
THERAPEUTIC RECREATION JOURNAL Vol. 38, No. 4, 329-347, 2004

The Status of Clinical Supervision in
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Study
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Clinical supervision is practiced by many health and human services professions to improve
professional competency and ensure quality services to clients. The purpose of this study was to
assess the current status of the use of clinical supervision in therapeutic recreation on a national
level. A mail survey was sent to 500 CTRSs in North America. Results indicated that the
majority of therapeutic recreation specialists were not currently receiving or giving clinical
supervision. Those professionals with four years or less in the field were least likely to be
receiving clinical supervision, but perceived the most need for it across all therapeutic recreation
job tasks and knowledge areas. Only a small percentage of therapeutic recreation specialists had
received training in clinical supervision. Recommendations for practice and research are noted.
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vices, and education mature, various mecha- clinical supervision. Clinical supervision is de-
nisms are put into place to assure improved fined as a dynamic, enabling, and ongoing
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process that is interpersonally focused and
professional, in which therapeutic recreation
specialists who are skilled and knowledgeable
facilitate another's therapeutic competence in
order to maintain or enhance effective practice
(adapted from Gruver & Austin, 1990).

During the past decade, professions such as
psychology, counseling, social work, family
therapy, nursing, occupational therapy and ed-
ucation have emphasized the importance of
clinical supervision. Additionally, many state
licensing and certification boards for these
professions mandate that practitioners receive
clinical supervision throughout their careers,
or at least during the early stages. These pro-
fessional boards also recognize that clinicians
serving as supervisors need to obtain training
and education in clinical supervision (Bernard
& Goodyear, 1998; Campbell, 2000; Haynes,
Corey, & Moulton, 2003).

In order for persons to become Certified
Therapeutic Recreation Specialists™ (CTRSs®)
they must meet the minimal requirements es-
tablished by the National Council for Thera-
peutic Recreation Certification® (NCTRC®).
These requirements include, among others,
completing a minimum 480-hour, twelve week
field placement under the supervision of a
CTRS (National Council for Therapeutic Rec-
reation Certification, 2003a). During their in-
ternships, therapeutic recreation students may
receive intensive clinical supervision. Little, if
any, information exists however as to whether
clinical supervision is provided to CTRSs as
they advance through their professional ca-
reers.

In the field of therapeutic recreation, Gru-
ver and Austin (1990) found that while per-
ceived as essential, only half of the therapeutic
recreation educators surveyed integrated clin-
ical supervision into their curricula. Based on
these findings, Austin (1999) expressed alarm
that therapeutic recreation specialists have not
received training in giving or receiving clinical
supervision. Similarly, Murray and Shank
(1994) advocated for the inclusion of clinical
supervision in the practice of therapeutic rec-
reation for the effective development of ther-

apeutic recreation specialists. While recog-
nized as important, very little has been done to
investigate the actual practice of clinical su-
pervision in therapeutic recreation.

Given the inexperience of entry-level ther-
apeutic recreation professionals, the relative
newness and voluntary nature of credentialing
in the field, and the apparent paucity of a
culture that prepares professionals for clinical
supervision, it is imperative to learn what the
status of clinical supervision is in the field, and
what needs CTRSs have in relation to devel-
oping skills and knowledge for improved com-
petence in practice. The purpose of this study
was to assess the current status of the use of
clinical supervision in therapeutic recreation
on a national level, and to determine the type
of training CTRSs needed to develop clinical
supervision skills and improve their profes-
sional competence.

Literature Review

The Nature of Clinical Supervision
Various definitions have been advanced to

clarify clinical supervision. These variations
are often based on the author's training and
professional practice. Many times practition-
ers equate supervision with their immediate
agency supervisor or another administrator.
These administrators' primary foci are to en-
sure that employees follow agency policies,
procedures and rules. Their responsibilities in-
clude overseeing, directing, and evaluating an
employee's work performance. Clinical super-
visors, however, seek to assist in the develop-
ment of competent therapists who are then
enabled to provide the best possible services to
clients (Murray & Shank, 1994).

Clinical supervision also differs from ther-
apy. The clinical supervisor, while providing
insight and facilitating self-awareness in the
developing professional, keeps the focus of
supervision on provision of best services to
clients. This process, however, may include
exploring the therapists' feelings and attitudes
toward the clients, as well as toward their
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professional practice (Bernard & Goodyear,
1998). The purpose of clinical supervision,
however, is not to resolve supervisees' per-
sonal issues but rather to acknowledge that
these issues may impact professional practice.
Whenever clinical supervisors determine that
supervisees might benefit from mental health
counseling, they may recommend such ser-
vices.

Additionally, the practice of clinical super-
vision encompasses far more than the super-
vision therapeutic recreation students receive
from their agency supervisors during their in-
ternships. Clinical supervision may be incor-
porated into therapeutic recreation internships;
however, as a practice, it is beneficial through-
out all stages of professional development,
from field work experiences to job maturity.

Similar to the varied definitions offered to
explain clinical supervision, numerous ap-
proaches or models to facilitate clinical super-
vision have been advanced (Bernard & Good-
year, 1998; Powell, 1993; Ralph, 1998). These
different approaches have been conceptualized
into three distinct models: skill development,
personal awareness, and the integrative, or
blended model (Austin, 1999; Powell). A skill
development model employs a didactic ap-
proach to clinical supervision in which the
supervisor assumes the role of teacher. The
primary focus of this approach is the acquisi-
tion of clinical skills. Utilizing a personal
growth model, the supervisor functions more
like a counselor with the supervisee assuming
the role of client. The emphasis of this rela-
tionship is not psychotherapy, but one that
allows the supervisee to gain insight into self
in relation to clientele served. Finally, the
integrative model combines the skill develop-
ment model with personal growth model. Un-
der this approach the supervisor works closely
with the supervisee to identify specific areas
that need to be addressed, related to either
professional skills or personal growth.

Clinical supervision might also be under-
taken through several formats. These formats
include individual, group, and peer supervi-
sion (Bernard & Goodyear, 1998). Individual

supervision involves a one-on-one relationship
between a more senior therapist and a super-
visee with less experience. Historically this
has been the dominant format in the provision
of clinical supervision. Utilizing a group su-
pervision format, a supervisor meets regularly
with a group of supervisees. Similar to indi-
vidual supervision, group supervision is hier-
archically structured, allowing the supervisor
to oversee the professional development of a
group of practitioners. More recently, profes-
sionals from various fields have sought out
clinical supervision through a peer supervision
format (Bernard & Goodyear). Through peer
supervision, a group of coequal practitioners
meet on a regular basis to support each mem-
ber in their professional work.

The Use of Clinical Supervision
The practice of clinical supervision, and

thus related literature, originated in the fields
of psychoanalysis, social work and counseling
in the 1970s and 1980s (Powell, 1993). The
growth of clinical supervision, with the more
recent proliferation of articles on this subject,
has resulted not only from its recognized ben-
efits for practitioners and ultimately clients
served, but from licensure and accreditation
requirements (Bernard & Goodyear, 1998;
Campbell, 2000; Powell). During the past de-
cade, various other professions have begun to
explore clinical supervision practice. Many of
these professional groups are qualified to prac-
tice with a Bachelors degree or less, under-
scoring the value of clinical supervision in an
array of human service professions such as
nursing, substance abuse counseling, and
teaching.

Currently the foci of the majority of clini-
cal supervision literature include the impor-
tance of clinical supervision, its uniqueness,
and the various approaches that might be em-
ployed. Anderson (2000) described the dis-
tinctive requirements of clinical supervision of
substance abuse counselors, where practition-
ers with high school level educations worked
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closely with those possessing graduate de-
grees. As a way to address the needs of this
diverse grouping of professionals, he recom-
mended the implementation of a uniform
model of clinical supervision for substance
abuse counselors. Similarly, Rizzo (2003)
championed the blended model of clinical su-
pervision developed by Powell (1993) for
counselors in substance abuse care settings.
Some of the major reported benefits of clinical
supervision for substance abuse counselors in-
cluded enhanced job satisfaction and career
advancement (Evans & Hohensil, 1997). In-
volvement in the provision of clinical super-
vision also allowed supervisors to have an
impact on practitioner development and thus
helped shape the profession (Barnett, Young-
strom, & Smook, 2001).

Clouder and Sellars (2004) argued for the
necessity and benefits of clinical supervision,
not only for nurses but occupational therapists
and physiotherapists. The authors maintained
that clinical supervision "can be advantageous
to individual practitioners and professional
groups in enhancing practice and accountabil-
ity and promoting professional development"
(p. 262). They asserted that clinical supervi-
sion provided mechanisms to support practi-
tioners in their daily interactions with clients
while also advancing professional practice.
More specifically, Jones (2003) underscored
the importance of clinical supervision in re-
lieving stress experienced by palliative care
nurses. Bush, Powell and Herzberg (1993)
identified clinical supervision as one method,
among others, to enhance career self-efficacy
in occupational therapy practice. They stressed
that entry-level therapists, transitioning from
university to professional practice, especially
needed clinical support.

Concerned about the impact that the health
care market might have on clinical supervision
practice, Berger and Mizrahi (2001) surveyed
hospital-based social workers to determine the
amount and type of supervision employed at
each facility. They found that instead of being
curtailed, the clinical supervision received by
hospital social workers was slowly evolving

from the traditional approach, in which a se-
nior practitioner provides supervision to a
more junior individual, to an approach where
clinical supervision was provided through al-
ternative approaches (e.g., peer and group su-
pervision).

In addition to health care related profes-
sions, teacher development literature has ad-
vocated for the implementation of clinical su-
pervision as a way to improve teachers'
classroom instruction. Acheson and Gall
(2003) argued for the application of clinical
supervision to assist teachers in achieving their
primary goal of "helping individuals learn" (p.
12). They also maintained that through clinical
supervision teachers might better understand
that their professional development is a "ca-
reer long effort" (p. 13). Additionally, clinical
supervision might help relieve the anxiety and
insecurity that novice teachers bring to the
classroom. In like manner, Maeda (2001) rec-
ommended that physical education and
adapted physical education teachers receive
'teacher coaching' to improve teaching prac-
tice. For Maeda, teacher coaching is analogous
to clinical supervision and, like clinical super-
vision, may take the form of either peer or
expert coaching.

The practice of clinical supervision has
expanded from it beginnings in counseling,
psychoanalysis, and social work to address the
ongoing development of practitioners in an
array of professional groups requiring varying
levels of professional preparation. The expan-
sion of clinical supervision across diverse
groups reflects its importance in optimizing
professional practice, thus ultimately improv-
ing client services. However, the practice of
clinical supervision in therapeutic recreation is
unclear, thus the purpose of this study was to
assess the current status of the use of clinical
supervision in therapeutic recreation on a na-
tional level, and to determine the type of train-
ing CTRSs needed to develop clinical super-
vision skills and improve their professional
competence.
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Methods
The subjects for this study were obtained

through a random sample of CTRSs from the
National Council for Therapeutic Recreation
Certification (NCTRC). Using a computerized
program, the NCTRC staff randomly selected
500 CTRSs nationwide from the total of
16,000 active certified therapeutic recreation
specialists. After obtaining the randomized
mailing lists from NCTRC, the researchers
sent the anonymous survey to each CTRS in
the sample. A return-addressed, stamped en-
velope was included with each survey. The
inside front cover of the survey booklet con-
tained the required elements of informed con-
sent as outlined by the institutional review
boards of the researchers' universities. Using
the Dillman approach (Babbie, 2003), a fol-
low-up postcard was sent three weeks after the
initial mailing.

A mailed questionnaire was developed by
the researchers to collect data on the status of
clinical supervision among CTRSs. The anon-
ymous questionnaire, which began by giving
the respondents a definition of clinical super-
vision, consisted of 44 closed and open-ended
questions that focused on three areas: 1) de-
mographics and characteristics of current prac-
tice; 2) experience with and training in clinical
supervision; and, 3) perceived needs for clin-
ical supervision. To measure demographic and
practice characteristics, questions on the sur-
vey were modeled after those used on the
NCTRC recertification application, and the
NCTRC Pocket Profile (NCTRC, 2003c). This
allowed for comparison of the study sample to
the population of CTRSs. To measure experi-
ence and training in clinical supervision, re-
spondents were again given the definition of
clinical supervision at the beginning of the
question set, then asked to report their experi-
ences in giving and receiving clinical supervi-
sion, as well as training they had received in
clinical supervision. These questions were
based on the literature review related to com-
mon models in giving and receiving clinical
supervision, as well as typical ways clinicians

receive training. To measure perceived needs,
respondents were asked to rate on a four point
scale (1 = not needed to 4 = very needed)
how much they were in need of clinical super-
vision to develop their competence as a CTRS.
Competency areas were taken from both the
'TR job tasks' and 'TR knowledge areas' as
identified in the NCTRC Job Analysis
(NCTRC, 2003b). Utilization of the NCTRC
therapeutic recreation job analysis helped ad-
dress content validity of the instrument. Since
the focus of clinical supervision is on improv-
ing practice, and the job analysis is based on
research about the practice of therapeutic rec-
reation, it provided a valid framework for
measurement of perceived needs of CTRSs in
improving competence (Connolly & Riley,
1995/96). In addition, CTRSs must use the job
analysis to report their continuing education
for recertification, as well as their annual re-
porting requirements for continued certifica-
tion, so it was assumed that the meanings of
the therapeutic recreation tasks and knowledge
areas were somewhat familiar to the sample.
The survey was piloted with five therapeutic
recreation educators, four practitioners in ther-
apeutic recreation, one licensed clinical coun-
selor, one nurse researcher/educator, and fif-
teen therapeutic recreation students at three
universities for feedback on its content, read-
ability and understanding. The survey was
modified, based on the feedback, and reviewed
again by educators who were considered ex-
pert reviewers (educators in therapeutic recre-
ation and nursing who provide training to
students in clinical supervision) to assess its
overall face validity and clarity. Reliability
measures for the questionnaire were not deter-
mined.

The researchers analyzed the quantitative
data through SPSS 11.5 using descriptive sta-
tistics, correlations, and chi-square. Years of
experience in therapeutic recreation and status
of receiving and giving clinical supervision
were analyzed using chi-square to identify any
relationships. In addition, highest level of ed-
ucation and whether one had received training
in clinical supervision was also analyzed using
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chi-square. Lastly, the relationships between
perceived needs for clinical supervision and
years as a CTRS were analyzed using correla-
tion. Open-ended responses were analyzed by
the researchers, coded, and categorized into
themes using enumeration (Henderson, 1993).

Results
The initial mailing yielded a response of

183 surveys. Three weeks after the initial mail-
ing, the follow-up reminder postcard was
mailed to all 500 CTRSs. Following this re-
minder postcard, the total of returned surveys
increased to 236 for an overall response rate of
47%. Four surveys were returned as undeliv-
erable.

The respondents ranged in age from 22 to
63 years old, with an average age of 37.5 years
(SD = 9.7). As can be seen in Table 1, the
large majority of respondents was female
(81.8%) and had a Bachelors degree as highest
level of education (72.5%). The respondents
resided across the United States, though the
Northeast and Great Lakes regions were more
strongly represented. Most of the respondents
were currently employed as therapeutic recre-
ation specialists (78.4%), with greater than
half of the respondents (59.7%) working full-
time in that capacity. The majority (75.9%) of
the respondents had been CTRSs for less than
15 years. The most frequently identified length
of certification was 5 to 10 years (29.3%). The
majority of respondents identified their pri-
mary position in the field as therapeutic recre-
ation specialist, or front line staff (51.3%),
with the next most frequently listed position as
"other" and manager. "Other" included such
things as unit supervisor, program manager,
case manager, child life specialist, employ-
ment specialist, and administrator, to name a
few. Over a third (36.4%) of the respondents
worked in psychiatry or mental health, fol-
lowed by geriatrics, "other," and physical re-
habilitation. "Other" included such areas as
addiction and pediatrics. Nearly half (44.9%)
of the respondents worked in hospitals, with

acute and long-term care being the most fre-
quently selected level of care provided. The
primary age group served was adults (41.5%),
followed by older adults, then children or
adolescents.

Experiences with Clinical
Supervision

Receiving clinical supervision. Respon-
dents were provided a definition of clinical
supervision, and then asked to respond to
questions that ascertained their own experi-
ences with it. First, respondents were asked
about their experiences receiving clinical su-
pervision. As can be seen in Table 2, the
majority of respondents (55.1%) were not cur-
rently receiving clinical supervision, but had
in the past. A modest percentage of respon-
dents (18.6%) had never received clinical su-
pervision, and only 24.6% were currently re-
ceiving it. Next, respondents were asked about
who provided clinical supervision. Less than
half of the respondents (41%) were receiving
or had received clinical supervision from a
CTRS at their own agency. A fifth of the
respondents were receiving or had received
clinical supervision within their own agency,
but not from a certified therapeutic recreation
professional.

As can be seen in Table 3, there was a
significant association between years in the
field and subjects' status in receiving clinical
supervision (^(27, N = 236) = 56.13, p <
.001). Two-thirds to three-fourths of therapeu-
tic recreation specialists with four years expe-
rience or less were not receiving clinical su-
pervision. The group with the largest
percentage of respondents currently receiving
supervision was those with 13-14 years of
experience (56.3%). Figure 1 depicts this same
frequency distribution graphically, collapsing
the respondents into three groups (0-4 years,
5-10 years, and 11-15+ years of experience
in the field) to more clearly illustrate the rela-
tionship between years of experience and cur-
rent reception of clinical supervision.
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Giving clinical supervision to others. Next,
respondents were asked if they were currently
or had previously provided clinical supervi-
sion to CTRSs in their own agency or outside
their agency. As can be seen in Table 2, 43.6%
indicated they had provided clinical supervi-
sion to a CTRS at their agency, and only
12.7% stated they had done so outside their
own agency. However, 49.6% indicated that
they had provided clinical supervision to indi-
viduals other than CTRSs, including recre-
ation or activity assistants, students, activity or
recreation directors, rehabilitation technicians,
occupational therapists, and direct care work-
ers. There was no relationship between years
of experience in the field and whether or not
one provided clinical supervision to others.

Training in clinical supervision. As can be
seen in Table 4, the majority of respondents
had not received any training in clinical super-
vision (52.1%). Of those who had received
training, 49.1% had received it at a workshop
or conference at the local, state, regional or
national level. Less than a quarter of the re-
spondents (22.8%) had taken a university level
course in clinical supervision, either in the
therapeutic recreation program or in another
discipline.

There was a relationship between level of
education and whether or not respondents had
received training in clinical supervision 0t^(8,
N-236) = 48.75, p < .000). As can be seen in
Table 5, those with masters or doctorates were
more likely to have had some training in clin-
ical supervision.

To gain a fuller understanding of the status
of clinical supervision, respondents were
asked two open-ended questions on perceived
barriers to and benefits of clinical supervision.
Over three-quarters of the respondents (182)
listed barriers they perceived to participating
in clinical supervision. The most salient bar-
rier focused on lack of time and heavy work-
load, followed by lack of a peer network of
therapeutic recreation specialists. A large
number of the respondents (177) also listed
benefits they felt they would or did gain from
clinical supervision. The two most frequently

cited types of benefits focused on professional
growth and personal growth.

Needed Areas for Clinical
Supervision

The last two questions on the survey asked
respondents to identify what TR job tasks and
knowledge areas they most felt in need of
clinical supervision to further develop their
competence as CTRSs; in other words, on
what areas would respondents most want their
clinical supervision to focus, if they were to
receive it. As can be seen in Table 6, only
three areas were identified by close to half of
the respondents as "needed" or "very needed"
areas on which to focus clinical supervision:
advancement of the profession (51.0%), pro-
fessional development (49.1%), and outreach,
advocacy and public relations (48.2%). The
areas where 40% or more of the respondents
felt no need of clinical supervision were doc-
umentation, background (human and leisure
behavior), and implementing the intervention
plan.

As can be seen in Table 7, there were
significant inverse relationships between num-
ber of years as a CTRS and all perceived
needed areas for clinical supervision, except
background (human and leisure behavior).
Those who were CTRSs the longest felt the
least need for supervision in most areas, while
those who were CTRSs for the shortest periods
felt the most need in all areas in both the job
tasks and knowledge areas for therapeutic rec-
reation (see Table 8).

Last, respondents provided open-ended
comments that focused on three different
themes relating to clinical supervision. One
theme revolved around support for clinical
supervision and the need to expand its use
further in therapeutic recreation. Another
theme focused on the lack of resources for
clinical supervision. One respondent wrote,
"We all have supervisors, but they don't do
clinical supervision. They have too many other
things to do. It is the same old story, not
enough resources or staff." Another wrote, "In
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Table 1.

Characteristics of the Sample (N = 236)

Demographic Characteristics Frequency Percent

Age
Mean = 37.5 years; SD = 9.70
Under 30 years 61 27.1
30-50 years 144 64.0
Over 50 years 20 8.5
No response 11 4.7

Gender
Female 193 81.8
Male 40 16.9
No response 3 1.3

Geographic Region of Residence
Northeast 75 31.8
Southeast 46 19.5
Great Lakes 59 25.0
West 22 9.3
Pacific 30 12.7
Outside the U.S. 1 0.4
No response 3 1.3

Highest Level of Education in TR
Bachelors degree 171 72.5
Masters degree 57 24.2
Doctorate degree 5 2.1
No response/invalid response 3 1.2

Number of Years as a CTRS
4 years or less 63 26.7
5 to 10 years 69 29.3
11 to 14 years 47 19.9
15 years or more 56 23.7
No response 1 0.4

Currently Employed as a TRS
Yes 185 78.4
No 50 21.2
No Response 1 0.4

Full-time or Part-time in TR
Full-time 141 59.7
Part-time 39 16.5
No response 56 23.7

Current Position in TR
TR assistant (direct care) 3 1.3
TR specialist (front line staff) 121 51.3
TR supervisor (management) 40 16.9
TR consultant 9 3.8
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Table 1. (Continued)

Demographic Characteristics Frequency Percent

Current Position in TR (continued)
Educator 6 2.5
Other 46 19.5
No response 11 4.6

Primary Population Served
Psychiatric/mental health 86 36.4
Physical rehabilitation 37 15.7
Geriatrics 42 17.8
Developmental disabilities 20 8.5
Other 39 16.5
No response 12 5.1

Primary Service Setting
Adult day care 4 1.7
Community 21 8.9
Correctional 3 1.3
Hospital 106 44.9
Partial or outpatient 8 3.4
Residential/transitional 25 10.6
School 5 2.1
Skilled nursing facility 23 9.7
Other 30 12.7
No response 11 4.7

Primary Level of Care Provided
Acute 77 32.6
Sub-acute 24 10.2
Long-term 57 24.2
Home or community-based 31 13.1
Other 22 9.3
No response 25 10.6

Primary Age Group Served
Children 16 6.8
Adolescents 30 12.7
Adults 98 41.5
Older adults 57 24.2
Other 14 5.9
No response 21 8.9

these times, with budgets being what they are, was in school. Poor supervision at my first job,
clinical supervision seems to be a luxury that and not much chance to do any now (sic)."
agencies cannot afford." The third theme fo-
cused on the poor supervision some respon- Discussion
dents perceive they received. One respondent In interpreting the results of this study, it is
wrote, "I wish I had more supervision when I necessary to consider the limitations associ-
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Table 2.

Experiences in Receiving and Giving Clinical Supervision (N = 236)

Experience Frequency Percent

Receiving Supervision:
Experience in Receiving Clinical Supervision
Have never received clinical supervision
Am currently not receiving clinical supervision, but have in the past
Am currently receiving clinical supervision
No response

Professional Providing Clinical Supervision (currently or in past)*
Supervisor is CTRS within agency
Supervisor is non-CTRS within agency
Supervisor is CTRS outside agency
Supervisor is non-CTRS outside agency
Supervisors are peers (fellow CTRSs) within agency
Supervisors are peers (fellow CTRSs) outside agency
Other
Not applicable; no response
•respondents could check all that apply)

Giving Supervision to Others:
Experience in Giving Clinical Supervision

To CTRSs Within Own Agency
Yes
No
No response

To CTRSs Outside Own Agency
Yes
No
No response

To Individuals Other Than CTRSs
Yes
No
No response

44
130
58
4

141
62
8
2
40
8
15
45

18.6
55.1
24.6
1.7

41.0
20.3
2.6
0.7
13.1
2.6
4.9
14.8

103
131
2

30
204
2

117
118
1

43.6
55.5
0.8

12.7
86.4
0.8

49.6
50.0
0.4

ated with it. First, the response rate, though
good for a mail survey, was low enough to
suspect response bias. Those therapeutic rec-
reation specialists most in need of clinical
supervision may have been less likely to re-
spond to the survey. However, the character-
istics of the sample closely paralleled those of
the profile of CTRSs reported by NCTRC
(2003c), allowing some confidence in general-
izing to all CTRSs.

Another limitation was the survey tool. Its
length may have contributed to a lower re-
sponse rate. Also, despite the definition of
clinical supervision being given multiple times
in the survey, respondents may have confused
clinical supervision with managerial supervi-
sion as they completed the survey. They may
also have confused intern supervision with
ongoing clinical supervision. Last, the section
of the survey that asked respondents to rate the
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Table 3.

Receiving Clinical Supervision by Years in Field

Years in Field

Never received
clinical

supervision

% n

Not currently
receiving, but
have in past

% n

Currently
receiving
clinical

supervision

Less than a year
1-2 years
3-4 years
5-6 years
7-8 years
9-10 years
11-12 years
13-14 years
15 years +

33.3
6.3

30.8
18.2
16.7
0.0

18.8
12.5
21.7

3
1
8
6
3
0
3
2

18

33.3
68.8
42.3
42.4
77.8
81.3
50.0
31.3
59.0

3
11
11
14
14
13
8
5

49

33.3
25.0
26.9
39.4

5.6
12.5
31.3
56.3
16.9

3
4
7

13
1
9

5
9

14

7, N = 236) = 56.13, p< .001

areas in which they felt in need of clinical
supervision was based on the NCTRC Na-
tional Job Analysis (NCTRC, 2003b), and the
survey provided only the general title of each
area, with no detailed description. It is possible
respondents may not have been familiar
enough with the NCTRC Job Analysis areas to

have answered in a valid or reliable way.
However, all CTRSs do report their profes-
sional activity annually using these job areas,
so lack of familiarity may not have been a
limitation. Also, the titles are fairly descriptive
of each job task and knowledge area.

While a large number of respondents had

• Currently receiving

• Noi receiving now
a Never recei«d

0-4 years S-10 years

Years in field

11-15+ years

FIGURE 1. STATUS OF RECEIVING CLINICAL SUPERVISION BY YEARS IN FIELD
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Table 4.

Training in Clinical Supervision (N = 236)

110
123

3

36
14
30
13
53

46.6
52.1

1.3

16.4
6.4

13.6
5.9

24.1

Training Status Frequency Percent

Received Training in Clinical Supervision
Yes
No
No response

Type of Training Received*
TR university level course in clinical supervision
University level course in clinical supervision other than TR
Two or more lectures within a TR course
Single lecture within a TR course
Session/workshop on clinical supervision at national or regional

conference
Session/workshop on clinical supervision at state or local 55 25.0

conference
Other 19 8.6

(•respondents could check all that apply)

received clinical supervision and a sizable that providing clinical supervision without
number had provided clinical supervision, half training is unethical. Not only do clinical su-
had not received training in it. Additionally, pervisors need to be knowledgeable about the-
those who had received training most fre- oretical constructs and professional practices
quently obtained it at a one-day workshop or of their field, they also require training in
conference. These responses should concern clinical supervision. Training in clinical super-
therapeutic recreation educators and practition- vision needs to include, among others, ethical
ers alike. Bernard and Goodyear (1998) argued and legal issues related to clinical supervision;

Table 5.

Highest Level of Education by Training in Clinical Supervision

Received Did Not Receive
Training in Training in

Clinical Clinical
Supervision Supervision

Level of Education
(Degree) % n % n

Bachelors
Masters
Doctorate

40.9
63.2
60.0

70
36

3

57.9
36.8
40.0

99
21

2 48.75**

X1 (8, N = 236) = 48.75, ** p < .000
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Table 6.

Areas of Need for Clinical Supervision

TR Job Tasks:

Agency and TR service plan
Assessment for TR

intervention
Individualized intervention

planning
Implementation of TR

services
Documentation
Team planning (treatment/

service team)
Organizing and managing

services
Outreach, advocacy, and

public relations
Professional development

TR Knowledge Areas:

Background (human/leisure
behavior)

Diagnostic groups;
populations served

Assessment
Planning the intervention
Implementing the

intervention plan
Documentation and

evaluation
Organizing and managing

services
Advancement of the

profession

1
not

needed

N(%)

76 (33.5)

78(34.1)

84 (36.7)

88 (38.4)
93 (41.2)

74 (32.6)

54(24.1)

47 (20.6)
30(13.0)

102(45.1)

78 (34.5)
72(31.7)
80 (35.4)

93(41.0)

77(34.1)

63 (27.6)

43 (19.0)

2
somewhat

needed

N(%)

81 (35.7)

83 (36.2)

72(31.4)

74 (32.3)
69 (30.5)

89 (39.2)

85 (37.9)

71 (31.1)
87 (37.8)

78 (34.5)

93 (41.2)
93 (41.0)
88 (38.9)

74 (32.6)

81 (35.8)

93 (40.8)

65 (28.8)

3
needed

N(%)

50 (22.0)

50(21.8)

52 (22.7)

47 (20.5)
47 (20.8)

44 (19.4)

57 (25.4)

70 (30.7)
66 (28.7)

33 (14.6)

41(18.1)
48(21.1)
49(21.7)

46 (20.3)

52 (23.0)

49(21.5)

64(27.1)

4
very

needed

N(%)

20 (8.8)

18 (7.9)

21 (9.2)

20 (8.7)
17 (7.5)

20 (8.8)

28 (12.5)

40(17.5)
47 (20.4)

13(5.8)

14 (6.2)
14 (6.2)
9 (4.0)

14 (6.2)

16(7.1)

23(10.1)

54 (23.9)

Mean

2.06

2.04

2.04

2.00
1.95

2.04

2.26

2.45
2.57

1.81

1.96
2.02
1.94

1.92

2.03

2.14

2.57

SD

0.95

0.94

0.98

0.98
0.96

0.94

0.97

1.01
0.96

0.89

0.88
0.88
0.85

0.93

0.93

0.94

1.05

best practices; fundamental clinical supervi-
sion skills; administrative practices; problem
solving strategies; and evaluation processes
(Bernard & Goodyear, 1998; Campbell, 2000;
Powell, 1993).

According to the results of this study, it

appears that most training in clinical supervi-
sion has been received by CTRSs with masters
and doctoral degrees. Given that the entry-
level degree in the field is a Bachelor degree
and that the majority of CTRSs hold that
degree, it is imperative to move instruction in
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Table 7.

Relationship Between Perceived Need for Clinical Supervision and Years as a CTRS

TR Job Tasks:
Years as a CTRS
Spearman's rho

Agency and TR service plan
Assessment for TR intervention
Individualized intervention planning
Implementation of TR services
Documentation
Team planning (treatment/service team)
Organizing and managing services
Outreach, advocacy, and public relations
Professional development

.24**

.26**

.34**

.28**

.25**

.21**

.23**
.27**

• .23**

TR Knowledge Areas:

Background (human/leisure behavior)
Diagnostic groups; populations served
Assessment
Planning the intervention
Implementing the intervention plan
Documentation and evaluation
Organizing and managing services
Advancement of the profession

.11

.16*

.23**

.32**

.29**

.21**

.25**

.24**

* Correlation is significant at the .05 level.
** Correlation is significant at the .01 level.

clinical supervision to the Bachelor level.
However, even though therapeutic recreation
educators recognized the importance of pro-
viding training in clinical supervision (Gruver
& Austin, 1990), it may not become part of
university curricula until it is mandated by
outside credentialing bodies, either at the na-
tional or state level, as is the case with other
professions. The establishment of clinical su-
pervision in therapeutic recreation will require
a systematic approach. First, university curric-
ula will have to incorporate clinical supervi-
sion and how to receive it into undergraduate
courses. At the same time, training on how to
provide clinical supervision should be made
available to experienced CTRSs through either
workshops or masters level course work. As
clinical supervision becomes more accepted in
the field of therapeutic recreation, courses on

both receiving and providing supervision will
need to become part of university curricula.

A point worth noting is that a group of
respondents were receiving clinical supervi-
sion from professionals outside of therapeutic
recreation. These respondents expressed frus-
tration with the clinical supervision they were
receiving because they needed to educate their
supervisors about therapeutic recreation. As
noted by Bernard and Goodyear (1998), an
important purpose of clinical supervision is the
development of a professional identity by su-
pervisees. Supervisors outside the realm of
therapeutic recreation lack the academic and
professional foundation to fully comprehend
the diversity and depth of the field. Con-
versely, while a majority of the respondents
answered that they are not providing clinical
supervision to CTRSs, nearly half of respon-
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Table 8.

Mean Responses for Job Tasks and Knowledge Areas* by Years as a CTRS

ter
343

TR Job Tasks:

Agency and TR service plan
Assessment for TR intervention
Individualized intervention planning
Implementation of TR services
Documentation
Team planning
Organizing and managing services
Outreach, advocacy, and public relations
Professional development

TR Knowledge Areas:

Background (human/leisure behavior)
Diagnostic groups; populations served
Assessment
Planning the intervention
Implementing the intervention plan
Documentation and evaluation
Organizing and managing services
Advancement of the profession

* Scale: 4 = very needed; 3 = needed; 2 =

Less
Than a
Year

Mean
(n = 11)

2.18
2.36
2.55
2.36
2.64
2.09
2.91
3.00
3.09

1.91
2.46
2.46
2.27
2.27
2.64
2.73
2.82

somewhat

1-2
Years

Mean
(n = 17)

2.35
2.24
2.35
2.18
2.06
2.12
2.27
2.69
2.82

1.88
2.25
2.13
2.38
2.06
2.13
2.25
2.88

needed; 1 =

3-4
Years

Mean
(n = 33)

2.56
2.41
2.53
2.47
2.22
2.48
2.66
2.79
2.85

2.00
1.94
2.28
2.41
2.44
2.25
2.64
2.85

not needed

5-6
Years

Mean
(n = 27)

2.15
2.15
2.30
2.26
2.28
2.23
2.46
2.77
2.70

1.88
2.08
2.15
1.96
2.00
2.20
2.19
2.88

7-8
Years

Mean
(n = 17)

2.06
2.35
2.35
2.00
1.77
2.18
1.94
2.47
2.53

1.76
1.88
1.88
1.88
1.94
2.00
2.18
2.82

9-10
Years

Mean
(n = 22)

1.71
2.05
1.96
2.05
1.95
2.00
2.29
2.36
2.36

1.86
2.23
2.14
2.00
2.09
2.00
1.91
2.45

11-12
Years

Mean
(n = 28)

2.04
1.82
1.57
1.64
1.79
1.82
2.14
2.25
2.46

1.86
1.93
2.11
1.79
1.71
2.00
2.07
2.5

13-14
Years

Mean
(n = 18)

2.11
1.72
2.00
1.83
2.06
1.94
2.11
2.22
2.5

1.61
1.50
1.78
1.61
1.67
1.94
1.78
2.11

15+
Years

Mean
(n = 56)

1.75
1.75
1.64
1.68
1.56
1.80
2.02
2.14
2.32

1.65
1.80
1.73
1.67
1.59
1.77
1.93
2.30



dents indicated that they provided it to other
disciplines. For the most part, those supervised
were activity assistants, students, activity di-
rectors and rehabilitation technicians. Regard-
less of whom they were supervising, these
therapists require training in the provision of
clinical supervision.

The barriers to supervision most frequently
reported by respondents focused on lack of
time and heavy workloads, followed by the
lack of a peer network. The lack of time for
clinical supervision might also reflect a failure
of the agency administrators to recognize the
importance of clinical supervision in improv-
ing client care. Rather than viewing clinical
supervision as a way to improve client ser-
vices, administrators may see the time away
from direct care as a costly expenditure.

The small number of therapeutic recreation
specialists within an agency may also account
for the respondents citing the lack of a peer
network as a major barrier. According to
O'Morrow (2000), 72% of practitioners were
employed at an agency with less than three
therapeutic recreation specialists and over
50% reported being the only therapeutic rec-
reation practitioner at their agency. Without
colleagues, therapeutic recreation specialists
may experience an increased feeling of isola-
tion. The initiation of a clinical supervision
program with therapeutic recreation specialists
outside their agency, perhaps in the form of
peer supervision, might be a solution to this
feeling of professional isolation. For this type
of supervision to occur, however, practitioners
require support and direction from agency ad-
ministrators.

The most significant finding of this study is
the lack of clinical supervision being given to
those who appear to need it most. Those pro-
fessionals in the field for four years or less
were the ones most likely not to be receiving
clinical supervision. Yet this same group per-
ceived the most need for clinical supervision
in all areas of the therapeutic recreation job.
As a profession, this neglect of a group of
junior professionals needing basic clinical su-
pervision in all areas of therapeutic recreation

reveals a significant unmet need. Bedini and
Anderson (2003), though not specifically in-
vestigating clinical supervision, instead study-
ing managerial mentoring in therapeutic rec-
reation, found that those therapeutic recreation
specialists who did not receive mentoring were
more likely to intend to leave their jobs, were
less satisfied with their jobs, and were less
committed to their agencies. Clinical supervi-
sion, which is focused on improving one's
therapeutic competence so as to provide the
best services for clients, may lead to an even
greater likelihood of impacting new CTRSs to
stay in the field and experience greater satis-
faction with their jobs and agencies.

When examined by years as a CTRS, there
were significant inverse relationships between
experience and perceived needs for clinical
supervision. In other words, those with the
least experience in the field perceived the
greatest needs for supervision. Conversely,
those with the most experience perceived the
least needs. From this, it could be inferred that
the more experienced CTRSs in the profession
do perceive themselves as having adequate
competence in the job tasks and knowledge
areas of therapeutic recreation. They must now
mobilize themselves to share this competence
with their new colleagues in the field through
some form of clinical supervision. As Barnett
and colleagues (2001) asserted, clinical super-
vision is one way in which supervisors can
help shape supervisees while providing "en-
couragement and support" (p. 220). Similarly,
a benefit of clinical supervision identified by
respondents revolved around giving back to
the therapeutic recreation profession both on
individual and organizational levels. The re-
spondents' comments to the study's open-
ended questions reflected their commitment to
strengthen the therapeutic recreation profes-
sion. As well, respondents sought to educate
other professionals about the field. By receiv-
ing training and guidance in how to provide
clinical supervision, these experienced profes-
sionals would have a vehicle through which to
serve the profession by clinically supervising
the novice professionals who need it most.

344 Therapeutic Recreation Journal



Recommendations for Practice
First and foremost, the profession of ther-

apeutic recreation must meet the needs of its
emergent professionals for clinical supervi-
sion. The professional maturation of therapeu-
tic recreation specialists requires procedures to
enhance competency, thus ensuring that cli-
ents receive the most effective and ethical
treatment. One such professional procedure is
clinical supervision. To accomplish this, clin-
ical supervision needs to be recognized by the
therapeutic recreation field as a necessary
competency to ensure that the best possible
services are offered to clients. In order for this
to occur, the knowledge of and the ability to
perform clinical supervision needs to be in-
cluded in therapeutic recreation university cur-
ricula. Gruver and Austin (1990) found that
only half of universities and colleges therapeu-
tic recreation curricula included instruction in
clinical supervision, even though a majority of
faculty who responded to their survey deemed
it essential. Once university curricula include
clinical supervision training, and students en-
ter the field with the expectation, knowledge,
and skills to receive and give clinical supervi-
sion, it could likely become a part of the
routine job tasks and knowledge areas of ther-
apeutic recreation. This in turn will allow
NCTRC to require exposure to clinical super-
vision as a part of the certification process.
Additionally, the inclusion of clinical supervi-
sion in the National Recreation and Park As-
sociation/American Association for Leisure
and Recreation Standards for Accreditation of
therapeutic recreation programs would further
strengthen recognition of its value, even
though not all university curricula seek accred-
itation.

More specifically, agencies that employ
therapeutic recreation specialists might pro-
vide training in clinical supervision for their
employees. Many of the survey respondents
indicated that they were expected to provide
clinical supervision with little, if any, training.
Agency administrators who require therapeu-
tic recreation specialists to provide clinical

supervision need to recognize that professional
longevity does not necessarily mean that a
therapist will be an effective clinical supervi-
sor. For effective clinical supervision to occur,
clinical supervisors need training in the pro-
cess and conduct of supervision. Additionally,
whenever possible therapeutic recreation spe-
cialists should press administrators to establish
procedures that would allow therapeutic rec-
reation specialists to receive clinical supervi-
sion from colleagues in their field, even if
external to their agency.

On a more immediate and practical basis,
the National Therapeutic Recreation Society
(NTRS), the American Therapeutic Recreation
Association (ATRA), and state/regional asso-
ciations might provide support and resources
that would enable local, state and regional
groups to coordinate clinical supervision prac-
tice in distinct geographical areas. Clinical
supervision practice may take the form of
one-on-one, group, or peer supervision. This
practice might help to alleviate the feeling of
isolation experienced by practitioners who are
the sole therapeutic recreation specialists at an
agency. In addition, NTRS and ATRA, in
collaboration with area universities might ini-
tiate training sessions or other continuing ed-
ucation opportunities on clinical supervision.

In the absence of therapeutic recreation
specific clinical supervision training, therapeu-
tic recreation specialists are encouraged to
attend workshops and training sessions spon-
sored by other human service and allied health
professions or health care seminar providers.
These workshops and training sessions tend to
provide generic information on how to con-
duct clinical supervision without linking it to a
specific profession.

Recommendation for Future
Research

There is clearly a need to understand in
more depth the type and quality of clinical
supervision that exists in the field, and what its
impact is on professional competence and cli-
ent services. Research is needed that focuses
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on those therapeutic recreation specialists who
are successfully giving and receiving clinical
supervision to determine what skills and abil-
ities are essential to be an effective clinical
supervisor. Once identified, these "best prac-
tices" in clinical supervision could be gener-
alized to other situations and settings and
could be the basis for training and education in
clinical supervision.

There is also a great need to understand
how new professionals in the field are being
impacted by a lack of clinical supervision, and
what effect it is having on service to clients
and on longevity in the field. Employing both
quantitative and qualitative methodologies, it
would be important to carefully study their
needs for clinical supervision, the reasons they
are not receiving it, and the effects of the lack
of clinical supervision on their ability to de-
velop competencies in the field.

Third, there is a need for future research on
the education and training CTRSs are receiv-
ing in the area of clinical supervision. Re-
search to replicate Graver and Austin's (1990)
study of university educators to determine
whether a greater number of therapeutic rec-
reation curricula are including clinical super-
vision would be useful. Researchers might
further expand on this study to ascertain the
best methods to train and/or educate therapeu-
tic recreation students about clinical supervi-
sion.

Research is also needed to determine if,
when given training on how to provide clinical
supervision, therapeutic recreation specialists
will use that training and begin clinical super-
vision programs at their agencies or in their
geographical areas. It would be especially in-
teresting to study what motivates more expe-
rienced professionals to begin to provide su-
pervision to their junior colleagues, and what
helps to sustain those efforts. Again these
research efforts might be pursued through
mixed methodologies.

Lastly, research is needed on the effects of
clinical supervision on practice. This study
was based on the assumption that clinical su-
pervision does lead to increased competencies

and better services for clientele. This assump-
tion is worthy of further investigation. Thera-
peutic recreation researchers may want to rep-
licate research studies on clinical supervision
practice from other fields.

Therapeutic recreation educators and prac-
titioners need to work closely with agency
administrators to assure that clinical supervi-
sion is provided specific to therapeutic recre-
ation. Research from other human service pro-
fessions has shown a strong relationship
between clinical supervision and professional
competences, job satisfaction and quality cli-
ent services. When therapeutic recreation spe-
cialists leave the newest members of the pro-
fession on their own to sink or swim, they may
invite attrition from the field and poor practice.
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