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Abstract
Aims: To systematically search the literature to identify studies related to clinical su-
pervision in child and family health nurse contexts, and to determine the role it has in 
professional practice and the characteristics required for effective supervision.
Design: A mixed-method systematic review using a convergent integrative approach 
to data synthesis.
Data source: Studies only in English language were identified from searches of 
CINAHL, MEDLINE and EMBASE databases covering the years of publication from 
January 1990 to December 2020.
Review methods: Primary research studies of clinical supervision with child and fam-
ily health nurses in community settings were included. Studies were critically ap-
praised for methodological quality and data extracted, coded and analysed for themes 
in keeping with the review aims and key findings of each study.
Results: Of 2185 records screened, 63 full-text papers were assessed for eligibil-
ity, which yielded 12 publications for inclusion—11 from the United Kingdom and 
one from Sweden. The majority (75%) of included studies were qualitative or mixed 
method. Four main themes with sub-themes were identified: structural features, sup-
portive experience, ensuring safety and strengthening practice.
Conclusion: Clinical supervision across child and family health nurse contexts is lim-
ited. This study highlighted organizational commitment to clinical supervision as an 
important component of safe and quality practice. Supervisor training and supervi-
see orientation to supervision is required to optimize effective participation, together 
with shared agreement of the goals and purpose of supervision.
Impact: The findings from this review confirm the potential for clinical supervision to 
support improved outcomes for children and families. Understanding what models 
work best and in what contexts will inform workplace policy and educational pro-
grams for child and family nurses across diverse settings.
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1  |  INTRODUC TION

Literature related to clinical supervision and its emergence as a fea-
ture of nursing practice extends to the 1980s, proliferating in the 
1990s in the United Kingdom (UK). Healthcare systems in other 
countries, namely Scandinavia, Australia, New Zealand and Canada 
showed subsequent and similar interest in supervision practice 
(Winstanley & White, 2003).

Definitions and forms of clinical supervision include the training 
supervision of students and newly graduated nurses and are typically 
competency based, while other forms of clinical supervision incor-
porate workplace appraisal processes, client-based activity and staff 
focused strategies (Davys & Beddoe, 2020, p. 11). The three-function 
model of supervision described by Proctor (1987) frequently under-
pins implementation and research related to clinical supervision in 
nursing and delineates the different aims and types of clinical super-
vision practice—normative (organizational responsibility), formative 
(skill and knowledge development) and restorative (support personal 
well-being) (Butterworth et al., 1996; Proctor, 1987).

Bond and Holland  (2011) state that all qualified clinical practi-
tioners need clinical supervision to ‘maintain proficiency in practice, 
ensure their accountability and to aid their specific personal and profes-
sional growth and development’ (p. 21).

Winstanley and White's  (2003) more detailed explanation de-
fines clinical supervision as ‘focused on the provision of empathetic 
support to improve therapeutic skills, the transmission of knowledge and 
the facilitation of reflective practice. This process seeks to create an en-
vironment in which participants have an opportunity to evaluate, reflect 
and develop their own clinical practice and provide a support system for 
each other’ (p. 10).

The theories and concepts of reflective practice (Schön, 1987) 
and its role in nursing and other human service professions is con-
sidered a core element of individual professional practice develop-
ment and the dominant cognitive process used in clinical supervision 
(Heffron et al., 2016). A unifying description of clinical supervision 
includes components of regularity, confidential discussions with one 
or more experienced others for the purpose of reviewing clinical 
practice and building self-awareness and professional accountability 
in the practitioner (Fowler, 1996).

Debate around the definitions, goals and difficulties operation-
alizing clinical supervision characterizes much of the empirical lit-
erature of the topic in nursing (Cutcliffe et al.,  2018). In addition, 
clinical supervision is implemented in different ways across coun-
tries and services, which include individual, group and peer models, 
along with managerial or appraisal processes, further complicating 
the field (White, 2017).

Previous literature reviews on the subject report a predom-
inance in community contexts, related to mental health and aged 
care (Brunero & Stein-Parbury,  2008), and learning and disability 
services (Butterworth et al., 2008). In the United Kingdom, commu-
nity nurses and health visitors were early recipients of clinical su-
pervision, with midwives having statutory supervision requirements 
(Butterworth et al., 1996; Dunkley-Bent, 2017).

It is generally agreed that the purpose of clinical supervision 
however structured or implemented is to improve client care and 
experience (Rothwell et al., 2019). One of the arguments in favour 
of the practice and improved client outcomes relates to the assump-
tion that improved education and staff support result in better client 
care (Winstanley & White,  2003). However, previous reviews and 
discussion papers point to the ongoing lack of empiric evidence for 
this belief (Cutcliffe et al., 2018; Dilworth et al., 2013; White, 2017).

2  |  BACKGROUND

2.1  |  Child and family health nursing

Over several decades, governments and health and social service 
policymakers have sought to develop and support programs that 
recognize the social determinants of health as causal factors in indi-
vidual and community health trajectories (Brunner & Marmot, 2006). 
The emergence of the field of neuroscience now clearly identifies 
early life experiences as key drivers of lifelong health and well-being, 
and conversely the role of government, community services and 
practitioners in identifying and responding to children and families 
experiencing vulnerability and risk factors for negative outcomes 
(Woolfenden et al., 2013).

In developed countries with high performing health and social 
systems, various models of well-child universal services exist in the 
primary healthcare sector to monitor the health and development 
of children in the years from birth to school age (Fraser et al., 2014; 
Turley et al., 2018).

The literature related to universal well-child services, in commu-
nity settings, defines child and family health nursing to be a dynamic 
and complex area of nursing (Greenway et al.,  2013). Traditional 
aspects of the role—health promotion, health education and child 
growth and developmental surveillance—have undergone a shift to-
wards a greater focus on psychosocial assessment and intervention 
around issues associated with child vulnerability, perinatal mental 
illness, family violence, child protection concerns and at-risk pop-
ulations such as refugees and people experiencing homelessness 
(Engström et al., 2021; Kimla et al., 2019).

In addition to diverse models of well-child care by nurses interna-
tionally, the role has various nomenclatures—child health nurse, public 
health nurse, child and family nurse, and health visitor—also different 
training and educational qualifications required for working in the role 
(Turley et al., 2018). The designation ‘child and family health nurse’ 
(CaFHN) will be used in this article where not otherwise indicated.

In countries with comparable services, CaFHNs are registered 
general nurses often with additional qualifications in midwifery, 
community, public health nursing and/or child health (Fraser 
et al., 2014; Greenway et al., 2013). The workforce is governed by 
regulatory and professional standards and codes of practice, with 
a discipline specific need for ongoing professional development in 
accordance with changing community needs, issues and emerging 
practice (Vandette & Gosselin, 2019).
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2.2  |  Clinical supervision and child and family 
health nursing

Child and family health nurses are called on to respond to complex 
family situations, monitor and assess the presence of risk related 
to children and the presence of contributing factors in the family 
(Peckover & Appleton, 2019). Nurses frequently carry out this work 
in isolation, sometimes in client's homes and with varying degrees of 
professional support (Fraser et al., 2014).

Professional development through training, education and clini-
cal workshops are mandatory registration requirements in number of 
nursing jurisdictions, to ensure effective and safe practice (National 
Council of State Boards of Nursing, 2020). The development of skills 
in reflective practice and clinical supervision have also been con-
sidered necessary aspects of integrating learning, improving skills, 
knowledge and supporting nurse well-being (Dahlbo et al., 2017).

While clinical supervision has been explored extensively in 
some disciplines and is provided in some CaFHN settings (Adams 
et al., 2019), there is a knowledge gap on the practice of clinical su-
pervision by CaFHNs. The nature of the role, context and responsi-
bility for children and families experiencing vulnerability dictate the 
need for professional clinical support and guidance, including clinical 
supervision. An understanding of clinical supervision requirements 
of CaFHNs is needed to ensure whether workforce skills and prac-
tice are supported and maintained.

3  |  THE STUDY

3.1  |  Aims

The aims of this study are to systematically search the literature to 
identify studies related to clinical supervision practice in CaFHN 
contexts and to determine the role it has in professional practice and 
the characteristics required for effective participation.

3.2  |  Design

A systematic mixed method review was undertaken to compre-
hensively search, appraise and synthesize the research evidence 
(Aromataris & Munn, 2020). The PRISMA checklist was followed to 
ensure consistency and rigour (Page et al., 2021).

3.3  |  Search methods

An initial mapping of the available literature was conducted related to 
clinical supervision and CaFHN to identify key terms and concepts and 
to confirm there was no recent systematic review on this topic. A sys-
tematic search of CINAHL, EMBASE and MEDLINE bibliographic data-
bases was then conducted using subject headings and keyword search 
terms: child family nurs*, health visitor, maternal child health nurs*, 

public health nurs*; clinical supervision or supervis*, reflection super-
vision, clinical reflection, reflect*, professional development, compe-
tence, skill, knowledge, accountability, burnout, emotional wellbeing, 
preparedness, readiness, clinical practice (see Supplementary File 1).

Search results were imported to Covidence™ (Veritas Health 
Innovation, 2019), and the following criteria were applied to inclu-
sion/exclusion of papers:

Inclusion criteria:

•	 Original research studies in English language, peer-reviewed pa-
pers, with full text available

•	 Published between January 1990 and December 2020 (this date 
range was included to capture any relevant studies conducted 
since the implementation of clinical supervision in nursing)

•	 Studies conducted in high-income countries
•	 Papers reporting on ‘clinical supervision’ as practiced and de-

scribed in CaFHN (public health nurse, child family nurse, health 
visitor and community nurse) nursing services in community set-
tings, for example well-child clinics, ‘universal’ free primary care 
contexts.

On further consideration, the following criteria were added after 
review and discussion by the reviewing team:

•	 Clinical supervision is core concept of the paper
•	 Participant responses identified by discipline, that is health visitor 

(or similar role)

Exclusion criteria:

•	 CaFHN (or equivalent) providing sustained home visiting service 
only

•	 Studies where clinical supervision refers to the observation of 
clinical practice, that is in student or training context

•	 Papers reporting on clinical supervision delivered in acute and 
mental health nursing (including community) settings

•	 PhD theses, book chapters, reviews, non-peer reviewed publica-
tions, opinion pieces and editorials

•	 Papers with no abstract
•	 Where clinical supervision is not delivered in a face-to-face mode

In total, 2185 records were screened, 63 full-text papers were as-
sessed for eligibility resulting in 12 publications for inclusion.

3.4  |  Search outcome

Title and Abstract screening were conducted in parallel by two au-
thors (AO and KE) and conflicts resolved by a third author (LH).

Full-text Review was conducted by two authors (AO and KE/
LH). Conflicts arising from full-text review were resolved by the al-
ternate reviewer (either KE or LH).

Due to conflicts associated with full-text review, the papers for 
inclusion were reviewed again following amendment to the inclusion 
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criteria, that is, papers with clinical supervision as a core concept 
and data reported by discipline (CaFHN), this resulted in exclusion 
of additional papers.

The database searches were repeated with the addition of ‘safe-
guarding’ in the search terms as this term was identified in the orig-
inal search results; this resulted in identification of an additional 
three papers. The screening process is outlined in Figure 1.

3.5  |  Quality appraisal

Critical appraisal was conducted by AO using the appropriate Joanna 
Briggs Institute (2021) evidence summary checklists for either quan-
titative or qualitative designs and allocated an associated grade 
(included in Supplementary File 2). The appraisal scores were then 
assessed for agreement by either KE or LH and conflicting opin-
ions resolved by discussion. The assessment of the limitations or 
methodological weaknesses was used to inform the review findings 
(Aromataris & Munn, 2020).

3.6  |  Data abstraction

A data extraction template (Table 1) was developed by AO, and spe-
cific details of the study context, population, methods, concept of in-
terest and outcomes relevant to the review question were recorded.

3.7  |  Synthesis

The findings of the included studies were recorded on a spread 
sheet. The descriptive study findings were coded and analysed 
according to broad content areas or themes, for example, par-
ticipant personal responses, clinical supervision process, format 
(individual or group) and professional outcomes. Repeating pat-
terns and common items were identified using a manual process 
of colour coding until no further items were identified (Talbot & 
Verrinder, 2008).

Initial descriptive themes were developed by AO and thematic 
development followed an iterative process of review and discussion 

F I G U R E  1  PRISMA flow chart (Page  
et al., 2021)
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with all team members (KE and LH), with minor adjustments to la-
belling and presentation of themes, until agreement was reached by 
all members.

4  |  RESULTS

The final total of included papers for review was 12—seven were 
qualitative designs, two papers were mixed methods (primarily qual-
itative) and three were quantitative designs. Eleven studies origi-
nated in the United Kingdom and one in Sweden.

Results are presented using a convergent, integrated approach 
(Lizarondo et al., 2020). The following data relate to qualitative stud-
ies and the qualitative component of mixed methods papers inte-
grated with descriptive results of the quantitative studies.

Four main themes were identified and ascribed descriptive titles: 
structural features, ensuring safety, supportive experience and strength-
ening practice. These themes, while mutually exclusive, are interre-
lated at different levels.

4.1  |  Structural features

The structural aspect of clinical supervision relates to the stated pur-
pose or goals, the relationship of the supervisor to the practitioner 
and the framework employed. The place of supervision practice in 
the organizational context and considerations of time, place, regular-
ity, individual, peer and group models comprise the ‘structural fea-
tures’ of clinical supervision.

4.1.1  |  Organizational context

Organizational facilitation and adequate resourcing of clinical super-
vision was found to be critical to the successful implementation and 
sustained practice of effective clinical supervision (Rooke,  2015; 
Scott, 1999). In addition to the benefits of restorative supervision 
for health visitors (Wallbank, 2013; Wallbank & Woods, 2012), the 
perception of organizational support was linked to increased pro-
ductivity and positive relationships.

Group supervision models were reported to be less resource de-
pendent and likely to ensure sustainability of supervision over time 
(Moseley, 2020; Wallbank, 2013). The findings in Wallbank  (2013) 
and Rooke  (2015) suggest that group supervision alone is insuffi-
cient to address risk and accountability needs, whereas Lister and 
Crisp (2005) identified the need to embed clinical supervision in or-
ganizational cultures as a legitimate aspect of work.

4.1.2  |  Clinical supervision format

A group model of clinical (safeguarding) supervision, as an alter-
native to the previous one-to-one format, was accepted by those 

health visitors studied conditional on access to individual supervi-
sion when needed (Hall, 2007). As in Moseley (2020) and Cutcliffe 
and Hyrkas (2006), these participants felt that the designation (role, 
discipline) of the supervisor was not important if they filled the nec-
essary criteria. The role of supervisors and the nature of their rela-
tionship to supervisees is a determining factor in the acceptability 
and effective functioning of supervision (Hall, 2007), along with the 
training and preparation of supervisors (Cutcliffe & Hyrkas, 2006; 
Draper et al., 1999).

Health visitors considered the preferred size for safeguarding 
supervision to be four members compared with supervisors' prefer-
ence of five or six members (Moseley, 2020). This study is singular in 
identifying a preferred size limit for groups with a group size of nine 
being reported by universal health visitors in this study as too big 
for effective supervision. In this setting, however, individual rather 
than group supervision was found to be a preferred mode for novice 
practitioners in the initial 3 years post-qualification.

Group restorative supervision following individual restorative 
supervision was found to reduce burnout and stress levels in health 
visitors and levels of compassion satisfaction were maintained 
(Wallbank, 2013). Group experience and format enhanced the bene-
fits of the individual model in this study. The benefits included suc-
cessful conflict resolution processes in the facilitative boundaries of 
the group and the group format providing a platform for the normal-
ization of work-related stressors (Draper et al., 1999). The limitations 
of group models included adequate time for individuals to discuss 
issues and the need for supervisors to have adequate group facilita-
tion skills (Wallbank, 2013).

The practical aspects of clinical supervision found to be associ-
ated with positive experiences included adherence to group rules 
and timing, a comfortable and private environment free from inter-
ruption and of a regular frequency (Draper et al., 1999).

4.1.3  |  Framework

When clinical supervision is provided in group format, the im-
portance of group rules and agreed limits of confidentiality were 
highlighted (Kornaros et al.,  2018). This is linked to the inhibition 
experienced by some nurses about speaking and/or disclosing prob-
lems or difficulties in their work (Lister & Crisp, 2005; Rooke, 2015). 
There was also a potential for discussions of collegial support and 
empathy to dominate group supervision sessions. This impacted on 
nurse's capacity to accept constructive feedback and challenge and/
or engage in deeper clinical reflection (Rooke, 2015). In a multidisci-
plinary survey, health visitors rated the statement ‘members should 
challenge each other's practice’ lower than did other nurses and dis-
ciplines (Cutcliffe & Hyrkas, 2006).

The survey consisted of ranked statements identifying the rel-
ative importance of clinical supervision characteristics in an ‘ideal’ 
form of supervision. Health visitors in this sample showed greater 
acceptance of ‘normative’ styles of supervision, considered to be re-
lated to their experience of safeguarding responsibilities. This small 
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sample of health visitors were less concerned about supervisees 
being of equal experience than were hospital nurses and ranked the 
level of supervisor experience in their field as more important than 
did other groups (Cutcliffe & Hyrkas, 2006).

4.2  |  Supportive experience

The theme—supportive experience—refers to the containment of 
emotional reactions to clinical work via the process of facilitated re-
flection, active listening and guidance from a non-judging supervisor 
and/or colleague (Hall, 2007).

4.2.1  |  Aspects of support

Clinical supervision was considered to increase the self- awareness 
of nurses to their own support needs in managing difficult situa-
tions and emotions (Draper et al., 1999; Rooke, 2015), help pre-
vent vicarious trauma (Scott, 1999) and as a source of reassurance 
about shared concerns and dilemmas (Honey & Walton,  2008; 
Moseley,  2020). Being allowed time away from client work, in 
training and supervision, was considered supportive by health 
visitors and allowed an opportunity to think, reflect and evaluate 
client work (Rooke, 2015).

In Hall's (2007) study of health visitors and school nurse's views 
of supervision for child protection work, health visitors expressed 
the element of support not only as a set of defined purposes of clin-
ical supervision, but also as a ‘felt’ experience derived from support 
in decision-making and assistance in developing alternate views of 
situations. The supportive nature of the supervision was founded on 
positivity, reassurance, acknowledgement of challenges and feeling 
safe.

The evaluation of the restorative clinical supervision program 
to health visitors across a region of the United Kingdom (Wallbank 
& Woods, 2012) confirmed the benefits of the clinical supervision 
model in reducing levels of burnout by 43% and stress by 62% and 
demonstrating a small increase in compassion satisfaction scores. 
Training in the restorative supervision model, followed by six indi-
vidual supervision sessions, was designed to also qualify that nurse 
(similar to a train the trainer model) to extend supervision to another 
four health visitors in a cascade process.

An identified barrier to full participation in clinical supervision 
was a culture of coping and autonomy existing in some health vis-
itors (Lister & Crisp, 2005), and lack of time or previous negative 
experiences with the process were also found to be inhibiting fac-
tors. Lister and Crisp  (2005) also found that health visitors had 
differing views of the role and definition of clinical supervision and 
limited uptake by some nurses who expressed negative views of 
the practice and/or did not prioritize the time. These authors con-
cluded that both supervisors and supervisees required education 
and preparation to optimize participation in supervisory activities.

4.2.2  |  Alternate support strategies

In the absence of regular, effective clinical supervision, study par-
ticipants utilized alternative diverse forms of support. Scott (1999) 
reported the use of external, casual sources, such as friends or fam-
ily, by some nurses and a reliance on colleagues as informal points of 
support and guidance. Rooke (2015) described peer support as the 
most frequent form reported by health visitors both formally in peer 
support sessions and informally. The ‘spiral of demand’ impacts on 
the time needed to reflect and consider decisions when supervision 
and training was not accessed (Rooke, 2015). In this group, the au-
thor suggests that both individual restorative and group safeguard-
ing models provided adequate support to health visitors.

Clinical supervision provided support through clarifying roles and 
boundaries related to client families and their range of issues (Draper 
et al., 1999) and aspects of their work that nurses were not adequately 
prepared for (Kornaros et al., 2018). Honey and Walton (2008) identi-
fied the experience of group support (clinical supervision) sessions as 
a necessary resource in the transition to personal accountability and 
role adjustment for nurses beginning their work in community-based 
and more autonomous positions. The support needs of novice health 
visitors were also highlighted by Rooke (2015).

4.3  |  Ensuring safety

The study findings relate to different components of safety and 
clinical supervision; the sense of psychological safety experienced 
by participants, as a mechanism in preventing work related harm to 
nurses, safe and effective practice in client work and organizational 
responsibility towards staff and clients. As reflected in other themes, 
safety is both a requirement and an outcome of supervision practice.

4.3.1  |  Clinical governance and safe practice

Organizational commitment to providing clinical supervision was 
identified as a requisite in implementing and supporting effective 
and adequate clinical supervision as a recognized clinical governance 
strategy (Moseley,  2020; Scott,  1999). The provision of individual 
and group supervision was considered necessary to address ac-
countability and risk related to child protection work (Rooke, 2015).

Health visitors in Hall's (2007) study of child protection supervi-
sion found that while it can cause anxiety it can also be a supportive 
place to reflect and to be constructively challenged in relation to 
work with families. Clinical supervision was important for risk-related 
concerns (Rooke, 2015) particularly where the lines of accountabil-
ity and responsibility lay solely with a nurse. This was linked with 
boundaries and role clarity when dilemmas arose about who was 
responsible for families of concern, particularly in instances when 
families did not meet the criteria for additional services (Draper 
et al., 1999; Lister & Crisp, 2005; Little et al., 2018; Moseley, 2020).
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A lack of confidence and competence in dealing with psychoso-
cial issues was a source of anxiety in some nurse groups (Kornaros, 
2018) and lack of skill in responding to complex issues also meant 
some nurses failed to explore client or family risk factors at all 
(Scott, 1999). These papers also identified the potential for vicarious 
trauma for nurses together with poor identification and response 
to clients' disclosure of domestic abuse or perinatal mental illness.

4.3.2  |  Psychological safety

Incidental findings by Wallbank (2013) support the view that through 
the establishment of psychological safety, clinical supervision ena-
bles the sharing of diverse perspectives on issues of contention and 
promotes the awareness of common difficulties among peers.

Confidentiality was associated with a feeling of safety in clinical 
supervision, this related to both group dynamics and the role of the 
supervisor in relation to the supervisee (Kornaros, 2018). In cases 
where line managers were also supervisors, the lack of distinction 
between supervision and performance appraisal resulted in nurses 
being reluctant to disclose problems.

The feeling of psychological safety arose out of confidentiality, 
agreed understanding of scope of supervision and facilitation of 
non-judging and non-blaming, collegial interactions, particularly in 
group settings (Rooke, 2015).

4.4  |  Strengthening practice

4.4.1  |  Reflective practice

Findings related to this theme occurred across most studies. 
Respondents stated that dedicated time to reflect increased their 
capacity to think about situations and resulted in an increased ca-
pacity to respond rather than react in a ‘chaotic, problem centred’ 
way (Draper et al., 1999; Rooke, 2015; Wallbank & Woods, 2012). 
Clinical supervision contributed to the development of a more flex-
ible approach to thinking about clinical situations and addressed ha-
bitual practice styles (Little et al., 2018; Wallbank, 2013). It was also 
reported to increase confidence (Honey and Walton (2008) and aid 
skill development and knowledge integration following formal train-
ing or workshops (Kornaros et al., 2018).

4.4.2  |  Shared practice experience

Sharing examples of good practice and learning from peers and 
experienced others were reported as benefits of group clinical su-
pervision and featured as positive outcomes (Little et al.,  2018; 
Moseley,  2020; Scott,  1999). While health visitors expressed 
different views about the degree to which ‘clinical supervision 
helped deal with difficult situations’, the ‘universality’ of prac-
tice challenges and dilemmas was source of both learning and 

reflection (Draper et al., 1999). The benefits in the area of prac-
tice development were observed in those nurses who had demon-
strated open attitudes to learning (Kornaros et al., 2018) and were 
reported as contingent on the style and relationship to the facili-
tator or supervisor (Cutcliffe & Hyrkas, 2006; Draper et al., 1999; 
Moseley, 2020).

5  |  DISCUSSION

This systematic review aimed to identify studies on the practice of 
clinical supervision in CaFHN settings, the role it has in professional 
practice and the necessary characteristics for effective supervision. 
Apart from one study from Sweden, this review found no evidence 
of implementation, models, aims or outcomes of clinical supervision 
practice in well-child community-based nursing settings outside the 
United Kingdom. Of the studies in this review, 11 of 12 papers origi-
nated from and referred to the UK context. This distribution is not 
representative of supervision studies in other nursing disciplines and 
contexts, although much of the scholarship and research in nurs-
ing has developed out of the United Kingdom (Brunero & Stein-
Parbury, 2008; Cutcliffe et al., 2018).

The impetus behind some of the included UK studies is strongly 
associated with the local and national healthcare systems and op-
erating structures. Health visitor workforce recruitment and re-
tention problems, challenges resulting from service restructuring 
and identified workforce practice needs have been drivers for clin-
ical supervision research and implementation across the United 
Kingdom (Wallbank, 2013; Wallbank & Woods, 2012). There was 
evidence that prior to researcher-led studies, limited, ad hoc or 
no clinical supervision was provided in health visitor workplaces 
outside that of performance, appraisal processes (normative 
function).

Clinical supervision was considered beneficial when imple-
mented according to best practice, for example non-managerial, 
regular and with adequate time to allow participants to discuss areas 
of concern (Winstanley & White,  2003). Health visitors reported 
workload pressures and difficulties in prioritizing clinical supervision 
as barriers to participating, suggesting that the potential benefits do 
not exist in isolation to workplace systems (Buus & Gonge, 2009). 
Examples of ad hoc and varying application of clinical supervision 
models across health services demonstrates the need for clinical 
supervision to be embedded in professional and organizational cul-
tures, and for it to be considered both a right and a responsibility of 
nurses (Bond & Holland, 2011, p. 93). Clearly articulated and agreed 
goals and purposes of clinical supervision, in addition to clear dis-
tinction between managerial and appraisal procedures, provide the 
conditions for supervision practice to develop in individuals and 
groups (Kenny & Allenby, 2013).

Most of the studies in this review provided limited detail on ‘what 
happened’ in supervision sessions, that is, the in-process activities, 
interventions or experience of participants (Pearce et al., 2013). In 
some cases there was no description at all or only broad outlines. 
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There was evidence in support of clinical supervision that was 
aligned to specific training, for example, postnatal depression and 
responding to disclosures of abuse, which correlate with findings re-
lated to other nursing specialties such as cancer nursing and mental 
health (Bradshaw et al., 2007).

Few papers described or addressed the preparation standards 
for supervisors, although in some cases, training was provided to 
undertake supervisor roles in pilot trials. A review of clinical super-
vision studies in nursing by Cutcliffe et al. (2018) was critical of the 
lack of attention to training in supervision practice for supervisors 
and participants and a corresponding lack of a competency frame-
work. The importance of supervisor and supervisee preparation or 
training in supervision has been established as a necessary condi-
tion for effective practice in both reflection and clinical supervision 
(Butterworth et al., 2008; Davys & Beddoe, 2020, p. 62).

The review findings support the view that CaFHNs have specific 
clinical supervision requirements due to the nature of their role in 
identifying and responding to infants and children at risk of harm 
and/or suboptimal environmental conditions (Draper et al.,  1999; 
Hall, 2007; Honey & Walton, 2008). While the community-based, in-
dependent nature of the role is also acknowledged to expose nurses 
to professional and personal challenges (Fraser et al., 2014).

Clinical governance to ensure safe practice and quality service 
delivery are features of acute care and traditional community nursing 
roles (Bishop, 2008). This review identifies the clinical governance 
aspects of clinical supervision in CaFHN workforce development 
and its role in supporting effective and safe practice (Bishop, 2008; 
Botham,  2013). Organizational culture, leadership support and 
adequate resourcing of clinical supervision for community-based 
CaFHNs are key aspects in the provision of quality care.

5.1  |  Strengths and limitations

Study designs of included papers were predominantly qualitative, 
with small sample sizes, limiting the transferability of the findings 
to other settings. The exception to this were quantitative studies 
on the ‘restorative supervision’ model (Wallbank, 2013; Wallbank & 
Woods, 2012). The other quantitative study components in the re-
view were either poorly described or offered limited additional value 
to the qualitative results. Most of the studies focused on accept-
ability and respondent experience of clinical supervision in contrast 
to quality and effectiveness outcomes or process and facilitation in 
supervision sessions.

This review is limited by the inclusion criteria of English language, 
primary studies in high-income countries.

The strengths of this review centre on the application of rigour 
in screening and assessing papers and the use of evidence-based as-
sessment and analysis tools.

While it is possible that some literature was not identified by this 
review, it remains likely that in contrast to clinical supervision re-
search across other areas of nursing, CaFHN contexts have not been 
widely investigated.

5.2  |  Implications for practice

Practice issues and challenges in CaFHN roles have commonalities 
across health systems in terms of clinical support needs of nurses to 
influence health, safety and well-being outcomes for children and 
families. Local contextual factors impact the provision and imple-
mentation of clinical supervision with CaFHNs and the educational 
preparation for supervisees, newly graduated nurses and to some 
degree, supervisors remain important areas for further exploration.

Further research should address the views and experiences of 
nurses, managers and supervisors on the clinical supervision mod-
els and frameworks employed across diverse CaFHN settings with a 
focus on how clinical supervision enhances professional practice and 
what, if any, barriers exist to effective participation.

6  |  CONCLUSION

The findings outlined in this review support the fundamental princi-
ples of clinical supervision and professional practice that are consist-
ent over time; systems that ‘contain’ the risks and demands of child 
and family practice (structural features), processes that reflect a rec-
ognition of these impacts on nurses (ensuring safety and supportive 
experience) and the skills and attitudes required by supervisors and 
supervisees to establish open and critical reflection of issues related 
to service provision (strengthening practice).
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