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Abstract The implementation of recovery-oriented and
evidence-based practices has become a major challenge for
mental health systems and front-line practitioners. This
study developed an instrument that would assess the ben-
efits or results that accrue from supervision, including
client-centered supervision. The Perceptions of Supervi-
sory Support Scale was administered to 262 case managers.
Analyses (including factor analyses and repeated measures
analysis of variance) confirmed content validity and
reliability. Sub-scales included: (1) emotional support;
(2) support for client goal achievement; and (3) profes-
sional development support. The scale could guide support
for front-line practitioners in delivering client-centered
care and could be useful for future research.
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Introduction

Recovery is becoming well-established as the foundation
for national mental health policy in the United States and
many other countries (President’s New Freedom Com-
mission on Mental Health 2003; U.S. Surgeon General
2000). There is also an increasing body of mental health
service research demonstrating the effectiveness of specific
interventions (Corrigan et al. 2008). The implementation of
these evidence-based practices has become a major chal-
lenge for mental health systems and its practitioners. Both
recovery and evidence-based practice demand new poli-
cies, perspectives, and skill sets within our mental health
service delivery agencies.

The challenges are many; Hoge et al. (2011) identified
contemporary challenges direct workers face. They
include: (1) increased unobserved and autonomous service
provision due to continuing shifts from facility-based to
community-based care; (2) increased caseloads given
financial pressures within agencies; (3) complexity of
health and mental health needs of clients; (4) increased
demands for risk assessment and management; (5) required
competency in evidence-based practices collaborating with
other helping professionals; and (6) advancement of shared
decision making in the context of recovery.

The task is made more formidable by the fact that the
majority of services are delivered by people who are not
fully credentialed professionals. Rather, they tend to have a
bachelor’s degree, with no professional training and very
little human service experience (Hoge et al. 2007). The
jobs are demanding and complex. Occupational stress,
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burnout, and job dissatisfaction are high (Finch and Krantz
1991; Gellis et al. 2004; Kirk et al. 1993). Turnover in
these positions is frequent (Corrigan et al. 2008).

Proposed solutions have included (1) significantly rais-
ing salaries to attract more seasoned and credentialed staff
and (2) increasing the training of staff. Unfortunately the
former is unaffordable and the research on training effec-
tiveness suggests that educational efforts do not strongly
influence health care providers’ practice behaviors (Joyce
and Showers 2002; Miller et al. 2006; Torrey et al. 2012).
Curry et al. (1994) estimate that only 10-13 % of skills
taught are transferred to the working environment.

This article avers that improved supervision of front-line
staff is a third approach to improving performance (Rapp
2006). The purpose of this study was to create an instru-
ment that would assess the benefits or results that accrue
from different models of supervision. This included client-
centered supervision which is not present in other super-
visory scales. This article reports on the results of tests for
content validity and reliability.

Supervision

Supervision was originally developed as a part of organi-
zational/administrative responsibilities. Duties included
overseeing workers’ efficiency/productivity and agencies’
accountability but evolved to also focus on improving the
effectiveness and efficiency of the work processes (Greene
1991; Kadushin and Harkness 2002), improving workers’
skills (Poertner and Rapp 2007), and attending to the so-
cioemotional needs of workers (Kadushin and Harkness
2002). Kadushin and Harkness (2002) conceive of super-
vision as being of three types: administrative (agency
management), educational (professional development), and
supportive (expressive-supportive leadership). In addition,
supporting workers’ efforts to achieve client goals
(Harkness 1997; Poertner and Rapp 2007) has received
increasing attention given the current climate of client-
centered care (Institute of Medicine, Committee on Quality
of Health in America 2006).

There is evidence that the quality of care received by cli-
ents can be influenced mightily by the quality of supervision
that front-line workers receive (Ahearn 1999; Corrigan et al.
2000; Harkness 1995, 1997; Harkness and Hensley 1991).
Supervision has been shown to increase the acquisition,
retention, and application of knowledge learned in training
(Ng and Cheung 2007; Smith et al. 2007). It has also been
shown to improve client outcomes through implementation of
Trauma Focused Cognitive-Behavioral Therapy (Kitchiner
et al. 2007), Cognitive-Behavioral Therapy (Lau et al. 2004),
and Multisystemic Therapy (Schoenwald et al. 2009). Bam-
bling et al. (2006) found that alterations in supervision to
focus on therapeutic alliance produced a significant effect on
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working alliance, symptom reduction, and treatment reten-
tion. Several reports emanating from the National Evidence-
Based Practice Implementation Project (McHugo et al. 2007)
found that the quality of supervision affected the attainment of
high fidelity implementation of supported employment
(Kostick et al. 2010; Marshall et al. 2008); and Integrated
Dual Diagnosis Treatment (Brunette et al. 2008). A series of
evidence-based practice implementation reports from Kansas
suggests that the difference between success and failure may
often be determined by the quality of supervision (Rapp et al.
2010a; 2010b). A national study of evidence-based practice
site consultants and trainers found substantial agreement as to
the supervisory behaviors important to successful imple-
mentation (Carlson et al. 2012).

However, majority of studies supporting effectiveness of
supervision often fail to address the attributes of influential
supervisory behaviors on outcomes, presumably due to a
lack of relevant measurement. In addition, most of the lit-
erature discusses the administrative and clinical focus of
supervision targeting supervisor—supervisee linkage, but the
focus of the effect on client outcomes is sparse or not yet
well studied. Given the dominant focus, most available
supervisory scales evaluate the benefits from working alli-
ance between supervisor and supervisee with underlying
assumptions that the positive effect might lead to greater
client outcomes (Bambling et al. 2006). However, these
scales do not necessarily address the character of supervi-
sor—supervisee working alliance that directly results in
support for client outcomes. For example, research using
existing scales in supervision have not found a relationship
between the character of supervision and client outcomes
(White and Winstanley 2010). Both the Manchester Clinical
Supervision Scale (MCSS) (Winstanley 2000) and the
revised MCSS-26 (Winstanley and White 2011) do not
explicitly address the supervisor’s supportive function in
addressing workers’ efforts to assist clients in achieving
their goals (Harkness 1997; Poertner and Rapp 2007). The
Experience of Supervision Scale developed by Parente
(2011) used the Kadushin and Harkness’s (2002) frame-
work, but it does not include client-centered core items.
These scales did find association between efficiency of
clinical supervision and lower rates of burnout and more job
satisfaction of mental health professionals (Hyrkés 2005).

Given the recovery movement and the imperative to
implement evidence-based practices, identifying and mea-
suring the critical components of supervision assuring a
client-centered approach to care is sought. Such a measure
could boost research that seeks knowledge of more direct
relationship between client outcomes and supervisory
behavior. It could also be an influential tool for improving
supervisory practice. The measurement of fidelity in
the National Evidence-Based Practice Project, for
example, was found to be a key element in improving
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evidence-based practice implementation (Bond et al. 2009;
Rapp et al. 2010b). Poertner and Rapp (2007) include many
other examples of measurement influencing performance
supporting what the organizational theorist Mason Hare
said, “What gets measured gets done.” (Quoted in Peters
and Waterman 1982, p. 268). In this study, we were
interested in identifying factors consisting of supervisory
support that case managers receive, particularly focusing
on the potential benefits in supporting client goals and
recovery. In addition, we examined the scale score differ-
ences between different supervision formats, namely cli-
ent-centered group supervision, individual supervision, and
team meeting.

Methods
Item Generation

The University of Kansas, School of Social Welfare
organized an item-generation team to develop the Percep-
tions of Supervisory Support (PSS) Scale. The team con-
sisted of trainers, practitioners, and researchers for various
evidence-based practices. The team generated the pool of
items that cover the critical components of supervision
from a comprehensive review of the literature as well as
their practice experiences in client-centered care. Through
the iterative and consensus-building process, twenty-seven
items measuring the extent to which front-line staff
receives support in supervision were generated. Generated
items were reviewed in terms of grammar, response logic,
and readability, so the face validity of the candidate scale
was confirmed. Items were anchored using a 1-5 scale
(“1 = Less than 10 % of the time” to “5 = 91 % and
more of the time”) with 5 signifying a higher percentage of
time the worker perceived receiving support in supervision.

Scale Administration

In Kansas, three primary forms of supervision are used within
Community Support Services programs in mental health:
individual supervision (IS), team meeting (TM), and client-
centered group supervision (CGS). IS is scheduled dyadic
meetings between a front-line worker and their supervisor.
Emphasis varies widely but often includes problem-solving
around management of caseloads, feedback, with a minority of
time devoted to discussing specific cases (Kadushin and
Harkness 2002). TM most often covers administrative concerns
(e.g., new policies or procedures, job related concerns) and/or
brief updates on the status of clients with, perhaps, some sug-
gestions for next steps. The degree of structure for both IS and
TM varies dependent on the supervisor’s preference. CGS, like
TM, occurs in a group setting but focuses, almost exclusively

on client goal attainment. It is highly structured with rules for
case presentations, questioning, and brainstorming. Typically,
each discussed case situation would consume 20-30 minutes
[For a fuller description see Rapp and Goscha (2011)].

Two hundred and sixty-two case managers from 22 of
26 mental health centers in Kansas completed surveys in a
group setting where they were asked about their experience
of supervision in the past two months. The survey was
administered between January and June in 2011. The study
was approved by the Institutional Review Board of the
University of Kansas.

Analyses

Data analyses involved three steps. First, an exploratory
factor analysis (a principal axis factoring method with
promax rotation) was conducted to uncover the underlying
structures of the PSS scale for those who received CGS.
Second, confirmatory factor analyses were conducted to
test if the same factor structure holds with other usual types
of supervision, namely IS and TM (testing the rigor and
applicability of the factor structure for different formats).
Finally, repeated measures analysis of variance accounting
for the sample dependency (i.e., the same person rating the
scales for each of the three forms of supervision if appli-
cable) tested if the scale scores reflect the differences
between three types of supervision. SAS ver. 9.2 and
Mplus ver. 6 were used for analyses.

Results

The most frequently used supervision format was a com-
bination of CGS and IS (n = 80, 31 %) followed by all
three (n = 77,29 %), TM only (n = 43, 16 %), TM and IS
(n =41, 16 %), TM and CGS (n = 16, 6 %), and only
CGS (n =5, 2 %). No agency used only IS.

Exploratory factor analysis (see Table 1) retained 19 items
and extracted three factors: “emotional support (Factor 1),”
“support for client goal achievement (Factor 2),” and “edu-
cational/professional development support (Factor 3).” Items
eliminated were either lower factor loadings for all factors (i.e.,
<0.30), cross-loadings, freestanding, or highly correlated
with other items. The number of factors extracted were
determined based on scree tests, Kaiser’s criterion (i.e.,
eigenvalues greater than one), and interpretability. Kaiser—
Meyer—Olkin measure of sampling adequacy was 0.93. Cor-
relations among factors were from 0.3 to 0.6. The internal
consistency (Cronbach’s alphas) for each factor were 0.9, 0.9,
and 0.7, respectively.

Confirmatory factor analyses with the three factor model
revealed acceptable fit for both IS (Comparative Fit Index
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Table 1 Results of exploratory factor analysis and descriptive statistics of the Perceptions of Supervisory Support Scale for client-centered

group supervision

Factor I Factor 2 Factor3 M SD Skewness  Kurtosis
Factor 1: Emotional support
Feel more positively about your job? 0.780 0.295 0226 3.66 122 —-0.76 —-0.21
Feel as if you’re part of the team? 0.745 0.164 0.010 441 1.02 -1.86 2.86
Feel that your work was acknowledged? 0.737 0.354 0.158 3.69 136 -0.77 —0.59
Leave supervision feeling energized? 0.702 0.396 0.192 331 132 -046 —0.95
Feel more effective/competent as a worker? 0.690 0.427 0.116 3.76 1.11 -0.76 —0.10
Look forward to supervision? 0.686 0.285 0.172 325 145 -040 —1.20
Feel more positively about your agency? 0.681 0.168 0.248 344 131 -0.51 —0.82
Think supervision improved your relationships with team members?  0.669 0.213 0226 384 124 —0.82 —0.34
Think supervision improved your relationship with your supervisor?  0.666 0.216 0311 353 138 —0.58 —0.86
Feel your stress was reduced? 0.635 0.285 0.241 290 137 -0.04 —1.19
Factor 2: Support for client goal achievement
Achieve better alignment between client’s goal 0.215 0.839 0.133 397 1.11 -0.99 0.34
and your goal for client?
Gain new perspective on client? 0.343 0.796 0.078 397 1.01 -092 0.52
Reprioritize your efforts toward a client’s goal? 0.341 0.747 0.078 4.10 0.99 -1.04 0.57
Gain greater clarity on a client’s goal? 0.396 0.716 0.128 397 1.06 -0.92 0.20
Leave supervision with ideas/suggestions to assist 0.179 0.600 —0.005 444 093 -1.71 2.28
a specific client to achieve a goal?
Factor 3: Educational / professional development support
Get feedback on your performance? 0.257 0.199 0.702  3.10 152 -0.11 —1.42
Discuss your career development? 0.226 0.107 0.579 1.57 1.16 1.98 2.70
Receive coaching or training on job skills? 0.286 0.220 0.577 3.13 143 -0.17 —1.27
Discuss productivity? 0.003 —0.157 0.562 258 1.57 0.37 —1.43

[CFI] = 0.94, Tucker-Lewis Index [TLI] = 0.93, Standard-
ized Root Mean Residual [SRMR] = 0.04, Root Mean
Square Error of Approximation [RMSEA] = 0.08) and TM
(CFI = 0.92, TLI = 0.90, SRMR = 0.06, RMSEA = 0.08)
formats, indicating the same factor structure holds across
different types of supervision.

Repeated measures analysis of variance (see Table 2)
showed significant group differences for all supportive func-
tions [emotional support: F(2, 522) = 11.35, p < 0.001;
support for client goal achievement: F(2, 522) = 35.21,
p < 0.001; educational/professional development support:
F(2,520) = 57.71, p < 0.001]. Post-hoc mean comparisons
with Bonferroni correction revealed that: (1) CGS and IS had
higher scores than TM for emotional support (p < 0.001); (2)
CGS had higher scores than TM and IS for support for client
goal achievement (p < 0.001); and (3) IS had higher scores
than CGS and TM for educational/professional development
support (p < 0.001).

Discussions

This is the first study we are aware of to test the psycho-
metric properties of a scale that included the critical
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components of client-centered supervision. Our study
revealed three factor structures of the PSS scale in the
following areas: (1) emotional support; (2) support for
client goal achievement; and (3) educational/professional
development support. “Emotional support” refers to efforts
aimed to acknowledge work performed by the worker,
improve relations among team members, reduce worker
stress, increase positive feelings from the worker about
their work and the agency, etc. “Support for client goal
achievement” refers to efforts to give workers ideas on
how to help clients achieve goals, help workers better align
with the clients’ goal, help the worker gain a new per-
spective on a client, reprioritize efforts toward the client’s
goal, etc. “Educational/professional development support”
refers to efforts to provide the worker feedback on their
performance, offer coaching and training on job skills,
further career development, etc.

The findings are generally congruent with Kadushin and
Harkness’s (2002) conceptual framework (i.e., adminis-
trative, educational, and supportive), but “support for client
goal achievement” was explicitly included as a function of
supervision instead of “administrative.” This is reasonable
since supervisees rarely perceive of administrative/organi-
zational supervision as helping their work and desire
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Table 2 Mean comparisons of the Perceptions of Supervisory Support Scale (sub-scores) across three supervision formats
Client-centered group Team meeting Individual Comparisons
supervision (CGS) (TM) supervision (IS)
M SD M SD M SD
Emotional support 3.58 1.01 3.41 1.01 3.58 1.16 CGS =IS>T™M
Support for client goal achievement 4.08 0.87 3.48 1.12 3.68 1.14 CGS >1S =TM
Educational/professional development support 2.60 1.05 2.55 1.04 3.24 1.05 IS > CGS = T™M

Note 1. Average scores were used

Note 2. = is not significant difference; > is significant difference

assistance with case situations (Poertner and Rapp 2007).
The need for supporting client goal achievement is con-
sistent with the Institute of Medicine’s call for person-
centered care (Institute of Medicine, Committee on Quality
of Health in America 2006). Further, the factors extracted
in this study accommodate the current supervisory prac-
tices called “clinical” (Hoge et al. 2011) with supervisory
practices supportive of recovery and non-clinical practices.
Given the challenges front-line practitioners face in
delivering recovery-oriented and evidence-based practices,
the PSS scale seems to capture a desired function of
supervision, which is not present in other supervisory
scales. The three factor model fits well across different
supervision formats, indicating that the scale can be used
for both individual and group format.

Along with the evaluation of the factor structure of the
PSS scale and its consistency across the three different
supervision formats, we were also interested in testing
another aspect of validity. Analysis of variance tests
revealed that the scale scores differentiated the character-
istic differences between supervision formats. In particular,
case managers who received CGS perceived more support
for “client goal achievement” than other formats and
equivalent support to IS in “emotional support.” It was
anticipated that CGS would be better at helping case
managers with work with clients (support for client goal
achievement) given its objective. On the other hand, IS is
better for providing feedback and for educational purposes.
Lastly, it seems that TM is not a winner for any support
function. TM often does not have a structured format and is
used as a supplement for IS (Kadushin and Harkness 2002).
The strengths of TM may be its flexibility when calling for
a meeting that is needed for organizational purposes.

This preliminary study has some limitations. First, a con-
venience sample in one state was used, which limits the
generalizability. For the purpose of more rigorous scale
development, a future study recruiting a larger random sample
will be necessary. Second, we did not measure other relevant
variables such as the levels of burnout and job satisfaction,
which restricted our ability to test the construct validity of the
scale. Third, this was a cross-sectional study, so the stability of

the scale over time is unknown. For the usage of future
intervention purpose, a longitudinal study testing test—retest
reliability along with the sensitivity for intervention will be
needed. Finally, the absence of client outcome variables in this
study does not speak to whether the type and level of support
will actually predict client outcomes. This consideration and
testing are particularly important for assuring the predictive
validity of the scale in the context of client-centered super-
vision. Thus, an objective evaluation will be needed exam-
ining whether the inclusion of the five client-centered items
would address the improvement in recovery and goal-oriented
practices. Despite the limitations, the explicit focus on client-
centered supervision in the PSS scale would add to the liter-
ature supplementing other existing supervisory scales.

Conclusions

The findings confirmed the content validity of the scale and
demonstrated that the scale has good internal consistency.
The scale can be used for both individual and group for-
mats. Nineteen items (presented in Table 1) are easily
administered for use in research and practice. Since
supervision at its most fundamental level should enhance
the effectiveness (client outcomes) of direct service
workers’ efforts, assessing the degree to which this is being
accomplished within an agency seems like an important
and useful task. The PSS scale could guide support for
front-line practitioners in delivering client-centered care
and could be useful for future research.
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References

Ahearn, K. (1999). The impact of supervisory behavior on perma-
nency rates for foster children in a child welfare context.
Unpublished doctoral dissertation, University of Illinois,
Urbana-Champaign.

Bambling, M., King, R., Raue, P., Schweitzer, R., & Lambert, W.
(2006). Clinical supervision: Its influence on client-rated

@ Springer



358

Adm Policy Ment Health (2014) 41:353-359

working alliance and client symptom reduction in the brief
treatment of major depression. Psychotherapy Research, 16(03),
317-331.

Bond, G. R., Drake, R. E., McHugo, G. J., Rapp, C. A., & Whitley, R.
(2009). Strategies for improving fidelity in the national evidence-
based practices project. Research on Social Work Practice,
19(5), 569-581.

Brunette, M. F., Asher, D., Whitley, R., Lutz, W. J., Wieder, B.,
Jones, A., et al. (2008). Implementation of Integrated Dual
Disorder Treatment: A qualitative analysis of facilitators and
barriers. Psychiatric Services, 59, 989-995.

Carlson, L., Rapp, C., & Eichler, M. (2012). The experts rate:
Supervisory behaviors that impact the implementation of
evidence-based practices. Community Mental Health Journal,
48, 179-186.

Corrigan, P., Lickey, S., Campion, J., & Rashid, F. (2000). Mental
health team leadership and consumers’ satisfaction and quality
of life. Psychiatric Services, 51, 781-785.

Corrigan, W., Mueser, K., Bond, G., Drake, R., & Solomon, P.
(2008). Principles and practice of psychiatric rehabilitation: An
empirical approach. New York: The Guilford Press.

Curry, D., Caplan, P., & Knuppel, J. (1994). Transfer of training and
adult learning (TOTAL). Journal of Continuing Social Work
Education, 6, 8-14.

Finch, E. S., & Krantz, S. R. (1991). Low burnout in a high-stress
setting: A study of staff adaptation at Fountain House. Psycho-
social Rehabilitation Journal, 14(3), 15-26.

Gellis, Z., Kim, J., & Hwang, S. (2004). New York state case manager
survey: Urban and rural differences in job activities, job stress,
and job satisfaction. Journal of Behavioral Health Services and
Research, 31, 430-440.

Greene, R. R. (1991). Supervision in social work with the aged and
their families. Journal of Gerontological Social Work, 17(1-2),
139-144. doi:10.1300/J083v17n01_11.

Harkness, D. (1995). The art of helping in supervised practice: Skills,
relationships, and outcomes. The Clinical Supervisor, 13, 63-76.

Harkness, D. (1997). Testing interactional social work theory. The
Clinical Supervisor, 15, 33-50.

Harkness, D., & Hensley, H. (1991). Changing the focus of
supervision: Effects on client satisfaction and generalized
contentment. Social Work, 35, 506-512.

Hoge, M., Migdole, S., Farkas, M., Ponce, A., & Hunnicutt, C.
(2011). Supervision in public sector behavioral health: A review.
The Clinical Supervisor, 30, 183-203.

Hoge, M., Moirris, J., Daniels, A., Stuart, G., Huey, L., & Adams, N.
(2007). An action plan on behavioral health workforce devel-
opment. Rockville: U.S. Department of Health and Human
Services, Substance Abuse and Mental Health Services
Administration.

Hyrkés, K. (2005). Clinical supervision, burnout, and job satisfaction
among mental health and psychiatric nurses in Finland. Issues in
Mental Health Nursing, 26(5), 531-556.

Institute of Medicine, Committee on Quality of Health in America.
(2006). Improving the quality of health care for mental and
substance use conditions. Washington, DC: National Academies
Press.

Joyce, B., & Showers, B. (2002). Student achievement through staff
development (3rd ed.). Alexandria: Association for Supervision
and Curriculum Development.

Kadushin, A., & Harkness, D. (2002). Supervision in social work (4th
ed.). New York: Columbia University Press.

Kirk, S., Koeske, G., & Koeske, R. (1993). Changes in health and job
attitudes of case managers providing intensive services. Hospital
& Community Psychiatry, 44, 168—-173.

Kitchiner, N. J., Phillips, B., Roberts, N., & Bisson, J. 1. (2007).
Increasing access to trauma focused cognitive behavioural

@ Springer

therapy for post traumatic stress disorder through a pilot
feasibility study of a group clinical supervision model. Behav-
ioural and Cognitive Psychotherapy, 35(2), 251-254.

Kostick, K., Whitley, R., & Bush, P. (2010). Client-centeredness in
supported employment: Specialist and supervisor perspectives.
Journal of Mental Health, 19, 523-531.

Lau, M., Dubord, G., & Parikh, S. (2004). Design and feasibility of a
new cognitive—behavioural therapy course using a longitudinal
interactive form. Canadian Journal of Psychiatry, 49, 696—700.

Marshall, T., Rapp, C., Becker, D., & Bond, G. (2008). Key factors
for implementing supported employment. Psychiatric Services,
59, 886-892.

McHugo, G., Drake, R., Whitley, R., Bond, G., Campbell, K., Rapp,
C., et al. (2007). Fidelity outcomes in the national implementing
evidence-based practices project. Psychiatric Services, 58,
1279-1284.

Miller, W., Sorensen, J., Selzer, J., & Brigham, G. (2006). Dissem-
inating evidence-based practices in substance abuse treatment: A
review with suggestions. Journal of Substance Abuse Treatment,
31, 25-39.

Ng, R., & Cheung, M. (2007). Supervision of cognitive behavioural
therapy for psychosis: a Hong Kong experience. Hong Kong
Journal of Psychiatry, 17, 124—130.

Parente, M. (2011). Experience of supervision scale: The development
of an instrument to measure child welfare workers’ experience of
supervisory behaviors. Unplublished doctoral dissertation, Vir-
ginia Commonwealth University, Richmond, VA.

Peters, T., & Waterman, R. (1982). In Search of excellence—Lessons
from America’s best-run companies. London: Harper Collins
Publishers.

Poertner, J., & Rapp, C. (2007). Textbook of social administration:
The consumer-centered approach. New York: Routledge.
President’s New Freedom Commission on Mental Health. (2003).
Achieving the promise: Transforming mental health care in
America. Final Report. Washington, DC: Department of Health

and Human Services.

Rapp, C. (2006). Workforce development in the US: A third
approach. Journal of Mental Health Training, Education and
Practice, 1, 42-44.

Rapp, C., Etzel-Wise, D., Marty, D., Coffman, M., Carlson, L., Asher,
D., et al. (2010a). Barriers to evidence-based practice imple-
mentation: Results of a qualitative study. Community Mental
Health Journal, 3rd edn. 46, 112-118.

Rapp, C., & Goscha, R. (2011). The Strengths Model: A recovery-
oriented approach to mental health services (3rd ed.). New
York: Oxford University Press.

Rapp, C., Goscha, R., & Carlson, L. (2010b). Evidence-based practice
implementation in Kansas. Community Mental Health Journal,
46(5), 461-465.

Schoenwald, S., Sheidow, A., & Chapman, J. (2009). Clinical supervi-
sion in treatment transport: Effects on adherence and outcomes.
Journal of Consulting and Clinical Psychology, 77, 410—421.

Smith, J., Amrhein, P., Brooks, A., Carpenter, K., Levin, D.,
Schreiber, E., et al. (2007). Providing live supervision via
teleconferencing improves acquisition of motivational interview-
ing skills after workshop attendance. The American Journal of
Drug and Alcohol Abuse, 33, 163—-168.

U.S. Surgeon General. (2000). Mental health: A report of the Surgeon
General—executive summary. Rockville: USDHHS, Substance
Abuse and Mental Health Services Administration, Center for
Mental Health Services, NIH, NIMH.

Torrey, W., Bond, G., McHugo, G., & Swain, K. (2012). Evidence-
based practice implementation in community mental health
settings: The relative importance of key domains of implemen-
tation activity. Administration Policy in Mental Health and
Mental Health Services Research, 39, 353-364.


http://dx.doi.org/10.1300/J083v17n01_11

Adm Policy Ment Health (2014) 41:353-359

359

White, E., & Winstanley, J. (2010). Does clinical supervision lead to
better patient outcomes in mental health nursing? Nursing Times,
106, 16-18.

Winstanley, J. (2000). Manchester clinical supervision scale. Nursing
Standard, 14, 31-32.

Winstanley, J., & White, E. (2011). The MCSS-26: Revision of the
Manchester clinical supervision scale using the Rasch measure-
ment model. Journal of Nursing Measurement, 19(3), 160—178.

@ Springer



	The Perceptions of Supervisory Support Scale
	Abstract
	Introduction
	Supervision

	Methods
	Item Generation
	Scale Administration

	Analyses
	Results
	Discussions
	Conclusions
	References


