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Abstract

Background Providing positive and supportive environments for nurses and midwives working in ever-changing
and complex healthcare services is paramount. Clinical supervision is one approach that nurtures and supports
professional guidance, ethical practice, and personal development, which impacts positively on staff morale and
standards of care delivery. In the context of this study, peer group clinical supervision provides allocated time to
reflect and discuss care provided and facilitated by clinical supervisors who are at the same grade/level as the
supervisees.

Methods To explore the clinical supervisor's experiences of peer group clinical supervision a mixed methods

study design was utilised within Irish health services (midwifery, intellectual disability, general, mental health). The
Manchester Clinical Supervision Scale was used to survey clinical supervisors (n=36) and semi-structured interviews
(n=10) with clinical supervisors were conducted. Survey data were analysed through SPSS and interview data were
analysed utilising content analysis. The qualitative and quantitative data’s reporting rigour was guided by the CROSS
and SRQR guidelines.

Results Participants generally had a positive encounter when providing clinical supervision. They highly appreciated
the value of clinical supervision and expressed a considerable degree of contentment with the supervision they
provided to supervisees. The advantages of peer group clinical supervision encompass aspects related to self (such as
confidence, leadership, personal development, and resilience), service and organisation (including a positive working
environment, employee retention, and safety), and patient care (involving critical thinking and evaluation, patient
safety, adherence to quality standards, and elevated levels of care).

Conclusion There are many benefits of peer group clinical supervision at an individual, service, organisation, and
patient level. Nevertheless, there is a need to address a lack of awareness and misconceptions surrounding clinical
supervision to create an environment and culture conducive to realising its full potential. It is crucial that clinical
supervision be accessible to nurses and midwives of all grades across all healthcare services, with national planning to
address capacity and sustainability.
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Background

Within a dynamic healthcare system, nurses and mid-
wives face growing demands, underscoring the necessity
for ongoing personal and professional development. This
is essential to improve the effectiveness and efficiency
of care delivery for patients, families, and societies.
Despite the increased emphasis on increasing the qual-
ity and safety of healthcare services and delivery, there
is evidence highlighting declining standards of nursing
and midwifery care [1]. The recent focus on re-affirming
and re-committing to core values guiding nursing and
midwifery practice is encouraging such as compassion,
care and commitment [2], competence, communication,
and courage [3]. However, imposing value statements
in isolation is unlikely to change behaviours and greater
consideration needs to be given to ways in which com-
passion, care, and commitment are nurtured and ulti-
mately applied in daily practice. Furthermore, concerns
have been raised about global staff shortages [4], the
evidence suggesting several contributing factors such as
poor workforce planning [5], job dissatisfaction [6], and
healthcare migration [7]. Without adequate resources
and staffing, compromising standards of care and threats
to patient safety will be imminent therefore the impor-
tance of developing effective strategies for retaining com-
petent registered nurses and midwives is paramount in
today’s climate of increased staff shortages [4]. Clinical
supervision serves as a means to facilitate these advance-
ments and has been linked to heightened job satisfaction,
enhanced staff retention, improved staff effectiveness,
and effective clinical governance, by aiding in qual-
ity improvements, risk management, and heightened
accountability [8].

Clinical supervision is a key component of profes-
sional practice and while the aim is largely known, there
is no universally accepted definition of clinical supervi-
sion [8]. Clinical supervision is a structured process
where clinicians are allowed protected time to reflect on
their practice within a supportive environment and with
the purpose of developing high-quality clinical care [9].
Recent literature published on clinical supervision [8-16]
highlights the advantages and merits of clinical supervi-
sion. However, there are challenges also identified such
as a lack of consensus regarding the meaning and goal,
implementation issues, variations in approaches in its
operationalisation, and an absence of research evidence
on its effectiveness. Duration and experience in clinical
supervision link to positive benefits [8], but there is little
evidence of how clinical supervision altered individual
behaviours and practices. This is reinforced by Kuhne
et al, [15] who emphasise that satisfaction rather than
effectiveness is more commonly examined. It is crucial
to emphasise that reviews have pinpointed that clinical
supervision lowers the risks of adverse patient outcomes
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[9] and demonstrates enhancements in the execution of
certain care processes. Peer group clinical supervision is
a form of clinical supervision whereby two or more prac-
titioners engage in a supervision or consultation process
to improve their professional practice [17]. There is lim-
ited evidence regarding peer group clinical supervision
and research on the experiences of peer clinical super-
vision and stakeholders is needed [13]. In Ireland, peer
group clinical supervision has been recommended and
guidelines have been developed [18]. In the Irish context,
peer clinical supervision is where both clinical supervis-
ees and clinical supervisors are peers at the same level/
grade. However, greater evidence is required to inform
future decisions on the implementation of peer group
clinical supervision and the purpose of this study is to
explore clinical supervisors’ experiences of peer group
clinical supervision. As the focus is on peer group super-
visors and utilising mixed methods the experiences of
the other stakeholders were investigated and reported
separately.

Method

Design

A mixed methods approach was used (survey and semi-
structured interviews) to capture clinical supervisor’s
experiences of clinical supervision. The study adhered to
the Consensus-Based Checklist for Reporting of Survey
Studies guidelines [19] (Supplementary File S1) and Stan-
dards for Reporting Qualitative Research guidelines [20]
(Supplementary File S2).

Participants

This study was conducted with participants who suc-
cessfully completed a professionally credited award:
clinical supervision module run by a university in Ire-
land (74 clinical supervisors across 5 programmes over
3 years). The specific selection criteria for participants
were that they were registered nurses/midwives deliv-
ering peer group clinical supervision within the West
region of Ireland. The specific exclusion criteria were as
follows: (1) nurses and midwives who haven't finished the
clinical supervision module at the University, (2) newly
appointed peer group clinical supervisors who have yet
to establish their groups and initiate the delivery of peer
group clinical supervision.

Measures and procedures

The Manchester Clinical Supervision Scale-26 was used
to survey participants in February/March 2022 and mea-
sure the peer group clinical supervisors’ overall experi-
ences of facilitating peer group clinical supervision. The
Manchester Clinical Supervision Scale-26 is a validated
26-item self-report questionnaire with a Likert-type
(1-5) scale ranging from strongly disagree (1) to strongly
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agree (5) [21]. The Manchester Clinical Supervision
Scale-26 measures the efficiency of and satisfaction with
supervision, to investigate the skills acquisition aspect of
clinical supervision and its effect on the quality of clini-
cal care [21]. The instrument consists of two main sec-
tions to measure three (normative, restorative, and
formative) dimensions of clinical supervision utilising six
sub-scales: (1) trust and rapport, (2) supervisor advice/
support, (3) improved care/skills, (4) importance/value of
clinical supervision, (5) finding time, (6) personal issues/
reflections and a total score for the Manchester Clinical
Supervision Scale-26 is also calculated. Section two con-
sisted of the demographic section of the questionnaire
and was tailored to include eight demographic questions
concerning the supervisor’s demographics, supervisee
characteristics, and characteristics of clinical supervision
sessions. There were also two open field questions on
the Manchester Clinical Supervision Scale-26 (model of
clinical supervision used and any other comments about
experience of peer group clinical supervision). The main
question about participants’ experiences with peer clini-
cal supervision was “What was your experience of peer
clinical supervision?” This was gathered through indi-
vidual semi-structured interviews lasting between 20 and
45 min, in March/April 2022 (Supplementary file 3).

Ethical considerations

Health service institutional review boards of two Univer-
sity hospitals approved this study (Ref: 091/19 and Ref:
C.A. 2199). Participants were recruited after receiving
a full explanation of the study’s purpose and procedure
and all relevant information. Participants were aware of
potential risks and benefits and could withdraw from
the study, or the survey could be stopped at any time.
Informed consent was recorded, and participant iden-
tities were protected by using a pseudonym to protect
anonymity.

Data analysis method

Survey data was analysed using the data analysis software
package Statistical Package for the Social Sciences, ver-
sion 26 (SPSS Inc., Chicago, Il, USA). Descriptive analysis
was undertaken to summarise responses to all items and
categorical variables (nominal and ordinal) were analysed
using frequencies to detail the number and percentage
of responses to each question. Scores on the Manchester
Clinical Supervision Scale-26 were reverse scored for 9
items (Q1-Q6, Q8, Q20,21) and total scores for each of
the six sub-scales were calculated by adding the scores for
each item. Raw scores for the individual sub-scales var-
ied in range from 0 to 20 and these raw scores were then
converted to percentages which were used in addition to
the raw scores for each sub-scale to describe and sum-
marise the results of the Manchester Clinical Supervision
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Scale-26. Cronbach’s alpha coefficient was undertaken
with the 26 questions included within the Manches-
ter Clinical Supervision Scale-26 and more importantly
with each of the dimensions in the Manchester Clinical
Supervision Scale-26. The open-ended questions on the
Manchester Clinical Supervision Scale-26 and interviews
were analysed using content analysis guided by Colorafi
and Evans [22] and categories were generated using their
eight steps, (1) creating a coding framework, (2) adding
codes and memos, (3) applying the first level of coding,
(4) categorising codes and applying the second level of
coding, (5) revising and redefining the codes, (6) adding
memos, (7) visualising data and (8) representing the data.

Research rigour

To ensure the validity and rigour of this study the
researchers utilised the Manchester Clinical Supervision
Scale-26 a recognised clinical supervision tool with good
reliability and wide usage. Interviews were recorded,
transcribed, and verified by four participants, data were
collected until no new components appeared, data col-
lection methods and analysis procedures were described,
and the authors’ biases were minimised throughout the
research process. The Manchester Clinical Supervision
Scale-26 instrument internal consistency reliability was
assessed which was overall good (a=0.878) with indi-
vidual subscale also good e.g., normative domain 0.765,
restorative domain 0.864, and formative domain 0.900.
Reporting rigour was demonstrated using the Consen-
sus-Based Checklist for Reporting of Survey Studies
guidelines [19] and Standards for Reporting Qualitative
Research guidelines [20].

Results
Quantitative data
Participant and clinical supervision characteristics
Thirty-six of the fifty-two (69.2%) peer group clinical
supervisors working across a particular region of Ire-
land responded to the Manchester Clinical Supervision
Scale-26 survey online via Qualtrics. Table 1 identifies
the demographics of the sample who were predominantly
female (94.4%) with a mean age of 44.7 years (SD. 7.63).
Peer group clinical supervision session characteristics
(Table 2) highlight over half of peer group clinical super-
visors (n1=20, 55.6%) had been delivering peer group clin-
ical supervision for less than one year and were mainly
delivered to female supervisees (n=28, 77.8%). Most peer
group clinical supervision sessions took place monthly
(n=32, 88.9%) for 31-60 min (n=27, 75%).

Manchester Clinical Supervision Scale-26 results

Participants generally viewed peer group clinical super-
vision as effective (Table 3), the total mean Manchester
Clinical Supervision Scale-26 score among all peer group
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Table 1 Participant socio demographic characteristics (n=36)
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Table 2 Characteristics of clinical supervision sessions (n=236)

Participant characteristic n % Supervisee characteristic n %
Gender Supervisee allocated or chosen
Female 34 944 Allocated 23 639
Male 2 56 Chosen 6 167
Age Other — Invited supervisees to attend clinical supervision 4 11.2
Mean (SD) age in years 447 (7.63) Other - Both allocated session and chosen by supervisee 1 28
Professional Discipline Supervisee junior or senior to supervisor
Nursing (General) 16 444 Junior 2 56
Nursing (Mental Health) 6 16.7 Senior 10 278
Nursing (Intellectual Disability) 5 139 Same grade 16 444
Midwifery 4 11.1 Other - Different speciality/non-nursing 2 56
Other -Paediatrics 1 28 Other - External to organisation and grade unknown 6 166
Other - Public Health 2 55 Supervisee Gender
Other — Nursing Education 1 2.8 Male 4 1.1
Other - cANP 1 2.8 Female 28 778
Experience in Nursing/Midwifery Combination of male and female 4 111
Less than 1 year 0 0 Supervisee Age
1-5 years 0 0 25-39 years 3 83
5-10 years 2 56 40-50 years 18 50
10-15 years 4 1.1 51-65 years 15 417
More than 15 years 30 83.3 Supervisee Professional Discipline
Current Role Nursing (General) 19 528
Registered Staff Nurse 1 28 Nursing (Mental Health) 12 333
Registered Midwife 1 2.8 Nursing (Intellectual Disability) 2 56
Advanced Nurse/Midwife Practitioner 3 8.3 Other - Public Health Nurses 2 56
Clinical Nurse/Midwife Specialist 7 194 Other - Nursing and Social Care 1T 28
Clinical Nurse/Midwife Manager 1 5 139
Clinical Nurse/Midwife Manager 2 8 222 clinical supervisors was 76.47 (SD. 12.801) out of 104,
Clinical Nurse/Midwife Manager 3 4 1.1 Surpassing the clinical supervision threshold score of
Assistant Director of Nursing 1 28 73, which was established by the developers of the Man-
Other - Clinical Public Health Nurse 2 56 chester Clinical Supervision Scale-26 as the benchmark
Other - Director CNME 1 28 indicating proficient clinical supervision provision [21].
Other - Director of Nursing 1 28 Of the three domains; normative, formative, and restor-
Other - Practice Development 1 28 ative, the restorative domain scored the highest (mean
Current Area of Practice 28.56, SD. 6.67). The mean scores compare favourably
Inpatient 13 367 to that of the Manchester Clinical Supervision Scale-26
Community 15 41.7 benchmark data and suggest that the peer group clini-
Both Inpatient and Community 4 1.1 cal supervisors were satisfied with both the level of sup-
Other — Acute Services but outpatient based 1 238 port, encouragement, and guidance they provided and
Other - Education ! 28 the level of trust/rapport they had developed during the
Other-1CU ! 28 peer group clinical supervision sessions. 83.3% (1#=30) of
Other - Liaison W 28 peer group clinical supervisors reported being either very
Length of Time in Current Role satisfied (n=12, 33.3%) or moderately satisfied (n=18,
Less than one year 3 83 50%) with the peer group clinical supervision they cur-
1-2 years 9 25 . 1 ..
3.5 years . 5 r§ntly,l dehvere.d. Within thfe peer group cllmc:l super-
More than 5 years 8 % visor’s supervisee rel‘ated issues (n= 170, 47.2%), work
Geographical Location for Work fenwronment-related issues (n=16, 44.4%), staff-related
Galway 9 5 issues (nf15, 41‘.7%) were reported‘ as the mf)st frequent
Mayo 4 o issues, with patient/client relatfed issues being less fre-
Roscommon ; 194 quent (n=8, 22.2%). The most identified model used to
Limerick 13 361 facilitate peer group clinical supervision was the Proctors
Clare 3 56 model (n=8, 22.22%), which was followed by group (n=2,
North Tipperary . )8 5.55%), peer (n=2, 5.55%), and a combination of the

seven-eyed model of clinical supervision and Proctors
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Table 3 Manchester Clinical Supervision Scale-26 total, domain, and sub scale scores for all supervisors (n=36) — raw scores,

percentages, and benchmarking

MCSS subscale scores and proctor domains No. of Possible Minimum, Mean Standard devia- Percentage
Items ranges Maximum tion (S.D.) (%) mean
out of 100
Normative Domain 9 0-36 (14, 34) 25.53 4983 70.92%
Importance/value of clinical supervision 5 0-20 (11,20) 1742 2.089 87.08%
Finding time 4 0-16 (0, 16) 8.11 3.926 50.69%
Restorative Domain 10 0-40 (4,39) 28.56 6.674 71.39%
Trust/rapport 5 0-20 4,19 14.67 3.225 73.30%
Supervisor advice/support 5 0-20 (0, 20) 13.89 3.882 69.44%
Formative Domain 7 0-28 (0, 28) 22.39 5.266 79.96%
Improved care/skills 4 0-16 0, 16) 12.58 3.065 78.64%
Reflection 3 0-12 0,12 9.81 2.724 81.71%
Total 26 0-104 (36,99) 7647 12.801 73.53%

model (n=1, 2.77%) with some not sure what model they
used (n=2, 5.553%) and 58.33% (n=21) did not report
what model they used.

Survey open-ended question

‘Please enter any additional comments, which are related
to your current experience of delivering Peer Group Clini-
cal Supervision! There were 22 response comments to
this question, which represented 61.1% of the 36 survey
respondents, which were analysed using content analysis
guided by Colorafi & Evans [22]. Three categories were
generated. These included: personal value/benefit of peer
group clinical supervision, challenges with facilitating
peer group clinical supervision, and new to peer group
clinical supervision.

The first category ‘personal value/benefit of peer
group clinical supervision’ highlighted positive experi-
ences of both receiving and providing peer group clini-
cal supervision. Peer group clinical supervisors reported
that they enjoyed the sessions and found them both
worthwhile and beneficial for both the group and them
as peer group clinical supervisors in terms of creating a
trusted supportive group environment and motivation to
develop. Peer group clinical supervision was highlighted
as very important for the peer group clinical supervisors
working lives and they hoped that there would be more
uptake from all staff. One peer group clinical supervisor
expressed that external clinical supervision was a ‘lifeline’
to shaping their supervisory journey to date.

The second category ‘challenges with facilitating peer
group clinical supervision, identified time constraints,
lack of buy-in/support from management, staff short-
ages, lack of commitment by supervisees, and COVID-19
pandemic restrictions and related sick leave, as potential
barriers to facilitating peer group clinical supervision.
COVID-19 was perceived to have a negative impact on
peer group clinical supervision sessions due to staff short-
ages, which resulted in difficulties for supervisees attend-
ing the sessions during work time. Peer group clinical

supervisors felt that peer group clinical supervision was
not supported by management and there was limited
‘buy-in’ at times. There was also a feeling expressed that
peer group clinical supervision was in its infancy, as
COVID-19 and its related restrictions impacted on this
by either slowing down the process of commencing peer
group clinical supervision in certain areas or having to
move online. However, more recently improvements in
managerial support and supervisee engagement with the
peer group clinical supervision process are noted.

The final category ‘new to peer group clinical supervi-
sion’ highlighted that some peer group clinical supervi-
sors were new to the process of providing peer group
clinical supervision and some felt that this survey was
not a true reflection of their experience of delivering
peer group clinical supervision, as they were not fully
established yet as clinical supervisors due to the impact
of COVID-19. Peer group clinical supervisors identified
that while they were new to providing peer group clinical
supervision, they were enjoying it and that it was a learn-
ing curve for them.

Qualitative data

The qualitative phase explored peer group clinical super-
visors’ (n=10) own experiences of preparation received
and experiences of being a peer group clinical supervi-
sor. Three themes were identified through data analy-
sis, building the foundations, enacting engagement and
actions, and realities (Table 4).

Building the foundations

This theme highlights the importance of prior knowl-
edge, awareness, and training but also the recruitment
process and education in preparing peer group clinical
supervisors.

Knowledge and awareness
Participant’s prior knowledge and awareness of peer
group clinical supervision was mixed with some
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Table 4 Themes and subthemes

Themes Subthemes

Building the foundations ~ Knowledge and awareness
Recruitment
Training and Education

Enacting engagement Forming the groups

and actions Getting a clear message out
Setting the scene and grounding the group
Realities Past experiences

Delivering peer group clinical supervision
Responding to COVID-19

Personal and professional development
Future opportunities

reporting having little or no knowledge of clinical
supervision.

I'm 20 years plus trained as a nurse, and I had no
awareness of clinical supervision beforehand, I really
hadn’t got a clue what all of this was about, so it was
a very new concept to me (Bernie).

Others were excited about peer group clinical supervi-
sion and while they could see the need they were aware
that there may be limited awareness of the value and pro-
cess of clinical supervision among peers.

I find that there’s great enthusiasm and passion for
clinical supervision as it's a great support mecha-
nism for staff in practice, however, there’s a lack of
awareness of clinical supervision (Jane).

Recruitment

Some participants highlighted that the recruitment
process to become a peer group clinical supervisor was
vague in some organisations with an unclear and non-
transparent process evident where people were chosen
by the organisation’s management rather than self-select-
ing interested parties.

It was just the way the training was put to the peo-
ple, they were kind of nominated and told they were
going and there was a lot of upset over that, so they
ended up in some not going at all (Ailbhe).

In addition, the recruitment process was seen as top
loaded where senior grades of staff were chosen, and
this limited staff nurse grade opportunities where there
was a clear need for peer group clinical supervisors and
support.

We haven't got down to the ground level like you
know weve done the directors, weve done the
CNM3s the CNM2s we are at the CNMIs, so we
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need to get down to the staff nurse level so the nurses
at the direct frontline are left out and aren’t receiv-
ing supervision because we don’t have them trained
(Bernie).

Training and education

Participants valued the training and education provided
but there was a clear sense of ‘imposter syndrome’ for
some peer group clinical supervisors starting out. Partici-
pants questioned their qualifications, training duration,
and confidence to undertake the role of peer group clini-
cal supervisor.

Because it is group supervision and I know that you
know they say that we are qualified to do supervision
and you know were now qualified clinical super-
visors but I'm not sure that a three-month module
qualifies you to be at the top of your game (Maria).

Participants when engaged in the peer group clinical
supervisor educational programme did find it beneficial
and the true benefit was the actual re-engagement in
education and published evidence along with the mix of
nursing and midwifery practice areas.

I found it very beneficial, I mean I hadn’t been
engaged in education here in a while, so it was great
to be back in that field and you know with the litera-
ture that’s big (Claire).

Enacting engagement and actions

This theme highlights the importance of forming the
groups, getting a clear message out, setting the scene, and
grounding the group.

Forming the groups

Recruitment for the group was of key importance to the
peer group clinical supervisor and they all sent out a
general invitation to form their group. Some supervisors
used invitation letters or posters in addition to a general
email and this was effective in recruiting supervisees.

You're reaching out to people, I linked in with the
ADoN and I put together a poster and circulated
that I wasn’t ‘cherry picking, and I set up a meeting
through Webex so people could get a sense of what it
was if they were on the fence about it or unsure if it
was for them (Karen).

In forming the peer clinical supervision groups con-
sideration needs to be given to the actual number
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of supervisees and participants reported four to six
supervisees as ideal but that number can alter due to
attendance.

The ideal is having five or six consistent people
and that they all come on board and that you get
the dynamics of the group and everything working
(Claire).

Getting a clear message out

Within the recruitment process, it was evident that there
was a limited and often misguided understanding or per-
ception of peer group clinical supervision.

Greater awareness of what actually clinical super-
vision is, people misjudge it as a supervision where
someone is appraising you, when in fact it is more of
a support mechanism, I think peer support is the key
element that needs to be brought out (Jane).

Given the lack of clarity and understanding regard-
ing peer group clinical supervision, the participants felt
strongly that further clarity is needed and that the focus
needs to be on the support it offers to self, practice, and
the profession.

Clinical supervision to me is clinical leadership (Jane).

Setting the scene and grounding the group

In the initial phase of the group coming together the
aspect of setting the scene and grounding the group was
seen as important. A key aspect of this process was estab-
lishing the ground rules which not only set the boundar-
ies and gave structure but also ensured the adoption of
principles of trust, confidentiality, and safety.

We start with the ground rules, they give us struc-
ture it’s our conmtract setting out the commitment
the expectation for us all, and the confidentiality as
that’s so important to the trust and safety and build-
ing the relationships (Brid).

Awareness of group dynamics is important in this pro-
cess along with awareness of the group members (super-
visees) as to their role and expectations.

I reiterate the role of each person in relation to confi-
dentiality and the relationship that they would have
with each other within the group and the group is
very much aware that it is based on respect for each
person’s point of view people may have a fear of con-
tributing to the group and setting the ground rules is
important (Jane).
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To ground the group, peer group clinical supervisors saw
the importance of being present and allowing oneself to
be in the room. This was evident in the time allocated at
the start of each session to allow ‘grounding’ to occur in
the form of techniques such as a short meditation, relax-
ation, or deep breathing.

At the start, I do a bit of relaxation and deep
breathing, and I saw that with our own external
supervisor how she settled us into place so very much
about connecting with your body and you've arrived,
then always come in with the contract in my first
sentence, remember today you know we're in a con-
fidential space, of course, you can take away infor-
mation, but the only information you will take from
today is your own information and then the respect
aspect (Mary Rose).

This settling in and grounding was seen as necessary for
people to feel comfortable and engage in the peer group
clinical supervision process where they could focus, be
open, converse, and be aware of their role and the role of
peer group clinical supervision.

People have to be open, open about their practice
and be willing to learn and this can only occur by
sharing, clinical supervision gives us the space to do
it in a space where we know we will be respected,
and we can trust (Claire).

Realities

This theme highlights the importance of the peer group
clinical supervisors’ past experiences, delivering peer
group clinical supervision sessions, responding to
COVID-19, personal and professional development, and
future opportunities.

Past experiences

Past experiences of peer group clinical supervisors were
not always positive and for one participant this related to
the lack of ground rules or focus of the sessions and the
fact it was facilitated by a non-nurse.

In the past, I suppose I would have found it very frus-
trating as a participant because I just found that it
was going round in circles, people moaning and you
know it wasn’t very solution focused so I came from
my situation where I was very frustrated with clini-
cal supervision, it was facilitated by somebody that
was non-nursing then it wasn'’t very, there wasn’t the
ground rules, it was very loose (Caroline).



Doody et al. BMC Nursing (2024) 23:612

However, many did not have prior experience of peer
group clinical supervision. Nonetheless, through the
education and preparation received, there was a sense
of commitment to embrace the concept, practice, and
philosophy.

I did not really have any exposure or really much
information on clinical supervision, but it has
opened my eyes, and as one might say I am now a
believer (Brid).

Delivering peer group clinical supervision

In delivering peer group clinical supervision, partici-
pants felt supervisees were wary, as they did not know
what peer group clinical supervision was, and they had
focused more on the word supervision which was mis-
leading to them. Nonetheless, the process was chal-
lenging, and buy-in was questioned at an individual and
managerial level.

Buy-in wasn’t great I think now of course people will
blame the pandemic, but this all happened before
the pandemic, there didn’t seem to be you know, the
same support from management that I would have
expected so I kind of understood it in a way because
then there wasn’t the same real respect from the
practitioners either (Mary Rose).

From the peer group clinical supervisor’s perspective,
they were all novices in delivering/facilitating peer group
clinical supervision sessions, and the support of the
external clinical supervisors, and their own peer group
clinical supervision sessions were invaluable along with a
clinical supervision model.

Having supervision myself was key and something
that is vital and needed, we all need to look at our
practice and how we work it’s no good just facilitat-
ing others without being part of the process yourself
but for me I would say the three principles of clinical
supervision, you know the normative, formative and
restorative, I keep hammering that home and bring
that in regularly and revisit the contract and I have
to do that often you know (Claire).

All peer group clinical supervisors commented on the
preparation for their peer group clinical supervision ses-
sions and the importance of them having the right frame
of mind and that often they needed to read over their
course work and published evidence.

I want everybody to have a shared voice and you
know that if one person, there is something that
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somebody feels very strongly and wants to talk about
it that they e-mail in advance like we don’t have a
set agenda but that’s agreed from the participant at
the start (Caroline).

To assist this, the peer group clinical supervisors noted
the importance of their own peer group clinical super-
vision, the support of their peers, and external clinical
supervisors. This preparation in an unpredictable situa-
tion can be difficult but drawing on one’s experience and
the experience within the group can assist in navigating
beyond unexpected situations.

I utilise the models of clinical supervision and this
helps guide me, I am more of a facilitator of the
group we are experts in our own area and our own
role but you can only be an expert if you take the
time to examine your practice and how you operate
in your role (Brid).

All clinical supervisors noted that the early sessions can
be superficial, and the focus can be on other practice or
management issues, but as time moves on and people
become more engaged and involved it becomes easier as
their understanding of supervision becomes clearer. In
addition, there may be hesitancy and people may have
difficulty opening up with certain people in the group
and this is a reality that can put people off.

Initially there was so much managerial bashing and
1 think through supervision, I began to kind of think,
I need the pillars of supervision, the governance,
bringing more knowledge and it shifted everything
in the room, trying to marry it with all the tensions
that people have (Mary Rose).

For some clinical supervisors, there were expected and
unexpected challenges for them as clinical supervisors in
terms of the discussions veering off course and expecta-
tions of their own ability.

The other big challenge is when they go off, how do
you bring him back, you know when they veer off
and you're expected to be a peer, but you have to try
and recoil that you have to get the balance with that
right (Mary Rose).

While peer group clinical supervision is accepted and
seen as a valuable process by the peer group clinical
supervisors, facilitating peer group supervision with
people known to you can be difficult and may affect the
process.
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Id love to supervise a group where I actually don’t
know the people, I don’t know the dynamics within
the group, and I'd love to see what it would be like in
a group (Bernie).

Of concern to clinical supervisors was the aspect of non-
attendance and while there may be valid reasons such as
COVID-19 the absence of a supervisee for several ses-
sions can affect the group dynamics, especially if the
supervisee has only engaged with early group sessions.

One of the ones that couldn’t attend because of
COVID and whatever, but she’s coming to the next
one and I just feel there’s a lot of issues in her area
and I suppose I'm mindful that I don’t want that sort
of thing to seep in, so I suppose it’s just for me just to
keep reiterating the ground rules and the boundar-
ies, that’s something I just have to manage as a facil-
itator, but what if they don’t attend how far will the
group have progressed before she attends (Caroline).

Responding to COVID-19

The advent of COVID-19 forced peer group clinical
supervisors to find alternative means of providing peer
group clinical supervision sessions which saw the move
from face-to-face to online sessions. The online transi-
tion was seen as seamless for many established groups
while others struggled to deliver sessions.

With COVID we did online for us it was fine because
we were already formed (Corina).

While the transition may have been positive many clini-
cal supervisors came across issues because they were
using an online format that would not be present in the
face-to-face session.

We did have a session where somebody was in the
main office and they have a really loud booming
voice and they were saying stuff that was not appro-
priate to say outside of clinical supervision and I
was like are you in the office can you lower it down a
bit can you put your headphones on (Maria).

However, two peer group clinical supervisors ceased
or hasted the progress of rolling out peer group clinical
supervision sessions mainly due to redeployment and
staff availability.

With COVID it just had to be canceled here, it’s just
the whole thing was canceled so it was very, very dif-
ficult for people (Mary Rose).
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It was clear from clinical supervisors that online sessions
were appropriate but that they felt they were only appro-
priate for existing established groups that have had the
opportunity to build relationships, develop trust, embed
the ground rules, and create the space for open com-
munication and once established a combined approach
would be appropriate.

Since we weren't as established as a group, not every-
body knew each other it would be difficult to estab-
lish that so we would hold off/reschedule, obviously
COVID is a major one but also I suppose if you have
an established group now, and again, you could go
to a remote one, but I felt like since we weren’t estab-
lished as a group it would be difficult to develop it in
that way (Karen).

Within practice COVID-19 took priority and other
aspects such as peer group clinical supervision moved
lower down on the priority list for managers but not
for the clinical supervisors even where redeployment
occurred.

With COVID all the practical side, if one of the
managers is dealing with an outbreak, they won'’t
be attending clinical supervision, because that has
to be prioritised, whereas we've prioritised clinical
supervision (Maria).

The valuing of peer group clinical supervision was seen
as important by clinical supervisors, and they saw it as
particularly needed during COVID-19 as staff were deal-
ing with many personal and professional issues.

During the height of COVID, we had to take a bit of
a break for four months as things were so demand-
ing at work for people but then I realised that clini-
cal supervision was needed and started back up and
they all wanted to come back (Brid).

Having peer group clinical supervision during COVID-
19 supported staff and enabled the group to form sup-
portive relationships.

COVID has impacted over the last two years in
every shape and they needed the supervision and the
opportunity to have a safe supportive space and it
gelled the group I think as we all were there for each
other (Claire).

While COVID-19 posed many challenges it also afforded
clinical supervisors and supervisees the opportunity for
change and to consider alternative means of running peer
group clinical supervision sessions. This change resulted
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in online delivery and in reflecting on both forms of deliv-
ery (face-to-face and online) clinical supervisors saw the
benefit in both. Face-to-face was seen as being needed to
form the group and then the group could move online
once the group was established with an occasional peri-
odic face-to-face session to maintain motivation commit-
ment and reinforce relationships and support.

Online formats can be effective if the group is
already established or the group has gone through
the storming and forming phase and the ground
rules have been set and trust built, then I don’t see
any problem with a blended online version of clini-
cal supervision, and I think it will be effective (Jane).

Personal and professional development

Growth and development were evident from peer group
clinical supervisors’ experiences and this growth and
development occurred at a personal, professional, and
patient/client level. This development also produced an
awakening and valuing of one’s passion for self and their
profession.

I suppose clinical supervision is about development I
can see a lot of development for me and my supervis-
ees, you know personally and professionally, it’s the
support really, clinical supervision can reinvigorate
it’s very exciting and a great opportunity for nursing
to support each other and in care provision (Claire).

A key to the peer group clinical supervisor’s development
was the aspect of transferable skills and the confidence
they gained in fulfilling their role.

All of these skills that you learn are transferable and
I am a better manager because of clinical supervi-
sion (Maria).

The confidence and skills gained translated into the clini-
cal supervisor’s own practice as a clinical practitioner and
clinical supervisor but they were also realistic in predict-
ing the impact on others.

I have empowered my staff, I empower them to use
their voice and I give my supervisees a voice and
hope they take that with them (Corina).

Fundamental to the development process was the impact
on care itself and while this cannot always be measured
or identified, the clinical supervisors could see that care
and support of the individual practitioner (supervisee)
translated into better care for the patient/client.
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Care is only as good as the person delivering it and
what they know, how they function and what energy
and passion they have, and clinical supervision gives
the person support to begin to understand their
practice and how and why they do things in a cer-
tain way and when they do that they can begin to
question and even change their way of doing some-
thing (Brid).

Future opportunities

Based on the clinical supervisor’s experiences there was
a clear need identified regarding valuing and embedded
peer group clinical supervision within nursing/midwifery
practice.

There has to be an emphasis placed on supervision it
needs to be part of the fabric of a service and valued
by all in that service, we should be asking why is it
not available if it’s not there but there is some work
first on promoting it and people knowing what it
actually is and address the misconceptions (Claire).

While such valuing and buy-in are important, it is not to
say that all staff need to have peer group clinical super-
vision so as to allow for personal choice. In addition, to
value peer group clinical supervision it needs to be evi-
dent across all staffing grades and one could question
where the best starting point is.

While we should not mandate that all staff do clini-
cal supervision it should become embedded within
practice more and I suppose really to become part
of our custom and practice and be across all levels of

staff (Brid).

When peer group clinical supervision is embedded
within practice then it should be custom and practice,
where it is included in all staff orientations and is nation-
ally driven.

I suppose we need to be driving it forward at the
coal face at induction, at orientation and any devel-
opment for the future will have to be driven by the
NMPDUs or nationally (Ailbhe).

A formalised process needs to address the release of peer
group clinical supervisors but also the necessity to con-
sider the number of peer group clinical supervisors at a
particular grade.

The issue is release and the timeframe as they have
a group but they also have their external supervision
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s0 you have to really work out how much time you're
talking about (Maria).

Vital within the process of peer group clinical supervision
is receiving peer group clinical supervision and peer sup-
port and this needs to underpin good peer group clinical
supervision practice.

Receiving peer group supervision helps me, there are
times where I would doubt myself, it's good to have
the other group that I can go to and put it out there
to my own group and say, look at this, this is what
we did, or this is what came up and this is how (Ber-
nie).

For future roll out to staff nurse/midwife grade resourc-
ing needs to be considered as peer group clinical supervi-
sors who were managers could see the impact of having
several peer group clinical supervisors in their practice
area may have on care delivery.

Facilitating groups is an issue and needs to be looked
at in terms of the bigger picture because while I
might be able to do a second group the question
is how I would be supported and released to do so
(Maria).

While there was ambiguity regarding peer group clini-
cal supervision there was an awareness of other disci-
plines availing of peer group clinical supervision, raising
questions about the equality of supports available for all
disciplines.

I always heard other disciplines like social work-
ers would always have been very good saying I can’t
meet you I have supervision that day and I used to
think my God what’s this fabulous hour that these
disciplines are getting and as a nursing staff it just
wasn’t there and available (Bernie).

To address this equity issue and the aspect of low num-
bers of certain grades an interdisciplinary approach
within nursing and midwifery could be used or a broader
interdisciplinary approach across all healthcare profes-
sionals. An interdisciplinary or across-services approach
was seen as potentially fruitful.

I think the value of interprofessional or interdisci-
plinary learning is key it addresses problem-solving
from different perspectives that mix within the group
is important for cross-fertilisation and embedding
the learning and developing the experience for each
participant within the group (Jane).
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As we move beyond COVID-19 and into the future there
is a need to actively promote peer group clinical super-
vision and this would clarify what peer group clinical
supervision actually is, its uptake and stimulate interest.

I'd say it’s like promoting vaccinations if you could
do a roadshow with people, I think that would be
very beneficial, and to launch it, like you have a
launch an official launch behind it (Mary Rose).

Discussion

The advantages of peer group clinical supervision high-
lighted in this study pertain to self-enhancement (con-
fidence, leadership, personal development, resilience),
organisational and service-related aspects (positive work
environment, staff retention, safety), and professional
patient care (critical thinking and evaluation, patient
safety, adherence to quality standards, elevated care stan-
dards). These findings align with broader literature that
acknowledges various areas, including self-confidence
and facilitation [23], leadership [24], personal develop-
ment [25], resilience [26], positive/supportive working
environment [27], staff retention [28], sense of safety
[29], critical thinking and evaluation [30], patient safety
[31], quality standards [32] and increased standards of
care [33].

In this study, peer group clinical supervision appeared
to contribute to the alleviation of stress and anxiety. Par-
ticipants recognised the significance of these sessions,
where they could openly discuss and reflect on profes-
sional situations both emotionally and rationally. Central
to these discussions was the creation of a safe, trustwor-
thy, and collegial environment, aligning with evidence in
the literature [34]. Clinical supervision provided a plat-
form to share resources (information, knowledge, and
skills) and address issues while offering mutual support
[35]. The emergence of COVID-19 has stressed the sig-
nificance of peer group clinical supervision and support
for the nursing/midwifery workforce [36], highlighting
the need to help nurses/midwifes preserve their well-
being and participate in collaborative problem-solving.
COVID-19 impacted and disrupted clinical supervision
frequency, duration and access [37]. What was evident
during COVID-19 was the stress and need for support
for staff and given the restorative or supportive func-
tions of clinical supervision it is a mechanism of support.
However, clinical supervisors need support themselves to
be able to better meet the supervisee’s needs [38].

The value of peer group clinical supervision in nurtur-
ing a conducive working environment cannot be over-
stated, as it indorses the understanding and adherence
to workplace policies by empowering supervisees to
understand the importance and rationale behind these
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policies [39]. This becomes vital in a continuously chang-
ing healthcare landscape, where guidelines and policies
may be subject to change, especially in response to situa-
tions such as COVID-19. In an era characterised by inter-
national workforce mobility and a shortage of healthcare
professionals, a supportive and positive working envi-
ronment through the provision of peer group clini-
cal supervision can positively influence staff retention
[40], enhance job satisfaction [41], and mitigate burnout
[42]. A critical aspect of the peer group clinical supervi-
sion process concerns providing staff the opportunity to
reflect, step back, problem-solve and generate solutions.
This, in turn, ensures critical thinking and evaluation
within clinical supervision, focusing on understand-
ing the issues and context, and problem-solving to draw
constructive lessons for the future [30]. Research has
determined a link between clinical supervision and
improvements in the quality and standards of care [31].
Therefore, peer group clinical supervision plays a critical
role in enhancing patient safety by nurturing improved
communication among staff, facilitating reflection, pro-
moting greater self-awareness, promoting the exchange
of ideas, problem-solving, and facilitating collective
learning from shared experiences.

Starting a group arose as a foundational aspect empha-
sised in this study. The creation of the environment
through establishing ground rules, building relation-
ships, fostering trust, displaying respect, and uphold-
ing confidentiality was evident. Vital to this process is
the recruitment of clinical supervisees and deciding the
suitable group size, with a specific emphasis on address-
ing individuals’ inclination to engage, their knowledge
and understanding of peer group clinical supervision,
and dissipating any lack of awareness or misconceptions
regarding peer group supervision. Furthermore, the edu-
cational training of peer group clinical supervisors and
the support from external clinical supervisors played a
vital role in the rollout and formation of peer group clini-
cal supervision. The evidence stresses the significance of
an open and safe environment, wherein supervisees feel
secure and trust their supervisor. In such an environ-
ment, they can effectively reflect on practice and related
issues [41]. This study emphasises that the effectiveness of
peer group supervision is more influenced by the process
than the content. Clinical supervisors utilised the process
to structure their sessions, fostering energy and inter-
est to support their peers and cultivate new insights. For
peer group clinical supervision to be effective, regularity
is essential. Meetings should be scheduled in advance,
allocate protected time, and take place in a private space
[35]. While it is widely acknowledged that clinical super-
visors need to be experts in their professional field to be
credible, this study highlights that the crucial aspects of
supervision lie in the quality of the relationship with the
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supervisor. The clinical supervisor should be supportive,
caring, open, collaborative, sensitive, flexible, helpful,
non-judgmental, and focused on tacit knowledge, experi-
ential learning, and providing real-time feedback.

Critical to the success of peer group clinical supervi-
sion is the endorsement and support from management,
considering the organisational culture and attitudes
towards the practice of clinical supervision as an essen-
tial factor [43]. This support and buy-in are necessary
at both the management and individual levels [28]. The
primary obstacles to effective supervision often revolve
around a lack of time and heavy workloads [44]. Clinical
supervisors frequently struggle to find time amidst busy
environments, impacting the flexibility and quality of
the sessions [45]. Time constraints also limit the oppor-
tunity for reflection within clinical supervision sessions,
leaving supervisees feeling compelled to resolve issues
on their own without adequate support [45]. Neverthe-
less, time-related challenges are not unexpected, prompt-
ing a crucial question about the value placed on clinical
supervision and its integration into the culture and fab-
ric of the organisation or profession to make it a cus-
tomary practice. Learning from experiences like those
during the COVID-19 pandemic has introduced alterna-
tive ways of working, and the use of technology (such as
Zoom, Microsoft Teams, Skype) may serve as a means to
address time, resource, and travel issues associated with
clinical supervision.

Despite clinical supervision having a long international
history, persistent misconceptions require attention.
Some of these include not considering clinical supervi-
sion a priority [46], perceiving it as a luxury [41], deem-
ing it self-indulgent [47], or viewing it as mere casual
conversation during work hours [48]. A significant chal-
lenge lies in the lack of a shared understanding regard-
ing the role and purpose of clinical supervision, with past
perceptions associating it with surveillance and being
monitored [48]. These negative connotations often result
in a lack of engagement [41]. Without encouragement
and recognition of the importance of clinical supervision
from management or the organisation, it is unlikely to
become embedded in the organisational culture, imped-
ing its normalisation [39].

In this study, some peer group clinical supervisors
expressed feelings of being impostors and believed they
lacked the knowledge, skills, and training to effectively
fulfil their roles. While a deficiency in skills and compe-
tence are possible obstacles to providing effective clini-
cal supervision [49], the peer group clinical supervisors
in this study did not report such issues. Instead, their
concerns were more about questioning their ability to
function in the role of a peer group clinical supervisor,
especially after a brief training program. The literature
acknowledges a lack of training where clinical supervisors
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may feel unprepared and ill-equipped for their role [41].
To address these challenges, clinical supervisors need to
be well-versed in professional guidelines and ethical stan-
dards, have clear roles, and understand the scope of prac-
tice and responsibilities associated with being a clinical
supervisor [41].

The support provided by external clinical supervisors
and the peer group clinical supervision sessions played
a pivotal role in helping peer group clinical supervi-
sors ease into their roles, gain experiential learning, and
enhance their facilitation skills within a supportive struc-
ture. Educating clinical supervisors is an investment, but
it should not be a one-time occurrence. Ongoing exter-
nal clinical supervision for clinical supervisors [50] and
continuous professional development [51] are crucial,
as they contribute to the likelihood of clinical supervi-
sors remaining in their roles. However, it is important to
interpret the results of this study with caution due to the
small sample size in the survey. Generalising the study
results should be approached with care, particularly as
the study was limited to two regions in Ireland. However,
the addition of qualitative data in this mixed-methods
study may have helped offset this limitation.

Conclusion

This study highlights the numerous advantages of peer
group clinical supervision at individual, service, organ-
isational, and patient/client levels. Success hinges on
addressing the initial lack of awareness and misconcep-
tions about peer group clinical supervision by creating
the right environment and establishing ground rules. To
unlock the full potential of peer group clinical supervi-
sion, it is imperative to secure management and organ-
isational support for staff release. More crucially, there
is a need for valuing and integrating peer group clinical
supervision into nursing and midwifery education and
practice. Making peer group clinical supervision acces-
sible to all grades of nurses and midwives across various
healthcare services is essential, necessitating strategic
planning to tackle capacity and sustainability challenges.
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