor and supervisee version) (Appendices 

36 & 37) 

• GSAT-SR tool (Appendix 27) 

• GSAT-SE tool (Appendix 28) 

• GSAT Experience survey (Appendices 6) 

• GSAT-A Participant video checklist (Appendix 38) 
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• Prepaid postal return envelope  

• password-protected USB 

In consenting to participate, all parties were informed that they could withdraw from 

the study at any stage with no ramifications. As participation was voluntary, an incentive was 

offered with a chance to win a gift card.   

Participating supervision pairs were asked to record a typical planned supervision 

session using the supervision session script (Appendix 35) to establish the session. The 

script prompted supervision dyads to discuss aspects of their regular supervision that may 

not be explicit in the session, (e.g., formal supervision agreements, ethical, or legal 

considerations). This ensured supervisory dyads were able to show the full scope of their 

supervision and ensured all videos were recorded and set up consistently. 

In addition to recording a supervision session, participants completed demographic 

questions (Appendices 36 & 37) and either the GSAT-SE (supervisees, Appendix 27) or 

GSAT-SR (supervisor, Appendix 28) tool. Participants also provided feedback on their 

GSAT-A experience by rating their level of agreement with six statements: (<The GSAT is 

easy to complete=, <The instructions are easy to follow9, <I would be comfortable using the 

GSAT as a feedback tool9, <The GSAT items measure supervisor competence=, <I believe the 

GSAT could be used as a GSAT for all disciplines=, and <The GSAT would be an appropriate 

supervision assessment for my profession=). They also had an option to provide comments 

on the tools and were invited to indicate if they were willing to be contacted by the 

researcher to participate in a short semistructured interview regarding their GSAT-A study 

experience. 

Participation in the GSAT-A study took a minimum of one-and-a-half hours which 

included the 1-hour supervision session that was due to occur as part of clinical practice. 

The additional 30 minutes accounted for time spent setting up the recording requirements, 

setting the scene for the session, and completing the additional assessment tools and 
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surveys. A further time commitment of 30 to 45 minutes was required by those who 

consented to be interviewed. 

Measures 

Generic Clinical Supervision Assessment Tool (GSAT) 

The newly developed and psychometrically validated Generic Supervision 

Assessment Tools for supervisor self-assessment (GSAT-SR, 26 items, Appendix 27) and 

supervisees9 peer review (GSAT-SE, 21 items, Appendix 28) were used for assessing 

supervisor competence (Hamilton et al., 2022).  

Demographic Questionnaire (Supervisor and Supervisee) 

Participants completed the 18-item demographic questionnaire (Appendices 36 & 37) 

which asked the country in which they lived, their gender, age, discipline, level of 

professional training, years of supervision experience, level and type of supervision training, 

number of supervisees being supervised (supervisors only), and whether they paid or 

charged for supervision.  

GSAT-A Experience Survey  

Participants completed the GSAT experience survey rating their level of agreement to 

six statements using a Likert scale from 1 = strongly agree to 5 = strongly disagree, along 

with the option of responding to open-ended questions exploring the practical application of 

the GSAT and a participant9s experience of the measure (Appendix 6). 

Semistructured Interviews 

After submission of videos for assessment, semistructured interviews were conducted 

with consenting supervisors and supervisees. Nine questions were used to explore the 

participants9 experience of recording and submitting a video for third-party observation and 

explore their perceptions of how applicable the GSAT tools were in providing feedback on 

supervisor competency. Due to COVID-19 restrictions, I conducted the interviews via 
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Microsoft Office Teams. The following open-ended guiding questions were used to facilitate 

a feedback narrative:  

1. What was your experience of completing the GSAT? Were the instructions on the 

GSAT easy to follow?  

2. How likely would you be to use the GSAT in the future? – if yes, for what purpose? 

3. How comfortable would you be using the GSAT in supervision discussions?  

4. How relevant were the GSAT items to measuring supervision competence?  

5. Is there any feedback you have on the GSAT items? 

6. How comfortable did you feel using video with the GSAT? 

7. How did you feel about sending your video in to be assessed by someone external?  

8. Were there any barriers or challenges to recording the video?  

9. Were there any impacts on your supervision relationship, positive or negative?  

Video Assessment  

Video assessment in the study was conducted by me and my academic supervisors, 

all of whom are experienced clinicians and educators in social work and psychology, and all 

have expertise in clinical supervision education, research, and practice observation. 

Research highlights the importance of training observational third-party assessors on how to 

use a tool across different practice settings, with a focus and the specialist skills of 

observational assessment (e.g., interpretation of skill application, impact of cultural factors, 

rater bias) before any evaluation of practice occurs (Beckman et al., 2020; Madan et al, 

2012). Therefore, carefully consideration was given to the induction of assessors in this 

study, with several face-to-face and online rating trials and a rating accuracy review session 

conducted to streamline and test rater consistency, interrater reliability, bias, and instruction 

reliability (Roth et al., 2019). To test for any context bias within the team of four assessors, 
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two trial rating sessions were conducted with external industry supervision educators from 

the counselling and psychology professions who undertook joint rating sessions using stock 

supervision video recordings from the Internet to test variance, instruction reliability, and 

generalizability of instructions (Beckham et al., 2020; Gonsalvez et al., 2016; Roth et al., 

2019).  

During reviews, assessors shared reasoning for rating scores and discussed factors 

such as cultural difference, professional lens, and practice domains that may contribute to 

variance on specific GSAT-A items. Where there was a significant difference in rating on an 

item between assessors, follow up discussions unpacked rating reasoning These 

discussions resulted in refinement of rating criteria and confirmation between raters that 

where the difference still sat within the same competency band, this range was considered 

acceptable. Information from these sessions was utilised to strengthen the rating process; for 

instance, assessors could utilise the item9s written feedback option as a means of giving 

feedback on scoring, which resulted overall in clearer instructions. 

Before being assigned to an assessor, each of the final 17 complete video 

submissions (one was not included due to a conflict of interest) were double-checked to 

ensure consent forms and associated measures were complete. Supervision recordings 

were viewed and rated by me unless requested otherwise by the participants due to a 

conflict of interest (For instance, I had a professional working relationship with one 

participant, and for this reason  one video was not rated by me as the lead researcher.) I 

watched each video twice and rated the session using the GSAT-Assessor (GSAT-A; 

Appendix 29). To test interrater reliability, four of videos were assessed by other team 

members using the same rating processes.  

Data analysis  

The overall reliability of the GSAT-A and the individual reliability of each of the four 

subscales were assessed using Cronbach9s alphas (IBM SPSS Version 27, 2020), with a 

coefficient of 0.7 or higher considered acceptable (Bowling & Ebscohost, 2014; DeVellis, 
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2012; Rattray & Jones, 2007). To investigate potential differences in overall GSAT ratings 

between different participants in the supervisory dyad, a mean GSAT score was calculated 

for every survey completed. The mean GSAT scores for supervisors, supervisees, and third-

party assessors were then compared using Paired T-tests (IBM SPSS Version 27, 2020). An 

assessment of third-party interrater reliability was evaluated by having two third-party 

assessors independently rate four of the same videos. To assess the degree that reviewers 

provided consistency in their ratings of each item in GSAT-A inter-rater reliability was 

calculated. While weighted kappa (κw) analyses are often used for this purpose (Cohen, 

1968) this was not appropriate for the GSAT_A data since it captures interval data as 

opposed to nominal or ordinal variables.  In this instance, the intra-class correlation (ICC) 

statistic is suitable for assessing inter-related reliability at the item level in the GSAT-A 

(Hallgren, 2012). ICC statistics are similar to weighted kappa (KW) analysis in that ICCs 

incorporate the magnitude of the disagreement to compute IRR estimates, with larger-

magnitude disagreements resulting in lower ICCs than smaller-magnitude disagreements. 

Higher ICC values indicate greater IRR, with an ICC estimate of 1 indicating perfect  

agreement and 0 indicating only random agreement (Hallgren, 2012). ICC statistics were 

assessed in SPSS using a two-way mixed, single-measures ICC (Hallgren, 2012). Following 

Cicchetti (1994), I considered ICC values as Poor for values less than .40, Fair for values 

between .40 and .59, Good for values between .60 and .74 and Excellent for values between 

.75 and 1.0. 

Results 

GSAT-A Video Participants 

Seventeen recorded video sessions were available for analysis, slightly fewer than 

the target sample size and reflecting the challenges of recruiting recorded paired supervision 

sessions. Video participants came from five disciplines, with psychology the most 

represented profession, closely followed by social work (Table 28). Over 80% of the 

participants were female with ages ranging from 30 to 74 years.  Participants had a strong 
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academic and clinical professional background. Supervisors had a high level of supervision 

training with 82.4% having attended a form of supervision training in the last 5 years, 

compared with supervisees where 59% had attended training (see Table 28).  

Table 28. Demographic information for Supervisors and Supervisees GSAT-A 

study. 

 

Supervisor  

 (N=17) 

 Supervisee 

 (N= 17) 

Gender 

 N (%)  N (%) 

Female  15 (88.2%)  15 (88.2%) 

Male  2 (11.8%)   2 (11.8%) 

Age    

 Mean (Range)  Mean (Range) 

Male 72 (70-74)  53.5 (52-55) 

Female 48.9 (30-60)  48.1 (29-61) 

Years of clinical experience 

 Mean (Range)  Mean (Range) 

Male 49.5 (45-54)  25 (25) 

Female 21.9 (1-40)  16.5 (1-43) 

Professional discipline 
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 N (%)  N (%) 

Psychology 6 (35.2%)  5 (29.5%) 

Counsellor/ Psychotherapist 5 (29.5%)  4 (23.5%) 

Social work 3 (17.6%)  4 (23.5%) 

Nurse/Midwife 2 (11.8%)  3 (17.6%) 

Lived experience workforce 1 (5.9%)  1 (5.9%) 

Qualifications 

 N (%)  N (%) 

Undergrad Degree    1 (5.9%) 

Postgrad Diploma 7 (41.3%)   12 (70.6%) 

Master9s Degree 6 (35.2%)   4 (23.5%) 

Doctorate/PhD 4 (23.5%)    

Attended Supervision Training last 5yrs 

Supervision training  
Yes 

82.4% 

No 

17.6% 

 Yes     

59% 

No    

41% 

 

Descriptive statistics for GSAT-A, GSAT-SR, and GSAT-SE showing the mean 

response for each item and the number of times N/A was answered for that item are shown 

in Table 29. The table is formatted to reflect where the GSAT-SE supervisee 21 items align 

with the GSAT-SR supervisor and GSAT-A assessor 26 items for comparison of mean rating 

behaviour between all three tools. 
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Table 29. Mean, SD, N/A and frequency comparison for GSAT-SR, GSAT-A & GSAT-SE. 

GSAT-SR Supervisor & GSAT-A Assessor  

(26-items) 

GSAT-SE Supervisee (21-items) 

Ite

m 

No: 

GSAT

- SR 

Mean  

(± sd) 

N N/

A 

GSAT

-A 

Mean  

(± sd) 

N N/

A 

GSAT

-SE 

Item 

No: 

GSAT

-SR   

GSAT

-A  

GSAT

-SE 

Mean 

(± sd) 

N N/

A 

Factor 1 Fundamental feedback processes 
Factor 1 Foundational competencies 

enabling effective feedback 

Item 

1 

74 

(16) 

1

4 
3 

37 

(30) 

1

4 
3 Item 1 

F4 

(17) 
90 (8) 

1

7 
0 

Item 

2 

82 

(11) 

1

6 
1 

75 

(22) 

1

7 
0 Item 2 F1 (2) 91 (8) 

1

7 
0 

Item 

3 
85 (9) 

1

7 
0 

85 

(11) 

1

7 
0 Item 3 F1 (3) 92 (7) 

1

7 
0 

Item 

4 

79 

(15) 

1

7 
0 

78 

(12) 

1

7 
0 Item 4 

F3 

(13) 
94 (7) 

1

7 
0 

Item 

5 

79 

(13) 

1

6 
1 

76 

(14) 

1

7 
0 Item 5 F1 (4) 

86 

(11) 

1

7 
0 

Item 

6 

78 

(12) 

1

7 
0 

82 

(11) 

1

7 
0 Item 6 F1 (5) 

88 

(11) 

1

6 
1 

Item 

7 

78 

(13) 

1

7 
0 

72 

(12) 

1

7 
0 Item 7 F1 (7) 

91 

(10) 

1

7 
0 

Item 

8 

80 

(14) 

1

7 
0 

75 

(13) 

1

7 
0 Item 8 F1 (8) 

81 

(24) 

1

7 
0 

Item 

9 

85 

(12) 

1

7 
0 

82 

(13) 

1

7 
0 Item 9 

F3 

(15) 

93 

(17) 

1

7 
0 

Factor 2 Goals and tasks 
Factor 2 Fundamental accountability, 

safety, and awareness processes 
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Item 

10 

80 

(16) 

1

7 
0 

78 

(10) 

1

7 
0 

Item 

10 

F2 

(12) 

82 

(12) 

1

7 
0 

Item 

11 

79 

(12) 

1

7 
0 

76 

(10) 

1

7 
0 

Item 

11 
F1 (1) 

81 

(16) 

1

6 
1 

Item 

12 

78 

(15) 

1

7 
0 

74 

(11) 

1

7 
0 

Item 

12 

F4 

(19) 

90 

(10) 

1

3 
4 

Factor 3 Respect 
Item 

13 

F4 

(20) 

86 

(13) 

1

7 
0 

Item 

13 
90 (8) 

1

7 
0 91 (7) 

1

7 
0 

Item 

14 

F4 

(22) 

85 

(13) 

1

7 
0 

Item 

14 

79 

(18) 

1

6 
1 

74 

(14) 

1

5 
2 

Item 

15 

F4 

(23) 

88 

(10) 

1

7 
0 

Item 

15 
88 (9) 

1

7 
0 90 (8) 

1

7 
0 

Item 

16 

F4 

(24) 

88 

(12) 

1

4 
3 

Item 

16 

87 

(13) 

1

7 
0 90 (7) 

1

7 
0 

Item 

17 

F4 

(25) 

85 

(15) 

1

1 
6 

Factor 4 Enabling supervisory practices 
Item 

18 

F4 

(26) 

90 

(12) 

1

7 
0 

Item 

17 
85 (9) 

1

7 
0 89 (9) 

1

7 
0 

Item 

19 
F1 (9) 

87 

(15) 

1

7 
0 

Item 

18 

83 

(11) 

1

7 
0 85 (9) 

1

7 
0 

Item 

20 
* 

73 

(27) 

1

4 
3 

Item 

19 

81 

(14) 

1

2 
5 

73 

(16) 

1

3 
4 

Item 

21 

F3 

(14) 

83 

(22) 

1

7 
0 

Item 

20 

79 

(18) 

1

7 
0 

78 

(15) 

1

7 
0  * = only in GSAT-SE 

Item 

21 

74 

(14) 

1

6 
1 79 (9) 

1

7 
0 

 
Item 

22 

78 

(15) 

1

7 
0 

81 

(13) 

1

7 
0 
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Internal reliability of the GSAT-A 

The internal reliability of the 26-item GSAT-A was high, with a strong overall 

Cronbach9s alpha value of α = 0.962. Cronbach9s alphas for the individual four subscales 

ranged from α = 0.887 to α = 0.955 (see Table 30). 

Table 30. GSAT-A Internal reliability, factor number and Cronbach's Alpha. 

Cronbach’s alpha α (N=17) 

Factor Number of items Cronbach’s alpha α 

F1 Fundamental feedback 

processes 
9 α = 0.947 

F2 Goals and tasks 3 α = 0.950 

F3 Respect 4 α = 0.887 

F4 Enabling supervisory practices 10 α = 0.955 

Total  26 α = 0.962 

 

Paired GSAT Ratings – Assessor GSAT-A, Supervisor GSAT-SR and Supervisee 
GSAT-SE 

When comparing the overall GSAT scores as rated by supervisors, supervisees, and 

third-party assessors, paired sample t-tests (see Figure 9) showed supervisees in this study 

Item 

23 

79 

(14) 

1

7 
0 

82 

(11) 

1

7 
0 

Item 

24 

78 

(14) 

1

4 
3 

71 

(14) 

1

4 
3 

Item 

25 

68 

(19) 

1

2 
5 

70 

(16) 

1

0 
7 

Item 

26 

75 

(16) 

1

7 
0 

77 

(11) 

1

5 
2 
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Pair 2 
GSAT-A / 

GSAT-SE 
-8.41 9.53 2.31 -13.31 -3.51 -3.64 16 .002 

Pair 3 

GSAT-SR 

/ GSAT-

SE 

-6.63 9.16 2.22 -11.34 -1.92 -2.98 16 .009 

 

Third-Party Interrater Reliability 

The two different raters who reviewed the same video sessions using the same instructions 

had very similar results, with most items showing excellent inter-rater reliability (Cicchetti, 

1994). 21 (81%) of the items have ICCs in the excellent range, 2 (8%) have ICCs in the 

Good range, and 1 (4%) had an ICC that fell into the Fair range (Table 32). It was not 

possible to calculate an ICC statistic for Item 1, as N/A was noted for three of the four 

assessed participants by Reviewer 1, and at least two data points are needed to calculate an 

ICC statistic. For Item 14, a negative ICC value was obtained due to a negative average 

covariance among items. Hence it is not possible to evaluate inter-rater reliability for this 

item. This would likely have been resolved had the sample size been larger. Overall, the 

results indicate that reviewers had a high degree of agreement in how they rated supervisors 

across different items in the GSAT-A.   

Table 32. Inter-rater reliability mean score calculations for each GSAT-A item with 

associated intra-class correlation (ICC) statistic  

ITEM N NA ASSESSSOR 1 

MEAN 

ASSESSOR 2 

MEAN 

ICC 

STATISTIC  

FACTOR 1 FUNDAMENTAL FEEDBACK PROCESSES 

ITEM 1 4 3 65 83.33 N/A 

ITEM 2 4 0 88.75 86.25 0.625 
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ITEM 3 4 0 91.25 91.25 0.538 

ITEM 4 4 0 85.00 86.00 0.953 

ITEM 5 4 0 85.00 90.00 0.97 

ITEM 6 4 0 86.25 90.5 0.932 

ITEM 7 4 0 82.00 85.5 0.971 

ITEM 8 4 0 82.5 81.25 0.964 

ITEM 9 4 0 89.5 87.5 0.856 

FACTOR 2 GOALS AND TASKS 

ITEM 10 4 0 84.5 84.5 0.971 

ITEM 11 4 0 81.25 77.75 0.977 

ITEM 12 4 0 78.25 81.25 0.917 

FACTOR 3 RESPECT 

ITEM 13 4 0 94.5 90.25 0.637 

ITEM 14 3 1 86.67 85 -12 

ITEM 15 4 0 93.75 83.75 1 

ITEM 16 4 0 95 96.25 0.814 

FACTOR 4 ENABLING SUPERVISORY PRACTICES 

ITEM 17 4 0 90 87.5 0.828 

ITEM 18 4 0 87.5 85 0.8 

ITEM 19 4 0 83.75 89.5 0.989 
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ITEM 20 4 0 86.25 86.25 0.905 

ITEM 21 4 0 85 91.25 0.986 

ITEM 22 4 0 88.25 86.25 0.762 

ITEM 23 4 0 87.5 88.25 0.932 

ITEM 24 4 1 80 80 0.973 

ITEM 25 4 2 65 72.5 0.992 

ITEM 26 4 1 83.33 91.67 0.889 

 

Qualitative Results  

Experience Survey Results 

All supervisees (N = 17) and all supervisors (N = 17) who provided videos for the 

GSAT-A completed the GSAT experience questionnaires. The response from both 

supervisors and supervisees was very positive (Table 33).  For example, 100% of 

supervisors and 76.5% of supervisees agreed or strongly agreed that the GSAT was an 

appropriate supervision tool for their discipline.  

Table 33. Experience Survey Supervisor (N=17) and Supervisee (N=17). 

  Strongly 

agree (%) 

Agree (%) Neutral 

(%) 

Disagree 

(%) 

Strongly 

disagree 

(%) 

 SR SE SR SE SR SE SR SE SR SE 

The GSAT was easy 

to complete. 

17.6 5.9 64.7 94.1 5.9  11.8  
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The instructions on 

the GSAT were 

easy to follow. 

17.6 5.9 58.8 94.1 11.8  11.8  

 

 

I would be 

comfortable using 

the GSAT as a 

feedback tool. 

35.3 5.9 47.1 64.7 17.6 23.5  5.9 

 

 

The GSAT items 

measure supervisor 

competence. 

5.9  76.5 82.4 17.6 17.6 

 

 

 

 

I believe the GSAT 

could be used as a 

generic supervision 

assessment tool for 

all disciplines. 

5.9 5.9 82.4 52.9 11.8 35.3  
 

 

5.9 

 

 

 

The GSAT would be 

an appropriate 

supervision 

assessment tool for 

my discipline. 

47.1 11.8 52.9 64.7 

 

17.6 

 

5.9 

 

 

Note: SR = supervisor, SE = supervisee 

Participant Interview Themes  

A Subset of Practitioner Quotes in Response to Specific Experience 

Interview Questions.  

The seven de-identified individual interviews consisting of five supervisors and two 

supervisees explored participants9 experience recording a video of a supervision session for 

assessment, using the GSAT. The qualitative results were encouraging and suggest the 

video assessment process, though anxiety-provoking, could be useful in enhancing reflective 

dialogue regarding skills specific to supervisor competency in the supervision dyad. 



194 

 

However, it should be noted the feedback highlights some of the known inherent challenges 

experienced by supervisors and supervisees when using video for assessment, including, for 

instance, observation anxiety, and competence and confidence with technology (Hill et al., 

2016).  Some of the selected feedback from the interviews in relation to several or the nine 

questions asked is provided below.  

Q: How Likely Would You Be to Use the GSAT-A in the Future – 

 if Yes, for What Purpose?   

Both supervisors and supervisees felt they would use the GSAT tools in the future as an 

evaluation tool for strengthening their supervision practice, as a resource in supervision of 

supervision, and to enhance their supervision training. This correlates with the responses of 

supervisors and supervisees in the GSAT-SR and GSAT-SE validation studies (Hamilton et 

al., 2022). While many felt uncomfortable with third-party assessment and using video, most 

were open to developing more confidence in using it for enhancing feedback. Importantly, 

participants reported that when considering using the resources, they would do so with a 

heightened awareness of the importance of purposeful dialogues on the benefit of evaluation 

and feedback in supervision (Gonsalvez et al., 2016; Weallans et al., 2021; Young et al., 

2020).   A supervisor from a counselling profession commented, 

I actually do think I will embed this into my own individual supervision practices and 

make I sure go back and visit my agreements and make time to discuss how we 

evaluate our work and provide feedback to each other.  

Another counselling supervisor from a nongovernment community setting said; 

 I feel familiar enough with it to ask my supervisees to complete the tool and use it as 

a self-assessment. Feeling slightly less comfortable with using it against video due to 

lack of experience with video and it makes me anxious.  
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One supervisee, from a community counselling service, also commented on their lack of 

experience in suggesting the use of video:  

As a supervisee I found the GSAT really informative and it made me think of things 

we should be covering in supervision, but as a supervisee I would not feel 

comfortable leading the conversation to suggest using the video process with an 

assessor as I have not got enough experience.  

However, a social work supervisor in mental health services noted, <I need to discuss 

this with my supervising supervisor to see if this is something we might use to support my 

practice and explore how we are making evaluation transparent in our relationship=, while a 

nursing supervisor from a mental inpatient service said, <We will try this resource as an 

evaluation tool at work with our supervision training.=    

Q: How Comfortable Did You Feel Using Video With the GSAT-A?   

When asked about their level of comfort with using video for third-party assessment, 

all participants reported a level of anxiety. This related to a lack of comfort and experience 

with seeing themselves on a recording and being observed by others, performance anxiety, 

and confidence with using recording equipment. These results are in line with current 

literature on video observation in clinical practice settings (Hutman et al., 2021; Simon, 

2020).   A mental health service nursing supervisor said, 

Though initially anxious about submitting a video of myself as I hate seeing myself 

and hearing my voice, once both my supervisor and I moved past the anxiety we 

forgot the session was being recorded, I found the discussions afterwards, and 

reflecting on the scope of the competencies in the GSAT tools rewarding.  

A social work supervisor said they <would like to try it with an online Zoom session to 

see if that feels less self-conscious with recording.=  
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Environmental factors were raised by a nursing supervisor who said, <I was worried 

about getting the video recording right as I hadn9t used the technology before and then we 

had environmental impacts with a dog barking.=  

Discomfort with the camera was highlighted by a supervisee from a nursing 

background who stated,  

At the start it felt uncomfortable, I could see my supervisor was worried about the 

camera…this was the first time I have ever been recorded in supervision so umm it 

was awkward but glad I did it, I did learn lots from watching our session and seeing 

how we interact during sessions. 

A psychology supervisor said the anxiety noticeably reduced as the session evolved. 

<Overall, when you forget the initial anxiety, forget the camera it feels fine... I feel this deepened 

our discussions and strengthen our alliance, especially when we spent time discussing our 

ratings.=  

Finally, need for clarification of instructions was highlighted by a counselling service 

supervisor who said, <It would be good to have access to clear instructions and examples on 

how to rate items if I was to use this as an educator at work for our training.=  

Q: Were There Any Barriers or Challenges to Recording a Video?   

The challenges reported by participants in relation to video recording were 

unsurprisingly strongly related to experience and confidence with video recording equipment, 

and issues with appropriate environment.  Feedback from participants highlights the critical 

need for guidance on how to conduct safe transparent conversations on use of evaluation, 

third-party assessment tools, and video observation prior to considering their use in any 

setting (Callicott et al., 2020; Milne & Reiser, 2014; Reiser, 2021). This was highlighted by a 

nursing supervisee who stated, 
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It was good to have the supervision script to prompt the session set up, but I was 

self-conscious about the recording and had a slight feeling of being conscious that 

my supervisor was trying to tick off on things, but overall, it felt authentic…I assume it 

would be easier if we did it again as we have had these conversations. 

Clarity regarding joint understanding of process was also highlighted by a social work 

supervisee who said, 

I wish we had discussed together at more length how were going to protect client 

confidentiality in the session as I felt anxious about tripping up and getting it wrong 

and found myself hoping my supervisor knew who I was referring to when I used 

code.  

Other responses to this question highlighted how anxiety impacted on the session, on 

both the individual9s anxiety and the transference of anxiety within the dyad. <I had awful 

problems trying to manage the technology= one supervisor, a mental health nurse, said, 

while another supervisor, a psychologist, noted,  <I have been recorded before as part of my 

psychology training though to be honest I noticed I some heightened anxiety about the video 

and having a stranger look at my practice.= 

One supervisee, a social worker, commented,  

Even though I thought I was ok and that we had prepared for the video recording it 

felt awkward at first and I noticed I was picking up on anxiety from my supervisor so 

may have subconsciously reacted to that.  

Q: Were There Any Impacts on Your Supervision Relationship, Positive or 

Negative?   

It was as important to explore what negative and positive impacts of using the GSAT 

tools for third-party assessment may have on established supervisory relationships. The 

positive messages were consistent with reports that participating had enhanced their 
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understanding of supervision and highlighted the importance of attending to the key aspects 

of establishing and maintaining a supervisory working alliance (North, 2013). This related 

particularly to the importance of establishing and monitoring feedback (both giving and 

receiving), power balance, and transparency of evaluation practices (Telio et al., 2015; 

Weallans et al., 2021). The importance of understanding the power dynamics in a 

supervision relationship when undertaking evaluations was highlighted by a social work 

supervisor who stated, 

As a supervisor, I have to admit I was worried when approaching supervisees to 

participate, that this process may rupture our alliance, but it didn9t which is probably a 

reflection of our working alliance, but I would recommend other supervisors consider 

what needs to be covered when inviting their supervisees to participate in recording 

sessions. 

The wider impacts of participating in evaluation processes was highlighted by a 

nursing supervisee who said, 

<I thought this was going to be all about my supervisor, but I learnt lots too. It created 

space for discussions and chance for feedback I9ve never had offered to me before.= This was 

also highlighted by a social work supervisor who commented, <This whole process made me 

realise we had never explored evaluation of our supervision work together this formally before 

and it opened the door to new conversations which I now need to ensure we continue.=  

Finally, the importance of making time to participate in purposeful reflective evaluation 

and feedback was emphasised by a social work supervisee who said, <The biggest impact for 

me was the experience of having quarantined time for us to just focus on the supervision I am 

receiving, this kind of feedback was new, vulnerable but on reflection enriching.=  

Discussion  

The lack of access to freely available high-quality assessment tools and guidelines 

for the direct observation of supervisor skills impacts the learning potential of the profession. 
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The development and validation of the GSAT-A as a structured third-party video observation 

tool for assessing supervisor competency contributes to the filling of this need. The usability 

and accuracy of the GSAT-A for assessing supervisor competency were analysed for 

concurrent validity when compared with supervisor self-assessment (GSAT-SR) and 

supervisee peer assessment (GSAT-SE) and were found to be comparable with results from 

the GSAT-SR. The findings of this study suggest the GSAT-A is a promising new tool for 

assessing supervisor competence via video observation and that it is appropriate for multiple 

professions. It contributes to the growing research on validating methods for video 

assessment and highlights the importance of using triangulated assessment where possible 

for observing practice (Lynch et al., 2021; Milne, 2016; Murray & Leadbetter, 2018).  

When exploring the concurrent validity of the GSAT, it is important to note both 

differences and similarities in the results observed between supervisors, supervisees, and 

the third-party assessor. Supervisees rated their supervisor9s competence significantly 

higher than both the supervisor and third-party assessor; however, there was no significant 

statistical difference between the supervisor and assessor ratings.  

This finding concurs with findings in the development and validation of the GSAT-SR 

and GSAT-SE tools, where a marked difference existed between supervisor self-assessment 

and supervisee peer rating (Hamilton et al., 2022; Hitzeman et al., 2020). Similarly, with the 

EFA and CFA studies described in Chapters 4 and 5, the supervisor respondents in this 

study were highly experienced and educated, which could have contributed to their 

confidence to voluntarily submit their work for assessment (Watling et al., 2016). This may 

mean the supervisors in this study were more aware of supervision competency skills, had a 

higher level of competence due to training, and had more practice at self-assessment 

(Hamilton et al., 2022). This is something that warrants further exploration in any larger scale 

workplace application where a more diverse cross section of experience and capability may 

produce different results (Hitzeman et al., 2020).  
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The findings also highlight the importance of respecting the uniqueness of each 

reflective lens, especially within the supervision dyad, with each assessment bringing an 

important individual perspective to the feedback process (Hitzeman et al., 2020; Wheeler & 

Barkham, 2014). Differences between supervisor and supervisee reinforce how essential it is 

for multiple viewpoints to be measured when assessing a practitioner9s competence 

(O9Donovan & Kavanagh, 2014; Roth et al.,  2019). Even more important, for observational 

feedback to be effective, any observational third-party assessment needs to be part of a 

triangular assessment process and not reliant on the sole judgement of a third-party 

assessor (Gonsalvez et al., 2017; Roth et al., 2019). 

These results support the value of the GSAT-A as a complementary tool that gives 

greater depth and reliability to supervisor skill assessment and development whilst affirming 

supervisor confidence and knowledge. 

Interrater reliability testing is critical to developing any new competency assessment 

tool (Milne & Reiser, 2014; Roth et al., 2019). Analysis of the GSAT-A reliability showed a 

strong correlation between trained raters, with 81% of the items having excellent inter-rater 

reliability  between assessors who reviewed the same video independently after being 

trained in the same rating methods.  

These results may reflect the training conducted with the third-party assessors and 

the discussions held around rating discrepancies and monitoring for rater bias. Conducting 

rater trials and having clearly written rating guidelines and instructions for the tool may also 

have improved interrater reliability and reduced any assessor bias (Milne & James, 2002; 

Milne & Reiser, 2014).  

When considering the face validity of the GSAT-A, participant feedback from the 

experience survey and interviews indicates a high level of user confidence, with supervisors 

and supervisees reporting strong agreement that the tool is applicable to their practice and 

measures supervisor competency skills. The analysis of the GSAT-A experience survey 
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demonstrates that both supervisees and supervisors felt the experience was positive and 

worthwhile even with the known barriers such as performance anxiety and technology 

challenges that were present in this and other related studies (Callicott et al., 2020; Foskett 

& Van Vliet, 2021; Lynch et al., 2021; Milne & James, 2002).  

Limitations and Future Recommendations 

While findings from this study demonstrated the value of the GSAT-A for structured 

observation and assessment of supervisor practice, some factors warrant further exploration. 

The conclusions drawn from this study have some limitations due to the voluntary self-

selection nature of the participation. Though the demographic characteristics of this sample 

pool have many strengths, such as multidisciplinary representation and diversity in practice 

settings, other characteristics may have influenced the findings.  Participating supervisors in 

this study were broadly representative of an experienced and well-qualified workforce, but 

lacked a balanced spread of novice to expert supervisors. Therefore, like the findings in 

Hamilton et al. (2022), supervisors in this study may have a stronger awareness of 

supervision competence and supervision evaluation and as a result, are more likely to sit at 

the expert level.  

Likewise, the universal level of anxiety associated with video recording and 

observation of practice created challenges that directly impacted the recruitment of 

supervision dyads for this study. The low level of confidence associated with video 

observation of practice and evaluation creates barriers for less experienced supervisors 

(Cheung et al., 2019; Madan et al., 2012). The participant pool in this study is representative 

of a more experienced and well-trained workforce who may have more confidence and as a 

result are more likely to sit at the expert level. 

Of note, when the supervisor was the participant who led the expressed interest in 

participating in the study, they had control over which supervisee they invited to participate in 

the study with them, along with influence over the selection of the session being recorded. 

These variables may have influenced results with different findings possible in different 
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situations, in, for example, workplace and training settings where the observation may have 

less self-selection or control by the supervisor. If conducting future research on the GSAT-A 

with a self-selected participant pool, it is recommended that additional information is 

obtained from the supervisor and supervisee to assess any possible subjective processes 

impacting their reasoning for video selection (e.g., consider power dynamics, level of safety 

for supervisee). Future inclusion of a criterion for supervisors to provide at least two video 

recordings representing sessions with more than one supervisee may ensure that diversity of 

the supervisor9s practice can be observed and assessed. 

There were multiple barriers and challenges that impacted and influenced the 

recruitment of voluntary participants, ultimately limiting the study sample size. Some practice 

setting challenges included workplace constraints regarding safety and confidentiality for the 

professionals, clients, carers, families, and the organisation when recording actual 

supervision sessions. Many workplaces still do not have clear procedures for using video 

observation in everyday supervision practice (Hutman et al., 2021). Procedural barriers 

coupled with unreliable access to safe, quiet, and appropriate recording spaces within the 

workplace limited some interested parties from participating.  

Related to workplace factors is the challenge of a professional9s proficiency with 

technology. Many participants experienced difficulties accessing appropriate recording 

workspaces and equipment. Some lacked the confidence and technical skills to use 

technology and record video, save, upload, and safely send the recording to me. Participants 

had a wide variety of confidence and experience. Although some basic instructions and USB 

sticks were supplied, supervision dyads all used various methods that often were a 

challenge to the user, and at times to me when it came to accessing the recording, which 

mean some were not able to be included in the research. This may be less of a challenge 

with a captured participant pool in a familiar controlled environment with set recording and 

saving methods.  
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The most substantial barrier to participation was the anxiety associated with video 

recording, with even the most experienced supervisors expressing anxiety about seeing 

themselves on tape and having their work observed and evaluated by a third party (Hutman 

et al., 2021; Murray & Leadbetter, 2018). Anxiety was a factor for participants who submitted 

videos for this research (both supervisors and supervisees). It also influenced recruitment; 

possible participants communicated with me that they were hesitant due to high anxiety. In 

cases where anxiety was named as a potential barrier by prospective participants seeking 

information packs, they did not continue with the study. In addition, participants who 

withdrew their participation early on in the research listed anxiety as the primary cause.  

While there was some diversity in age, profession, and practice setting for 

participants, there was not enough cultural diversity to allow for extensive exploration of 

multicultural implications when conducting observational assessment of practice with the 

GSAT-A (Milne, 2016; Milne & Reiser, 2014).  With the increasing research into the influence 

of cultural diversity (e.g., race, religion, age, gender, sexuality, education, and privilege) on 

supervision, further research on culture and observational evaluation is not only warranted 

but critical (King et al., 2020; Kogan et al., 2017; Watling et al., 2016).  

Although the present study demonstrates that the GSAT-A contributes significant 

value to the suite of GSAT tools and the practice of evaluating supervisor competency, there 

remains room for future investigation into varied aspects of the tool9s function. One example 

is research into the value and outcomes of the GSAT-generated qualitative comment 

function, where assessors can choose to write a comment for the supervisor on each item 

rated. A comprehensive exploration of the qualitative function within the GSAT-A as a 

feedback mechanism would require an investigation of the subjective and objective 

processes informing assessor feedback. This may contribute to the research on the inclusion 

of qualitative functions in structured psychometric tools and should enhance the overall value 

of the GSAT-A. 
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 It would be of further value to explore the effects of the assessor9s perception of 

clinical supervision competence on the assessment of video. This could be explored by 

running a further study whereby both experienced and novice supervisors rated videos and 

provided qualitative reasoning for rating, in addition to a group of supervisees who also had 

experience rating videos and providing feedback. Lastly, future research on the outcomes of 

GSAT-generated feedback on supervisor development and practice is important. Measuring 

the impacts and value of observational competency-based feedback for supervisors may 

create more sustainable workplace support and resourcing. 

All these recommendations emphasise the importance of further developing the 

GSAT-A resources for reliability and ease of use with scope for future development of a 

variety of supervision practice videos that simulate a range of skills from the GSAT 

competency domains (with supervisors and supervisees from diverse professional 

backgrounds, cultures, and clinical settings). If in the future the GSAT resources are used 

more broadly by the supervision community, it will be important to develop a specific GSAT-

A rater guide outlining the minimum requirements for establishing rater baselines when 

applying the GSAT in workplace or training settings. 

Conclusion 

This study suggests that the GSAT-A has good face validity and usability when 

combined with the GSAT-SR and GSAT-SE. The GSAT experience survey results and 

qualitative feedback were overwhelmingly positive from the perspective of both supervisor 

and supervisee. The GSAT-A is a valuable, user-friendly third-party supervision 

observational tool for assessing supervisor competence, which can be paired with a 

supervisor9s self-assessment and supervisee experience to enhance feedback and assist in 

training.  
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Chapter 7 

Discussion, Validity, and Applications to Practice 

Validity of the GSAT Tools 

The starting point of this thesis evolved from the notion that although clinical 

supervision is known to be essential for developing and supporting the helping professions, 

there remains an absence of evaluation tools that provide multiple reflective lenses, are valid 

for use across diverse workforces, and are freely and easily accessible.  Hence, the 

overarching goal of this research was to develop a comprehensive psychometrically reliable 

multiperspective assessment tool that would then be made freely available to a range of 

practitioners who were interested in clinical supervision. Specifically, my research involved 

developing, piloting, and psychometrically validating the properties of the three GSAT-

Supervisor, GSAT-Supervisee and GSAT-Assessor tools (Hamilton et al., 2022).  

The primary purpose of this chapter is to synthesis the thesis findings that are 

detailed in Chapters 3 to 6 against the original research questions and then discuss the 

overall relevance of this study.  Following on from this, I describe the final changes to the 

GSAT tool structure and how I developed the GSAT User Guide and GSAT resources 

webpage, where all the GSAT tools and the associated resources can be freely downloaded.  

Finally, I provide examples of how the GSAT tools are being utilised in a variety of real-life 

settings, and present some feedback on the final GSAT tools from the practitioners who are 

currently using them. 

A review of supervision literature in Chapter 2 highlighted many challenges and 

inconsistencies in the definition, training, and assessment of the supervisor competencies 

necessary for safe and effective supervision practice. While a range of diverse supervision 

assessment tools exist, an evaluation of these tools identified many challenges and 

limitations. This included accessibility barriers such as the commercialisation of tools, limiting 

accessibility and routine application in everyday practice (Reiser & Milne, 2014; Wheeler & 
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Barkham, 2014; Wheeler & Richards, 2007). Furthermore, tools were often heavily 

dependent on available workplace resourcing, developed for a localised context, and were 

produced with limited instructions for interpretation of results (Gonsalvez & Calvert, 2014; 

Grus et al., 2016; Lichtenberg et al., 2007; Neuer-Colburn et al., 2016). The most common 

challenge was the unidimensionality of existing tools, with supervisee satisfaction and 

experience measures and supervisor self-assessment being the main benchmarks of the 

supervision relationship and practice (Falender & Shafranske, 2017; Gonsalvez, 2020; Milne, 

2014; Tangen & Borders, 2016). Both forms of assessment come with recognised 

challenges regarding supervisor self-efficacy and power differentials in the supervisory 

relationship (Milne, 2016). There was also limited availability of tools that assessed 

supervisors against recognised competencies (Grus, 2013; Reiser & Milne, 2014).  

Supervisee satisfaction assessments are certainly recommended and valuable for 

strengthening supervision and understanding cultural dynamics and power differentials that 

significantly impact the supervisory relationship (Crockett & Hays, 2015; Falender & 

Shafranske, 2004; Tugendrajch et al., 2021). However, there is a lack of tools that assess 

supervisors through multiple evaluative lenses regardless of professional orientation or 

practice setting (Hawkins et al., 2012; Milne, 2016; Reiser & Milne, 2014; Plant et al., 2012; 

Wheeler & Richards, 2007).  With existing tools, there also remains a paucity of validated 

instruments that fit the requirements for benchmarking the full range of clinical supervision 

competence (Gonsalvez et al., 2017; Grus et al., 2016; Reiser & Milne, 2014; Tugendrajch et 

al., 2021). In addition, inconsistencies in the methods used to assess a tool9s psychometric 

reliability and validity, and in many cases, inadequate instructions for interpretation and 

translation of findings, have limited the reliability of some tools for repeat use in research and 

training (Kuhne, 2019; Milne, 2016; Wheeler & Barkham, 2014; Wheeler & Richards, 2007).  

The literature review confirmed there was indeed a need for the development and 

validation of new freely available supervisor multiperspective competency assessment tools 

for the helping professions (Hamilton et al., 2022). The intended outcome of this research 
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was the development of a suite of tools that could assess supervisor competence through 

the lens of supervisors (self-assessment), supervisees (rating supervisor), and video 

observation raters (third-party assessment) and be appropriate for a wide range of 

professions. To meet these objectives four separate studies were undertaken to answer the 

four foundational research questions that are presented in Chapter 1; the findings of each of 

these studies are summarised below under the four respective research questions. 

Research Question 1: Do the GSAT tools encompass the core competencies of supervisor 

practice and provide a viable clinical supervision assessment tool across multiple 

professions?  

This research question was addressed through Study 1 and was described in detail 

in Chapter 3. Study 1 centred on defining the theoretical foundation of the GSAT tools, 

establishing the best methods for tool development, developing the conceptual constructs of 

the GSAT supervisor competencies, and testing content validity and appropriateness for use 

with a broad cross-section of supervisors and supervisees (DeVellis, 2012; Hamilton et al., 

2022).  

The mapping of supervisor competencies identified in systematic reviews of 

supervision frameworks and guidelines was key to defining the GSAT9s conceptual model for 

both item selection and selecting the competency domains of alliance, reflection, feedback, 

and engagement. A key strength of the processes undertaken in Study 1 was the 

representation of the practitioner9s voice in the expert review. The practitioner voice guided 

the evaluation of the draft GSAT theoretical concepts, items, and structure, allowing for 

testing of the development objectives and hypothesised conceptual constructs (Gable & 

Wolf, 2012). 

Undertaking the GSAT pilot in Study 1 with the intended audience was the next 

critical step in the development of the GSAT tools and was essential for testing the validity of 

moving to future exploratory and confirmatory research (Dillman, 2016; Krante & Reips, 
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2017). The pilot tested the assumptions of the research methods used to build the participant 

surveys and was vital for ensuring the study was accessible to a diverse range of 

professionals. The results of the pilot were positive with the GSAT tool demonstrating 

adequate content and face validity and provided the first evidence that the GSAT tools could 

be used by a range of professionals from diverse practice settings to assess supervisor 

competence.  

Research Question 2: What is the exploratory factor structure of the GSAT? 

This research question was addressed through Study 2 which was described in detail 

in Chapter 4. Study 2 involved an exploratory factor analysis of the Supervisor (GSAT-SR) 

and Supervise (GSAT-SE) tools to assess their internal structure and construct validity.  This 

study drew on a large pool of experienced supervisors and supervisees, with the recruitment 

of 479 supervisors and 447 supervisees from more than 12 supervising professions recruited 

across Aotearoa New Zealand and Australia.   

The GSAT-SR and GSAT-SE datasets within the EFA, which were analysed in SPSS 

using PCA extraction methods, provided a preliminary understanding of the internal reliability 

and convergent validity of the tools. The EFA results showed that the GSAT-SR has a four-

factor latent structure and GSAT-SE has a two-factor structure. This early finding highlights 

the importance of ensuring that validation methods used in tool design are not driven by 

predefined and preconstrained structures and assumptions (Boateng et al., 2018; Costello & 

Osborne, 2005). The different latent structures presented in the GSAT-SR and GSAT-SE 

reflect how supervisors and supervisees have unique and different perspectives when 

assessing supervisor competence (Lim & Quant, 2019; Morrison & Lent, 2018).  This 

supports the need for separate tools for supervisors and supervisees (Hamilton et al., 2022).   

The different latent factor structures for GSAT-SR and GSAT-SE mirrored findings in 

the development of other multiperspective supervision assessment studies (Efstation et al., 

1990). Indeed, in line with the original conceptualisation and objectives, it was critical that the 
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GSAT tools were reflective of the unique perspectives each role brings to the interpretation 

of supervisor competence. At the same time, the many factors (e.g., biases, supervision 

experience, and training) that influence how supervisors and supervisees rate supervision, 

had to be respected (Gonslavez et al., 2017; Lim & Quant, 2019; May et al., 2017; Watkins, 

2014).  

Though the latent factor structures for the supervisor and supervisee GSAT tools 

were unique, the descriptive analysis of the individual items offered interesting findings that 

provide insights into current supervisor capability and overall supervision practice (Hamilton 

et al., 2022). For instance, the almost identical low mean score rating by separate groups of 

supervisors and supervisees of the items <Makes the evaluation criteria clear…=, <Addresses 

cultural diversity…=, and <Encourages the supervisee to practise …specific skills in 

supervision…= aligns with current research which suggests that these critical supervisor 

competencies are areas of practice that are in urgent need of more attention (Crockett & 

Hays, 2015; Falender et al., 2021).  

When the wide-ranging impacts of poor supervisor cultural competence on 

supervision outcomes are considered (King & Summers, 2020; Jongen et al., 2018; Phillips 

et al., 2017), the findings across all three validation studies in relation to Item 7, 

<Acknowledges and addresses cultural diversity…=, are concerning. These findings indicate 

that despite the growing call to enhance multicultural competence in clinical supervision 

training, there may still be significant variances in supervisor awareness, knowledge, and 

skill in this area. The variance in cultural capability consistently observed throughout the 

GSAT studies, and levels of rating of the item as not applicable to practice in comparison to 

other items, would suggest that many supervisors may still be practising at a precompetence 

level with low confidence, or displaying racial or cultural blindness (King & Summers, 2020; 

Peters, 2017). This highlights the ethical responsibility of supervision leadership to prioritise 

the embedding of cultural humility and culturally responsive practice in all supervisor training, 
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whilst enhancing its translation into practice (Adams, et al., 2022; Cook et al., 2020; Crockett 

& Hays, 2015; McMahon 2020; Zhang et al., 2022). 

Both the GSAT-SR and GSAT-SE tools also had strong internal reliability and 

convergent validity with the SWAI (Efstation et al., 1990) and SE-SC (Gonsalvez et al., 

2017), further supporting their psychometric validity. Finally, the EFA findings also 

demonstrated that the GSAT tools had strong face validity, with participating supervisors and 

supervisees agreeing that the GSAT tools were suitable for the multiperspective 

benchmarking of competencies core to the provision of supervision, regardless of profession 

or workplace practice setting (Hamilton et al., 2022). 

Research Question 3: Is the GSAT a reliable (internal consistency and interrater) and valid 

(face, construct, convergent, and concurrent validity) tool for measuring clinical supervisor 

competency across the helping professions?  

This research question was addressed through Study 3 which is described in detail in 

Chapter 5. Study 3 involved conducting a confirmatory factor analysis on GSAT-SR and 

GSAT-SE tools. A strength of the GSAT CFA process was the recruitment of a second 

independent participant pool of 182 supervisors and 186 supervisees which allowed for 

testing of external validity and generalizability and recruitment bias, and provided further 

insights into supervisor and supervisee behaviour towards GSAT subset items. The 

participants in this CFA study came from a broad demographic consisting of over 12 distinct 

disciplines across Australia and Aotearoa New Zealand. Participants had a wide range of 

supervision experience, spanning from novice early carer supervisors through to supervisors 

with decades of experience in clinical supervision and training. The independent pool that 

was analysed in the CFA studies allowed for testing of external validity and generalizability, 

tool refinement, and exploring for any recruitment bias.  The CFA study also provided 

additional insights into respondent behaviour towards GSAT subset items (Hurley et al., 

1997).  
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The CFA findings confirmed that the GSAT-SR Supervisor and GSAT-SE Supervise 

had individualised factor structures. The final GSAT-SR contained 26 items specific to the 

core supervisory competency domains of alliance, goals, tasks and feedback. These 

domains were titled <fundamental feedback processes=, <goals and tasks=, <respect=, and 

<enabling supervisory practices=.  The final GSAT-SE contained 21 items with two factors 

representing competencies focused on the supervisory relationship and enabling effective 

feedback, labelled <foundational competencies enabling effective feedback= and evidenced-

based practice (i.e., ethics, safety, culture, and professional practice), labelled <fundamental 

accountability, safety and awareness processes=.  

The confirmed findings of both the EFA and CFA regarding the different factor 

structures observed in the GSAT-SR and GSAT-SE may in part be attributable to the 

differences in training and supervision experience. For example, when reflecting on the 

demographic profile of the EFA and CFA, participants9 supervisors had considerably more 

supervision experience and supervision training than supervisees. Supervisors also tended 

to have higher academic qualifications than supervisees which may indicate more exposure 

to literature on supervision efficacy. This may also imply that supervisors are more aware of 

the breadth of skills that underpin competent supervision than are the supervisees, whereas 

supervisees may be more attuned to the behaviour of supervisors. Regardless, the findings 

of both the EFA and CFA support the originally defined need for separate tools that can 

reflect both supervisor and supervisee perspectives.  The differences and similarities in the 

latent factors and the corresponding items of each GSAT tool highlight the uniqueness of 

individual dyad perspectives and emphasize the strengths of the GSAT as feedback tools 

that capture and respect the multiple perspectives (Wheeler & Barkham, 2014). 

Research Question 4: Is the GSAT-A a suitable and reliable third-party assessment tool for 

direct observation of supervisor practice in the helping professions? 
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This research question was addressed through Study 4 which is described in detail in 

Chapter 6. Study 4 involved the recruitment of 17 supervisor and supervisee dyads who 

provided a video recording of one of their supervision sessions and independently completed 

either the GSAT-SR or GSAT-SE. Video participants came from five disciplines, with 

psychology the most represented profession, closely followed by social work.  In this study, 

supervisees rated their supervisor competence significantly higher than both the supervisor 

and third-party assessor; however, there was no statistically significant difference between 

the supervisor and assessor ratings (Hamilton et al, 2022). 

In this study the GSAT-A had strong interrater reliability between trained raters, with 

98% agreement between raters who assessed the same video independently. The testing of 

interrater reliability is critical to the valid development of any new structured competency 

assessment tool (Roth et al., 2019), and the high degree of similarities in scores observed in 

this study may be reflective of time I spent establishing rater orientation and consensus on 

the interpretation of skills, because training leads to higher levels of interrater reliability 

(Milne & James, 2002; Milne & Reiser, 2014). This reinforces the importance of reliable 

rating guidelines and instructions and experiential designed rater piloting to reduce the level 

of outcome bias (Milne & James, 2002; Milne & Reiser, 2014).  

Results of Study 4 also suggest that the GSAT-A has good face validity and usability 

when used in combination with the GSAT-SR and GSAT-SE, providing a useful, user-friendly 

observational assessment option for providing formative feedback. This can be seen by the 

results of the experience survey and additional qualitative feedback which were both 

overwhelmingly positive from the perspective of both supervisor and supervisee. Participant 

feedback from the experience survey and interviews indicated a high level of user 

confidence, with supervisors and supervisees reporting strong agreement that the tool is 

applicable to their practice and measures competency skills. The analysis of the GSAT-A 

experience survey demonstrates that both supervisees and supervisors felt the experience 

was positive and worthwhile even with the known barriers such as performance anxiety and 
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technology challenges that were present in this and other related studies (Callicott et al., 

2020; Foskett & Van Vliet, 2021; Lynch et al., 2021; Milne & James, 2002).  

Overall Usefulness of the GSAT Tools 

The findings of Studies 1 to 4 confirm that the GSAT-SR, GSAT-SE, and GSAT-A are 

psychometrically validated tools that can be used by multiple disciplines to assess 

supervisors9 competencies via self-assessment (supervisor), peer assessment (supervisee) 

and third-party observation (assessor). The inclusion of the GSAT-A for video-based 

observational assessment enriches traditional self-assessment processes with the provision 

of accurate, objective, third-party feedback that enhances the supervisor9s awareness and 

improves reflective practice. The GSAT-A study also contributes to the growing body of 

research on validating methods for video assessment and confirms the importance of 

triangulated assessment when observing practice (Lynch et al., 2021; Milne, 2016; Murray & 

Leadbetter, 2018). 

In summary, the psychometrically validated GSAT tools make an important 

contribution to supervision practice. They allow for a reliable evaluation of core 

competencies that are relevant to supervision across different professions, making the GSAT 

suitable for multidisciplinary workplaces. Importantly, and in keeping with the ethos of this 

research, the GSAT tools have been made freely available online, and this is discussed 

further on in this chapter.  

Application to Practice  

As highlighted during the literature review, supervision tools are often difficult to 

access and are not universally applicable across the broad cross-section of supervisors who 

are working in the helping professions (Milne, 2016; Wheeler & Barkham, 2014; Wheeler & 

Richards, 2007). Furthermore, many of the existing tools focus on narrow areas of practice 

such as the supervision relationship, or tend to be unidimensional in their applicability for use 

in providing feedback, focusing, for instance, on supervisee experience (Ellis et al., 2008). 

Consequently, many supervision tools have limited application in enhancing feedback on the 
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full extent of supervisory competencies and have limitations when used in supervision 

training processes (Cheung & Stephan, 2017; Wheeler & Barkham, 2014). 

This study aimed to develop tools that could measure competency-based supervision 

across professions and practice settings. Thus, it was important that the GSAT tools were 

reflective of the core competencies common amongst a broad cross-section of the helping 

professions and easily accessible, relevant, applicable, and cost-effective for use in training 

and workplaces. 

To uphold the original aim of developing supervisory resources that were freely 

accessible to a broad cross-section of supervising professions, I developed and 

subsequently in November 2021  launched the GSAT Resource webpage GSAT Resources 

| Generic Supervision Assessment Tool. The GSAT website hosts all the GSAT tools and 

related information and serves as a repository for any future GSAT developments.  

In the process of building the GSAT website, I developed a GSAT user guide that 

explains best practice for the use of all GSAT tools. This guide defines the purpose of the 

GSAT assessment tools, explains their multiple uses, evaluation methodology, appropriate 

and practical applications, and crucial considerations for interpreting results and inviting and 

providing feedback. The need for this user guide came from feedback from numerous study 

participants during all stages of this research. Specially, participants identified the need for 

easy-to-understand scoring keys, visual design cues (i.e., colour indicators) for the diverse 

learning styles, clear calculation procedures for scoring results, and a desire for self-

calculating electronic and paper versions of the GSAT tools that would work regardless of 

whether or not the user printed out the forms in colour (see GSAT User Guide Appendix 39; 

Minto et al., 2017).  

Additional feedback on the GSAT tools indicated that practitioners would like greater 

clarity on the ranges of competency-based proficiency levels that the GSAT tools measure.  

Consequently, prior to sharing the final tools on the GSAT website, proficiency definitions 
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were further developed to allow individual competency skills, domains, and overall scoring to 

be easily calculated. Development of competency proficiency definitions distinguishes 

differences in skill development and allows for the articulation of expectations and extension 

of feedback processes. These proficiencies were defined under the seven colour coded 

labels applied to the scoring rating points on the 100-point VAS for visual impact (see 

examples in GSAT User Guide Appendix 39). As it is important when using VAS rating 

methods to clearly define competency bands/spacing, the definitions were associated with 

the colour coded numerical range of the competency, which consisted of: 

Absence of skill (Score: 0) 

Absence of essential skill where the skill/s should have been applied to the 

supervision working relationship to ensure effective supervision outcomes. 

Inappropriate application (Score 1 – 19) 

Inappropriate application or performance of essential skill/s. Practice consistently falls 

below the line of expected skill, knowledge, and behaviours for appropriate application of this 

skill which is likely to impact on supervisory outcomes. The supervisor is advised to seek 

support and training to improve application of skill in this area. It is recommended that the 

supervisor reflects with a third party (such as their supervising supervisor), on how to 

improve future supervision practice. 

Limited skill (Score 20-39) 

Limited knowledge or understanding of supervisory skills and techniques that at times 

are not accurate, do not achieve the intended outcome, or frequently fall below the standards 

for effective supervisory practice. This would indicate a need for reflection on application of 

skills with consideration of supervisory development learning goals, skills development and 

learning opportunities as part of regular supervision of supervision. 

Foundational skill (Score 40-59) 
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Foundational application of competencies that reflect skills at the novice or 

developing level of experience. Has knowledge of supervision concepts, skills, principles, 

and behaviours. Has safe, sound foundational skills in translating competencies into practice 

and enhancing the supervisory relationship. 

Proficient skill (Score 60-79) 

Proficient practice skills with moderate level of expertise. Able to apply skills 

accurately and consistently to multiple competency domains. Can successfully facilitate 

discussions around these competencies, the application and principles of each competency, 

and their importance in enhancing effective supervisory outcomes. Utilises resources to 

support goals and tasks. Demonstrates ethical practice and has a visible commitment to the 

supervisee9s development. Establishes and maintains a healthy supervisory working 

relationship and upholds safe practice. 

Advanced skill (Score 80-89) 

Advanced level of skills and knowledge for providing supervision. Demonstrates a 

high level of capability in most competency domains. Confidently translates nuances related 

to supervision competencies to the supervisee in easily understood and relatable means. 

Uses processes or practices in supervision which improve the supervisory working 

relationship, and outcomes of agreed goals and tasks. Demonstrates ethical and safe 

practice to a high standard. 

Expert (Score 90-100) 

Expert supervisory skills that consistently exceed expectations, set an exceptional 

standard, are safe, and ethically sound. At all times the supervisor displays a consistently 

high level of performance and expertise in relation to the skills, attitudes, values, and 

behaviours of all competency domains. Demonstrated excellence in strategic application of 
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skills and knowledge. Draws on a broad repertoire of strategies to facilitate supervision for 

the benefit of the supervisee. 

In summary, the user guide and the final GSAT-SR, GSAT-SE and GSAT-A tools can 

be downloaded from the GSAT website, and the tools are available in both Microsoft Word 

format (for manual use) and in electronic format. The electronic formats are Writable Adobe 

PDF versions that self-populate in the associated colour scores for each item and domain; 

the electronic versions calculate the overall score with the associated colour coded 

proficiency definition. Clear instructions are included in the GSAT User Guide training users 

how to download a Writable Adobe PDF form correctly so there are no issues with the self-

calculating function (see Webpage for downloadable examples GSAT Resources | Generic 

Supervision Assessment Tool). 

Utilisation of the GSAT Tools 

At the time of writing this chapter the GSAT website had been accessed 2,400 times 

by practitioners working across the World, with Australia, the United States, Aotearoa New 

Zealand, and the United Kingdom reflecting the highest integration (see Figure 10). The 

GSAT tools and user guide had been downloaded 1,000 times (see Figure 11). The GSAT 

resources have also been included on the Clinical Supervision Research Collaborative 

website About CSRC - Clinical Supervision Research Collaborative (CSRC) 

(csrcollaborative.org), the Australian Clinical Supervision Association (ACSA) webpage, and 

the Queensland Health Learning Centre Supervision Resources webpage as part of the 

clinical supervision instruments databases. 
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Figure 10. Geographical distribution of practitioner interaction with the GSAT webpage Oct 

2022, showing access frequency by country   

 

 

Figure 11. Geographical distribution of Downloaded GSAT Resources from webpage Oct 

2022, showing access frequency by country 

The final GSAT tools are also being utilised within Queensland Health as an informal 

practice tool by individual professional supervision dyads, and formally by the Learning 
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Centre, Queensland Health, as part of their delivery of supervision training workshops. 

Specifically, the Learning Centre is using the GSAT as an objective assessment tool when 

workshop participants are observing live supervision sessions. Within these workshops, 

participants participate in triad supervision sessions where each member has a turn 

observing and rating the supervision using the GSAT-A tool. The GSAT resources have also 

used by Relationships Australia Queensland (RAQ) as part of a quality improvement activity 

whereby supervisors are required to submit recorded supervision sessions along with a 

completed GSAT-SR and GSAT-SE after they have completed supervision training. These 

video recordings are then rated by senior supervision leaders using the GSAT-A, and 

feedback is provided to staff using the results of all three GSAT tools. 

Since making the GSAT User Guide and tools freely available online I have received 

feedback from a diverse representation of supervision educators and providers both in 

Australia and further afield highlighting the relevance and applicability the GSAT resources 

to practice. Many practitioners who had accessed the GSAT website were of the view that 

the self-calculating electronic forms and the inclusion of the GSAT User Guide further 

increases the tools9 efficiency and ease of use. Some of the unsolicited feedback from a 

variety of practitioners who have used the GSAT resources since they were made freely 

available are provided below: 

I came across your wonderful supervision evaluation tool by google search. Your 

work looks amazing and much needed! I get asked a lot about supervision evaluation 

and I would really like to feel my responses are better informed than the patchwork of 

resources I currently refer to. It really adds value that your resource is Australian. I 

was truly delighted to find your website. (Dietitian, Supervision Educator, Australia) 

I wanted to let you know that in my supervision training course this month I 

introduced all participants to GSAT when covering evaluation of supervision, and 

recommended they use it themselves and with their supervisees. The feedback I 
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have had so far is that GSAT is a much-needed resource that is very user-friendly, 

comprehensive, and appropriate as an evaluation tool, for various disciplines. So, I 

wanted to thank you again for providing the GSAT resources, and let you know the 

positive feedback I have received (Music Therapist, Supervisor, Director of 

Supervision Training Organisation, Australia). 

As an educator and department leader in allied health, I understand the critical 

importance of measuring and teaching cultural competence skills.  I will use the 

GSAT tools with both my students and my faculty to facilitate training of cultural 

competence and diversity, equity, inclusion and belonging to help mitigate disparities 

in health outcomes for diverse populations (Social Work Researcher, USA). 

I9m developing a hybrid clinical supervision model for remote area nurses, and I 

intend to use the GSAT suite of tools to validate the model for my PhD.  The GSAT is 

broad enough to be applicable to a range of occupations yet has the fundamental 

specific requirements of clinical supervision in a competence-based profession (Rural 

& Remote Nursing & Midwifery Researcher, Western Australia). 

An extremely valuable piece of work which is highly needed and serendipitously 

timely. As a Clinical Supervisor myself and the Statewide Transcultural Mental Health 

Practice Leader in Queensland, who has been involved in developing various 

projects around culturally inclusive and responsive mental health practice and 

systems, I feel the GSAT tools will not only support the quality of the supervision but 

also enhance the cultural competence of the workforce and ultimately the mental 

health outcomes of culturally diverse consumers and communities (Clinical 

Psychologist, Transcultural Mental Health, Australia). 

I feel the strengths and benefits of GSAT in supporting the supervisory working 

alliance, and supervision outcomes, lie in its flexible methods, balanced with a 

comprehensive and rigorous emphasis on core supervision competencies. When 
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added to constructive conversations in supervision, I find these features allow the 

GSAT to provide an anchor for communication and feedback that helps direct and 

steady the working alliance towards supervision goals with clarity and safety 

(Occupational Therapist, Clinical Educator, Australia). 

A final comment came from a nurse educator in Australia, who described the GSAT 

as transformational. <The fact that the GSAT is so readily available online is a game 

changer, the GSAT provides a comprehensive measurement of supervisor competencies by 

the supervisee and supervisor and the third-party observer.=   

Summary of the Findings 

  The body of research that is discussed and summarised in this chapter has shown 

that the GSAT-SR, GSAT-SE and GSAT-A are psychometrically valid tools that are useful 

for evaluating supervisors9 competencies within experienced workforces. This research 

represents one of the few known efforts to date to develop and psychometrically test a suite 

of multiperspective tools that can be used to measure supervisor competence from the 

perspective of the supervisor, supervisee and an independent third party.  

The subsequent development of the GSAT User Guide and website, with the 

associated self-calculating tools, has led to the rapid uptake of the GSAT from supervision 

educators, researchers, and practising supervisors located in various countries.  

Independent positive feedback from practitioners who were not part of this study, but who 

subsequently downloaded and utilised the GSAT resources from the website, further 

reinforces the practicability and broad applicability of the GSAT.  In conclusion, the 

psychometrically validated GSAT competency tools are free to download, easy to use and 

offer a broadly applicable means of benchmarking core supervisory competency skills. 
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Chapter 8 

Assumptions, Limitations, Recommendations, and Conclusion 

 The GSAT tools that were developed and have been described in this thesis have 

been shown to be psychometrically robust and are now being widely utilised in practical 

supervision and training settings. Nevertheless, it is important to outline the assumptions and 

potential limitations of this research, both from a transparency perspective, and because this 

may help identify future areas of research that are warranted.  This chapter begins with an 

outline of the key assumptions that were made during the development and validation of the 

GSAT tools. For ease of review, I have listed key assumptions and limitations under the 

relevant chapter headings since the limitations of each study have been previously outlined 

within each chapter.  If a limitation or assumption is relevant to multiple studies (i.e., cultural 

bias), for brevity it is only listed below under the first relevant chapter.  

Assumptions and Limitations  

Defining Competency 

Chapter 3: Development and Pilot of the Generic Supervision 

Assessment Tool (GSAT).   

A comprehensive process was undertaken in the conceptualisation, development 

testing, and piloting of the suite of GSAT tools. This included the literature review, expert 

review, and the inclusion of practitioner voice to inform the mapping of competencies across 

supervision training, disciplines, and practice settings (Gable & Wolf, 2012; Lynn, 1986). 

Although the items selected in the GSAT tools were informed by literature, expert review, 

and multidisciplinary practitioner voice, they may not fully encompass all aspects of effective 

supervisory practice or represent supervisor practice for all supervisors. Specifically, I wish 

to acknowledge some areas of practice that though included in the GSAT, are now receiving 

more recognition as key to supervision outcomes (Davys et al., 2021; de Pilar Grazioso, et 

al., 2022; Hutman et al., 2021). For instance, since I commenced this study in 2016, 
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multicultural and social justice competence in supervision has received attention as a key 

indicator of safe, ethical, and effective supervision, broader workplace culture, and consumer 

outcomes (Adams et al., 2022; Drinane et al., 2017; Gunther, 2020; Hagler, 2020).   

For the GSAT tools to continue to reflect a rich representation of the core 

competencies of supervisor practice across the helping professions, further research may be 

necessary. To remain reliable and relevant, the GSAT tools will require continued review of 

items, language, and skill definition (e.g., cultural competence) as research into supervision 

competencies and assessment continues to evolve. Also, as we move further away from the 

medical model of the human services it will be essential to continue to evaluate the GSAT9s 

relevance to new and emerging professions. 

Cultural Biases 

Chapter 4: Exploratory Factor Analysis of the GSAT. Representative 

Sample Set External and Internal Reliability Impacts.   

An assumption of this research was that the participants recruited were 

representative of the broad workforces participating in supervision across Australia and 

Aotearoa New Zealand. It was also an assumption that the participants reflected the general 

status of training and understanding of supervisory competence for their perspective 

professions.  

Furthermore, while this research followed the recommendations for tool development 

and psychometrically testing new tools for validity and reliability, it is acknowledged that all 

tool validations have errors. There is no guarantee that the same results would be found if 

repeated with another population sample, although the CFA that was conducted on a 

separate population does provide confidence that the GSAT tools will perform well under 

different scenarios. Additionally, although triangulated correlations between self-assessment, 

supervisee assessment, and third-party rating were available in the pilot of the GSAT-A, 

there was no ability to assign supervisor self-assessment to the corresponding supervisee 
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rating in the exploratory and confirmatory evaluations of the GSAT-SR and GSAT-SE due to 

the need to protect participant anonymity in the study, in accordance with the research ethics 

requirements. 

Representativeness refers to the degree to which a study's respondents reflect the 

diversity of the population being studied (Creswell, 2014), and is a threat to external validity if 

not attended to. Several measures were employed to increase participant 

representativeness, including sending study invitations to a broad range of professional 

bodies and professional forums in Australia and Aotearoa New Zealand. Despite these 

efforts, disproportionalities exist among gender, ethnicity/race, and other categorical 

variables (e.g., 93.1% of participants identified as female).  

When interpreting the results, it is important to consider the demographic 

characteristics of participants.  Supervisors in this study were well-educated, experienced, 

trained, and skilled; in comparison, supervisees were younger and had less supervision 

training experience. It is important to acknowledge these differences when considering the 

differences in the EFA structure of the GSAT-SR and GSAT-SE, as most supervisees were 

in established relationships with their supervisors. Literature indicates that supervisee ratings 

of their supervisor can be influenced by the alliance, level of supervision training, and 

understanding of competencies (Lim & Quant, 2019).  It may be possible that the factor 

structures observed in the EFA study reflect the differences in the level of experience and 

training between the supervisor and supervisee study pools. Therefore, supervisors may 

have been more attuned to the nuances of core supervision competencies. These questions 

further highlight the importance of following the EFA with independent CFA studies. But 

regardless, the differences observed in the GSAT-SR and GSAT-SE highlight the 

importance of respecting unique perspectives and reinforce the need for tools that capture 

multiple perspectives (Hamilton et al., 2021; Wheeler & Barkham, 2014). 
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While the demographics of this study showed considerable diversity in age, 

profession, practice setting, and experience, the EFA and CFA studies did not consider the 

multicultural implications of tool design (Milne, 2016; Milne & Reiser, 2014;).  With the ever-

increasing research into the influence of cultural diversity (e.g., race, religion, gender, 

language, sexual orientation and privilege) on the evaluation lens for supervisors, 

supervisees, and third-party assessors, further research in this area is not only warranted but 

critical (King et al., 2020; Kogan et al., 2017; Watling et al., 2016).  

Lastly, it is important to consider social desirability impacts, or implicit and explicit 

prejudice, within the representative pool on the GSAT tools9 internal validity (Uziel, 2010). 

Social desirability responding refers to the possibility that, when rating a tool, participants 

may have biases towards selecting responses in a manner that looks favourable to them 

(Uziel, 2010). Relatedly, the voluntary nature of this study as opposed to mandated 

participation may have impacted on the level of any social desirability responding occurring. 

Equally important, this study also cannot account for any cultural factors (i.e., race, ethnicity, 

language, or privilege) that may have influenced any levels of social desirability occurring 

(Odendaal, 2015). Thus, supervisors and supervisees in this study may have possibly 

selected responses that may not have been a true representation of skill, although this is 

less likely for the GSAT-SE and GSAT-A, as this phenomenon is more strongly associated 

with self-report assessments (Uziel, 2010). This phenomenon is also less likely to occur 

when there is no personal connection to the researcher or any workplace implications from 

assessment results, both of which were not a factor in this study and were considered in the 

original ethics evaluation. Thus, although volunteer bias could have impacted the accuracy 

of responses and theoretically could have impacted internal and external validity, the impact 

is unlikely to have been large (Creswell, 2014). I would also consider the possible mitigating 

impact in Study 4 of the third-party observation on any social desirability occurrence by the 

supervisor due to the known linking of supervisee and observer ratings with the supervisor9s 

self-assessment. 
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Additionally, the findings regarding awareness and competency in working with 

cultural diversity may have been enhanced if information had been collected on how the 

participants culturally and racially identified. Potentially the supervision training information 

collected may have been enhanced if participants were asked about their experience of any 

inclusion of multicultural supervision skill development in their training.  

Exploratory Factor Analysis Methods  

While PCA is a standard method in instrument development and validation, it is not 

without its drawbacks related to internal validity. In EFA, normally distributed data are 

considered ideal but not essential for enhancing the factor solution (Mvududu & Sink, 2013). 

The data used in the EFA were not normally distributed, which while not required, may have 

reduced the ability to determine factor structures. Furthermore, the factor analysis process, 

as completed in this study, had many subjective components, including (a) expert review; (b) 

naming of factors; (c) item creation; (d) factor analysis; and (e) factor retention. Lastly, 

exploratory factor analysis generates but does not test a theory; therefore, EFA should 

always be followed up by a full CFA study (Mvududu & Sink, 2013).  

CFA Model Fits 

Chapter 5: Confirmatory Factor Analysis of the GSAT.    

During the CFA process, fitting models based on every possible subset of items was 

computationally prohibitive; hence, not every single linear combination of items was 

exhausted during the CFA process.  It is therefore theoretically possible that a different 

model that was not considered could provide a better statistical model fit than the final 

models chosen for the GSAT-SR and GSAT-SE. This is not unusual in CFA, as there are 

many approaches to model selection (Chowdhury & Turin, 2020).  It is noteworthy that the 

approach used in this research ensured that the final candidate model fits for the GSAT-SR 

and GSAT-SE were selected based on a strong multidisciplinary theoretical understanding of 

supervisor competency, rather than statistical fit alone.  
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Observation of Practice 

Chapter 6: GSAT-A for Use as a Third-Party Rating Tool.   

While findings from this study demonstrates the value of the GSAT-A for structured 

observation of supervisor practice, there are some factors that warrant further exploration. 

The conclusions drawn from this study have some limitations due to the voluntary self-

selection nature of the participation. Although the demographic characteristics of this sample 

pool has many strengths, such as the multidisciplinary representation and diversity in 

practice settings, there are other characteristics that may have influenced findings.  

Participating supervisors in this study were largely representative of an experienced and well 

qualified workforce without a balanced spread of novice to expert supervisors. Therefore, 

consistent with the findings of Hamilton et al. (2022), supervisors in this study may have had 

a stronger awareness of supervision competence and practice with supervision evaluation, 

and as a result may have been more likely to sit at the expert level.  

There were many challenges with recruiting supervision dyads for this study due to 

the level of anxiety associated with recording a video that would be formally rated. It may be 

that the participant pool was more representative of practitioners who experience low levels 

of anxiety regarding formal evaluation, and or have prior experience and confidence with the 

observation of practice (Cheung et al., 2019; Madan et al., 2012). Taking this into 

consideration, further research is warranted to apply the tool to a captured workforce with a 

broad range of supervision experience and training.  

Of note, when the supervisor was the participant who had led the expressed interest 

in participating in the study, they had control over which supervisee they would invite to 

participate with them, along with influence over the selection of the session being recorded. 

These variables may have influenced results, with different findings possible in different 

situations, for instance, in training situations where the observation would occur in an 

environment with less room for influence. If conducting future research on the GSAT-A with a 
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self-selected participant pool, I recommend seeking additional information from the 

supervisor and supervisee to assess any possible subjective processes impacting their 

reasoning for video selection. 

There were multiple barriers and challenges that impacted on and influenced the 

recruitment of voluntary participants, therefore ultimately limiting the study sample size. 

Some practice setting challenges included factors such as workplace constraints regarding 

safety and confidentiality for the professionals, their clients, and the organisation when 

recording real supervision sessions. Many workplaces still do not have clear procedures in 

place for the use of video observation in everyday supervision practice (Hutman et al., 2021). 

This, coupled with unreliable access to safe, quiet, and appropriate recording spaces within 

the workplace limited some interested parties from taking part as the challenge of seeking 

this made research participation challenging.  

Related to workplace factors is the challenge of a professional9s proficiency with 

technology. These challenges took multiple forms with many participants experiencing 

challenges in engaging with access to recording workspaces and equipment, the required 

confidence, and technical skills to apply technology to recording video, along with the not-so-

simple act of uploading, saving, and safely sending recordings. 

The strongest barrier to participation was the anxiety associated with being recorded 

on video, with even the most experienced supervisors expressing anxiety regarding seeing 

themselves on tape and having their work observed and evaluated by a third party (Hutman 

et al. 2021; Murray & Leadbetter, 2018). Not only was anxiety a factor for participants who 

submitted videos for this research (both supervisors and supervisees), but it also influenced 

recruitment; a number of possible participants contacted me expressing interest in 

participating but hesitancy due to high anxiety. Of note, most prospective participants who 

ultimately decided not to participate in this study stated that their decision was due to 

anxiety.  
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Recommendations for Further Research 

The findings of the present study provide a litany of opportunities for future research, a 

summary of which is listed below; 

• Undertake further testing of the concurrent validity of the three GSAT tools within 

different international practice settings outside of Australia and Aotearoa New 

Zealand.  This would allow for more diversity in sample representation and allow for 

exploration of any differences in findings due to factors such as the culture of 

supervision training in a country and translation of skill definitions when applied in 

countries where English isn9t the dominate language. 

• Conduct a  study to measure the impacts of the GSAT tools on the supervisory 

working relationship. A longitudinal study collecting outcome information from 

participants who use the GSAT may provide meaningful information on how regular 

reflection on the core competency skills of supervision facilitation influences 

supervision efficacy. To achieve this all members in the supervisory relationship 

(supervisor, supervisee, and third party) would have to be willing to be identified and 

linked and be prepared to complete the GSAT tools at least twice over different time 

intervals. It would also be essential to have a strong representation of supervision 

dyad cultural diversity in the participant pool. 

• Conduct a study to explore the impact of the GSAT resources when before and after 

clinical supervision training settings, and the likelihood, including barriers and 

enablers, of supervisors continuing to apply the GSAT resources in everyday practice 

post supervision training.  

• Undertake further exploration of the GSAT-A as an objective third rating tool including 

means for enhancing interrater consistency, accounting for cultural biases, best 

methods for providing rater feedback, and practical implications of the GSAT-A for 

regular use in everyday workplace settings.  

Conclusion 
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The findings of this study provide new tools for defining and assessing essential 

supervisor competencies common across the helping professions. The three freely available 

GSAT tools provide a unique and efficient means for triangulating assessment of supervisor 

practice and benchmarking skill against a supervisor9s developmental continuum. They are 

reliable and relevant to a broad diversity of professions and practice settings and can 

strengthen feedback processes and supervisors9 awareness of the depth of supervisory 

practice competencies. The tools have been psychometrically validated and possess strong 

factorial validity and adequate internal consistency and reliability. They fill a crucial need for 

practice-based supervision tools that are accessible, reliable and valid, and are easy to 

complete and can calculate and summarise findings and translate them into informed 

practice. 

Implications for practice and future research areas have been outlined, and although 

not the focus of the study, the findings regarding the cultural capability of supervisors was 

explored. It is recognised that these skills are essential to effective supervision relationships, 

and that greater cultural capability within the workforce is needed to change the status of 

colonialism and systemic racism in the human services (King & Summers, 2020; Moleiro et 

al., 2019). 

Collectively the findings of this study provide exciting opportunities for progressing 

international multidisciplinary understanding of essential supervisor competencies. The 

GSAT tools and associated resources are freely available and provide supervisors, 

supervisees, supervision educators with relevant tools to support purposeful reflections on 

supervision practice. 
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Appendices 

Appendix 1: Research Publication – Hamilton et al., (2022) Supporting Conscious 
Competency: Validation of The Generic Supervision Assessment Tool (GSAT) 
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Appendix 2: Griffith Ethics Approval  

GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS REVIEW 

 

Dear Prof Analise O'Donovan 
 
I write further to the additional information provided in relation to the provisional 
approval granted to your application for ethical clearance for your project "A 
Psychometric Investigation of the Generic Clinical Supervision Assessment Tool" 
(GU Ref No: 2015/835). 
 
This is to confirm that this response has addressed the comments and concerns of 
the HREC. 
The ethics reviewers resolved to grant your application a clearance status of "Fully 
Approved". 
Consequently, you are authorised to immediately commence this research on this 
basis. 
 
Regards 
 
 
Policy Officer, Human Research Ethics and Integrity 
Office for Research 
Griffith University 
 

 

 

GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 
 
Dear Prof Analise O'Donovan 
 
I write further to your application for a variation to your approved protocol "A Psychometric 
Investigation of the Generic Clinical Supervision Assessment Tool" (2015/835).  This request 
has been considered by the Office for Research. 
 
The OR resolved to approve the requested variation: 
 
To ask the following professional organisations to advertise the study to their members: 
 
Australian Clinical Supervision Association (ACSA) 
Australian Association of Supervision (AAOS) 
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Australian Association of Social Work (AASW) 
Psychotherapy and Counselling Federation of Australia (PACFA) 
Occupational Therapy Australia Ltd (OTAUS) 
Australian Psychological Society (APS) 
Australian Clinical Psychology Association (ACPA) 

Australian College of Nursing (ACN) 
Australian Nursing and Midwifery Federation (ANMF) 
Royal Australia New Zealand College of Psychiatry (RANZCP) 
Australian Counselling Association (ACA) 
Health Education Training Institute (HETI) 
Australian College of Mental Health Nurses (ACMHN) 
Australian Association of Family Therapy (AAFT) 
AMOVITA supervision training 
Unique Outcomes supervision training 
Uniting Care 
Relationship Services Australia 

MIND Australia 
 
This decision is subject to ratification at the next meeting of the HREC.  However, you are 
authorised to immediately commence the revised project on this basis.  I will only contact 
you again about this matter if the HREC raises any additional questions or comments about 
this variation. 
 
Regards 
Human Research Ethics 
Office for Research 
Griffith University   
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If yes, please specify which items. 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

________________ 

 

Are there any items that you think should be reworded in the GSAT?  

 

Yes     No  

If yes, which items would you reword? Please specify. 

 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

________________ 

Is there any other feedback you have on using the GSAT? 

 

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

________________ 
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a supervisor competency tool.  

 

Risks to you. The study requires you to complete an online non-
identified survey which includes several measures 
about clinical supervision; we do not anticipate any 
risks to you. The survey is being conducted using 
Survey Monkey which is based in the USA. It is 
important to be aware that information you provide 
on this survey will be transferred to a US based 
Survey Monkey server, by completing the survey 
you agree to this transfer. 
 

Your confidentiality. Your responses will be entirely confidential. We 
cannot link your responses to your email address 
and therefore cannot identify which responses are 
yours. Your responses will be stored on secure IT 
equipment, only accessible by the research team. 
You will not be identified in any publications 
resulting from this research.  

Your participation is voluntary. Your participation is voluntary. If you decide to 
withdraw from this study it will in no way impact on 
your relationship with Griffith University, or any 
other organisation that may have directed you to 
this study. You are free to withdraw from the study 
at any time by closing the survey before submitting. 
After submitting your responses, it will not be 
possible to withdraw from the study, as we have no 
way of identifying your individual results. 
 

Questions and further 
information. 

For additional information about this research, 
please contact Sarah Hamilton by email. 

sarah.hamiton@griffithuni.edu.au 

 

Ethical conduct of research. Griffith University conducts research in accordance 
with the National Statement on Ethical Conduct in 
Human Research. If you have any concerns or 
complaints about the ethical conduct of this research, 
project you should contact the Manager, Research 
Ethics  

 

Feedback to you. You can receive a summary of the study results 
through contacting the research team directly via 
the email address provided. This will be distributed 
when the research is completed. 
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Prize draw terms and conditions 

The following Terms and Conditions are based upon the Queensland regulatory 
arrangements: 

1. By electing to participate, you accept these terms and conditions as governing the 
prize draw.  Instructions on how to enter the prize draw and details advertising the 
survey form part of the conditions.  Any personal information you provide to us in 
the course of entering the prize draw will be dealt with by us in accordance with 
our privacy policy (published at:  http://www.griffith.edu.au/privacy-plan ) 

2. One (1) prize will be awarded in the Study 1 supervisee prize draw, being an 
Australia Post Visa Gift Card to the value of $200.  Should the advertised prize 
become unavailable as a result of circumstances beyond our control, we are free 
(at our sole discretion) to substitute a cash prize equivalent to the value of the 
prize advertised.  

3. Entry is free.  Entry is open between XXXX and XXXX (to be advised) your entry 
is automatic on completion of the survey.  Entries received after the closing date 
will not be accepted. 

4. To enter the prize draw, you must:   
a. be over 18 years of age; 
b. be a research participant;  
c. return your complete the online survey; and 

d. provide adequate contact details to the researcher (eg. email address). 
5. You may only submit one entry in the prize draw.  
6. All survey and other materials provided by you become our property.  No 

responsibility is taken for late, lost or misdirected surveys or entries. 
7. Following the closing date, the prize winners will be selected randomly from valid 

entries received.   Each entry can only be drawn once. 
8. Subject to system malfunction, the draw will occur on XXXX (to be advised).  If 

the systems supporting the draw are not functioning as they should when the 
draw is due, the draw will be held as soon as possible once the systems become 
functional again.  Prize winners do not need to be present at the time of the draw. 

9. Prize winner names will not be published. 
10. The prize winner will be contacted by phone and asked to provide a postal 

address.  If an address has not been supplied, the entry will be treated in 
accordance with clause 14. The prize will be mailed within two weeks of the draw. 

11. The right to a prize is not transferable or assignable to another person.   
12. If the prize winner cannot be contacted within three (3) months of the draw, then 

that person9s right to the prize is forfeited and the prize will be treated as an 
unclaimed prize.   

13. Only one redraw of the unclaimed prize will take place.  The redraw prize winner 
will be randomly selected from remaining valid entries and notified within two (2) 
weeks of the redraw.  If the redraw prize winner cannot be contacted within three 
(3) months of the redraw, then we may determine that the relevant prize will not 
be awarded. 
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Who is conducting the 
research? 

Ms Sarah Hamilton, Doctor of Philosophy 
candidate, School of Human Services and Social 
Work, Griffith University, Professor Analise 
O9Donovan, Associate Professor Lynne Briggs, and 
Dr Maddy Slattery  
Contact Email: sarah.hamilton@griffithuni.edu.au 

 

Why is the research being 
conducted? 

This research aims to validate the Generic Clinical 
Supervision Assessment Tool (GSAT) for assessing 
the generic skills and competencies of clinical 
supervisors. The study forms part of the student 
investigator9s research to fulfil Griffith University9s 
requirements for completion of a Doctorate of 
Philosophy. 

What you will be asked to do? You will be asked to complete the Generic 
Supervision Assessment Tool a short survey about 
the use of this tool, demographic information and 
three other brief supervision rating scales which 
focus on your perceptions of your last supervision 
session. The questionnaires should take you 
approximately 20-30 minutes to complete. 

 

The basis by which participants 
will be selected or screened? 

You must currently be receiving clinical supervision.  
For this research, clinical supervision is defined as 
a designated interaction between two or more 
practitioners, within a safe and supportive 
environment, which enables a process of reflective, 
critical analysis of care, to ensure quality consumer 
services. It can be broadly defined as a working 
alliance where the primary intention of the 
interaction is to enhance knowledge, skills and 
attitudes. 

The expected benefits of 
research. 

You may not receive any direct benefit from 
participating in this research, although you could 
use it as an opportunity to reflect on your 
experience as a supervisee and assist in informing 
a supervisor competency tool.  

 

Risks to you. The study requires you to complete a non-identified 
online survey which includes several measures 
about clinical supervision; we do not anticipate any 
risks to you. The survey is being conducted using 
Survey Monkey which is based in the USA. It is 
important to be aware that information you provide 
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on this survey will be transferred to a US based 
Survey Monkey server, by completing the survey 
you agree to this transfer. 

Your confidentiality. Your responses will be entirely confidential. We 
cannot link your responses to your email address 
and therefore cannot identify which responses are 
yours. Your responses will be stored on secure IT 
equipment, only accessible by the research team. 
You will not be identified in any publications 
resulting from this research.  

Your participation is voluntary. Your participation is voluntary. If you decide to 
withdraw from this study it will in no way impact on 
your relationship with Griffith University, or any 
other organisation that may have directed you to 
this study. You are free to withdraw from the study 
at any time by closing the survey before submitting. 
After submitting your responses, it will not be 
possible to withdraw from the study, as we have no 
way of identifying your individual results. 
 

Questions and further 
information. 

For additional information about this research, 
please contact Sarah Hamilton by email. 

sarah.hamiton@griffithuni.edu.au 

 

Ethical conduct of research. Griffith University conducts research in accordance 
with the National Statement on Ethical Conduct in 
Human Research. If you have any concerns or 
complaints about the ethical conduct of this research, 
project you should contact the Manager, Griffith 
University Research Ethics research-
ethics@griffith.edu.au  
 

Feedback to you. You can receive a summary of the study results 
through contacting the research team directly via 
the email address provided. This will be distributed 
when the research is completed. 

Prize draw terms and conditions 

The following Terms and Conditions are based upon the Queensland regulatory 
arrangements: 

1. By electing to participate, you accept these terms and conditions as governing the 
prize draw.  Instructions on how to enter the prize draw and details advertising the 
survey form part of the conditions.  Any personal information you provide to us in 
the course of entering the prize draw will be dealt with by us in accordance with 
our privacy policy (published at:  http://www.griffith.edu.au/privacy-plan ) 
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2. One (1) prize will be awarded in the Study 1 supervisee prize draw, being an 
Australia Post Visa Gift Card to the value of $200.  Should the advertised prize 
become unavailable as a result of circumstances beyond our control, we are free 
(at our sole discretion) to substitute a cash prize equivalent to the value of the 
prize advertised.  

3. Entry is free.  Entry is open between XXXX and XXXX (to be advised) your entry 
is automatic on completion of the survey.  Entries received after the closing date 
will not be accepted. 

4. To enter the prize draw, you must:   
a. be over 18 years of age; 
b. be a research participant;  
c. return your complete the online survey; and 

d. provide adequate contact details to the researcher (eg. email address). 
5. You may only submit one entry in the prize draw.  
6. All survey and other materials provided by you become our property.  No 

responsibility is taken for late, lost or misdirected surveys or entries. 
7. Following the closing date, the prize winners will be selected randomly from valid 

entries received.   Each entry can only be drawn once. 
8. Subject to system malfunction, the draw will occur on XXXX (to be advised).  If 

the systems supporting the draw are not functioning as they should when the 
draw is due, the draw will be held as soon as possible once the systems become 
functional again.  Prize winners do not need to be present at the time of the draw. 

9. Prize winner names will not be published. 
10. The prize winner will be contacted by phone and asked to provide a postal 

address.  If an address has not been supplied, the entry will be treated in 
accordance with clause 14. The prize will be mailed within two weeks of the draw. 

11. The right to a prize is not transferable or assignable to another person.   
12. If the prize winner cannot be contacted within three (3) months of the draw, then 

that person9s right to the prize is forfeited and the prize will be treated as an 
unclaimed prize.   

13. Only one redraw of the unclaimed prize will take place.  The redraw prize winner 
will be randomly selected from remaining valid entries and notified within two (2) 
weeks of the redraw.  If the redraw prize winner cannot be contacted within three 
(3) months of the redraw, then we may determine that the relevant prize will not 
be awarded. 

14. This prize cannot be substituted for another prize at the election of the prize-
winner.  

15. We are not liable for any loss, expense, damage or injury sustained by any 
entrant in connection with this prize draw, the prize or redemption of the prize, 
except for any liability which cannot be excluded by law (in which case, that 
liability is limited to the minimum allowable by law). 

We may suspend the promotion if we determine that the integrity or administration of the 
promotion has been adversely affected due to circumstances beyond its control. We may 
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disqualify any individual who tampers with the entry process. 

 

Informed Consent 

By clicking <next=, I confirm that I have read and understood the information package, that 
I agree to participate in the project, and that my de-identified data may be used and 
published. In particular have noted that: 

• I understand that my involvement in this research will include answering questions 
relating to the clinical supervision that I receive; 

• I have had any questions regarding the research project answered to my 
satisfaction; 

• I understand the risks involved; 

• I understand that there will be no direct benefit to me from my participation in this 
research, apart from the opportunity to reflect on my experience as a supervisee. 

• I understand that my participation in this research is voluntary; 

• I understand that if I have any additional questions I can contact the research 
team; 

• I understand that I am free to withdraw at any time prior to submitting my 
responses, without explanation or penalty; 

• I understand that I can contact the Manager, Research Ethics, at Griffith University 
Human Research Ethics Committee if I have any concerns about the ethical 
conduct of the project.  
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8     Psychologist 

9     Occupational Therapist 

10   Social Worker 

11   Speech Therapist 

12   Pharmacist (mental health) 

13   Lived Experience workforce (consumer, carer, peer) 

14   Student 

15   Other 

___________________________________________________ 

5. 

What is 

your area of 

practice? 

1    Adult Mental Health 

2    Health  

3    Forensics 

4     Child and Youth 

5    Housing 

6    Community agency  

7    Rehabilitation 

8     Older Persons 

9     Management 

10   Education    

11   Drug and Alcohol  

12   Other (please specify) ____________________________________ 

6. 

What is 

your highest 

qualification

? 

1    Undergraduate University Degree (including honours) 

2    Postgraduate University Diploma (includes grad certificate) 

3    Master9s degree 

4    Hospital-Based Nursing Training 

5    Doctorate / Doctor of Philosophy 

6    Other (please specify)____________________________________ 
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7. 

What 

forms of 

supervisio

n do you 

receive? 

(please 

tick all 

that 

apply) 

1    Operational/Management 

2    Clinical  

3    Professional 

4    Peer 

5    Group 

6    Cultural 

7    Other (please specify) 

_______________________________________________ 

 

8.  

Is 

receiving 

supervisio

n required 

as part of 

your job 

descriptio

n? 

 

 Yes                           1  

 

No                         2  

9. 

How long 

have you 

been 

receiving 

clinical 

supervisio

n from 

your 

current 

superviso

r? 

1    6mths to 11 months. 

2    1-2 years 

3    3-5 years 

4    6-8 years 

5    9-10 years 

6    More than 10 years 

10. 

What 

format of 

supervisio

n do you 

1    Individual  

2    Group 

3    Mixture 
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participat

e in? 

11. 

How 

ofte

n do 

you 

atte

nd 

sup

ervis

ion? 

Weekly 

 

1 

Fortnightly 

 

2 

Monthly 

 

3 

Other 

 

(please specify) 

4 

12. 

Is your clinical 

supervisor also 

your 

operational or 

management 

supervisor 

Yes                              1     No  2  

13. 

Is your 

supervisor from 

the same 

discipline as 

you? 

1    Same discipline 

2    Other discipline 

14. 

What is the 

gender of your 

current clinical 

supervisor? 

1   Male        

2   Female    

3   Other (please specify)    

______________________________________ 

15. Did you 

choose your 

current clinical 

supervisor? 

Yes                            1      No    2      

16.  

Have you 

attended 

Yes                           1     No    2  
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training in 

Supervision in 

the last 5 

years? 

17. 

 Of the supervision training you have attended over the last five years was the delivery: 

1    Online 

2    Face-to-face workshop 

3    A mixture of both 

4    Other 

______________________________________________________________________
____ 

18. 

What were the top three aspects of knowledge and or skills that you applied to your 

practice from your most recent supervision training? (please specify) 

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
________________________ 

 

19. 

Do you pay for any of your 

clinical supervision? 

If no, continue to 

question 24. 

Yes                    1    No     2    

20. 

If yes, what is the hourly 

rate you pay for 

supervision? 

 

$____________________________ 

21. 

Do you consider this this 

fee to be? 

1    Generous 

2    Fair 

3    Good 
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4    High  

5    Unjustified 

22. 

If you are paying for 

supervision did the cost 

influence your choice of 

supervisor? 

Yes                 
1 

 No 2   
 

23. 

Does your employer 

contribute to the cost of 

your supervision? 

Yes                 
1 

 No 2   
 

24.  

If you were to receive the most optimal supervision what would it look like? (please 

specify) 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

__________________________________________________________________ 

 

25. 

What would optimise your supervision? (please specify) 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

________________________ 
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11  Education  

12  Other (please specify)  

4. 

What is your 

highest 

qualification? 

1    Undergraduate University Degree (including honours) 

2    Postgraduate University Diploma (includes grad certificate) 

3   Master’s degree 

4   Hospital-Based Nursing Training 

5    Doctorate / Doctor of Philosophy 

6    Other (please specify) 

5. What 
types of 
supervision 
do your 
provide? 
(tick multiple 
options if 
applicable) 

1    Operational/Management 

2    Clinical  

3    Professional 

4    Peer 

5    Group 

6    Cultural 

7    Other (please specify) 

 

 

6. 

What format of supervision do you 
provide? 

 

1    Individual  

2    Group 

3    Mixture 

 

7. 

Is supervision required as part of your job 
description? 

Yes            1 
 

No         2  

8. 

Are your supervisees from the same 
discipline as you? 

1    Same discipline 

2    Other disciplines 

       3    A mix of same and  other  
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9. 

How many supervisees are you currently 
providing supervision for? 

1    1-2 

2    3-4 

3    5-6 

4    7-10 

5    11-20 

6    More than 20 

10. Outside of your scheduled supervision 
sessions, approximately how much time 
each week is devoted to supervisory 
related tasks? (i.e. administration, reviews, 
emails) 

1    0-15 minutes 

2    16-30 minutes 

3    31-45 minutes 

4    46-60 minutes 

5    61-90 minutes 

6    91-120 minutes 

7    120+ minutes 

11. 

How long have you been offering clinical 
supervision? 

1    1mth to 11 months. 

2    1-2 years 

3    3-5 years 

4    6-10 years 

5    More than 10 years 

12. 

Do you participate in your own clinical 
supervision of practice?  

 

Yes            1 

 
No         2  

13. 

Do you participate in your own supervision 
of your supervision? 

Yes            1 
 

No         2  

 14. No                 1     

Sometimes   2     



319 

 

 

Do you charge a fee for 
providing clinical 
supervision? 

Always          3     

 

15. 

If yes, what is your hourly 
rate for supervision? 

 

$_______________________________ 

16. 

Do you have a formal qualification in clinical supervision? 

 (eg. Post Graduate Diploma in Clinical Supervision) 

Yes          1    

Please specify 

 

  

No        

2       

17. 

Have you attended training in Clinical Supervision in the last 5 

years? 

Yes           1   No         

2      

18. 

Of the majority of the training you have attended over the last five years was the delivery: 

1    Online 

2    Face-to-face workshop 

3    A mixture of both 

4    Other 

__________________________________________________________________________ 

19. 

Over the last 5 years what is the total amount of supervision 

training days you have attended? 

Please specify  

_______________ (days) 

20.  

Overall was your supervision training provided by your: 

1    workplace 

2    private provider 

3    mix of both workplace and private 

21.  

Did your workplace require evidence of supervision training prior 

to including supervision as part of your work requirement? 

Yes         1   No         2  
    
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22.  

What were the top three aspects of knowledge and or skills that you have applied to your 

practice from your most recent clinical supervision training? (please specify) 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

______ 

23.  

If you were to provide the most optimal supervision what would it look like? 

(please specify) 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

______ 

 

 

Thank you for participating in this study. 
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B5 
Supervision goals were formulated collaboratively and 
articulated clearly 1 2 3 4 5 6 7 N/A 

B6 
In supervision, I felt comfortable discussing difficulties, 
dilemmas and aspects that required improvement 1 2 3 4 5 6 7 N/A 

B7 
Supervisory feedback about case management 
significantly improved my effectiveness with clients 1 2 3 4 5 6 7 N/A 

B8 
Supervision has enhanced my self-awareness as a 
person 1 2 3 4 5 6 7 N/A 

B9 
The supervisor was approachable, caring and 
supportive 1 2 3 4 5 6 7 N/A 

B10 
Supervisory feedback was constructive and 
informative (e.g., explaining what could be better and 
how I could make progress) 

1 2 3 4 5 6 7 N/A 

B11 
The supervisor was knowledgeable, explained 
theoretical concepts and enunciated their practice 
applications 

1 2 3 4 5 6 7 N/A 

B12 
Supervision goals and competencies were designed to 
match my developmental needs 1 2 3 4 5 6 7 N/A 

B13 
The supervisor improved my awareness and analyses 
of how socio-cultural values affected the processes 
and outcomes of my professional work 

1 2 3 4 5 6 7 N/A 

B14 
Supervision sessions were thoughtfully structured and 
supervision activities were goal driven 1 2 3 4 5 6 7 N/A 

B15 
The supervisor was sensitive to the impact of client 
work on my emotional wellbeing and self-care needs 1 2 3 4 5 6 7 N/A 

B16 
The supervisor enhanced my skills to deal with socio-
cultural issues in an interpersonally sensitive manner 1 2 3 4 5 6 7 N/A 

B17 
The supervision experience has given me a richer and 
more accurate appraisal of myself as a therapist and 
professional 

1 2 3 4 5 6 7 N/A 

B18 
Through supervision I have significantly enhanced my 
practitioner-client alliance skills 1 2 3 4 5 6 7 N/A 

B19 
The supervisor improved my awareness and analyses 
of how ethical issues affected client care and 
professional activities 

1 2 3 4 5 6 7 N/A 

B20 
Supervision provided a safe place for emotional 
ventilation and support 1 2 3 4 5 6 7 N/A 
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B21 
The supervision experience has enhanced my respect 
and love for my profession and developed my identity 
as a practitioner. 

1 2 3 4 5 6 7 N/A 

B22 
The supervisor helped me understand how evidence-
based principles were translated into practice 
guidelines 

1 2 3 4 5 6 7 N/A 

B23 
The supervisor helped me understand my patterns of 
emotional responding (including, when appropriate, 
transference reactions) in client work 

1 2 3 4 5 6 7 N/A 

B24 
The supervisor helped me gain a deeper appreciation 
for the value of using scientific methods and principles 
to shape professional practice 

1 2 3 4 5 6 7 N/A 

B25 
Supervision has helped me develop a richer and more 
inclusive analyses of case material and better case 
conceptualisation competencies 

1 2 3 4 5 6 7 N/A 

B26 
The supervisor enhanced my competence in making 
accurate diagnoses 1 2 3 4 5 6 7 N/A 
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Appendix 16: Pilot & EFA Supervisor Online Survey Example PDF  
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Appendix 17: GSAT Project Advert Template (Pilot, EFA & CFA)  

Advertisement template for Newsletters 

My name is Sarah Hamilton, I am a HDR Candidate with the Griffith University School of Human 
Services and Social Work and currently undertaking a study to validate a competency tool for assessing 
clinical supervisors titled; 8A psychometric validation of the Generic Supervision Assessment Tool 
(GSAT) for assessing competency among clinical supervisors’. I am seeking supervisors and 
supervisees interested in participating in the research. 

About the research 

Clinical supervision is important for professional development, support, and quality clinical outcomes. 
This research aims to evaluate a new rating scale, the Generic Supervision Assessment Tool (GSAT), 
comprising of 32 questions, which could be used for assessing the generic skills and competencies of 
clinical supervisors.  

The research team 

The research team consists of Associate Professor Lynne Briggs Head School Griffith University School 
of Human Services and Social Work, Professor Analise O9Donovan Head School Griffith University 
School of Applied Psychology, Dr Maddy Slattery Senior Lecturer Griffith University School of Human 
Services and Sarah Hamilton HDR Candidate Griffith University School of Human Services and Social 
Work. 

You are invited to participate 

If you are a supervisor or supervisee currently active in supervision we would like to invite you to 
participate in an online survey for the purpose of validating the GSAT as a tool for assessing supervisor 
competency. You will be asked to complete the Generic Clinical Supervision Assessment Tool and a 
short survey about the use of this tool. You will also be asked to provide some demographic information 
and complete other brief supervision rating scales which focus on your perceptions of your last 
supervision session. The questionnaires should take you approximately 20-30 minutes to complete. 

Information sheet and consent to participate 

Information and consent for participation in the research is outlined at the beginning of the online Survey 
Monkey. By continuing to proceed with the online survey you will be expressing your consent to 
participate.  

Thank you for your participation. 

Link to the online survey to be inserted 

Yours sincerely 

Sarah Hamilton 

HDR Candidate Griffith University  

Sarah.hamilton@griffithuni.edu.au 
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Appendix 18: Pilot & EFA Research Information Email Version  

Dear clinical supervisors and clinical supervisees, 

 

Clinical supervision is important for professional development, support, and quality clinical 
outcomes. We are conducting a two-part research project that aims to evaluate a new 32 item 
rating scale, the Generic Supervision Assessment Tool (GSAT). We invite you to participate in this 
research to help us to understand how the quality of clinical supervision practice can be assessed 
using this tool. 

Who Can Participate? 

Practitioners who currently participate in regular clinical supervision as supervisors and/or 
supervisees.  

How Can You Participate? 

Supervisors and supervisees complete the GSAT, demographic information, a GSAT experience 
questionnaire and brief supervision rating scales that focus on supervision and perceptions of 
supervisors9 skills. This online survey should take approximately 20-30 minutes to complete. 

Ethical approval has been obtained for this research from Griffith University and Metro South 
Health Research Ethics Committee. If you have any concerns or complaints about the ethical 
conduct of this research, project you should contact the Manager, Research Ethics.  

If you are interested in participating in the research project and/or would like more information, 
please contact Sarah Hamilton on sarah.hamilton@griffithuni.edu.au and she will provide you with 
further information. Please also feel free to contact Sarah should you have any questions or would 
like any further information on the project. 

 

Kind regards 

Sarah Hamilton 

 

HDR Candidate  

Griffith University  

Sarah.hamilton@griffith.edu.au 
  






































































































































































































































































































