
clinical supervision 

Introduction 

In the United Kingdom, National Health Service (NHS) recruitment and retention within the 

nursing profession is a cause for concern, and this impacts all areas of the healthcare system 

(NHS, 2019a). This has been compounded by the global pandemic, which led to high rates of 

burnout among nurses (Galanis et al., 2020). Clinical supervision has been established within 

nursing in the NHS for around 30 years, and has been described as a place for learning, 

growth, support and restoration (Proctor, 2011).  Within the UK the most widely used model 

of clinical supervision is Proctor’s model (Buus & Gonge, 2009; Sirola-Karvinen & Hyrkäs, 

2011; Sloan, 2011; Franklin, 2013; Driscoll et al., 2019). The model incorporates three 

elements: normative (the monitoring and maintaining of clinical practice), formative 

(development of skills and abilities) and restorative (responsivity to emotional needs). The 

regulator for health and social care in England (Care Quality Commission; CQC) states that 

staff must receive the clinical supervision necessary for them to carry out their role and 

responsibilities (CQC, 2022). However, despite it being widely recognised that nurses benefit 

from ongoing clinical supervision (Driscoll et al., 2019), it continues to be inconsistently 

implemented. Driscoll et al. (2019) note that clinical supervision is not a mandatory 

requirement for UK nurses, and that the Nursing and Midwifery Council (NMC) does not 

have a policy or standards for organisations or nurses to follow in relation to clinical 

supervision. 

Since its inception within nursing in the NHS in the early 1990s, multiple definitions of 

clinical supervision have been offered but no clear consensus reached (Hyrkäs, et al., 1999; 

Yegdich, 1999; Davey et al., 2006; Grant & Townend, 2007; Buus & Gonge, 2009; Driscoll et 

al., 2019; NHS Education for Scotland, 2021); this may act as a barrier to its implementation. 

The absence of a universal definition impacts supervisors too, with some viewing clinical 
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supervision as anxiety provoking and burdensome (Jones, 2006). Therefore, encouraging 

nurses to engage in clinical supervision before its ideas and ideals are properly explained, 

understood and assimilated, may lead to clinical supervision being less effective (Jones, 

2006). Additionally, the blending together of managerial and clinical supervision presents 

particular risks, with the fear of being “watched” by managers within clinical supervision 

contributing to a negative experience of the clinical supervision process (Sloan, 2011).  

Nurses who believe the space to be punitive and hold a belief that clinical supervision is a 

managerial tool to find fault in practice, are less likely to engage (Department of Health, 

2000); likewise worries around confidentiality and feeling threatened also impact on its 

uptake (Butterworth et al., 2008). These beliefs help explain why in busy environments, 

clinical supervision is often the first casualty when demands are high (Stevenson, 2011), 

with key barriers to implementation of clinical supervision being time and resource (Davey 

et al., 2006). It appears that nursing’s relationship with clinical supervision is a complex one.   

Inpatient mental health nurses are required to contend with a particular set of challenging 

circumstances including work with acutely unwell people who may be at high risk, shift-

working patterns and highly unpredictable environments. In their study of clinical 

supervision within an inpatient mental health ward in Australia, Cleary and Horsfall (2011) 

observed that although participants understood the purpose of clinical supervision and 

were aware of its advantages, they tended to use more informal “ad hoc” methods of 

support. There was also a perception that accessing clinical supervision may indicate an 

absence of coping or resilience.   

Given negative attitudes towards clinical supervision among nurses can be a cause for 

reduced engagement in clinical supervision as well as low overall uptake, research through 
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the lens of nondisclosure may provide valuable insights. Research with other professional 

groups has suggested nondisclosure to be a complex issue within the context of clinical 

supervision, with potential for impact on the quality of clinical supervision and in turn for 

safe and effective clinical practice (Mehr, Ladany & Caskie, 2010; Sweeney & Creaner, 2014). 

For the purposes of this research, nondisclosure is defined as the intentional withholding of 

information for example, personal, professional or relational by a supervisee or supervisor 

within clinical supervision.  The phenomenon of nondisclosure is complex and still not fully 

understood. Although most often broken down into three main types; personal 

nondisclosure (ie Hess et al., 2008; Sweeney & Creaner, 2014), clinical nondisclosure (ie 

Mehr et al., 2010) or supervisory nondisclosure (ie Hess et al., 2008; Cook, Jones & Welfare, 

2020; Singh-Pillay & Cartwright, 2018; Sweeney & Creaner, 2014), interactions between 

these three types can make a clear understanding difficult. Reported prevalence rates are 

highly variable (Hutman & Ellis, 2019; Cook, Welfare & Jones, 2020; Mehr, Ladany & Caskie, 

2010).   

This is the first study to address the phenomenon of nondisclosure within nursing clinical 

supervision, which is of importance in the field due to the potential consequences of 

nondisclosure for both effective practice, service delivery and patient experience.  

Methodology 

Design 

A consultation team comprising three mental health nurses was heavily involved throughout 

to enhance quality and integrity. The team was chosen in response to an advert seeking 

consultants and via snowball sampling. As research into nondisclosure within clinical 



 

 

 

 4 

supervision comprises a small body of literature and is in its infancy within nursing clinical 

supervision, it was felt by the researcher and consultation team that a qualitative 

exploration would offer valuable findings. Using semi-structured interviews, data were 

collected on participant experiences and opinions of nondisclosure and clinical supervision. 

This was then analysed using Thematic Analysis in line with Braun and Clarke’s 

recommendations (TA; Braun and Clarke, 2022). Identified themes were shared with 

participants with the aim of “member checking” (Birt et al., 2016), with the nurse 

consultation team also being consulted to shape themes. The researcher kept a reflective 

journal throughout the research. The researcher also utilised regular clinical supervision 

with the research and nurse consultation teams.  

Participants 

Ten mental health nurses were recruited. Guidelines around sample sizes in thematic 

analysis are varied with large ranges of numbers quoted (Fugard & Potts, 2015). Opting for 

ten participants is considered reasonable for small projects such as the one being conducted 

(Fugard & Potts, 2015), acknowledging that the depth, richness and complexity of a study 

impact the required dataset size (Braun & Clarke, 2022). The study’s inclusion criteria asked 

that participants were: mental health nurses at bands 5/61, who currently worked or had 

experience within the last three years of working within inpatient settings, who accessed 

individual clinical supervision and were permanent staff; preceptee nurses could also 

participate. Community based nurses were excluded due to having different pressures in 

 

1 These banding refer to the staff grades as defined by the Agenda for Change pay scales, widely used across 
the NHS in the UK (NHS Terms and Conditions of Service Handbook, 2024) 
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terms of cases, time and environment. Likewise, band 7 and above nurses were excluded 

due to the differences in type, frequency and focus of supervision. Finally, dual-trained 

nurses were not excluded but the focus was on their experiences of supervision as a mental 

health nurse. All nurses in the study received clinical supervision from a nurse of a higher 

banding, allocation of clinical supervisor were made by the senior management team. 

Participant demographics are included in the table below. To gauge representativeness, the 

final column includes available demographic data of inpatient mental health nurses from 

one of the Trusts involved in the study.  

 

 

Recruitment was carried out across three large mental health NHS Trusts in the East of 

England spanning urban and rural areas.  Purposive sampling was used via NHS Trust comms 

and local collaborators.  

 

 Sample demographics Comparative employing Trust 
demographics 

Age range 24-66y 20-70y 
Self-described gender 
identity 

Female 
Male 

n = 8 – 80% 
n = 2 – 20% 

75% 
25% 

Self-described racial 
background / ethnicity 

White British 
Black African 
White Irish 
British Pakistani 
British Asian 
Chinese 

n = 4 – 40% 
n = 2 – 20% 
n = 1 – 10% 
n = 1 – 10% 
n = 1 – 10% 
n = 1 – 10% 

36% 
41% 
0.2% 
1% 
2% 
2% 

Disability status Disabled status 
Non-disabled 
status 

n = 1 
n = 9 

 

Agenda for Change banding 
 

Band 5 
Band 6 

n = 4 
n = 6 

 

Time range as registered 
nurse 

5m – 7y  

Table 1: participant demographics 

 



 

 

 

 6 

Ethics 

The research obtained approval from the Health Research Authority (HRA) and the 

University within which the research was completed. All procedures were performed in 

compliance with relevant laws and institutional guidelines and appropriate institutional 

committees approved them. 

Procedure and Data collection 

The interview schedule was developed through a review of the existing literature, in 

collaboration with the nurse consultation team and the research clinical supervision team. 

The interview schedule was piloted with a separate nurse volunteer, who was identified via 

word of mouth.  

Analysis 

Braun and Clarke (2022) outline six phases for effective thematic analysis (familiarisation 

with the dataset, coding, generating initial themes, developing and reviewing themes, 

refining, defining and naming themes, & writing up) their methodology was followed for this 

research. The qualitative data analysis computer software package Nvivo, was used to 

support coding and theme generation. 

A thematic map highlighting the key findings from the analysis is included in figure 1.  

Quotes are used to exemplify the themes generated.  Where names are provided, 

pseudonyms have been applied to protect the identity of the participants.   

Five themes were identified, which operated at different levels.  On the broader cultural 

level, two themes spoke to a belief that nurses were expected to be superhuman, and the 



 

 

 

 7 

challenges brought about by the necessity to work closely with colleagues leaving little 

room for navigating conflict. Two further themes operated at the clinical supervision level 

and described inconsistent set ups and invalidating experiences that felt relationally unsafe. 

The final theme operated on the individual supervisee level and spoke to in-the-moment 

responses made to cope and adapt with the situations they found themselves in. Each of the 

themes relating to the narrower levels, was situated within the context of those relating to 

the broader cultural narrative, but was not necessarily a direct result of them. 

 

 

 

 

 

 

 

 

 

 

Figure 1: Thematic map 
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You work with them 
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Theme one - Needing to be Superhuman 

This theme spoke to the internalised belief held by participants regarding the perceived 

expectation to be ‘the strong one’ and to ‘suffer in silence’. The ability to be able to ‘carry 

on’ appeared to be a cultural belief held by the nurses. It is possible that this is reinforced by 

a narrative held more broadly in society, evidenced by the popularity of the ‘clap for 

heroes’2 at the height of the pandemic.  

“Sometimes I think you just … want to put on this brave face, and just carry on really … and 

you’re not really expressing and letting out … what you are feeling. I suppose as you go 

higher, they expect you … they expect you to handle it, isn’t it? You’re supposed to … you’re 

expected to … to be this strong person …” 

Theme two - You work with them more than your family 

This theme encompassed the context of working in a very close environment with 

colleagues, with consequent impacts on how able participants felt to reflect on issues in 

supervision or discuss concerns. 

“I think obviously … because you work with these people … you work with everyone … you 

work with them more than you would with your family at home … and I think sometimes it 

can be quite difficult sort of saying “I’m really … I don’t like how this person’s done this, this, 

this and this” … because, I think sometimes you don’t want to get … it carry on in a sort of … 

 

2 In the UK during the height of the Covid-19 pandemic many people clapped from their windows or front 
doors at a designated time of day as an expression of gratitude to front-line healthcare workers. 
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go into something a bit more … not serious – it’s not the right word to use – but sort of … 

tumble you into something a bit bigger” 

The theme had two subthemes. The first spoke to participants holding the team and their 

supervisor in mind, which impacted on their ability to be fully present in clinical supervision 

and to prioritise attendance over other ward demands. This drive to put other’s needs 

before their own appeared linked to participants views on their role as providers of care, 

and the importance of working as a team when supporting vulnerable patients in 

challenging situations.   

 “I can’t always focus 100% on the supervision because my … yeah … like my mind was on 

the supervision, but then also thinking of what’s going on outside the ward, I’m like “I hope 

they’re OK” 

Participants spoke of feeling worried that speaking up might be an unwanted additional 

source of stress in an already pressured environment, resulting in participants choosing not 

to disclose in order to protect others. This belief may have originated internally within 

individual nurses, but its prevalence suggested it was also a ward cultural belief. 

“When the ward environment is so stressful already, you didn’t want to be pushy … and add 

like this extra stress on top of everything else you’re doing already” 

The second subtheme spoke to a belief that raising concerns about their colleagues would 

lead to the issue being escalated which might negatively impact on their colleague and 

potentially disrupt the team dynamic, suggesting a level of fragility within the team. 
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“I don’t want to feel like I am … I am grassing my colleague, you know, so those are … those 

are difficult issues that you need to talk about it. It’s like the elephant in the room – we both 

know – but it’s quite difficult to … sort of bad mouth a colleague who’s on the same level” 

Theme three - A Poorly Defined Space 

This theme talks to the challenges brought about by a lack of a definition for clinical 

supervision within the setting and the resulting impact on the supervisee’s experience, 

along with a lack of space in a more literal sense. Participants described a problem 

narrative; clinical supervision was there to identify problems, fix issues and learn from 

mistakes.   

“I felt like … it was like a tick box sort of thing – like they knew that they had to get it done – 

so, like they tried to squeeze it in wherever they could basically” 

“I think … the … the purpose of it is just to sort of vent really, and just talk about what’s … 

what sort of issues I have on the ward” 

Participant accounts noted the challenges of setting up a predictable and consistent space 

within the inpatient environment.   

“My allocated supervisors were … were either working different shifts to me, like … because 

they do day and night shifts …like I could be doing the day shift, but then they’re doing night 

shifts, so it was difficult to like find like a time to do it” 

“I probably … I worked there for three … three years and I maybe had two supervisions” 
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Theme four – Relationally Unsafe 

This theme related to the relationship between the supervisor and supervisee. Participants 

described how they chose to present themselves in a positive light to their supervisor. It 

highlights the power differential that were felt in the space and possibly a sense of implied 

consequences of getting something wrong. 

“You don’t want to … to appear incompetent and, you know not being able to handle the 

pressure, so I suppose you put a little pressure on yourself as you … as you progress” 

“I probably covered up in all of them. Just to get … you know… I didn’t want to cause any 

trouble for myself, so I just, you know, covered up a bit” 

Theme five – Strategies to stay safe 

Participants described several strategies they used to navigate difficult clinical supervision 

spaces. These may be the result of feeling relationally unsafe within a poorly defined 

environment where a culture of managing other’s expectations is perpetuated. 

“I’d probably say … the tip of the iceberg if I want to talk about something … if I say like the 

tip of … I’d probably sort of make it PG if that makes sense … I really sort of dampen it down 

sort of … I don’t know … I think it … it’s just that once you’ve said something, it’s like you 

can’t … it’s like once you’ve said it, you can’t go back and put it in” 

A pattern emerged for some participants which involved sticking to topics which were 

‘safer’ such as development and training. It is possible these topics were considered safer 

because there is less relational risk taking and the focus is on positives. It is possible these 

topics are therefore also safer for the supervisor. 
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“I think more … trust … topics that are more comfortable to talk about are just general stuff 

like training and development” 

Discussion 

The identified themes in this research suggest that nondisclosure can be influenced at three 

different levels: the broader cultural level, the clinical supervision level and the individual 

level, each with its own ways of precipitating and perpetuating nondisclosure. As illustrated 

in the thematic map the levels inter-relate, with broader levels forming the context for the 

individual level, but not necessarily with a direct causal relationship. At the broader cultural 

level, how nurses are viewed by external sources, as well as the values and beliefs that are 

held by the profession, can act to maintain an unhealthy status quo. At the clinical 

supervision level, a supervision space that is poorly defined, misunderstood, rarely 

prioritised, inconsistently contracted and facilitated by those with limited experience, may 

not allow for an interpersonally safe space to be created. At the individual level, supervisees 

use their own strategies to stay relationally safe by guarding what they say within the 

context of the other two levels. 

Participants described a felt sense of needing to carry on regardless of the impact on 

themselves; they needed to be superhuman. This cultural narrative of nurses as 

superheroes has become popular across the UK and other countries since the start of the 

global pandemic, although viewing nurses in such a way is not new (McAllister et al., 2020).  

Although this public perception and resulting communal actions such as ‘clap for heroes’ in 

the UK, is meant as a show of gratitude, it is argued to have additional unintended 

consequences. Stokes-Parish et al. (2020) note that seeing nurses as something other than 

human (e.g. angels) leads to a failure to acknowledge their suffering resulting in 
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disempowerment and the silencing of nurses. It also places added pressure on exhausted 

nurses (Rees, 2022) whose needs often become misunderstood resulting in them being 

ignored and exploited (McAllister et al., 2020).  The superhero narrative centres the need 

for nurses to deal with problems at an individual level (Traynor, 2018). Nurses are routinely 

encouraged to ‘roll with the punches’ and develop their resilience skills to better manage 

adversity, and the implication that it is their responsibility to cope, can perpetuate the 

inequalities of the status quo within the healthcare organisation (Traynor, 2018). Maben 

and Bridges (2020) argue that it is “not acceptable” that nurses are made to feel at fault for 

not being ‘resilient enough’ as resilience is not an individual responsibility but an 

organisational one3. This need to look beyond individuals, aligns with Grant & Townend’s 

(2007) perspective on the importance of viewing nurses within their moral, cultural and 

professional contexts with regards the need to demonstrate competence and 

accountability.  This also points to a paradox; within a clinical supervision space that 

requires one to be open: how do nurses enable vulnerability when they are expected to be 

invulnerable.  This has important implications for policy development and nurse training, 

with openness and transparency featured as key competencies. Also, in how the function of 

clinical supervision is explained in its training; that it holds the role of development and 

support in addition to oversight.  

An interesting observation was that although participants held their team in mind during 

clinical supervision, always putting them first and not wishing to “get them into trouble”, 

 

3 The authors are aware of the contentious nature of the term resilience, and would guide the readership to wider 
literature which interrogates this. 
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the content of most nondisclosure was linked to relations within the team.  These 

nondisclosures referred more to relational dynamics within the team, for example in ways 

of working and interacting, as opposed to being about clinical issues.  Although these 

relational differences are not necessarily any cause for concern, participants appeared to 

think they would be interpreted as such. This highlights the challenge of reflecting on 

difficulties in relationships without feeling that the relationship is being undermined or 

weakened by such an act: how do I talk badly about family? Or put another way: in an 

unpredictable and potentially risky environment that requires nurses to look out for one 

another, how does a supervisee balance the tension between discussing difficulties about a 

colleague alongside their need for possible support from that colleague. This dynamic may 

be mitigated by a genuine shift to a ‘just culture’ where staff experience psychological 

safety and do not fear blame for speaking up. ‘A just culture considers wider systemic issues 

where things go wrong, enabling professionals and those operating the system to learn 

without fear of retribution’ (Williams, 2018). However, our findings suggest that while this is 

central to the Patient Safety Strategy (2019b), staff on the ground may not experience this 

in day-to-day practice. 

The focus on nondisclosure in the context of the relationships within teams is another 

finding from the research. It highlights both the importance of team working but also the 

pressures that are placed on nurses, which have been considerably impacted over the last 

few years as the health service has navigated a global pandemic (Muller, et al., 2020; Foye, 

et al., 2021; The King’s Fund, 2020). When thinking about the effects of burnout and 

wellbeing, it might be important to broaden out the focus from the individual to the team, 

especially in environments that rely heavily on team connection and collaboration to 
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function effectively. Schwartz rounds (Dawson et al., 2021) or reflective practice groups that 

are implemented with consideration for the logistics of a busy ward with varying shift 

patterns, may facilitate these conversations. 

Thinking about the supervision level, participants described a relationship with their 

supervisors that did not always appear conducive with a context of safety. Concerns around 

confidentiality and how their supervisor might react became barriers to disclosing. These 

findings align with those described by Butterworth et al. (2008). Driscoll et al. (2019) notes 

that there is no agreed or accredited training for new clinical supervisors, and it is unclear 

what constitutes ongoing support for supervisors. Research by Jones (2006) also found that 

supervisors can find supervision anxiety provoking and burdensome, whilst others have 

described supervisor’s reports of feeling ill-equipped, out of their depth, overwhelmed and 

powerless (Singh-Pillay & Cartwright, 2021). Although views of supervisors were not 

collected in the present study, by the lack of a reported standardised approach, it is 

plausible that supervisors fell back on their own experiences of supervision as a guide for 

facilitation.  

The findings identify key recommendations for the development of clinical supervision 

spaces which are regular, structured, clearly defined, predictable and safe. Considerations in 

nurse training to build an understanding of how to effectively use clinical supervision, as 

well as, simulation training (Brown, 2008) to support supervisors in how to introduce and 

contain difficult conversations. 
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Conclusions 

The phenomenon of nondisclosure was found to be present in this sample of inpatient 

mental health nurses. Reports of how it manifested and perpetuated suggest that overtime 

it could impact on nurse wellbeing and consequently indirectly impacting on patient care. A 

worrying narrative that emerged was one of resignation that things would not improve. The 

use of contracting, openly discussing power, sameness and difference, and outlining the 

expectations roles and responsibilities of both the supervisor and supervisee could help 

mitigate these barriers. This is in line with existing recommendations and Proctor’s model 

(Proctor, 2011; Driscoll et al., 2019). 

With the ongoing nurse shortage, recruitment and retention issues, coupled with the 

‘perfect storm’ of interacting variabilities in supervisor, content and environment, it appears 

vital that facilitating a space that enables disclosure will improve wellbeing and retention. 

Furthermore, if the broader patient safety agenda is to be realised, it is imperative that staff 

feel able to disclose concerns. It is hoped, therefore that the voices of the mental health 

nurses who participated in this study will inform policy and practice going forward. 

Development of supervision for nurses holds key importance in delivering safe, accountable 

care to our most vulnerable patients and in retaining well-supported practitioners. In this 

way, the reported concern of one participant that disclosing in their supervision “would 

probably do more harm than good” can be understood and effectively responded to. 

Keywords 

Clinical supervision, mental health nursing, nondisclosure, openness, transparency. 
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Key points 

Mental health nurses working in inpatient settings report that it can be difficult to disclose 

sensitive information in clinical supervision. This tends to be related to concerns about 

issues with the availability of clinical supervision, perceptions of resilience within the 

profession, a sense of needing to protect both individual and team needs, and fears 

regarding lack of psychological safety.  The findings identify the importance of creating a 

regular and structured space, clearly defined and understood by both supervisee and 

supervisor, and one that feels predictable and safe.  Previously unreported findings included 

the internalised belief that nurses should be ‘superhuman’ and the importance of team 

cooperation. These interacted with the other findings to create an environment that 

facilitated nondisclosure. 

Reflective questions 

1. Thinking about your clinical supervision, do you ever find it difficult to be open 

within the space? Why do you think that is? 

2. If you needed to broach a difficult topic with your supervisor, how would you do it? 

What would make it easier/harder?  

3. For you, what are the benefits of clinical supervision? What are its challenges? And 

what changes would you make? 

4. From the answers to your previous questions, is there anything you would like to be 

different in your clinical supervision? How could you action these changes? 
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