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ABSTRACT 

 

Internationally it is recognised that midwife-led care delivers positive pregnancy 

and birth outcomes.
1-3

 At the core of midwifery practice are human relationships 

and shared partnerships. Midwives in Australia are facing increasing challenges in 

the workplace; increasing workloads, stress, burnout and an ageing workforce.
1,4

 

With an increasing focus on the emotional well-being of midwives, clinical 

supervision is being recognised as a strategy that can support midwives and 

improve retention of the midwifery workforce. Clinical supervision is defined as 

the formal process of reflecting on professional practice.
1
 Clinical supervision 

should be empowering, supportive and directly influence patient care and safety 

and the well-being of the midwife.
5,6

 Although point of care supervision is 

entrenched in midwifery training and education, reflective clinical supervision is 

not usual practice after initial registration in Western Australia.
7,8

 

 

The purpose of this study was to explore WA midwives’ understanding and 

experience of clinical supervision; to determine the availability and access to 

clinical supervision for WA midwives; and to identify what needs to be included 

in midwifery education for clinical supervision in WA midwifery to be effective.  

 

This study followed a qualitative, exploratory-descriptive research design and 

used a mixed method of data collection. An online questionnaire was developed, 

consisting of 19 items, demographic details were collected using closed questions, 

Likert scale statements and open-ended questions. Purposive and snowball 
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sampling were used to identify potential participants. A descriptive level of 

analysis was applied to the questionnaire responses. Descriptive statistics were 

used to organise and present the raw quantitative data. Qualitative data from the 

open-ended responses in the questionnaire were analysed for themes using 

Colaizzi’s methodological framework. Thematic analysis involved data 

immersion, coding, creation of categories and themes.  

 

Demographic data revealed that the 244 respondents were predominantly female, 

with the majority trained in WA and had been practicing as a midwife for 20 years 

or more. Respondents worked across the continuum of midwifery care. Four 

major themes emerged from the qualitative data with the overarching theme being 

that the respondents had a limited knowledge and experience of clinical 

supervision outside of point of care supervision. The midwives felt that clinical 

supervision was just another box to tick and that there needs to be a significant 

cultural shift for clinical supervision to be considered as a normal part of 

midwifery practice. The final theme was that some of the midwives understood 

what clinical supervision was and the value it would have for them.  

 

This study provided a rare insight into WA midwives’ understanding and 

experience of clinical supervision. The literature reviewed for this study clearly 

shows that clinical supervision can be effective in retention of midwives in the 

workforce, in promoting professional development and ongoing education and in 

supporting midwives’ emotional wellbeing.
9-12

 However, in the current study the 

majority of midwives did not understand the term clinical supervision as a 

reflective practice in relation to their own practice and professional development. 
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The majority of respondents experienced clinical supervision as point of care 

clinical supervision, mainly referring to the supervision of student or junior 

midwives. For those that did describe clinical supervision, none of them 

experienced it on a regular basis.  

 

Clinical supervision needs to be considered a core component of everyday 

practice for all midwives, a place for reflection in a formal professional 

relationship. As the midwives in this study stated, “we need to normalise it”. 

Although several recommendations have derived from this study one consistent 

suggestion from the midwives’ responses was that education needs to be provided 

to WA midwives on the definition of clinical supervision and the difference 

between supportive and reflective clinical supervision and clinical practice or 

point of care supervision. This is essential, in order for midwives to seek out and 

negotiate regular access to clinical supervision. 
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GLOSSARY 

 

A-EQUIP        A-EQUIP is an acronym for advocating for education and quality  

                         improvement. The A-EQUIP model is made up of four distinct           

                         functions: normative, restorative, personal action for quality  

                         improvement and education and development.
13

 

 

ALSO              Advance Life Support Obstetrics, primary function is to provide  

                         courses in the management of obstetric emergencies, under license       

                         from the American Academy of Family Physicians. The ALSO  

                         course is recognised both in Australia and internationally for  

                         excellence in obstetric education.  

 

Allied Health  Allied Health Professionals are health professionals that are not  

Professionals  part of the medical, dental or nursing professions. They are usually  

                        university qualified practitioners with specialised expertise in  

                        preventing, diagnosing and treating a range of conditions and  

                        illnesses. Allied health practitioners often work within a  

                        multidisciplinary health team to provide specialised support. 

 

ACM              The Australian College of Midwives is the peak professional body  

                        for midwives in Australia.  

 

ACN              The Australian College of Nursing is the peak professional body for  

                       nurses in Australia.    

 

ANF               The Australian Nursing Federation is a union in Australia, which is   

                       run by nurses and midwives to advance the industrial, political and  

                       professional interests of its members. 

 

CMP              Community Midwifery Program is a model of midwifery led care  

                       available to Perth women experiencing a low risk pregnancy and  

                       birth who reside within a designated catchment area. The CMP  

                       philosophy is to protect and support natural birth and to provide  

                       clients with evidence based, holistic care from known midwives  

                       throughout the continuum of pregnancy, labour and birth and the  

                       postnatal period.  
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CPD              Continuous Professional Development is how health practitioners  

                       maintain, improve and broaden their knowledge, expertise and  

                       competence, and develop the personal and professional qualities  

                       required throughout their professional lives. Health practitioners are  

                       required to participate regularly in CPD.  

 

In-service      In-service is clinical education sessions provided to nurses and  

                       midwives during their rostered shifts.  

 

MidPLUS      MidPLUS is a continuing professional development (CPD) tool  

                       developed by the Australian College of Midwives to assist  

                       midwives to reflect on their midwifery practice, to identify learning  

                       needs and to plan and record their CPD activities.  

 

NMBA           Nursing and Midwifery Board of Australia’s functions include                  

                        registering nursing and midwifery practitioners and students.  

                        Developing standards, codes and guidelines for the nursing and  

                        midwifery professions. Handling notifications, complaints,                

                        investigations and disciplinary hearings. Assessing overseas  

                        trained practitioners who wish to practice in Australia and  

                        approving accreditation standards and accredited courses of study.  

 

WACHS        Western Australia Country Health Service provides accessible   

                        health services and a quality health care workforce to the regional  

                        population of WA.  

 

Webinars       A webinar is an educational, informative or instructional  

                        presentation that is made available online, usually as either a video  

                        or PowerPoint presentation.  
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1 Chapter One: Introduction 

 

“It beggars belief that we have, for so long, failed to incorporate [clinical 

supervision] as a defined component of practice. Any one of us looking back at 

the human pain and social distress of others to which we have been exposed – not 

to mention our own – must surely question what makes us suppose we can 

practice effectively without such a regular conscientious examination of our work, 

of what might improve it, what might impede it, and of our own feelings about 

it.”
14,15(p12) 

 

 

1.1  Introduction 

 

The importance of quality clinical supervision for midwives is paramount as it can 

positively impact their confidence and ability, and therefore contribute to the 

mother’s childbearing experience. There is an increasing body of evidence that 

suggests stress and burnout are common in midwives in Australia.
1,4

 Midwives are 

facing increasing challenges in the workplace; including an ageing workforce, and 

increasing workloads and work-related psychological distress.
1,4

 The current study 

resulted from the researcher’s personal observation of the increasing stress levels 

of the midwives working in one maternity service in Western Australia (WA).  

 

There is has been increasing focus in recent years on the emotional well-being of 

midwives, and awareness of the importance of implementing supportive strategies 

to sustain and support midwives.
1,4,16,17

 Clinical supervision is being recognised as 

a strategy that can support midwives and subsequently improve emotional well-

being and retention of the midwifery workforce.  

 

This view is supported by the World Health Organisation (WHO) who stated in 

their 2011 Strengthening Midwifery Toolkit that “Wherever in the world 
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midwives are working they can benefit from supervision and the support of a 

supervisor.” 
18(p5)

 Clinical supervision is a term frequently used in midwifery and 

nursing education, however in Australia it is heard less often by practising 

midwives and nurses in the workplace after graduation.
19

 In this thesis, a study 

investigating Western Australian midwives’ perceptions, understanding and 

experience of clinical supervision is presented. This introductory chapter provides 

the background and significance of the study including the aims of the study, the 

research questions and the overall structure of the thesis.  

 

1.2  Background to the study 

 

The purpose of clinical supervision is defined as the formal process of reflecting 

on professional practice.
1
 There are many different definitions of clinical 

supervision. Lyth defines clinical supervision as “Clinical supervision is a support 

mechanism for practicing professionals within which they can share clinical, 

organisational, developmental and emotional experiences with another 

professional in a secure confidential environment in order to enhance knowledge 

and skills. This process will lead to an increased awareness of other concepts 

including accountability and reflective practice”.
19(p4)20

 The Australian Clinical 

Supervision Association (ACSA) defines clinical supervision as “a formal 

professional relationship between two or more people in designated roles, which 

facilitates reflective practice, explores ethical issues, and develops skills.”
21

 

Ideally clinical supervision should be empowering, supportive and directly 

influence patient care and safety, including the wellbeing of the midwife.
5,6

 These 

definitions distinguish clinical supervision from direct monitoring or performance 

management as seen in the literature focusing on clinical practice. 
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There is an increasing body of literature that looks at the emotional wellbeing of 

midwives. This has been attributed to the challenges that exist in the midwifery 

profession; such as increasing workloads, rising rates of professional attrition and 

an ageing workforce, increasing levels of staff shortages, midwives working in 

fragmented models of care and increasing levels of burnout amongst clinicians.
4,22

 

Previous research has shown that ongoing clinical supervision in midwifery is a 

strategy that may help to increase job satisfaction, decrease staff stress and 

provide effective professional and emotional support; resulting in safe, effective, 

woman-centred care in the midwifery setting.
4,22,23

  

 

In WA, student midwives receive direct and regular clinical supervision in the 

clinical setting from individual clinical supervisors. This takes the form of 

guidance, support, teaching, assessment and reflective practice whilst the student 

is on clinical placement. The literature reports that although clinical supervision is 

entrenched in nursing and midwifery training and education,
7,8

 it is not usual 

practice after graduation. In contrast, for some health professions, clinical 

supervision is continued post-registration. For example, this type of supervision is 

compulsory for all mental health professionals working in clinical settings, 

whereby they are required to access at least one hour of clinical supervision each 

month.
8
 However, this is not the case for midwives. There appears to be no 

evidence that registered midwives in WA access formal or informal clinical 

supervision either within or outside the workplace.  

 

Childbirth is often an emotional and stressful experience for both the families and 

the midwife.
24

 At the core of midwifery practice are human relationships and 
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shared partnerships; thus, midwives need to possess well-developed 

communication, interpersonal and coping skills to work in this often challenging 

work environment.
24,25

 Junior midwives, defined as having less than three years of 

experience, have yet to develop the clinical skills and interpersonal coping 

mechanisms to successfully manage the occupational stresses encountered.
25

 After 

being supervised on an ongoing basis as students, newly graduated midwives 

often struggle to manage the transition from student to graduate midwife. 

Specifically, becoming an autonomous practitioner whilst still developing their 

knowledge and experience can be very challenging.
26

  

 

The published literature demonstrates that increasing clinical midwifery 

experience directly relates to increased clinical competence and confidence.
25

 

However, without adequate support, midwives are often overwhelmed by the 

workload, the increasing health complexities of the women they work with, and 

the continual pressure being placed on them in the workplace.
11,27,28

 This led the 

author to question whether an effective clinical supervision model would provide 

much needed support to midwives in their workplaces, increase clinical 

competence and confidence, and promote the emotional wellbeing of midwives in 

WA. 

 

1.3 Significance of study 

 

This study is significant in a number of important ways. Firstly, Australia has an 

aging population of nurses and midwives. In 2013, the proportion of midwives 

aged 50 years and over was 52.4%.
29

 Retaining midwives in the profession is 

becoming increasingly difficult with this ageing workforce and many midwives 



 

 
9 

are now choosing to work part-time.
29

 Additionally, graduate nurse and midwife 

attrition is becoming an increasing problem worldwide.
9
 The experience of 

transition from being a midwifery student to a midwife graduate has a direct 

influence on retention, especially with junior practitioners expecting to encounter 

a challenging but supportive environment that does not always eventuate in 

practice.
9
  

 

Secondly, the literature identifies that midwives functioning within a supportive 

working environment are more likely to remain in the workforce.
9,28,30

 Retention 

of midwives can be promoted through the development of supportive relationships 

and these can be best established with effective clinical supervision.
30-33

 Ongoing 

clinical supervision is considered an integral component of recruitment and 

retention of quality nursing and midwifery staff.
9
 Several studies prompt the 

question as to whether midwives may be accessing other types of support that 

they may not recognise as clinical supervision
23,30

; for example, informal peer 

support. This provides a clear justification for this study, and the importance of 

defining and describing what WA midwives’ perceptions, understanding and 

experience of the term ‘clinical supervision’ are.  

 

Thirdly, several studies found that clinical supervision enables nurses and 

midwives to cope better in difficult clinical situations.
12,20,27

 Improvement in 

clinical skills, care provided and job satisfaction were observed in these 

studies,
12,20,27

 however there is limited published literature that focuses on only 

midwifery, with the majority investigating both nursing and midwifery.  
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Finally, after an extensive search of the literature, there appears to be no evidence 

specific to WA midwifery practitioners and clinical supervision. A gap in the 

literature has been identified regarding WA midwives’ access to clinical 

supervision, what their experience of clinical supervision is, perceived barriers to 

clinical supervision and what impact this may have on retention of midwives in 

the workplace. Understanding more about this unmapped area may inform 

midwifery policy and practice in order to create more supportive environments for 

midwives, providing a clear rationale for this proposed study.  

 

1.4  The aims of the study 

 

The aims of this research were to explore Western Australian (WA) midwives’ 

understanding and experience of clinical supervision; to determine the availability 

and access to clinical supervision for WA midwives; to identify the benefits and 

challenges to accessing clinical supervision as perceived by WA midwives; and 

finally, to determine, for clinical supervision in WA midwifery to be effective, 

what needs to be included in midwifery education.  

 

1.5  The research questions 

 

This study seeks to answer the overarching research question: 

“How do Western Australian (WA) midwives experience clinical 

supervision?” 

The research questions within this overall aim and that guided this study are: 

1. How do WA midwives describe the role of clinical supervision for 

registered midwives? 
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2. Is clinical supervision available to WA midwives in their workplace and if 

so, how do they access it? 

3. What do WA midwives identify as the benefits of clinical supervision and 

the challenges to accessing clinical supervision? 

4. What can be done to improve WA midwives’ experience of clinical 

supervision? 

5. For clinical supervision in WA midwifery to be effective, what needs to be 

incorporated in to midwifery education? 

 

 

1.6  Structure of thesis 

 

The thesis has been divided into six chapters. A summary of each chapter is 

outlined below: 

 

Chapter 1: Introduction. This chapter introduces the thesis and provides the 

background context for the study. The aims of the study, research questions and 

the structure of the thesis are included. 

 

Chapter 2: Literature Review. This chapter explores the literature relevant to 

clinical supervision for midwives and other health professionals. The literature 

review highlights published literature in relation to clinical supervision as an 

educational and quality assurance activity. Clinical supervision in relation to 

retention and recruitment of midwives, and as a strategy to promote the emotional 

well-being of midwives and barriers to accessing clinical supervision is explored. 

The justification for the research is also discussed in more detail.  
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Chapter 3: Methodology. This chapter presents the research design and 

methodology. The rationale for a descriptive study using mixed methods of data 

collection is explained. The rationale for the questionnaire design and the use of 

computer software is outlined. The research process is explained; including the 

instruments used, the pilot study, how the sample was obtained, the procedures 

required, data collection and data analysis methods employed. 

 

Chapter 4: Findings. In this chapter, the findings from the questionnaire data are 

presented; this includes the demographic data, the quantitative findings and the 

qualitative findings. Emergent themes and sub-themes are outlined with 

supporting quotes from the questionnaire data.  

 

Chapter 5: Discussion. This chapter starts with an overview the purpose of the 

study. The research questions are then discussed in relation to the questionnaire 

data and compared to the evidence from published research. The limitations of the 

study and implications of the findings are provided.  

 

Chapter 6: Recommendations/Conclusion. This chapter summarises the key 

themes derived from the research study. Recommendations are provided in order 

to assist in improving access for WA midwives to clinical supervision.  
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1.7  Chapter summary 

 

This chapter gives a brief background to clinical supervision in Western Australia. 

In addition, it provides the rationale for and aims of the study, the research 

questions and the structure of the thesis. The next chapter outlines a history of 

clinical supervision, educational theories, the theoretical basis of the research and 

key literature in regards to the relevance of clinical supervision in Australia and 

internationally. The possible reasons as to why clinical supervision is not 

currently part of WA midwifery practice will also be discussed.   
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2 Chapter Two: Literature Review 

 

 

“Clinical Supervision is a formally structured professional arrangement between 

a supervisor and one or more supervisees. It is a purposely constructed regular 

meeting that provides for critical reflection on the work issues brought to that 

space by the supervisee(s). It is a confidential relationship within the ethical and 

legal parameters of practice. Clinical Supervision facilitates development of 

reflective practice and the professional skills of the supervisee(s) through 

increased awareness and understanding of the complex human and ethical issues 

within their workplace.”
34

 

 

 

 

2.1  Introduction  

 

In the helping professions, clinical supervision is considered to be a professional 

practice that supports and promotes the emotional wellbeing of healthcare 

practitioners.
14,35

 The author of the current research conducted a review of the 

published literature, focussing on the evidence in health professional settings, 

including why clinical supervision is seen as an important and relevant strategy 

for safe and effective midwifery practice. The author also examined the literature 

in relation to clinical supervision as a supportive, educational and quality 

assurance strategy. The history of clinical supervision is also explored in an effort 

to provide background to the study.  

 

The process of searching the published literature was conducted by building on 

the research proposal phase. An online search was performed using the following 

databases: CINAHL Plus, Embase, Onesearch, Proquest Nursing, Medline, 

Emcare and Google Scholar. Targeted hand searching was also conducted by 

accessing reference lists from key articles. Midwifery and nursing journals, 

government departments’ and educational institutions’ websites were also 
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reviewed for relevant information. The objective of the literature review was to 

identify the existing knowledge on clinical supervision in health care professions 

with particular emphasis on clinical supervision in midwifery, including known 

benefits and challenges. The literature review search strategy is outlined in 

Appendix A. 

 

The majority of the literature in relation to clinical supervision in midwifery 

originates from the United Kingdom (UK). Limited studies, other than in the 

disciplines of nursing and midwifery education, mental health and rural nursing, 

directly relate to Australian nurses and midwives practising clinical supervision in 

the workplace.
19,24,27,31

 Counselling, psychology and social work literature reflects 

a long history of valuing supervision as beneficial for professional development, 

so for this reason findings related to these professions have been included in this 

literature review.
36

 
37

 Key words are listed in Table 1 . 
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Table 1. Key words identified in literature review 

1. Clinical supervision 15. Psychology 29. Clinical skills 

2. Midwives/Midwifery 16. United Kingdom 30. Recruitment 

3. Continuing Professional 

development 
17. New Zealand 31. Retention 

4. Reflection 18. Australia 32. Clinical teaching 

5. Reflective practice 19. Management 33. Rural nursing 

6. Mental health 20. Reflective supervision 34. Woman-centred care 

7. Burnout 21. Organisational stress 35. Organisational changes 

8. Work-related stress 22. Midwifery supervision 36. Policy 

9. Student 23. Job satisfaction 37. Implementation 

10.Stress 24. Resilience 38. Mixed methods 

11. Emotional Wellbeing 25. Education/Learning 39.Point of care supervision 

12. Professional Supervision 26. Preceptorship 40. Supervision 

13. Newly graduated 27. Support 41. Professional support 

14. Nurse 28. Mentors  

 

The literature is discussed in six main areas. Firstly, the history of clinical 

supervision is reviewed. Secondly, the literature in relation to what is clinical 

supervision is examined. Thirdly, the relevance of clinical supervision as an 

educational and quality assurance activity was explored. Fourthly, the importance 

of clinical supervision in relation to the recruitment and retention of midwives 

was examined. This is followed by the role that clinical supervision plays in 

supporting midwives with work-related stress and burnout, and promoting the 

emotional wellbeing of midwives is considered. Finally, possible barriers for why 

clinical supervision is not currently part of WA midwifery practice is discussed. 
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Literature that relates to support and mentoring, but not specifically clinical 

supervision, has been included in all areas. A justification for the current research 

will then be provided. 

 

2.2 Clinical Supervision: a brief history. 

 

Although relatively new to midwifery and nursing, clinical supervision has long 

been used in psychotherapy, counselling and mental health disciplines. White and 

Winstanley
38

 suggest that clinical supervision has been practiced since ancient 

times. In their interpretation of the history of clinical supervision, they reviewed 

the origins of clinical supervision, which can be traced back to charitable works in 

Hamburg, Germany, as early as 1788.
38-40

 Further evidence was found in 

Elberfeld, Germany from 1853
38,41

 and the Charity Organisation Society (COS), 

London, United Kingdom in 1869.
38,39

 The COS pioneered home-visiting services 

and was said to have been the basis for modern social work. Florence Nightingale 

fostered frequent informal meetings between all grades of nursing staff during the 

Crimean War in 1853-1856.
38,42

 These meetings were a chance for ideas to be 

pooled for the general welfare of all the nurses and were a foreshadow to 

contemporary clinical supervision.
38,43,44

 

 

The twentieth century saw further expansion and development of contemporary 

clinical supervision. From 1902, psychoanalyst Sigmund Freud held weekly 

meetings at his home, which would later be referred to as supervision.
38,45

 This 

early type of supervision was instructive and centred on discussing patients’ 

changing processes.
46

 In 1926, the Community Chest of Greater New Haven, 

Connecticut published a list of duties for supervisors of case workers which 
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included the promotion and maintenance of good standards, and the educational 

development of each individual worker to enable her to fully realise her 

possibilities.
38,47

 In the 1920s, Berlin psychoanalyst Max Eitington proposed 

supervised psychoanalysis sessions for health professionals training in this 

area.
38,45

 During this period it was realised that the fundamental principles of 

supervision could be applicable and transferable to other occupations, such as 

nursing and teaching.
38,48

  

 

Lady Inspectors became a statutory post bearing the name ‘supervisor’ and 

mandatory supervision of midwives came into effect with the Midwives Act 

1902.
38,49,50

 In 1906, Ethel Margaret Burnside was appointed the UK county of 

Hertfordshire’s first Lady Inspector of Midwives and Chief Health Visitor.
38,51

 

Statutory supervision of midwives remained in effect in the United Kingdom for 

more than 100 years, until being replaced in 2017 by the Advocating for 

Education and Quality Improvement (A-EQUIP) model of supervision.
52

 

 

In 1925, a conference on clinical supervision was held by the annual Institute of 

New York State League of Nurse Education at Mt Sinai, New York.
50

 The 

conference was attended by 367 nurses from 61 hospitals in North America, 

reflecting the level of interest in supervision at that time. Anna Wolf, an Associate 

Professor of Nursing at the University of Chicago, spoke of the advantages of 

supervision for student nurses in Canada in 1927.
38,50

 Other academics of the time 

shared the view that a crossover of the principles of supervision from social case 

workers to nurses could be beneficial to the profession.
50,53

 During the 1940s and 

1950s, it was noted that clinical supervisors were being used to plan programs of 
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supervision and that high-quality supervision was being recognised as important 

in service improvement.
38,50,54,55

  

 

The 1950s saw further development of clinical supervision in nursing, with the 

move to college education to ensure linking of academic theory to clinical practice 

and to certify nursing as a profession.
50,54

 Descriptions of supervision at this time 

were dependent on their influence, which included industry, education or 

psychoanalysis.
48,50

 Interestingly, Cecilia Perrodin, in her nursing supervision text 

discussed the fact that clinical supervision was regarded as either administration 

or clinical teaching, and not considered an entity in itself.
50,56

 Perrodin defined 

supervision in terms of improving patient care by focussing on nursing staff 

professional growth through stimulating and promoting nurses’ professional 

development.
50,56

 

 

Community psychiatric nurses were also early adopters of clinical supervision.
38,57

 

The Community Psychiatric Nurses Association identified the educational and 

administrative usefulness of clinical supervision and publicly acknowledged that 

although supervision was more familiar to social work, nursing management had a 

responsibility to provide an in-built component of clinical supervision for all 

mental health nurses.
38,58

 By 1997, 87% of community mental health nurses in 

England and Wales received clinical supervision.
38,59,60

  

 

By the 1970’s  theories and models of clinical supervision were being developed 

and published: for example Alfred Kadushin, a Professor of Social Work at the 

University of Wisconsin-Madison, wrote in 1976 of three functional domains of a 
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model of supervision as they could be applied to social work; administrative, 

supportive and educational.
38,61,62

 This was followed in 1986 by social worker 

Brigid Proctor, who developed one of the most widely adopted and influential 

frameworks of clinical supervision in health care.
63

 Proctor’s framework was 

similar to that of Kadushin, with three functional domains: the normative, 

formative and restorative.
38,64,65

 Proctor went on to become an expert in clinical 

supervision as a scholar and trainer.  

 

A significant catalyst for the development of clinical supervision within the 

helping professions in the United Kingdom came from the 1994 Clothier Report,
66

 

which followed on from the 1991 Allitt Inquiry.
66

 Both of these reports raised 

concerns about the supervision and training of nurses in the United Kingdom and 

resulted in the United Kingdom Central Council for Nursing, Midwifery and 

Health Visiting issuing a position statement in 1996,
67,68

 which supported that 

clinical supervision was a means to ensure safe delivery of nursing care. By the 

end of the 1990s, clinical supervision had become part of clinical governance 

programmes in the United Kingdom and formed a significant part of the 

Government’s strategy for nursing, midwifery and health visiting.
69,70

  

 

In the last 20 years, researchers in the United Kingdom, Australia, New Zealand 

and the Scandinavian countries have published descriptions of clinical supervision 

in each of these countries.
12,50,71-73

 All describe significant challenges to the 

credence and usage of clinical supervision in nursing and midwifery. This brief 

review of the history and development of clinical supervision acknowledges the 
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international development of clinical supervision across several heath disciplines 

and provides social and/or cultural context for this study.  

 

2.3 What is Clinical Supervision? 

 

The Australian Clinical Supervision Association (ACSA)
21

 defines clinical 

supervision as  

“… a formal professional relationship between two or more people in designated 

roles, which facilitates reflective practice, explores ethical issues, and develops 

skills.”
21

 

 

There are many definitions of clinical supervision, however the ASCA one allows 

room for different styles and theoretical orientations within clinical supervision 

practice, whilst safeguarding a common core understanding for different 

professions. Clinical supervision focusses on the work, learning needs and 

individual goals of the clinician within a safe and supportive relationship between 

equals.
21

 It is promoted as a lifelong developmental process for all practitioners, 

regardless of experience, for the benefit of them personally and extends to the 

clients they care for. Bond and Holland
14

 include all of the above in their 

description of clinical supervision. 

“Clinical supervision is regular, protected time for facilitated, in-depth reflection 

on complex issues influencing clinical practice. It aims to enable the supervisee to 

achieve, sustain and creatively develop a high quality of practice through the 

means of focused support and development. The supervisee reflects on the part 

she plays as an individual in the complexities of the events and the quality of 

practice. This reflection is facilitated by one or more experienced colleagues who 

have expertise in facilitation and the frequent, ongoing sessions are led by the 

supervisee’s agenda. The process of clinical supervision should continue 

throughout the person’s career, whether they remain in clinical practice or move 

into management, research or education.”
14(p.15) 
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Clinical supervision has also been defined as a reflective relationship or exchange 

between professionals that maintains, improves and develops practice.
10,20,74-81

 A 

designated interaction between two or more individuals within a safe and 

supportive environment, increasing the quality of patient care
6,28,75,80,82-84

 and a 

professional relationship involving reflection, using normative, formative and 

restorative means.
63,75,80

  Essentially, clinical supervision is a process whereby an 

individual facilitates one or more individuals in their professional and personal 

growth through a reflective conversation.
74,75

 There is not one correct way to carry 

out clinical supervision,
80

 with several models of clinical supervision being used 

across Australia.
78

 

 

The Care Quality Commission
85

 (CQC) in the United Kingdom describes several 

types of supervision, identifying the three most common types as clinical, 

managerial and professional supervision. They define managerial supervision as 

the supervisor having authority and accountability for the supervisee to review 

their performance. Professional supervision is described as supervision that 

provides the supervisee an opportunity to review professional standards and to 

identify their professional development needs. This ensures that the supervisee  is 

working within professional codes and workplace boundaries and their continuing 

development needs are met. Clinical supervision is described by the CQC as an 

opportunity for the supervisee to reflect on and review their practice, and is about 

maintaining the professionalism of health professionals.  

 

The Clinical Supervision of Nurses and Midwives Guidelines from the New South 

Wales Health Department
86

 describes clinical supervision as a continuum of 
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activities aimed at ensuring midwives are competent, confident, capable and 

supported in their professional development to ensure the woman receives skilled 

and effective care. The continuum extends from point of care supervision through 

to reflective clinical supervision. The guidelines state that all midwives have a 

responsibility to ensure they give and receive feedback that facilitates the 

development of knowledge, skills and expertise that fosters safe, effective and 

evidence based care.
86

 The guidelines go on to explain that all midwives should 

access reflective supervision either individually or in a group session to critically 

reflect on their attitudes, knowledge and skills and how these impact on their 

provision of care.
86

 These guidelines support the Nursing and Midwifery Board of 

Australia’s (NMBA) Midwife Standards for Practice
87

 (see Appendix B), that 

state that all midwives must “contribute to a culture that supports learning, 

teaching, knowledge transfer and critical reflection”. In addition, they state that 

midwives must “participate in own continuing professional development to 

maintain the required knowledge and skill base for safe and effective practice”. 

Finally, the standards state the midwife “uses evaluation and reflection to inform 

future practice and professional development”.
87

 The NMBA Midwife Standards 

for Practice enshrine both point of care supervision and reflective clinical 

supervision for all midwives in Australia.  

 

Clinical supervision has become standard practice for many allied health 

professionals, nurses and mental health workers, in Australia and other countries 

such as the United Kingdom and New Zealand.
76,78,88-98

 As described earlier, 

several models of clinical supervision have evolved over the past 40 years.
78

 The 

Growth and Support Model
78

 facilitates the growth both educationally and 
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personally of the supervisee, whilst providing support to their development of 

clinical autonomy (Figure 1).
77,78

 

 

Figure 1 Growth and Support Model
78

 

 

Each of the aspects of the growth and support model is part of a framework to 

support the supervisory relationship.
77,78

 The integrative approach looks at the 

supervisory relationship and has four main components; the supervisor, the 

supervisee, the client and the work context.
35,78

 It separates the process into two 

interlocking systems; the client and supervisee relationship and the supervision 

process between the supervisee, and the supervisor.
78

  

 

As noted earlier, several models describe the three main functions of supervision. 

Kadushin
35,38

 wrote of his three functional domains of a model of supervision as 

they could be applied to social work; administrative, supportive and 

educational.
35,38,61,62

 In 1988, Proctor
35,78

 made a similar distinction when 

describing the processes in supervision of counselling with the use of the terms 

formative, restorative and normative.
35,78,97

 Hawkins and Smith
35

 described three 

Key features of the Growth and Support Model of clinical supervision. 

___________________________________________________________ 

 

Generosity   Rewarding   Openness 

Willingness to learn  Humanity   Personal 

Practical   Orientation   Relationship 

Trust    Thoughtful and thought provoking  

Sensitivity uncompromising 
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main functions of developmental, resourcing and qualitative when writing about 

coaching supervision (see Figure 2).  

 

Figure 2 The three main function models of clinical supervision
35

 

 

The most commonly used clinical supervision framework and the model that 

informs the researcher’s view of clinical supervision is Proctor’s three function 

interactive model.
37,99

  

 

Proctor’s model (see Figure 3), describes three functions of the tasks and 

responsibilities of the supervision relationship; normative, formative and 

restorative functions, through these functions supervisees are supported, 

developed and guided in their professional lives.
14,35,77,78,97,99-102

 The normative 

function of this model is the managerial component; it enables management of 

professional accountability and quality issues by promoting compliance with 

policies and procedures, developing standards and contributing to clinical 

audit.
78,103

 The quality improvement activities generated from the normative 

component of clinical supervision may lead to improved patient safety and better 

patient outcomes.
96

 The normative element provides quality control, and an 

understanding of clinical accountability, quality assurance and professional 

standards of care.
31,96

 

Hawkins and Smith   Proctor    Kadushin 

 

Developmental   Formative   Educational 

Resourcing    Restorative   Supportive 

Qualitative     Normative   Managerial 
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Figure 3 Proctor’s (1992) Model of Supervision 
104

 

 

The formative function is the educative component, where the supervisee learns 

by reflecting on their practice.
103

 It contributes to skills development and 

development of evidence-based practice.
78

 The primary component of this 

function is an increase in knowledge and skill development through education and 

professional development.
96

 Bowles and Young
105

 found that the fewer years of 

nursing experience a practitioner had, the higher the rating of the formative 

component in clinical supervision.
96,105

  

 

 The restorative function is based on mutual trust; it is the supportive component 

and enables supervisees to understand and manage emotional stress.
78,103

 The 

restorative component encompasses emotional support and personal well-being.
16

 

This function is concerned with how the supervisee responds emotionally to the 

stresses and demands of working in the healthcare system.
96,106
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Figure 4 Three Functions of Proctor’s Interactive Model 
106

 

 

The three interactive functions of Proctor’s clinical supervision model are a 

practical framework that can be applied equally or they may overlap due to the 

complexities of issues that supervisees may present with (see Figure 4).
106

 

Proctor’s Interactive Framework of Clinical Supervision is currently one of the 

most widely used clinical supervision frameworks and has been used as part of the 

Manchester Clinical Supervision Scale (MCSS), which is an audit tool for 

measuring the effectiveness of clinical supervision.
106

  

 

Clinical supervision is established practice for many health care professionals 

however, evaluation of the effects of clinical supervision had been contained to 

small qualitative studies until the development of the MCSS.
107

 The MCSS is a 

validated assessment tool for use in research on clinical supervision, and for 

measuring supervisees’ perceptions of the quality and effectiveness of clinical 

supervision.
27,108,109

 Proctor’s interactive model of supervision, Faugier’s growth 

Formative Function (learning) 

Clinical supervision concerned with the 
continued development of the skills, 
abilities and understandings of the 

supervisee/practitioner through regular 
reflection on practice of worlking in the 

healthcare environment 

Normative (accountability)  

Clinical supervision concerned 
with maintaining and monitoring 

the effectiveness of the 
supervisee/practitioner's everyday 

healthcare work 

Restorative Function (Support) 
Clinical supervison concerned with 

how the supervisee/practitioner 
responds emotionally to the 

stresses and demands of working 
in the healthcare environmnet. 
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and support model, and Hawkins and Shohet’s integrative models of clinical 

supervision were used in the tools development. 
27,78,108,109

 The scale is related to 

the three functions of supervision in Proctor’s model.
91

 The scale has been 

translated into French, Spanish, Portuguese, Norwegian, Swedish, Danish and 

Finnish.
108

 It has been applied in research to measure the effectiveness of clinical 

supervision and its impact on the quality of care that both the supervisees and the 

supervisors provided.
27,110

 When evaluated using the MCSS, studies have found 

that clinical supervision was recognised as being beneficial to those being 

supervised and for improving clinical practice.
27,91,110

  The scale has a large data 

set that has been extensively evaluated in relation to clinical supervision which 

demonstrates that effective clinical supervision can promote an increase in clinical 

skills, support reflective practice and improve job satisfaction for the 

supervisee.
27,91,109

 

 

2.4 Clinical supervision – an educational and quality assurance activity 

 

Clinical supervision is an educational and quality assurance activity that ensures 

consistency, confirms that standards are followed, and promotes validation 

through peer feedback and support.
9,96

 The studies described in the literature 

suggest that effective clinical supervision allows for a safe space in which to 

nurture the midwife
11,12

 by improving clinical skills, increasing coping 

mechanisms, developing resilience and encouraging reflective practice; thereby 

improving job satisfaction and resulting in improved women’s and newborns’ 

outcomes.
7,8,24,25,111
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Brunero and Stein-Parbury
96

 conducted a literature review of research articles 

relating to clinical supervision and nursing, identifying 22 studies which they 

categorised according to Proctor’s three functions of clinical supervision.
96,110,112

 

The authors defined clinical supervision as a process of professional support and 

learning which assisted nurses in developing their knowledge and practice through 

regular conversations with experienced peers and colleagues.
96

 They identified 

reflection on clinical experiences as the main cognitive process of clinical 

supervision, allowing for increased understanding and knowledge, and the ability 

to identify areas that required further development.
96

 This research is consistent 

with Proctor’s 
6,19,20,27,78,96,105

  model of clinical supervision that incorporates three 

key functions; formative, normative and restorative. Effective clinical supervision 

should ideally encompass all of Proctor’s functions to some degree; i.e. clinical 

supervision should provide education, quality control and emotional support.  

 

In relation to clinical supervision as an educational activity, effective clinical 

supervision is important for midwives’ lifelong learning in healthcare. It is 

grounded in constructivism and the experiential learning cycles
113

 as it provides 

the midwife with the opportunity to build on previous knowledge. Constructivism 

is learning based on prior knowledge and experience, where the supervisor is not 

the transmitter of the knowledge but rather the facilitator of the learning 

opportunity.
113

 Mahoney
114

 states “Constructivism offers a positive and promising 

way of conceptualizing human experience as a complex, lifelong 

experiment.”
114(p3) 

It affords the midwife an educational activity that encompasses 

previous knowledge and current experience, which is then shared and reflected 

upon in conjunction with the clinical supervisor. A constructivist approach to 
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clinical supervision enables the supervisor to engage in a compassionate and 

caring relationship with the supervisee, in a collaborative manner, with 

affirmation as the central tenet.
114,115

  

 

Learning from experience can be powerful; clinical supervision should encourage 

experiential learning using the Kolb cycle.
113

 The Kolb cycle includes four stages 

for learning to be effective (see Figure 5). These are firstly, action or having the 

experience; secondly, reflection or thinking about how it went; thirdly, conclusion 

or integrating the reflection with existing knowledge; and finally, planning or 

deciding whether to do it the same way next time.
113,116

 

 

 

Figure 5 Kolb Experiential Learning Cycle 
116

 

 

Research has shown that integration of previous knowledge, reflection and 

feedback on current clinical and personal experiences can result in changes in 

clinical practice and emotional well-being for the midwife; in turn, improved 

clinical practice and better emotional wellbeing are key factors in enhancing 

clinical competence and confidence.
113
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Previous research studies have identified clinical supervision as an important 

support service and a way in which to allow for adequate debriefing.
23,96

 In a 

literature review conducted by Butterworth, Bell, Jackson and Pajnkihar,
12

 92 

articles published between 2001 and 2007 on clinical supervision of nurses and 

allied health professionals were reviewed. Butterworth and team identified four 

main thematic groups in relation to clinical supervision. These were: levels of 

engagement; the usefulness of clinical supervision as an educational and 

supportive device; ethical debate, personal and organisational challenges; and the 

effects on patient outcomes; and staffing disposition. They identified the 

educational and supportive themes of clinical supervision as the most frequently 

described in the literature. Interestingly, they asserted that the main advantage of 

clinical supervision is that it is restorative; for example it facilitates increased 

confidence, growth and personal development, a decreased sense of professional 

isolation, and an increased ability to cope with difficult situations.
12

 Additionally, 

they reported that the formative element of clinical supervision is as important, as 

it supports lifelong learning and increased clinical and theoretical knowledge, and 

can potentially improve practice through increased comprehension, knowledge, 

problem solving and emotional support. Other reported benefits included personal 

growth, increased self-esteem, self-awareness and coping skills.
12

 The authors 

found that nurses who are supported and given time to reflect and develop make a 

positive contribution to patient wellbeing and safety, and asserted that health care 

facilities have a significant responsibility in sustaining and developing clinical 

supervision as an education and quality assurance activity.
12
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In relation to improving  patient wellbeing, a study conducted in Finland looked at 

the effects of clinical supervision on the quality of care of nurses.
117

 Five teams, 

which included 82 healthcare practitioners, participated in team supervision. In 

addition, 62 participants were interviewed in groups. The authors concluded that 

clinical supervision has a positive impact on the quality of care provided to 

patients and should be considered as a quality improvement activity in clinical 

practice.
117

  

 

Another study investigated Finnish nurses’ levels of job satisfaction and burnout, 

and their perceptions of their quality of nursing care.
118

 The study, which included 

approximately 800 participants from 12 hospitals in Finland, found that 

investment in supervisor education and clinical supervision resources was 

worthwhile. The authors concluded that due to the positive effects on job 

satisfaction and quality of care, nurses should be encouraged to participate in 

clinical supervision and to work as clinical supervisors.
118

 

 

A systematic review of the literature conducted in New Zealand traced the history 

of clinical supervision worldwide.
27

 The authors concluded that clinical 

supervision is, as a minimum, a means of maintaining basic clinical standards and 

at best, sustains and enhances best practice in the clinical setting.
27

 They reported 

that clinical supervision is highly recommended in order to improve clinical care, 

skill, job satisfaction and the quality of clinical practice.
27,109,117

 This national and 

international literature clearly demonstrates that clinical supervision is recognised 

as an educational and quality assurance activity for nurses and midwives.  
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2.5 Retention and recruitment of midwives 

 

According to the findings of a Monash Business School survey of nurses and 

midwives’ wellbeing in 2016, Australia’s nurses and midwives are overworked, 

undervalued and in danger of burn out, with 32 per cent considering leaving the 

profession.
119

 The majority of Australia’s nursing and midwifery workforce is 

aged close to 50 years or older and set to retire in the next decade, with a potential 

nursing and midwifery shortage looming.
119

 An adequate nursing and midwifery 

workforce is essential to providing safe and effective healthcare
23

 to the 

Australian public. Clinical supervision has been described as a vital component in 

workforce planning and the development of supportive relationships, in order to 

address the increasing problem of retaining high quality midwives, particularly in 

Australian rural settings.
9,19

 

 

An Australian study conducted in 2011 with approximately 200 midwives, 

identified that interaction with colleagues was an important source of feedback for 

individual practice and that these episodes could provide support that potentially 

contributes to retention of midwives in the profession. However, the study did not 

identify the feedback or support as ‘clinical supervision’.
23

 In fact, no term was 

used to describe this type of support, although the benefits of this type of support 

were similar to the concepts of clinical supervision. To this end, although not 

identified as clinical supervision, this supportive interaction with colleagues could 

provide the support midwives are looking for to remain in the profession.  
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In a literature review conducted in 2005, the authors found that rural nurses in 

Australia who had access to a supportive relationship at the commencement of 

their employment, such as in a clinical supervision model, were more likely to 

stay in a rural health care facility.
19

 It was noted that clinical supervision in the 

majority of the nursing literature published outside the United Kingdom was 

written in relation to the supervision of nursing students in clinical placement.
19

 

The article also stated that in Australia, only mental health nurses had adopted the 

practice of supportive clinical supervision.
19

  

 

This is supported by a literature review conducted in Ireland of approximately 50 

published journal articles. These authors found that clinical supervision in 

Australia was atypical and the term had little recognition amongst nurses and 

midwives, suggesting that formal and informal clinical supervision had only been 

recommended for mental health nurses.
9
 Many of the qualitative studies reviewed 

found that improved recruitment and retention of nurses occurred when they 

engaged in regular clinical supervision practice. Clinical supervision was 

identified as an opportunity to develop leadership, with strong leadership 

identified as being pivotal to any recruitment and retention strategy of nursing and 

midwifery staff.
9
  

 

Lastly, Cummins
9
 found  in a review of 49 papers that the supportive relationships 

and socialisation of graduates into the health system through the process of 

clinical supervision has been seen to be critical in retaining junior practitioners. 

Recruitment and retention of nurses and midwives is a dilemma being observed 

worldwide, with the author noting between 35 per cent and 61 per cent of new 
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nursing graduates either changing their place of employment or leaving the 

nursing profession altogether within their first year of nursing.
9
 Clinical 

supervision was emphasised in this literature review as a strategy that would 

complement existing support models, such as preceptorship and mentoring, 

particularly in addressing the current challenges of recruitment and retention of 

midwives in the health care system.  

 

Nurses and midwives are important resources, and strategies must be employed to 

ensure their recruitment and retention in the healthcare workforce. The literature 

reviewed has highlighted and supported clinical supervision as a strategy to 

enhance the recruitment and retention of nurses and midwives in the healthcare 

system.  

 

2.6 A strategy to support the emotional well-being of midwives 

 

In recent years, there has been growing emphasis on the emotional wellbeing of 

midwives.
1,4

 There is increasing evidence that stress and burnout are common 

conditions experienced by midwives.
1
 Practising regular clinical supervision may 

be an effective strategy to assist midwives to better care for themselves and 

thereby result in improved wellbeing and safer maternity services.
17,120

 

 

An Australian literature review that investigated traumatic stress experienced in 

midwifery identified that when midwives were given an opportunity to share and 

reflect on a secondary traumatic experience with their peers, the results were 

beneficial. It was found that it provided protection against the development of 

secondary stress from exposure to the trauma experiences by the women in their 
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care.
30

 An example of a traumatic event is the midwife is with a woman during a 

difficult birth. The study recommended that in the long term, supportive 

relationships were the most important strategy to cope with work-related stress. 

However, in this article, peer support was not defined as ‘clinical supervision’.
30

  

The authors described models of support that outlined elements of clinical 

supervision, but used other terms such as peer support, peer coaching and peer 

mentoring.
30

 Even though not described as clinical supervision, this reflective 

practice supports clinical supervision as a strategy to promote the emotional well-

being of midwives. 

 

Two other studies have acknowledged that clinical supervision is not standard 

practice in Australian nursing and midwifery, however when it does exist, it has 

been reported as being beneficial,
19,22

 through providing professional development 

and support to midwives.
19

 Mollart, Newing and Foureur’s
22

 qualitative 

descriptive study with 18 midwives who had conducted structured psychological 

antenatal assessments found that the participants who had access to clinical 

supervision while working in a stressful, high anxiety workplace reported benefits 

from independent professional clinical supervision. The midwives had become 

secondary witnesses to trauma when women disclosed histories of sexual assault, 

domestic violence, childhood abuse and alcohol and drug use. The researchers 

conducted three focus groups, in which the majority of participants in the study 

believed that clinical supervision is a vital support service that should be available 

to all midwives.
22
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An additional Australian study conducted in 2013, involved 56 midwives working 

in two public hospital maternity units in New South Wales. This study 

recommended that a clinical supervision model be developed in order to combat 

the increasing burnout of Australian midwives.
25

 The study recognised that a 

higher level of clinical supervision experience relates to increased competence 

and better coping skills which may, in turn, increase protection against burnout. 

These authors concluded that clinical supervision may decrease midwives’ stress 

levels and contribute to an increase in the retention of skilled midwives.
25

  

 

2.7 Barriers to clinical supervision 

 

On the whole, the published literature is supportive of clinical supervision. It has 

been found to be a reflective strategy that offers midwives emotional support and 

contributes to improved clinical safety and retention of midwives in the 

workforce.
1
 However, several other studies have found that midwives have 

identified barriers to accessing clinical supervision. These include tokenism and 

badly practiced clinical supervision,
12

 midwives and nurses working in busy 

environments, with heavy workloads and restricted flexibility,
1,121

 lack of support 

in the workplace and lack of appropriate supervisors.
11

 The most commonly 

reported barrier was lack of dedicated or protected work time to access clinical 

supervision.
1,11,28,121

  

 

A large-scale study of Queensland midwives in 2013 found that the opportunities 

for clinical supervision available to midwives in Australia were limited.
11

 Of the 

316 participants, only 27 reported they were currently receiving clinical 

supervision, and 137 stated that they had never received or been offered this type 
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of supervision.
11

 In this study, the most common barriers to accessing clinical 

supervision were identified as clinical workloads and time restraints.
11

 Other 

possible reasons for not accessing clinical supervision included lack of 

appropriate supervisors, fear of judgement, workplace culture, cost of funding 

clinical supervision, employment status and organisation structure.
11

 

 

In 2013, Kenny and Allenby
121

 developed a clinical supervision program to 

support rural nurses to reflect on their practice, build resilience, reduce stress and 

avoid burnout. Rural Australian nurses located outside cities face many 

challenges, including a diverse and generalist role that is often conducted in 

isolation without onsite medical or allied health professionals. Maintaining 

clinical competency with a lack of professional development opportunities, 

working in isolation, a lack of managerial support and workplace stress are 

common issues.
121

 Twenty-two nurses participated in the small group clinical 

supervision program over a six-month period. A group discussion at the end of 

this program found that participation in clinical supervision is often difficult.
121

 

The authors reported that there was a degree of ambivalence towards clinical 

supervision from both the midwives and the hospital management. Competing 

demands and ‘busyness’ resulted in variable attendance at group sessions. The 

authors of this paper found that a clear focus and process, with management and 

participants sharing the same vision, commitment and understanding of clinical 

supervision, was required for a successful clinical supervision program.
121

  

 

These findings were similar to another study that found that clinical supervision 

was a low priority for the participant midwives’ employing organisation. An 
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action research study exploring eight midwives’ support needs and the effect of 

group clinical supervision by Deery
28

 identified that although the midwives’ 

found clinical supervision to be beneficial and necessary, they felt they did not 

have time to undertake the process. Attendance levels were low because the 

requirements of the organisations took priority over the needs of the midwives. 

Although the midwives in this study found the process beneficial, they felt they 

did not have the time to participate in the process and chose to continue working 

as they had previously.
28

 

 

The authors of two other published studies acknowledged that clinical supervision 

is beneficial in reducing stress and anxiety levels, and increasing reflective 

practice and clinical development.
12,25

 In addition, junior midwives were 

identified as being at increased risk of stress and anxiety due to their limited years 

in the midwifery profession.
25

 However, there was a clear gap identified in the 

literature regarding the experience of clinical supervision for midwives in 

Australia and the impact that this may have on them remaining in the profession.  

 

2.8  Justification for the current research 

 

The preceding review of the literature indicates that the current research study is 

significant in a number of important ways. Firstly, Australia has an ageing 

population of nurses and midwives. In 2013, the proportion of midwives aged 50 

years and over was 52.4 per cent. Retaining new midwives in the profession is 

becoming increasingly difficult, especially as many midwives are now choosing 

to work part-time.
29

 Additionally, graduate nurse and midwife attrition is 

becoming an increasing issue worldwide.
9
 The experience of transition from being 
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a midwifery student to a midwife graduate has a direct influence on retention,
9
 

especially with junior practitioners expecting to encounter a challenging, but 

supportive environment that does not necessarily eventuate in real life practice.  

 

Secondly, the literature identifies that midwives functioning within a supportive 

working environment are more likely to remain in the workforce.
28,31,96

 Retention 

of midwives can be promoted through the development of supportive relationships 

and these can be best established with effective clinical supervision.
9,11,20,31

 

Ongoing clinical supervision is considered an integral component of recruitment 

and retention of quality nursing and midwifery staff.
96

 Several studies prompt the 

question as to whether midwives may be accessing other types of support that 

they may not recognise as clinical supervision,
19,31

 for example informal peer 

support. This provides justification for this study, and the importance of defining 

and describing how Western Australian midwives perceive ‘clinical supervision’.  

 

Thirdly, several studies found that clinical supervision enables nurses and 

midwives to cope better in difficult clinical situations.
7,25,26

 Improvement in 

clinical skills, care provided and job satisfaction were observed in these 

studies,
7,25,26

 however, there is limited published literature that focusses purely on 

midwifery, with the majority looking at both nursing and midwifery.  

 

Finally, after an extensive search of the literature, there appears to be no literature 

specific to Western Australia midwifery practitioners and clinical supervision. 

The current study will examine clinical supervision within an education 

framework, examining clinical supervision as a form of professional development, 
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its importance as a lifelong learning process, in line with Proctor’s interactive 

model of clinical supervision. A gap in the literature has been identified regarding 

Western Australian midwives current access, their experience of and perceived 

barriers to clinical supervision. This unexplored area in the literature may inform 

midwifery policy and practice, in an effort to create more supportive 

environments for midwives, providing a clear rationale for the proposed study.  

 

 

2.9  Chapter summary 

 

This chapter is a discussion of the published literature relevant to the current 

research. It includes the history, definitions and explanation of the theoretical 

frameworks and models of clinical supervision. The literature as it relates to 

clinical supervision as an educational and quality assurance activity were 

reviewed. Clinical supervision as a strategy to enhance the recruitment and 

retention of midwives in the healthcare setting was explored, as was clinical 

supervision as a strategy to promote emotional well-being of midwives. Barriers 

to clinical supervision were also examined. In summary, this chapter has provided 

a detailed insight into clinical supervision history, current research, policy and 

practice. In the next chapter, the research methodology and design of the study are 

presented.   
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3 Chapter Three: Methodology 

 

3.1  Introduction 

 

In the previous chapter, a gap in knowledge concerning Western Australian 

midwives’ access to, experience of and perceived barriers to clinical supervision 

was identified through a review of the published literature on the topic of clinical 

supervision in midwifery. The current chapter contains a description of the 

methods and procedures used in an investigation designed to help address that 

knowledge gap. Firstly, the research design and rationale for the mixed method 

data collection approach, including the weighting between quantitative and 

qualitative data collection are discussed. Secondly, the rationale for the 

questionnaire design and the method for using an online survey are outlined. 

Thirdly, the instruments, pilot study, sample characteristics and research 

procedures are summarised. Finally, details of data analysis, rigor, data storage 

and ethical considerations are described. 

 

3.2  Research design 

 

In order to assist in understanding the experience of clinical supervision of West 

Australian midwives, a qualitative, exploratory-descriptive approach with mixed 

method data collection was employed. Qualitative research is used when a 

researcher wants to gain insight into how participants define, interpret or analyse 

experiences and phenomena.
122

 This type of research explores the perspectives 

and experiences of people, and emphasises their understanding of these 

experiences. Qualitative descriptive research is a comprehensive summary of real 

life situations. It aims to provide straight, unadorned answers to questions of 

special relevance to practitioners and policy makers, and provides accurate 
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characteristics of particular groups and events.
123

 Descriptive design allows for 

the description of a single variable or population using mixed methods of data 

collection.
124

  

 

Exploratory design focusses on the phenomena (experiences of clinical 

supervision) or population of interest (WA midwives), looking for new 

knowledge through a qualitative data collection method, and uses purposive 

sampling to identify a small sample to investigate the phenomena.
124

 This 

approach aims to encapsulate factors that are relevant to the research. The 

exploratory-descriptive design can be used to examine phenomena from the 

perspective of the participants.
124

 It aims to explore, and obtain rich descriptions 

and data concerning the phenomena within a population, and to gain an initial 

understanding of the research question when limited or no previous research has 

been done. For this reason, it was decided that a qualitative exploratory 

descriptive approach was the most appropriate research design for providing an 

understanding of WA midwives’ experiences of clinical supervision. 

 

3.3   Rationale for using mixed methods of data collection 

 

Mixed methods data collection connects both quantitative and qualitative data in a 

single research study. Educational research requires solid evidence and the mixed 

method of data collection encompasses a range of approaches supporting “one 

cardinal rule in educational research…: Provide multiple sources of 

evidence.”
125(p196)

 Using different sources of data can provide connecting support 

for a single variable or a fuller diverse understanding of the research.
125,126

 Mixed 

methods data collection can provide a comprehensive answer to the research 
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question and can counteract potential weaknesses of using only one data 

collection method.
125,126

  

 

One benefit of using this type of data collection is the ability to choose the best 

elements of qualitative and quantitative methods. Qualitative data collection 

methods yield data that are not transformed into numbers and allows for 

participants to express themselves in their own words; rich, verbatim evidence is 

captured through this approach.
124,125

 Quantitative data collection methods yield 

data that can be reduced to numerical forms that can reflect the frequency with 

which a phenomenon occurs, and in larger populations, can identify relationships 

and trends amongst variables.
124-126

 

 

There are two kinds of mixed method data collection. Intermethod mixing where 

two or more methods of data collection are used in a research study and 

intramethod mixing where both quantitative and qualitative data are collected in 

the one method.
125

 In the current study, intramethod mixing was used for data 

collection.
125

 By combining closed and open-ended questions, the researcher was 

able to obtain both qualitative and quantitative data from a large number of 

participants. Open-ended exploratory questions provided qualitative data from the 

participants, in their own words, detailing their understanding and experience of 

clinical supervision. The closed questions provided data that could be represented 

using descriptive statistics about the demographics of the participants and the 

frequency of clinical supervision experiences of WA midwives.
125

  The qualitative 

data was given a greater emphasis, as the midwives shared their perceptions, 

understanding, thoughts and feelings of clinical supervision, it was used to 
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understand the phenomena – midwives’ experiences and understanding of clinical 

supervision. 

 

3.3.1 Rationale for the questionnaire design 

 

A questionnaire is a valuable data collection tool that seeks written responses 

from respondents to questions or statements. The researcher used a questionnaire 

in this study because it offered an objective data collection tool in order to draw 

together information from midwives about their thoughts, feelings, attitudes and 

beliefs regarding clinical supervision.
125

 The main advantage of a questionnaire is 

that it can be used to collect data from a large population sample. Questionnaires 

are less time consuming and more financially viable than other data collections 

methods such as interviews or focus groups.
127

 However, it is important when 

designing a questionnaire to ensure that only enough questions to answer the 

research questions, and to meet the aims and objectives of the research, are 

included.
127

 

 

The researcher designed the questionnaire to collect detailed data to answer the 

research questions. It is important to ask what is the purpose of the questionnaire, 

to consider the wording of the questions and the order in which to ask the 

questions.
127

 The demographic details were collected in the first section of the 

questionnaire using closed questions. These were followed by Likert scale 

statements and concluded with open-ended questions. 

 

Numerical Likert scales were used to collect data in relation to the participants’ 

attitude to the importance of, and barriers to, obtaining clinical supervision. A 
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Likert scale is a data collection method of assigning quantitative value to 

qualitative data to make it a numerical value for statistical analysis.
113

 Participants 

used the scale to indicate their agreement or disagreement with a pre-determined 

statement; (e.g. “1 = not important” to “4 = very important”, and “1 = no barrier” 

to “4 = extreme barrier”). A four point scale was selected rather than a five point 

scale to eliminate the neutral category.
128

 By omitting this alternative, the 

participants were required to make a choice and this resulted in the collection of 

less ambiguous data.
125

 In addition, the open-ended questions allowed the 

participants to respond in their own words. Free-text response boxes were 

provided for participants to identify benefits and barriers not suggested by the 

researcher, and to provide more in-depth data about the participants’ experience of 

clinical supervision. A covering letter which included a short introduction about 

the research was included on the front page of the online survey. Information 

about confidentiality and general information about the questionnaire, such as 

how long it was estimated it would take to complete, was also included. 

 

3.3.2 Rationale for using an online survey  

 

An online survey was chosen over a paper-based one, as it could be sent as a link 

via email. Western Australia is a relatively large state and an online survey meant 

it could easily be sent to, and accessed, by midwives in urban, rural and remote 

areas. This was important in order to ensure that the data collected was a 

representation of midwives across Western Australia.  

 

Qualtrics
©129

 is a secure online software tool that allows the user to create and 

distribute online questionnaires, and generate reports. The program enables the 
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user to send a questionnaire by a variety of online distribution methods. Results 

can be viewed by researchers in reports and can be downloaded for analysis. The 

data are stored in Qualtrics’ password protected secure servers.  

 

3.4   Instruments 

 

The questionnaire consisted of 19 items: 12 closed questions, 3 Likert scale 

questions consisting of 22 statements, and 4 open-ended questions (see Appendix 

C). The closed questions provided the demographics of the participants; i.e. 

gender, age, highest qualification, current setting of work, hours of employment 

and years practicing. The Likert scale statements identified the participants’ 

perceptions of the benefits, barriers to accessing, and the importance of clinical 

supervision. These statements were developed from the literature review. The four 

open-ended questions focused on the participants’ understanding and personal 

experience of clinical supervision. The midwives were asked to describe their 

experience of clinical supervision outside of working with students. They were 

then given a definition that was a composite of definitions derived from the 

literature, which explained the context of what this research was based on, when 

referring to the term clinical supervision.
6,14,20,21,74,75,78,80

 

 

3.5  Pilot study 

 

A pilot study was used to test the validity and reliability of the research instrument 

and introductory letter. This type of study can be used to assess the wording and 

order of the questions, and in this research study, the range of answers on 

multiple-choice questions. Conducting a pilot study does not guarantee the 
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successful use of a research instrument, however it does increase the likelihood of 

identifying whether a proposed instrument is appropriate or too complicated.
130

  

 

The questionnaire was piloted with nine midwives who are currently working as 

clinical supervisors or work within midwifery education and research in Western 

Australia. Eight were given a paper-based version of the questionnaire, and  one 

worked through the questionnaire online to check that all relevant links worked, 

and that the questionnaire was clear and easy to understand.  The pilot group 

reported that it took them 10 to 15 minutes to answer all closed questions. This 

feedback supported the advice in the introduction to the questionnaire about how 

long it would take participants  to complete including the open-ended questions 

(15-30 minutes). 

 

Five of the pilot group midwives also gave verbal feedback with suggestions of 

additional forms of continuing professional development, such as webinars and e-

learning packages in question 16 of the questionnaire. ‘Day surgery unit’ was 

included in the list of workplace settings, based on this feedback. They also 

suggested some improvements to the format and content of the questionnaire. This 

included changing the wording of the Likert scale questions and correcting the 

different qualification titles in Western Australia. The introduction letter at the 

beginning of the questionnaire was broken up into separate pages to simplify and 

streamline the information provided about the research, because the midwives 

who piloted it thought it was too detailed.  
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Three of the midwives gave written feedback from which the question about 

‘workplace setting’ and ‘models of care’ was separated into two. Ambiguous 

language was modified to ensure the statements and questions were clear and 

concise. This included inserting the word ‘bachelor’ in the double degree 

qualification, to indicate it was an undergraduate course. Based on the feedback 

provided, statements in the Likert-scale questions were adjusted to be gerund 

phrases; for example, ‘improve job satisfaction’ was changed to ‘improving job 

satisfaction’.  

 

3.6  Population Sample 

 

There were approximately 3,165 registered midwives in WA in 2015; 341 

midwives and 2,824 nurse/midwives.
131,132

 Participants from all entry pathways to 

midwifery in WA were invited to participate in the current study using purposeful 

sampling. Purposive sampling was chosen as it is the deliberate selection of 

individuals based on their rich knowledge of the issue being researched.
133,134

 In 

this study, the researcher targeted WA midwives as potential participants.
133

 The 

Australian College of Midwives (ACM) WA branch was approached by the 

researcher to support and assist with the recruitment of WA members to complete 

an online survey (see Appendix D). The survey was initially emailed through an 

e-bulletin by the College to all members of the WA ACM branch (see Appendix 

E). It was then distributed widely via work-related networks through ‘snowball 

sampling’, in that participants were asked to forward the questionnaire link via 

email, to other midwives who might be willing to participate in the research 

study.
133

 To ensure that a diverse group was sampled, participants were sought 

from a variety of health care facilities including private and public hospitals, 
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tertiary and peripheral metropolitan maternity units, and the Community 

Midwifery Program. Participants were sent an electronic link to the questionnaire 

via email, the front page of the questionnaire outlined the purpose and design of 

the study, the estimated time commitment, and details of how the research data 

would be stored.  

 

Follow-up emails were sent out at four week intervals to improve response rate 

and completion of questionnaire. The researcher shared the link to the 

questionnaire on social media to distribute to midwives who were not members of 

the ACM. This link was then shared by midwives to encourage participation. 

Consent was sought from each participant and confidentiality was assured in the 

online questionnaire. Agreement was inferred by the completion of the online 

questionnaire. Data were collected over a four-month period.  

 

3.7  Data analysis 

 

Qualitative data collection is an intuitive process that involves the researcher 

transferring raw data into codes, categories and themes.
135

 The process by which 

data analysis is undertaken is fundamental to the credibility of the research 

findings.
136

 There is much variation in how qualitative data analysis is undertaken, 

with no set or universally accepted rules. Regardless of the method used, the 

objective of data analysis is to highlight, and share the experience and perceptions 

of the participants’ experiences of clinical supervision.
135,137

 As this study was 

descriptive, the expected outcome of data analysis was a descriptive summary of 

the experiences in question. To achieve this outcome, data analysis was derived 

from a phenomenological framework by Colaizzi.
138,139

 This approach was chosen 
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as it is ‘user friendly’ and practical for the novice researcher.
140

 Colaizzi’s
138,140

 

framework renders the analytic process into a set of manageable steps and 

processes for working through the data. The six steps of this framework are 

described in Table 2 and shaped the analytic processes used in this study.  

 

Table 2 Colaizzi's Methodological Framework for Data Interpretation
138,139

 

Step 1. Review and read the collected data to become familiar with it thus gaining 

a feeling for the subject’s inherent meanings.  

Step 2. Return and review the data again focusing on those aspects that are seen 

as important to the phenomena being studied and extract significant 

statements. 

Step 3. Take each significant statement and formulates meaning of each 

statement. 

Step 4. These meanings are grouped or organised into clusters of themes. This 

step reveals common patterns or trends in the data. 

Step 5. A detailed, analytic description is compiled of the phenomenon under 

study. This is called an exhaustive description.  

Step 6. The researcher identifies the fundamental structure for each exhaustive 

description. 

 

 

 

3.7.1 The Qualitative Data Analysis Process 

 

In this study, a manual approach was chosen in order to gain insight and 

understanding into the intuitive aspects of qualitative data analysis. The analytic 

process of data analysis used in this research draws on Colaizzi’s
138,139

 

methodological framework and will be discussed in detail below. 
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Step 1: 

The questionnaire data were printed, and the responses to the open-ended 

questions were read and re-read by the researcher. As well as the hard copy 

version, the data were stored in a master copy file on a computer, with a backup 

copy kept on a USB memory stick. The data from the open-ended questions were 

read and re-read until the researcher was completely familiar with the contents.
141

 

There were 19,332 words received as free text responses from the 244 

questionnaires analysed. 

 

Step 2 and 3: 

The researcher used the principles of thematic analysis to code and interpret the 

qualitative data,
141

 with the aim of identifying themes that together answered the 

research question.  

 

After reading through the qualitative data, analysis began with the researcher 

identifying the code characteristics of each response. This involved the 

assignment of a code to each response with different coloured inks and symbols. 

Some codes came from exact words of the participants such as ‘working with 

students’, ‘debriefing’ and ‘support’. Other codes were identified as having 

similar characteristics, phrases or sentences. The four open-ended questions 

produced a total of 72 initial codes (Appendix F).  

 

Step 4: 

The candidate and her supervisor then reviewed the codes, and organised and 

grouped them into broader categories (see Appendix G). Direct quotes were 
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pasted into a separate document for use in recording common phrases from the 

responses. There were many categories; some had common meanings and codes 

running through them. Ten categories were given headings which best represented 

the overall meaning of each category. For ease of managing such large volumes of 

data, these groupings were given a category heading that best represented their 

overall meaning (Appendix H).  

 

Step 5: 

The emergent categories were then further grouped into larger more manageable 

themes based on their similarities. This process involved reviewing and checking 

the categories to ensure the data they contained were consistent within the 

grouping. The ten categories were eventually refined down to four major themes 

(Appendix I). These themes provided a full description of the phenomenon, 

thereby providing answers to the research questions.  

 

Step 6: 

Discussion and debriefing was performed with supervisors throughout all stages 

of data analysis. 

 

3.7.2 The Quantitative Data Analysis Process 

 

The quantitative data were analysed using the Qualtrics software. Descriptive 

statistics were used to organise and present the raw quantitative data. This type of 

statistics describes what the demographic data shows as a number.
142

 Frequencies 

were calculated to describe the demographic statistics of the participants. The 

results were expressed as a percentage of responses to the statements. 
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3.8  Rigour 

 

Rigour is the means of demonstrating the plausibility, competence and integrity of 

a research process
136

. In qualitative research, the goal of rigour is to accurately 

represent the experiences of the participants
137,143

. There are various criteria for 

assessing rigour; such as trustworthiness
144

, and validity and relevance
145

. Guba 

and Lincoln’s
146

 five criteria of trustworthiness were used to ensure rigour, and 

thus the quality of this study. These include credibility, dependability, 

transferability, confirmability and authenticity.  

 

Credibility refers to the reliability between the participant’s responses, and the 

researcher’s interpretation and representation of them
147

. The candidate included 

expert review, peer debriefing and reflexivity to promote confidence in the 

credibility of the findings. Reflexivity is the process of critically thinking and 

reflecting on the dynamic interaction between the researcher and the research 

process
143

. Cressell
148

 states that during qualitative research, the personal state 

becomes inseparable from the researcher self. Therefore, reflexivity requires an 

intentional awareness of one’s self
143

. The researcher’ personal beliefs, 

experiences and perceptions concerning clinical supervision were acknowledged 

and recorded in a reflective journal throughout the study. The journal contained 

reflections of actions, feelings and conflicts during the research process
149

 and 

how these were resolved. Holloway and Wheeler
150

 assert that if a self-critical 

stance is adapted to the research and the researcher acknowledges their own role, 

relationships and assumptions, the study will become more credible, thereby 

enhancing the rigour of the research.
150

 Expert review with researcher’s supervisor 

was ongoing throughout the data collection and data analysis procedures. An 
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example of reflecting on the thematic analysis process was through a reflective 

journal. The author of this paper had a cerebral haemorrhage between collecting 

and analysing the data, the following reflection was written after this event.  

 

3/11/16 

 

Met with my supervisors to sort my qualitative codes into categories. I am finding 

it very difficult since the brain attack to ‘connect’ to my data. My brain has no 

memory of it. I don’t remember why I worded my questions the way I did. It is 

difficult to immerse myself in the data when the next day I will not be able to 

remember the thoughts I am having today. Fortunately, I had started a document 

with what I thought were powerful quotes, prior to the brain bleed but now I look 

at it and can’t work out where I was going to use them. I am so frustrated and so 

slow. My words don’t come easily anymore. That constant it’s on the ‘tip of my 

tongue’ struggle. The feeling of failure because I am not progressing with my 

thematic analysis. Even writing this reflection and not knowing the words I am 

looking for. I have to persevere, I have to find a way to make my brain work, I 

owe it to the midwives who took the time to complete my survey. I just need to 

come up with strategies to support my retention of the data.  

 

 

Dependability is an integral component of rigour.
136

 If a qualitative study 

establishes credibility then dependability is said to have been achieved.
140

 

Dependability is demonstrated when the study’s procedures are documented and 

traceable. The procedures do not have to be able to result in the same conclusions, 

they just need to have a logic that makes sense to others.
151

 The findings of this 

study were presented at a national midwifery conference in 2018, although the 

data was collected in 2015 from WA midwives, the feedback from the midwives 

at this presentation was that they strongly agreed and supported the findings 

presented. This peer examination of the findings suggested that the data collected 

was consistent with the experiences of midwives from Australia and 

internationally.
152
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Confirmability refers to neutrality or objectivity of data, requiring the researcher 

to demonstrate how conclusions and interpretations have been reached
136

. An 

audit trail is a complex valuable process that reassures readers that findings are 

dependable and confirmable 
141

. Photos of the brainstorming of the codes to 

broader categories have been included as Appendix G. These were provided to 

illustrate dependability and confirm how the conclusions and interpretations were 

reached, allowing readers to follow the audit trail, and to trace the evidence and 

thought processes that led to the conclusions.
141

 Through the use of a reflective 

journal the author of this paper was able to reflect on their own values and 

attitudes to the research process. The following reflection from the author’s 

reflective journal highlights this process and demonstrates confirmability by the 

author in regards to the presentation of the results and conclusions.  

15/3/19 

Reflecting on the process of writing up my thesis I have become increasingly 

frustrated that I have so much data that I am unable to use, due to the sheer 

quantity of it. On reflection if I had done an interview study instead of a survey 

the amount of good quality data would have been more manageable. I would not 

have this constant sense of frustration of not being able to share all the voices of 

the midwives that completed my survey. Qualitative data from 244 surveys is a 

massive amount of data and there are so many wonderful quotes that I am just 

unable to include. I understand from discussing this with my supervisors that this 

is an important skill of a qualitative researcher to summarise and present the 

themes from my analysis but it is difficult to have so much that will not be 

presented.  

 

Transferability refers to the extent the findings can be applied to and have 

meaning for others in similar settings or groups.
150

 A qualitative research study 

cannot be replicated, however the application of the results to other settings must 

be considered. A systematic approach was used throughout every step of the 
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research process to provide weighty, rich and quality descriptions, that enables the 

reader to evaluate the appropriateness and applicability of the findings to their 

own environment.
150

 A thorough literature review of the phenomenon was 

provided in Chapter Two to assist the reader to place the study in context with 

both national and international research.
150

 This should enable the audience to 

judge the transferability of the research findings to different contexts.  

 

3.9 Data storage 

 

Paper-based data were stored in a locked filing cabinet while electronic data were 

kept in the Qualtrics database using a password protected spreadsheet. Data will 

be kept for seven years as required by the approving Human Research Ethics 

Committee.  

 

3.10 Ethical considerations 

 

Human Ethics Research Committee approval was sought from The University of 

Western Australia, Human Research Ethics Committee and granted:: reference 

number RA/4/1/7502 (see Appendix J).  Permission to conduct the research and 

access to email addresses of the participants was gained from the Australian 

College of Midwives, WA branch (see Appendix D). The participants were 

advised that the completion of the online survey implied consent for participation. 

The participants were informed that they could withdraw from the study at any 

time prior to submitting the questionnaire. In addition, a list of support services 

was provided at the end of the questionnaire to all participants should they have 

experienced any discomfort or distress during the completion of the questionnaire. 
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3.11 Chapter summary 

 

In this chapter, the author has described the methodology employed to conduct the 

current research study. Information about the research design, instruments, 

population sample, data collection methods, data analysis and ethical 

considerations has been provided. The chapter also includes details of the 

processes of data collection and analysis. The findings from this study are 

outlined in the next chapter. 
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4 Chapter Four: Findings 

 

 

4.1  Introduction 

 

In the previous chapter, the methodology used for this research was described. 

The current chapter includes the presentation and interpretation of the findings 

generated from the questionnaire responses. Firstly, in order to present a snapshot 

of the participants in this study, a demographic description of the respondents is 

provided from the closed questions asked of them. Secondly, quantitative results 

from the three Likert-scale questions will be presented. Lastly, the qualitative 

findings elicited from the participant’s responses to the four open-ended questions 

will be presented.  

 

As this is a qualitative descriptive study, the focus will be on capturing rich 

detailed descriptions of the participant midwives’ experiences of clinical 

supervision. Polit and Beck 
153

 state that there are no universal rules for presenting 

qualitative research findings. The current findings will be illustrated by providing 

direct quotes extracted from the raw data which assists to support the narrative. It 

was not possible to include all associated quotes from the respondents pertaining 

to each theme and category; instead relevant quotes which best represent each 

theme are presented. For transparency and to demonstrate a wide range of 

respondents’ quotes, all responses were allocated an identifying code, for example 

respondent midwife number 145 is referred to as M145. 
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4.2  Response rate 

 

A total of 325 online questionnaires were commenced. Two respondents were not 

currently working as midwives in Western Australia, thereby excluding them 

from the study. Fifty-two questionnaires were opened online but no responses 

provided. Twenty-six respondents provided some demographic data however did 

not complete any of the qualitative questions. One respondent did not complete all 

qualitative questions. Data from the 244 participants who identified in the survey 

that they were currently working in Western Australia and who completed all the 

questions in the survey were analysed and are represented in this chapter.  

 

4.3  Demographic data 

 

4.3.1 Personal demographics 

 

The majority of respondents were female (n=241, 98%). In 2015, there were 

12,609 female midwives and 177 male midwives in WA which equates to 1.4% 

male midwives.
132

 This represents a true sample of the overall midwifery 

population. Over 50% were aged between 36 and 55 years (Table 3). This finding 

is expected, as there were 1,572 midwives in this age group in Western Australia 

in the year of the study; which was approximately 50% of all midwives.
132

  

 

Table 3. Age range of respondents - number (n) and percentage (%). 

Age Range of Respondents n % 

20 – 25 years 14 5.7 

26 – 35 years 52 21.3 

36 – 45 years 64 26.2 

46 – 55 years 69 28.2 

56 – 65 years 44 18.0 

66 years or older 1 0.4 

Total responses 244  
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Approximately one third of participants have practiced as a midwife for more than 

20 years (Table 4). Only 16% percent have been practicing for less than three 

years. 

 

Table 4. Number of years practicing as a midwife - number (n) and percentage 

(%). 

Number of years practicing as a 

midwife 

n % 

Less than a year 15 6.1 

1 – 2 years 7 2.8 

2 – 3 years 17 6.9 

4 – 7 years 52 21.3 

8 – 12 years 44 18.0 

13 – 19 years 34 13.9 

20 years or more 75 30.7 

Total responses 244  

 

4.3.2 Education 

 

Most of the respondents completed their midwifery education in Western 

Australia (68%). The next largest group trained in the United Kingdom (17%) 

(Table 5).  

 

Table 5. Location of midwifery education - number (n) and percentage (%). 

Location of Midwifery 

Education 

n % 

Western Australia 165 67.6 

Australia – other than WA 23 9.4 

United Kingdom 42 17.2 

Ireland 4 1.6 

South Africa 5 2.0 

Other – New Zealand 3 1.2 

Other - Germany 1 0.4 

Other – Nigeria 1 0.4 

Total Responses 244  

 

 



Approximately half of the respondents hold a qualification of a Graduate Diploma 

of Midwifery. Just over a quarter of respondents completed hospital-based 

training (28%) (Table 6).  

 

Table 6. Midwifery qualification for practice - number (n) and percentage (%). 

Midwifery Qualification n % 

Hospital Based Training 69 28.2 

Graduate Diploma of 

Midwifery (PG) 

121 49.5 

Bachelor of Midwifery (UG) 29 11.8 

Double Degree – Bachelor of 

Nursing and Midwifery (UG) 

10 4.1 

Master of Midwifery entry to 

practice (PG) 

1 0.4 

Other 14 5.7 

Total Responses 244  

 

 

4.3.3 Highest level of education 

 

The majority of midwives had a university qualification. Almost 50% had a 

postgraduate diploma, 12% had a Masters and two respondents held Doctorates 

(Table 7).  

Table 7. Highest level of education - number (n) and percentage (%). 

Highest Qualification n % 

Hospital Certificate 21 8.6 

Bachelor 61 25.0 

Postgraduate Diploma 120 49.1 

Masters 33 13.5 

Doctorate 2 0.8 

Other 7 2.8 

Total Responses 244  

 

 

 

4.3.4 Workplace 

 

A diverse population was recruited in the study, with midwives working in 

multiple workplaces, across all employment settings and models of care, in  
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metropolitan and rural areas. One third of respondents (34%) were employed in a 

tertiary hospital setting, specialising in the care of women and newborns. It is 

worth noting that the next highest group of respondents (22%) were employed in 

rural hospitals and almost 20% in metropolitan secondary public hospitals (Table 

8).  

Table 8. Current workplace - number (n) and percentage (%). 

Current Workplace n % 

Tertiary Hospital 95 34.4 

Rural Hospital 61 22.1 

Metropolitan Public Hospital 53 19.2 

Other 18 6.5 

Community 17 6.1 

Private Hospital 15 5.4 

Education 15 5.4 

Remote Community 2 0.7 

Total Responses 276  

 

 

Midwives in Western Australia work in different models of care, with the 

majority working within the medical model of care (63%), meaning the women 

are cared for by doctors and midwives in a hospital setting. (Table 9). There is an 

increasing demand for midwifery-led continuity of care models in Western 

Australia
154

. As some midwives have more than one job, multiple answers were 

possible for this question. 

 

Table 9. Model of care working within - number (n) and percentage (%). 

Model of Care n % 

Medical Model of Care 174 62.8 

Other 37 13.6 

Team Midwifery 23 8.3 

Midwifery Group Practice 17 6.1 

Eligible Midwife 14 5.0 

Community Midwifery Practice 12 4.3 

Total Responses 277  
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More than half of the midwives worked between 25 and 39 hours per week (54%). 

(Table 10). 

 

Table 10. Hours worked per week - number (n) and percentage (%). 

Hours per week worked n % 

Less than 8 hours 7 2.8 

8 – 15 hours 19 7.7 

16 – 24 hours 37 15.1 

25 – 32 hours 66 27.0 

33 – 39 hours 66 27.0 

40 hours 39 15.9 

Greater than 40 hours 10 4.1 

Total Responses 244  

 

 

Eighty-one per cent of the respondents were permanent employees; the majority. 

This was followed by 14% who were employed on a casual basis (Table 11). As 

some midwives have more than one type of employment, multiple answers were 

possible for this question. 

 

Table 11. Type of employment - number (n) and percentage (%). 

Type of Employment n % 

Permanent employee 210 81.0 

Casual employee 36 13.9 

Agency employee 8 3.0 

Self employed 5 1.9 

Total Responses 259  

 

 

4.3.5 Current employment setting 

 

Responses indicated that many midwives worked in multiple settings within the 

health care system, with a total of 729 responses to the question about their 

employment setting. Postnatal wards and birth suites had highest number of 

midwives working in them, with approximately 20% in each area (Table 12). 
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Respondents worked over the continuum of midwifery care, as well as specialty 

areas; such as special care nursery and operating theatre. 

 

Table 12. Employment setting - number (n) and percentage (%). 

Employment setting n % 

Postnatal Ward 152 20.8 

Birth Suite 149 20.4 

Antenatal Clinic 113 15.5 

Special Care Nursery 59 8.0 

Visiting Midwifery Service 56 7.6 

Rotational Midwife 40 5.4 

Education Hospital 35 4.8 

Other 32 4.3 

Operating Theatre 29 3.9 

Caseload Midwifery 25 3.4 

Education Tertiary 16 2.1 

Adult High Dependency Unit 16 2.1 

Private Obstetrician/GP 

Midwife 

4 0.5 

Day Surgery Unit 3 0.4 

Total Responses 729  

 

 

 

 

4.4  Quantitative data 

 

4.4.1 Accessing informal or formal clinical supervision 

 

Debriefing with colleagues either at work or socially was the most common 

method of accessing ‘clinical supervision’ (48%). The next highest response was 

almost 25% of midwives, accessing clinical supervision through their employer 

during work hours. Nine midwives indicated that they did not access any clinical 

supervision (Table 13). 
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Table 13. Accessing clinical supervision – number (n) and percentage (%). 

Where do you access informal 

or formal clinical supervision 

n % 

I talk with my colleagues at 

work 

210 29.4 

Through my employer during 

work hours 

178 24.9 

I debrief with my colleagues 

socially 

138 19.3 

I debrief with my family and 

friends outside of work 

91 12.7 

Through my employer outside 

of my usual work hours 

38 5.3 

I access clinical supervision 

privately 

30 4.2 

Other 19 2.6 

I do not access clinical 

supervision formally or 

informally 

9 1.2 

Total Responses 714  

 

Respondents commented that they mostly utilised all of the options offered to 

access clinical supervision within their workplace. However, there was a 

discrepancy between how they view clinical supervision with comments such as; 

M179 “I work closely with a team of midwives and we are constantly  

reviewing our own care standards and ensuring accurate and evidence- 

based practice. We also hold each other accountable to high standards of  

practice”.  

 

M199 “undertaking midwifery practice review”.  

 

4.4.2 Midwifery Continuing Professional Development 

 

Continuing professional development (CPD) is the means by which midwives 

maintain, improve and develop their knowledge, expertise and competence.
3
 The 

respondents accessed midwifery CPD from a variety of sources. E-learning 

packages and CPD provided by their employer were the most frequent, accounting 

for almost 27% of responses. This is followed by free on-line education sessions 

and the Australian Nursing Federation (ANF) i-folio with a total of 21% of 
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responses. The Australian College of Midwives study days, and national and 

international conferences accounted for almost 11% of CPD reported (Table 14). 

These findings were not unexpected as midwives are required to complete 20 

hours of CPD per year to maintain their registration as midwives in Australia
3
. 

 

Table 14 - Midwifery Continuing Professional Development 

In the past two years have you 

undertaken Midwifery 

Continuing Professional 

Development (CPD) 

n % 

E-Learning packages 213 14.5 

Provided by employer in 

workplace 

180 12.3 

Free on-line education sessions 163 11.4 

ANF i-folio 141 9.6 

Article reviews 133 9.0 

Reflective practice 123 8.4 

Funded by employer outside of 

workplace 

112 7.6 

Privately run, self-funded 

education in own time 

79 5.4 

Australian College of Midwives 

study days 

72 4.9 

ACM National Conference 66 4.5 

Webinars 53 3.6 

Midplus 46 3.1 

Formal education eg. 

University 

35 2.3 

Only CPD is yearly 

performance review with 

manager 

24 1.6 

International Conferences 22 1.5 

Did not participate in any CPD 1 0.7 

Total Responses 1463  

 

Many midwives commented that “in-service” provided in the workplace during 

their shifts was their only CPD they accessed. Others commented that their 

“yearly compulsory updates for clinical skills” or “mandatory training at work” 

was their only CPD with one respondent commenting  

M95 “CPR and manual handling, what the hospital legally has to provide   

nothing else”.  
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Some respondents did attend CPD in their own time with one rural respondent 

commenting  

M245 “I pay for my own staff development and take ADOs [accrued days  

off] to attend usually in [the metropolitan area]” and another M286 

“I attend many conferences and study days related to midwifery at various 

hospital and tertiary institutions”. 

 

 

4.4.3 Perceived benefits of clinical supervision 

 

Increasing clinical competence and confidence were identified as ‘very beneficial’ 

by greater than 70% of midwives (Table 15). Other benefits that they described in 

addition to those provided in the questionnaire, included a variety of responses 

such as:  

M206 “enhancing professionalism to the community”,  

M173 “general workplace happiness”,  

M118 “competent staff make fewer mistakes”,  

M108 “makes you feel that you are not alone, that others may be feeling 

 the same way”  

 

M16“helps reducing bullying in the workforce as you have much more  

support to turn to and de brief if needed”.  

 

 

Improving professional standards of care (65.8%), and allowing for debriefing in 

a safe and confidential environment (65.8%) were also perceived as being ‘very 

beneficial’ (Table 15).  
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Table 15 - Responses to Likert Scale - Perceived Benefits of Clinical Supervision 

Benefits of Clinical 

Supervision 

1 

No Benefit 

2 3 4 

Very 

Beneficial 

Total 

Responses 

Increasing clinical 

competence 

(clinical skills) 

n 3 

1.3% 

n 9 

3.9% 

n 48 

20.7% 

n 172 

74.1% 

232 

Increasing clinical 

confidence 

n 4 

1.7% 

n 9 

3.9% 

n 54 

23.2% 

n 166 

71.2% 

233 

Improving 

professional 

standards of care 

n 2 

0.9% 

n 14 

6.1% 

n 63 

27.3% 

n 152 

65.8% 

231 

Allow for 

debriefing in a safe 

and confidential 

environment 

n 7 

3.0% 

n 8 

3.5% 

n 64 

27.7% 

n 152 

65.8% 

231 

Enhancing best 

practice in the 

clinical setting 

n 3 

1.3% 

n 12 

5.2% 

n 68 

29.4% 

n 148 

64.1% 

231 

Decreasing work-

related stress 

n 8 

3.5% 

n 17 

7.5% 

n 64 

28.1% 

n 139 

61.0% 

228 

Providing 

emotional support 

n 6 

2.6% 

n 24 

10.4% 

n 62 

27.0% 

n 138 

60.0% 

230 

Providing 

professional 

development and 

support to 

midwives 

n 4 

1.7% 

n 21 

9.2% 

n 72 

31.6% 

n 131 

57.5% 

228 

Improving job 

satisfaction 

n 5 

2.2% 

n 14 

6.1% 

n 85 

37.0% 

n 126 

54.8% 

230 

Increasing clinical 

accountability 

n 5 

2.2% 

n 18 

7.8% 

n 82 

35.5% 

n 126 

54.5% 

231 

Increasing coping 

skills in midwives 

n 7 

3.0% 

n 18 

7.9% 

n 79 

34.6% 

n 124 

54.4% 

228 

Encouraging 

reflective practice 

n 8 

3.5% 

n 31 

13.4% 

n 80 

34.6% 

n 112 

48.5% 

231 

Improving 

retention and 

recruitment of 

midwives in WA 

n 7 

3.1% 

n 33 

14.5% 

n 78 

34.4% 

n 109 

48.0% 

227 

Decreasing burnout 

amongst midwives 

n 12 

5.3% 

n 43 

19.1% 

n 69 

30.7% 

n 101 

44.9% 

225 
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4.4.4 Perceived Barriers to Clinical Supervision 

 

Lack of time in the clinical setting and financial restrictions in the workplace were 

the main barriers to clinical supervision, with the highest response as ‘extreme 

barrier’ with 43% and 39% respectively (Table 16).  

 

Table 16 - Likert Scale Responses - Barriers to Clinical Supervision 

Barriers to Clinical 

Supervision 

1 

No Barrier 

2 3 4 

Extreme 

Barrier 

Total 

Responses 

Lack of time in the 

clinical setting 
n 18 

 

8.0% 

n 35 

 

15.6% 

n 74 

 

32.9% 

n 98 

 

43.6% 

225 

Financial 

restrictions in the 

workplace 

n 35 

 

16.2% 

n 45 

 

20.8% 

n 51 

 

23.6% 

n 85 

 

39.3% 

216 

Lack of 

appropriate 

supervisors 

n 23 

 

10.5% 

n 55 

 

25.2% 

n 67 

 

30.7% 

n 73 

 

33.5% 

218 

Lack of 

knowledge of the 

existence of 

clinical 

supervision for 

registered 

midwives 

n 42 

 

19.7% 

n 46 

 

21.6% 

n 65 

 

30.5% 

n 60 

 

28.2% 

213 

Workplace culture n 38 

 

18.0% 

n 53 

 

25.1% 

n 63 

 

29.9% 

n 57 

 

27.0% 

211 

Clinical 

supervision is not 

valued in my 

workplace 

n 58 

 

28.3% 

n 62 

 

30.2% 

n 52 

 

25.4% 

n 33 

 

16.1% 

205 

 

 

Other barriers to clinical supervision described by respondents included  

 

M243 “distrust”  

 

M238 “not valued”  

 

M206 “poor staffing levels”  

 

M199 “management structure”  

 

M61 “bullying from senior midwives”  
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These respondents identified the following barriers  

M118 “not financial restrictions so much as cost cutting and profit  

chasing in the private sector” 

 

M194 “It is hard to find those who are willing to act as mentors. I am an  

educated person who enjoys acting in a variety of different positions in my  

organisation. It is difficult to find people who have the interest in acting as  

a mentor – could it be midwives feel threatened or they are too burnt out 

to give any more?” 

 

The setting in which a midwife works was also seen as a significant barrier:  

 

M16 “Finding suitable experience Midwives who work in the community  

setting as it is VERY different to hospital based working situations”. 

 

 

 

4.4.5 How important is clinical supervision to your role as a midwife? 

 

Although many of the responses differed in relation to their interpretation of the 

term clinical supervision, almost two thirds of respondents stated that clinical 

supervision was ‘very important’ in their role as a midwife, with only five per 

cent stating that clinical supervision was ‘not important’ (Table 17). 

 

Table 17 - Importance of clinical supervision to role as a midwife. 

Importance 1 

Not 

important 

2 3 4 

Very 

Important 

Total 

Responses 

How important is 

clinical 

supervision in 

your role as a 

midwife? 

n 1 

 

0.4% 

n 11 

 

4.9% 

n 65 

 

28.7% 

n 149 

 

65.9% 

226 
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4.5  Qualitative Findings 

 

4.5.1 Emergent themes and sub-themes 

 

The four major themes and 12 sub-themes that emerged from the qualitative free 

text responses are presented in Table 18. These will be described in the following 

paragraphs, with supportive quotations from the questionnaire data. 

 

Table 18 - Major themes and sub themes 

Major Theme Sub-themes 

1. Limited knowledge and 

experience of clinical 

supervision as a midwife. 

Clinical supervision is only for students and junior 

midwives. 

Punitive – used for performance management and 

monitoring of midwives practice 

Never experienced it. 

2. Just another box to tick- The 

politics of clinical supervision. 

Who is responsible for it? Not enough time! 

Fear of ramifications 

I don’t like being watched! Monitoring or support? 

3. Understanding and valuing 

clinical supervision 

Emotional aspects of clinical supervision 

Becoming a better midwife: Improved knowledge and 

reflective practice 

4. Needs a significant cultural 

shift. 

Clearly define what clinical supervision is – Rename it! 

Positiveness – more support and less criticism 

Normalise it – remove the stigma 

 

4.6  Limited knowledge and experience of clinical supervision as a midwife.                                

 

When asked about clinical supervision, the majority of midwives’ responses 

revealed limited knowledge and experiences; e.g. clinical supervision is only for 

students and junior midwives; that clinical supervision was used as punitive 

monitoring for underperforming midwives or that based on the definition of 

clinical supervision given in the questionnaire, many reported they had never 

experienced clinical supervision in their role as a midwife. 
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4.6.1 Clinical supervision is only for students and junior midwives. 

 

A shared theme in many of the responses was that clinical supervision referred to 

the supervisory/preceptor model used to teach student and/or junior midwives. 

This is clearly demonstrated in the following quotes: 

M233 “Supervision of students’ actions and to be a role model and to 

share my experience and knowledge so to teach them clinical skills 

basically.” 

 

M182 “Delegating tasks to junior midwives and agency staff, if I am the 

most senior on shift. Taking responsibility for care provided by those I’ve 

delegated to. Doesn’t require that I accompany staff in these tasks but that 

I follow up and confirm it has been done and done appropriately.” 

 

A common theme was that senior midwives had a responsibility to mentor or 

supervise junior staff and students:  

M111 “I think that all senior midwives have an understanding that they 

are mentors to junior staff and are always supervising, supporting and 

imparting knowledge to them every shift”. 

 

 

4.6.2 Punitive – used for performance management and monitoring of 

midwives practice. 

 

There were many examples of how clinical supervision was being used as a 

punitive performance management strategy. The following two quotes are from 

midwives who shared their experience of clinical supervision during performance 

management: 

M78 “I am currently working under clinical supervision as part of 

performance management. I don’t believe the situation has been handled 

well, I don’t believe my “punishment meets my crime”, despite all 

assurances it will be confidential that is impossible in a ward setting and 

by their own admission the goals are not achievable. In my cases and 

others handled by this manager there has been an element of bullying. I 

have felt helpless and like I just have to agree and do as I am told 

otherwise I am being difficult and lack insight”. 

 



 

 
74 

M104 “clinical supervision can be seen as performance management. 

Lessen formality a bit so that is not perceived as threatening. Encourage 

honest peer appraisal in a confidential setting… If there is no tick box to 

check against specific competencies then it becomes sublime. The best way 

to embed the concept is by making coaching available to all staff.” 

 

For many of the midwives’ clinical supervision was perceived as a punitive 

strategy:  

M67 “It seems to me when a colleague requires clinical supervision there 

is often an element of shame discipline attached.” 

 

This quote highlights the theme that midwives felt that formal clinical supervision 

was simply a form of monitoring substandard practice: 

M43 “I think a lot of informal clinical supervision takes place by way of 

debriefing, reflection and general discussion and only becomes formal 

when management involved by way of reportable poor outcome or 

substandard practice.” 

 

Interestingly, the UK trained midwives (17% of respondents) highlighted that 

clinical supervision in WA is very different from the UK model of supervision as 

one midwife who has worked in both countries articulates:  

M79 “In Australia, it seems to be treated as an assessment and 

monitoring of clinical practice and skills typically undertaken when issues 

regarding safe practice have been identified. In the UK, it was more about 

support of midwives and the encouragement of reflection on practice.” 

 

 

4.6.3 Never experienced it! 

 

After being given a definition of clinical supervision during the questionnaire, the 

majority of midwives revealed that they had not experienced clinical supervision 

at all: 

 

M129 “Since practicing as a midwife in Australia from 2005, I have had 

NO clinical supervision. None offered by any organization apart from the 

ACM once you pay your money for a review. It is not part of the normal 

practice for midwives in the hospital setting. It is also something that 

midwives often say is lacking.” 
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M7 “We don’t have CS in my current workplace, this survey has prompted 

me to discuss this with my manager.” 

 

M41“My only experience with CS is as a student. There appears to be a 

lack of access to CS”. 

 

 

Respondents thought of clinical supervision as another form of professional 

development, which they struggled to get in any form. This was further 

heightened if they lived and worked in a rural setting as described in this quote: 

M8 “As a midwife who works in relative isolation from other employed 

midwives, my professional development is my own responsibility. Over the 

years I have been responsible for all my CPD, which included covering all 

costs to attend MidUs, ALSO and MPR, as well as negotiated time spent at 

the regional maternity unit. I have not ever been allocated a mentor (other 

than my line manager, who is not employed as a midwife). In reality my 

situation is not unique to remote area midwives. … many of us working 

remotely are often only in fixed-term positions as funding is not often 

recurrent. Perhaps this is one reason why where there isn’t formal clinical 

supervision for such roles.” 

 

 

 

4.7  Just Another Box to Tick - The Politics of Clinical Supervision 

  

The second major theme revealed that clinical supervision was viewed as just 

another box to tick. Sub-themes included respondents questioning “who was 

responsible for it?” and many midwives stating there was just not enough time in 

their busy work days to engage in clinical supervision. Midwives understanding of 

clinical supervision as a punitive process that involved being monitored in the 

clinical setting (as described above) included a fear of ramifications from 

participating in a model of clinical supervision. 
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4.7.1 Who is responsible for it? There is not enough time! 

 

The majority of midwives did not see clinical supervision as something that was 

their responsibility. They felt that they should be paid or given time at work to 

participate in clinical supervision as demonstrated by the following quotes:  

M18 “Pay me for doing it!!”  

 

M105 “time is a big constraint, if midwives were given a paid hour in 

their rostered hours once a month to complete education and seek clinical 

supervision, I think more midwives would be keen to engage. At the 

moment, it’s just another thing to add to a list of never ending tasks that 

midwives are expected to cram into their work load.” 

 

 

Even among midwives who did support clinical supervision, many felt that 

accessing it was too difficult or not encouraged as demonstrated by these quotes: 

 

M41 “In WA, you must actively seek a clinical supervisor. They are not 

readily available or made known.” 

 

M124 “Lack of staff means there is often no time for any of this. I’ve never 

seen any empowerment or encouragement given to junior staff they are 

just left to fend for themselves.” 

 

 

A clear barrier to accessing clinical supervision was time, or lack thereof, which 

was highlighted by many respondents who wrote that there was a ‘lack of time’ or 

that they were ‘too busy’ to add clinical supervision to their already overloaded 

work schedules: 

 

M59 “It’s all about having and making the time. It’s almost impossible”. 

 

M20 “We simply don’t have time at work to participate in clinical 

supervision/extra learning, everyone is too busy due to understaffing and 

budget cuts.” 

 

M87 “Takes time away from already excessive load”  
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4.7.2 Fear of ramifications 

 

A striking characteristic of many of the responses included a sense of fear and 

mistrust of the clinical culture and systems in which they work. This is directly 

related to theme 1, in which it was indicated that many midwives perceive clinical 

supervision as punitive. Many of the free text responses revealed a fear of 

ramifications of receiving clinical supervision and commented on how lack of 

support in the clinical setting, created an atmosphere of being disempowered 

through bullying and growing distrust amongst the staff, as demonstrated in the 

following quotes: 

M243 “where I am, the staff who have been here a long time, all have 

each other’s backs, but otherwise an atmosphere of bullying a distrust of 

new staff. Their clinical skills are stagnant and situational, due to staying 

in one unit for years. Lack of flexibility and acceptance of new directives. 

“We don’t do that here…” is a common rejoinder to myself when I 

implement standards recently learned the last 8/12 in ‘Hospital X’. I 

would not consider them to be trustworthy nor supportive, for the most, for 

there are exceptions. Practical and actual Orientation to the Maternity 

Unit was a joke. Indeed, people do things differently “in the country.” 

 

 

M161 “Western Australia does not have a culture of empowerment, 

support or emotional support, it appears to be a more a climate of I know 

more than you therefore I am more powerful. I will use my knowledge to 

increase my own standing and belittle you.” 

 

 

M230 “I have found clinical supervision to be mainly dis-empowering and 

indirect to pt care with your emotional well-being on the bottom of the 

list.” 

 

 

M34 “Sometimes the professional doing the supervision is not particularly 

supportive or patient & really can’t understand why you are having such 

difficulty with what they consider an easy procedure. Makes you feel 

rather silly & incompetent even when you are really trying your very 

best.” 
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4.7.3 I don’t like being watched! Monitoring or Support? 

 

A similar subtheme to a fear of ramification was that clinical supervision was 

related to surveillance and in many cases, was used as a platform to watch or 

monitor their practice in the clinical setting: 

 

M116 “The role of monitoring skills, knowledge and practice in the 

clinical setting. Ensuring standards of ANMAC are met appropriately and 

practice is in line with hospital policies and procedures.” 

 

M150 “Working closely with a mentor, being observed.” 

 

 

One midwife who had worked in the UK provided a revealing insight as she could 

contrast her experiences of the vast differences between the two models of clinical 

supervision.  

 

M217 “Clinical supervision for RM [registered midwife] just doesn’t 

seem to exist here in WA. From my years of practice in the UK I 

understand it as a supportive professional relationship and a supportive 

practice mechanism whereby midwives can receive support and guidance 

in a safe non-judgemental arena with another midwife. Unfortunately, that 

concept doesn’t seem to exist here, clinical supervision is very much about 

looking over someone’s shoulder and teaching/showing them. By nature, 

there is an imbalance of power within the relationship, which isn’t what I 

believe clinical supervision to be about.” 

 

 

The midwives who thought clinical supervision was peer review of practice 

through observation and monitoring of clinical skills didn’t necessarily think it 

was appropriate  

 

M70 “I think in high turnover areas, having a clinical supervisor may 

impact negatively on the speed at which patients are seen and assessed. 

Having extra observers is not always appropriate in some clinical 

situations” 
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4.8  Understanding and valuing clinical supervision 

 

 

A common theme that emerged from the midwives’ responses related to how 

clinical supervision could provide them with much needed ‘emotional support’ 

and ‘a supportive environment’. There was acknowledgement that clinical 

supervision could also improve knowledge and engagement in reflective practice, 

a key element to continuous lifelong learning and professional development for all 

midwives and a requirement for ongoing registration.  This is demonstrated in the 

three sub-themes which will be described in the following sections. 

 

4.8.1 Practical and Emotional Support of Clinical Supervision 

 

Respondents identified that ‘emotional support’ and ‘a supportive environment’ 

were both important emotional aspects to clinical supervision. A safe space for 

reflective practice, with the clinical supervisor providing guidance in a reflective 

context. By assisting them to examine their own thoughts and knowledge, 

reflective practice was highlighted as a necessary element of clinical supervision. 

Clinical supervision was described as helpful to midwives’ emotional well-being 

as expressed in these quotes: 

 

M104 “Providing practical and emotional support, by listening to them 

talk about the good and bad experiences and helping them reflect on those 

experiences. Guiding safe, quality professional practice.” 

 

 

M30 “It will not only assist with professional development in clinical 

skills but also provide emotional support and well-being.” 

 

 

M78 “I think it is of benefit when it is completed in a supportive way.” 
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4.8.2 Becoming A Better Midwife: Improved knowledge and reflective practice 

 

A common theme for those respondents who had accessed clinical supervision 

was that it provided a form of professional development, an opportunity to reflect 

on their practice and to improve their knowledge and clinical skills: 

 

These midwives felt that clinical supervision helped them by  

 

M39 “ensuring women and their babies receive skilled and effective care 

from their midwives. Us as midwives should be dedicated in participating 

in professional development, but also work within an environment in 

which they are supported.” 

 

M43 “Clinical supervision involves keeping up to date with practices to 

ensure patients are receiving the best care. Also includes supervision of 

other midwives’ skills and abilities to ensure standards are met through 

reflective practice, feedback further training and education.” 

 

Clinical supervision was identified as an opportunity for reflective practice, which 

they could use for professional development as highlighted by these three quotes: 

M24 “To support a clinician in their professional development by 

formally meeting to review and reflect on their practice. To provide 

support, constructive feedback and also to receive it. Also, to be honest, 

self-reflective and empathetic.” 

 

M69 “Encourage reflective practice and opportunities for professional 

development”. 

 

M113 “Having a time set aside for reflection on practice whereby there is 

opportunity to discuss specific cases or situations with which the 

practitioner wants or needs to deal.” 

 

 

4.9  Needs a Significant Cultural Shift 

 

The final major theme relates to the midwives expressing a need for a significant 

cultural shift in midwifery and the workplace, to ensure improved knowledge of 

and access to clinical supervision in WA.  
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One participant recognised the lack of support for clinical supervision and 

suggested:  

M61 “Changing the culture to supporting each other in our endeavours 

for improvement.” 

 

Another midwife suggests a no blame culture thus:  

 

M162 “Information and a huge change in culture. A no-blame 

debriefing.” 

 

Other midwives who can see the value of clinical supervision went further by 

stating  

 

M217 “It frustrates me immensely that its importance is not recognised. I 

can only presume what people have never had they don’t miss. I do think 

(or hope) it would go some way to changing the culture and that exists in 

some of the maternity units here.” 

 

M184 “I think open communication, support and empowerment is very 

important. The workplace attitude makes a very big difference in how one 

feels supported.” 

 

 

4.9.1 Rename it! - Need to clearly define what clinical supervision is  

 

As described in limited knowledge and experiences of clinical supervision, there 

are many myths, connotations or misinterpretations of what clinical supervision 

actually is, which clearly points toward a need to provide a clear definition of 

what clinical supervision is in the WA midwifery context. This was demonstrated 

in the following quotes: 

M154 “ensuring that midwives understand what clinical supervision is 

and that it’s] not just for students it’s about mentoring each other and 

sharing information”. 

 

M234 “Will need a significant culture shift – much of the clinical 

environment takes a punitive approach to development rather than 

supportive – undertaking supervision may be perceived as development of 

poor performance”.  
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M104 “I think it is separate from and goes beyond professional 

development which suggests a superior/subordinate relationship. Whilst 

supervision may involve junior staff it is more about mentoring and 

coaching, guiding and leading rather than managing.” 

 

Many midwives suggested that maybe the name ‘clinical supervision’ itself was 

part of the issue as the words clinical and supervision come with negative 

connotations:  

M80 “It is essential just under a different name.” 

 

With some midwives suggesting new names,  

 

M16 “The actual wording of ‘Professional Supervision’ brings to mind 

that you are being ‘Performance managed’ in the workforce for doing 

something substandard. The word ‘Mentor’ I believe is a better word for 

the role.” 

 

 

M16 “…need to change the wording to ‘Mentoring’ due to the fact most 

Midwives in WA see ‘Clinical Supervision’ as a negative situation as they 

are being ‘Performance managed’.” 

 

 

  M243 “The name itself is off-putting.” 

 

 

Respondents again mentioned the difference between the UK model and the 

supervisor of midwives’ role there, and what they have experienced of clinical 

supervision in WA, as can be seen in these quotes. 

 

M19 “I didn’t realise clinical supervision was the same concept as 

supervisor of midwives so I would say the term is not well understood. 

Ensuring the concept is about support and not blame is vital for 

midwives.” 

 

 

M80 “Depending on the aim it needs to be worded differently. If the aim is 

the same as the UK whereby the role is called supervisor of midwives this 

is in order to provide support for midwives and the public. The term 

clinical supervision needs to be reviewed.” 
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4.9.2 Positiveness – more support and less criticism 

 

As previously noted, some of the midwives perceived clinical supervision as 

being critical of each other and that clinical supervision needed to be more 

positive, providing support for each other’s development with less critique of their 

professional skills. Education around the meaning of clinical supervision was 

suggested to address this, as evident in these quotes: 

 

M79 “Midwives need to be educated into the true meaning of clinical 

supervision and reassured that it is not intended as a punishment or 

criticism of their skills. We need to foster an environment of collegial 

support and mutual self-reflection.” 

 

 

M51 “Positiveness and the way it is delivered. Midwives seem to be 

critical of others practice, rather than supporting each other’s 

development.” 

 

 

4.9.3 Normalise it – remove the stigma. 

 

Many respondents stated that clinical supervision should be a ‘normal’ part of 

midwifery practice.  

 

M203 “Introduce it as a ‘normal’ part of midwifery practice in their 

training and ensure there are adequate trained personnel in the workforce 

to continue to provide this service to practitioners.” 

 

 

M121 “Raising the profile. Having meeting and group supervision in the 

work area. Encouraging midwives to talk about their experiences with 

supervision.” 

 

As seen in the previous themes, clinical supervision is mainly viewed in a 

negative way, as a disciplinary action or punitive punishment that includes 

surveillance. Some respondents indicated a need for the stigma around clinical 
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supervision to be removed, so that it becomes a normal, positive part of midwifery 

supported practice and education. Participants repeated the need for a change in 

workplace culture to normalise clinical supervision as explained in these quotes: 

 

M26 “A change in workplace culture would be essential to improving 

clinical supervision. Many institutions lack a safe and supportive 

environment for midwives.” 

 

M78 “I think in general it is considered in a negative way, punishment or 

disciplinary action…That you are a bad midwife. I think if it was a routine 

part of your annual performance management… Work a shift with the staff 

development midwife or work with a colleague and then complete an 

appraisal it wouldn’t have the stigma attached”. 

 

 

4.10 Chapter summary 

 

This chapter described and discussed the findings from both the quantitative and 

qualitative data. The demographic and quantitative data were reported as 

descriptive statistics. The qualitative data from the open-ended questions were 

presented separately according to thematic analysis.  

 

Demographic data from the questionnaire revealed that the gender distribution of 

the 244 respondents was predominantly female, with the majority in the 36 to 55-

year age groups, and the minority in the 20 to 25 years and over 66 years of age 

groups. The highest frequency of respondents had been practicing as a midwife 

for 20 years or more and were trained in Western Australia. Most of the midwives 

worked in the metropolitan area, as permanent employees for 25 hours per week 

or more, in the medical model of care. Respondents worked across the continuum 

of midwifery care.  
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The quantitative data indicated that the majority of midwives identified debriefing 

with colleagues either at work or socially as their most common form of clinical 

supervision. The midwives accessed midwifery CPD from a variety of sources. 

Increasing clinical competence and confidence were identified as the most 

beneficial aspect of clinical supervision. Lack of time in the clinical setting and 

financial restrictions were the main barriers to clinical supervision identified. The 

majority of midwives stated that clinical supervision was very important in their 

role as a midwife.  

 

Four major themes and 11 sub-themes emerged from the qualitative free text 

responses. The major themes included a limited knowledge and experience of 

clinical supervision, that clinical supervision was just another box to tick and that 

there needs to be a significant cultural shift for clinical supervision to be 

considered as normal in clinical practice. The other major theme was that some of 

the midwives understood what clinical supervision was and the value it had for 

them as midwives.  

 

In summary, it is evident from the free text responses that most of the respondents 

identified clinical supervision as point of care supervision in the clinical setting 

such as direct supervision students and junior midwives. The major findings and 

implications of this study in relation to the research questions will be discussed in 

Chapter Five, which are set against current clinical supervision literature in 

midwifery.  
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5 Chapter Five: Discussion 

 

5.1  Introduction 

 

The overriding aim of this study was to explore Western Australian midwives’ 

experience of clinical supervision. The research design used was exploratory-

descriptive, and employed mixed methods of data collection incorporating a 

survey consisting of demographic, open-ended and closed questions. In the 

previous chapter, the findings were presented. In the current chapter, the key 

findings from the research and their significance in the context of the research 

questions and the existing literature are discussed. The discussion is divided into 

six sections; a brief overview of the background, followed by sections in relation 

to the research questions. These are: 

1. How do WA midwives describe the role of clinical supervision for 

registered midwives? 

2. Is clinical supervision available to WA midwives in their workplace and if 

so, how do they access it? 

3. What do WA midwives identify as the benefits of clinical supervision and 

the challenges to accessing clinical supervision? 

4. What can be done to improve WA midwives experience of clinical 

supervision? 

5. For clinical supervision in WA midwifery to be effective, what needs to be 

incorporated in to midwifery education? 
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 The key themes and their significance in relation to the research questions will be 

discussed. The key themes are: 

1. Limited knowledge and experience of clinical supervision as a midwife. 

2. Just another box to tick – The politics of clinical supervision. 

3. Understanding and valuing clinical supervision. 

4. Needs a significant cultural shift.  

 This chapter concludes with a discussion of the implications for clinical 

education and practice and the limitations of this study. Key quotes will 

selectively be used throughout to reinforce and illustrate the key discussion points 

that address the research questions.  

 

5.2  Background 

 

 

“Wherever in the world midwives are working they can benefit from supervision 

and the support of a supervisor.”
18

 

 

There is growing recognition in Australia that the most appropriate and preferred 

maternity model of care is caseload midwifery.
2
 Whilst midwifery can be a 

rewarding and satisfying career, there is increasing evidence that midwives are 

often overwhelmed by the workload, the increasing complexity and the continual 

pressure being placed on them in the workplace, with stress and burnout common 

to the midwifery profession.
1,4,22,25

 The cost of ‘being with the woman’ has been 

identified to cause emotional distress and compassion fatigue.
25,118

 Adding to this 

is the fact that the midwifery workforce is ageing. It is evident that midwives 

require appropriate support strategies that promote emotional wellbeing and 

professional development.
29
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Clinical supervision has been practiced for more than 100 years.
38

 It is entrenched 

as best practice in psychotherapy, social work and mental health. Supervision can 

be an important part of self-care and being open to lifelong learning. It is 

recognised as part of the professional’s well-being, ongoing self-development, 

self-awareness and commitment to ongoing professional development. Clinical 

supervision highlights growth and support as the basis for sustaining quality 

clinical practice.
77,78

 There is a growing recognition in Australia of the need for 

nurses and midwives to engage in clinical supervision. However, in nursing and 

midwifery, clinical supervision is frequently misinterpreted and referred to as only 

being supervision of clinical practice and reserved for supervising students and 

junior staff. Ongoing reflective clinical supervision is a strategy that has been 

found to increase job satisfaction, decrease staff stress, and provide effective 

professional and emotional support; these workforce features are, in turn, known 

to result in safe, effective, woman-centred care in the midwifery setting.
4,23,25

 

 

This exploratory-descriptive study was based on the research question ‘How do 

Western Australian midwives’ experience clinical supervision?’ Five underlying 

research questions were the basis for the questionnaire which was completed by 

approximately 250 Western Australian midwives, asking them about their 

understanding and experience of clinical supervision and the challenges that they 

face assessing it.  Four major themes and 11 sub-themes were identified and 

outlined in Chapter Four. The overwhelming theme from the findings was that 

midwives have a limited understanding or knowledge of what the term ‘clinical 

supervision’ is, outside of working with students.  
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5.3 The Good, the Bad and the Ugly - The perceived role of clinical 

supervision for midwives. 

 

M50 “Clinical supervision relates to when a midwife is supervising 

midwifery students/graduate midwives/junior and senior midwives in their 

day to day practice and reflecting on the good, the bad and the ugly. It is 

also a requirement of my registration and stipulated in our governing 

competencies.”  

 

 

Midwives registered in Western Australia were asked about their understanding of 

the term ‘clinical supervision’ as it relates to them as a midwife outside of their 

experience of working with students. Despite the clear wording of this question, 

overwhelmingly participants described clinical supervision as something they did 

with students and junior midwives. The majority of responses described the role 

of clinical supervision for midwives as point of care or direct supervision of 

clinical practice. A major theme emerged that the respondents had limited 

knowledge and understanding of the role of clinical supervision outside of 

supervising midwifery students. Most of the midwives responded that clinical 

supervision only relates to supervising students and junior staff, even though, it 

was specified outside of your supervision of midwifery students. For example, 

twenty per cent of respondents mentioned students when describing their 

understanding of clinical supervision. Approximately thirty per cent of the 

respondents described clinical supervision as being supervised practice in the 

clinical setting, including direct assessment and supervision of their own clinical 

practice. This type of supervision is managerial supervision as described by CQC 

in Chapter Two. Managerial supervision is when the supervisor is accountable for 

reviewing the clinical performance of the supervisee.
85
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Even after a definition of clinical supervision was given as part of the 

questionnaire, the midwives continued with the theme that clinical supervision 

was for students only and should focus on clinical skills. The composite definition 

that was given was: Clinical supervision is professional supervision, peer 

coaching, mentoring and professional development. It can be formal and informal 

and can be accessed in the workplace and privately. It can be a one-off session or 

a regular session with another professional in a secure, confidential environment. 

Ideally it would be empowering, supportive and should directly influence patient 

care and safety and the emotional wellbeing of the midwife.
5,6,14,20,21,75,78,80

 Even 

with no mention of students in this definition, many of the responses suggested 

that clinical supervision was the teaching or supervision of practice of midwifery 

students or junior midwives. Students were mentioned by the midwives when they 

were asked if there was anything that could be added to the definition provided. 

Many of the midwives did not understand the concept that clinical supervision 

was more than working with junior staff and midwifery students. As demonstrated 

by this quote from M38: “Only that it should be a relationship whereby the 

supervisor empowers the student to learn and progress but it should also be a 2-

way relationship as we can also learn from students and their experiences”.  

 

This provides a clear rationale for education of midwives as to the meaning of 

clinical supervision and the benefits it may offer them. In addition, it reinforces 

the argument that the term clinical supervision should be renamed, to clearly 

define the difference between supervision of practice through reflection, in 

contrast to point of care supervision or direct supervision of practice in the clinical 
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setting and managerial supervision or performance management as described by 

the respondents in this study.  

 

Clinical supervision was viewed as an education tool or professional development 

by many of the respondents, including updating of their mandatory competencies 

and completion of an annual review with their line manager or staff development 

midwife. Their descriptions included experienced midwives teaching junior 

midwives or midwives returning to practice, with a shared theme of it as a 

supervisory role, such as a preceptor, responsible for teaching and supervising 

students and junior staff. M207 defined the term as many others did: “An essential 

part of being a trained midwife in a teaching hospital.” The midwives described 

this role as their responsibility as part of their registration as midwives to 

supervise others. As many of the midwives stated it is a requirement of the 

NMBA Midwife Standards for Practice for midwives to supervise midwifery 

students.
87

 These midwives however, did not recognise clinical supervision as 

anything but educational supervision of midwifery students and junior staff.  

 

Many of the midwives described their understanding of the role as being part of 

their professional standards; they were responsible to assist with clinical 

supervision as part of the NMBA competency standards. It is an expectation of the 

standards that midwives stay educated clinically, either as a requirement for them 

to support and teach the next generation of midwives or as part of their annual 

competency requirements. Midwives described clinical supervision as ensuring 

they were competent and up to date with their midwifery care. For example, 

several midwives described clinical supervision this way, M112 stated: “My 
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professional development is supported and education needs assessed at my yearly 

appraisal. Competencies are assessed yearly to ensure I am confident and up to 

date.”. Some midwives went as far as to state that it was a requirement of their 

employment contract and registration to provide clinical supervision as described 

by M40: “I am expected as part of my contract and registration to oversee the 

clinical development of student midwives, student doctors and newly graduated 

midwives and occasionally resident medical officers.”. The midwives were 

describing professional supervision as described by CQC in Chapter Two. 

Professional supervision ensures that professional standards are met and 

professional development needs identified.
85

 

 

The midwives described clinical supervision as a requirement of their 

competencies, while others felt that clinical supervision was a way of keeping 

their clinical skills up-to-date by attending mandatory skills sessions or 

completing mandatory education packages such as adult life support or manual 

handling. This was described clearly by M235: “My understanding of clinical 

supervision relates to periodic peer review to maintain competency for skills of 

NNR, ALS, BLS, epidural, patient moving and the like.”. Although this was a 

common description of clinical supervision given by the midwives, it was 

refreshing to see that a small group of respondents also included debriefing and 

reflection on their practice as part of their description of clinical supervision. 

M143 stated: “clinical supervision ensures that midwives are keeping their skills 

up to date, developing and reflecting on their practice, an opportunity to debrief, 

to ensure midwives are meeting the competency standards as set down by their 

registering authority.”. A few midwives described clinical supervision as a 
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supportive, reflective practice, however they stated they had not experienced this 

during their midwifery careers in Western Australia. 

 

Reference was made to clinical governance and how clinical supervision ensured 

that they practiced within their organisational and professional boundaries. For 

others, it was offering support or knowledge in the clinical setting, ensuring that 

clinical guidelines were being observed and guiding peers in their practice. Others 

described it as part of their responsibility as a shift coordinator, ensuring the staff 

on shift were working within their scope of practice and competency as described 

by this midwife: 

M205 “Supervising and teaching new staff members especially those who 

have come from working in other settings with less exposure to 

interventions such as CTG monitoring and epidural use that are common 

in this setting.  

As a shift coordinator providing leadership in clinical decision making 

with colleagues – especially those working alone in labour ward. The next 

day the roles may reverse if I am working in labour ward and my 

colleague is coordinating and helping me make clinical decisions.”  

 

Regardless of whether the midwives were referring to clinical supervision of 

themselves or midwifery students, many respondents did report that clinical 

supervision was important to ensure safe patient care. Although many referred to 

ongoing support in the clinical setting, the emphasis of responses focused on 

development of clinical skills to ensure safe and effective clinical practice. 

Quality of care through development of safe clinical practice was mentioned by 

many respondents. 

M121 “I understand that it means overseeing midwifery practice to ensure 

safety of mothers and neonate and best practice is carried out. Not 

necessarily in one clinical session or on a 1 to 1 basis, but a broader and 

deeper role within the organisation, so that there would be an input into 

guidelines for example and reviewing clinical incidents. Making plans for 
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midwives who have training needs. I view supervision as a leadership role 

and to ensure midwives are developing, confident and competent. In short, 

it’s about quality of care specific to midwifery. I think that is my 

interpretation rather than what I have experienced.”  

 

This theme continued with many of the midwives seeing clinical supervision as 

just another form of professional clinical development, either as direct assessment 

in the clinical setting or as “just another box to tick” with all the other mandatory 

requirements they have to do. As stated previously many felt that these mandatory 

requirements were part of the clinical supervision role, and viewed clinical 

supervision as another form of ongoing professional development and feedback 

on their practice. There appears to be some confusion between what clinical 

supervision is, as described in the literature, and the registration requirements of 

being a midwife.
6,14,20,21,28,74,81,87

  

 

In addition, many of the Midwife Standards for Practice were referred to as being 

clinical supervision. As noted in another Australian midwifery study of clinical 

supervision, in order for midwives to value clinical supervision as a reflective 

practice, they must first understand the difference between clinical supervision as 

assessing competency of themselves or midwifery students to clinical supervision 

as a supportive reflective practice.
1
  

 

Clinical supervision was experienced as punitive by some respondents. They 

described it as being used for performance management and monitoring of their 

practice, with a few referring to a feeling of surveillance, being watched and 

assessed in the clinical setting. The theme of being watched in the workplace, was 

directly related to a fear of ramifications from this monitoring of practice which 
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many expressed as their understanding of what clinical supervision is. The 

midwives described supervision of their practice, while being performance 

managed, as clinical supervision.
155

 The question must be asked, how can clinical 

supervision be embedded as essential for safe and effective midwifery practice 

when midwives understand it to be a monitoring of their practice and see it as 

punitive and a form of performance management?  

 

Similar to clinical supervision being viewed as punitive, several of the midwives 

described clinical supervision as a form of bullying, with an element of shame 

attached. They described it as a power relationship between midwives that 

resulted in disempowerment. Other midwives who had experienced clinical 

supervision in other contexts and in other professional areas, recognised it as a 

positive experience but felt it was not experienced that way by all midwives.  

 

M238 “bullying and one upmanship are endemic… on saying that it is 

being recognised more that debriefing and looking after colleagues is vital 

to the wellbeing of the profession … I have had clinical supervision in my 

other professional life as a social worker and definitely believe it should 

be part of midwifery”. 

 

Several midwives commented that they were unsure or did not know what clinical 

supervision was. It was thus not surprisingly, that others described it as being the 

same role as other midwifery professionals such as Clinical Midwifery Facilitators 

(CMF), Staff Development Midwives (SDM) and Clinical Midwifery Consultants 

(CMC) and their roles in supporting students and graduates. There were many 

statements from the midwives describing clinical supervision as preceptorship, 

mentoring, coaching and being a role model. All of these terms could be used to 
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describe their responsibilities within the NMBA Midwife Standards for Practice, 

in the clinical setting.
87

 

 

There were some midwives who had a broader understanding of clinical 

supervision, and described clinical supervision as outside of just teaching in the 

clinical setting. For example, words including reflection, support and sharing of 

experiences were used to describe clinical supervision. This is supported by the 

definition of clinical supervision as described in Chapter Two and is summed up 

by the Australian Clinical Supervision Association
21

, that clinical supervision 

facilitates reflective practice, exploration of ethical issues and the development of 

skills.
6,21,57,75,80

 
20

 

 

Overall, the general theme was that clinical supervision did not exist in WA 

midwifery. Some midwives did identify it as a form of professional support not 

available in Australia. Even though a limited number of the midwives could 

identify what clinical supervision was meant to look like, not one midwife 

described experiencing clinical supervision in Western Australia. 

 

M203 “My understanding of the concept of ‘clinical supervision’ is that it 

involves a clinician (midwife) having regular structured meetings with 

another health professional (midwife) who ideally would also have some 

counselling training. The purpose of the meetings is to allow the clinician 

to reflect on her practice and openly discuss any practice and/or 

professional issues in a confidential forum; providing the clinician an 

opportunity to learn from personal experiences, obtain emotional support 

if needed and to further develop as a practitioner. Unfortunately, I may 

know what it is but I can’t say that I have personally ever experienced it in 

my midwifery career.” 
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There is limited literature on the experience of clinical supervision in Australia, 

however the findings of this study indicate that midwives in WA are less aware of 

the concept of clinical supervision as a support mechanism and professional 

development activity post qualification than are midwives from other parts of 

Australia. For example, a study of Queensland midwives
11

, with a similar sample 

size as the current study, investigated the engagement of the midwives in two 

separate professional activities; clinical supervision and professional 

development. It found that whilst two-thirds of the midwives reported being 

familiar with the concept of clinical supervision, nearly half of those surveyed 

reported never having been given or received clinical supervision during their 

careers as midwives. In contrast, this was not reflected in the current research, as 

the midwives in this study did not indicate that they understood the concept of 

clinical supervision in being a support mechanism between practising midwives 

for their own professional development and emotional wellbeing.  

 

In the current study, the midwives did not refer to clinical supervision as 

reflecting on their own practice with another midwife. Instead, they described it as 

direct clinical supervision or monitoring of midwifery students, junior midwives 

or of their own practice. In some instances, clinical supervision was described as 

being a performance management strategy or a punitive action in the clinical 

setting. The majority of the respondents reported having received clinical 

supervision through their employment, but described it as professional 

development rather than a session with a clinical supervisor reflecting on their 

clinical experiences. They did not describe it as receiving emotional and social 

support or stimulating reflective practice. Reflective practice is the process of 
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using reflection to think about their experiences, in order to increase their 

awareness and understanding of their own practice and thereby promote learning 

from the experience.
156

 Reflection is a continuous cycle and is essential to the 

development of autonomous and critically thinking midwives.
157

 The goal of 

reflection is to examine your practice and to learn from it.
157,158

 Of the midwives 

that did indicate they knew what clinical supervision was, they all stated that this 

sort of clinical supervision through reflection was not available in Western 

Australia.  

 

Some of the midwives referred to the United Kingdom model of supervision when 

describing their understanding of clinical supervision, with the common theme 

that it does not happen in Western Australia. From 1902 until April 2017
159

, the 

UK had statutory supervision with all midwives receiving supervision from a 

Supervisor of Midwives. The purpose of the supervision of midwives in the UK 

was to protect women and babies through promotion of high standards of 

midwifery practice. In  the current study, the midwives stated that they felt that 

this type of clinical supervision was a supportive relationship
13

.  

 

In 2017, midwifery supervision and regulation were separated in the UK with 

statutory supervision replaced by the A-EQUIP midwifery supervision model.
160

 

A-EQUIP is an acronym for Advocating for Education and Quality Improvement 

and is made up of four distinct functions; normative, restorative, personal action 

for quality improvement and education and development. The model aims to build 

personal and professional resilience, through staff empowerment and 

development.
52,161

 The A-EQUIP model is a restorative clinical supervision model 
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that ultimately aims to facilitate a continuous process of improvement that values 

the midwife and the contribution they make to high quality care.
161

 This model of 

supervision was not recognised by most of the respondents in this current study as 

being clinical supervision.  

 

The published literature differentiates between clinical supervision and clinical 

teaching or point of care supervision. The Clinical Supervision of Nurses and 

Midwives Guidelines from the South Eastern Sydney Local Health District
86

 have 

adopted Lyth’s definition of clinical supervision.
20,86

 Point of care supervision is 

defined as “provision of supervised clinical experience and evaluation of clinical 

care with the intention of developing the clinician’s ability to provide safe and 

effective care”. They state that “supervision of practice is a key component of 

teaching and learning in the workplace”.
86

 Whereas, clinical supervision is 

described as being offered to groups or individuals, by people who are trained in 

the process of offering this support and who do not have a direct line relationship 

with the supervisee.
86

  

 

This guideline supports the definition of clinical supervision used in this research 

but also explains in some way the midwives understanding of clinical supervision 

as clinical teaching and point of care supervision. If the midwives have never 

experienced clinical supervision outside of clinical teaching or supervision at 

point of care, they would not have any knowledge or understanding of clinical 

supervision as supportive and reflective as described in this research. This is 

supported by the findings of this study, of the midwives lack of understanding of 

clinical supervision as a reflective practice, rather than supervision aimed at 
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assessing competency in the clinical setting as identified by Love
1
, in their mixed 

method evaluation of clinical supervision for midwives. Love, identified that in 

order for midwives to benefit from clinical supervision, they first needed to have a 

clear understanding of clinical supervision as a reflective, support strategy. This 

was supported by the respondents in this study, who stated they had not 

experienced this type of clinical supervision in Western Australia.  

 

 

5.4 Availability of clinical supervision to WA midwives. 

 

 

M178 “I am confused with the question. Am I talking about my experience 

as a supervisor or as a student?” 

 

Thirty per cent of the midwives stated they received clinical supervision through 

their employer; either through work hours or outside of this time. This was not an 

unexpected finding, as the midwives had already misinterpreted clinical 

supervision as direct supervision in the clinical setting. Only a few midwives 

stated that they accessed clinical supervision privately. However, no further 

description or explanation was provided by what they meant by this. As it is clear 

that most respondents did not understand the term clinical supervision it cannot be 

assumed that they meant formal reflective supervision when responding in this 

way. Nearly half stated they received informal supervision through talking to 

colleagues either at work or socially and several midwives debriefed with family 

and friends outside of work hours, M147 summed up these responses, “My sister 

is a midwife and a good listener.” 

 



 

 
101 

The theme of clinical supervision being professional development continued, with 

clinical supervision being described as undertaking Midwifery Practice Review, 

peer review and clinical meetings, periods of secondment to regional midwifery 

unit and completion of e-learning, tertiary education, committee meetings, 

Advanced Life Support in Obstetrics (ALSO), Adult Life Support (ALS) and 

Neonatal Resuscitation Program (NRP). The midwives included review of current 

literature and journal articles, professional affiliations and social media, including 

the Australian Nursing Federation (ANF) ifolio as sources of clinical supervision. 

A couple of midwives described their clinical supervision as case reviews with 

colleagues or having access to senior midwifery staff or former colleagues who 

they can contact to debrief with. Again, the theme of clinical supervision as only 

being for students continued. The midwives described clinical supervision as one 

of their responsibilities within their Professional Standards.
87,162

 (see Appendix B) 

The Midwife Standards for Practice state that midwives must participate in 

continuing professional development and contribute to a culture of learning, 

teaching and critical reflection.
87

 The midwives descriptions fit within these 

standards and may explain their understanding of the term clinical supervision as 

being professional development or point of care supervision, if they have never 

experienced clinical supervision or had access to a clinical supervisor it is not 

surprising they did not have the understanding of what clinical supervision meant.  

 

The midwives’ description of how they access clinical supervision is not 

supported by Australian health professional groups’ descriptions of clinical 

supervision. Although, clinical supervision is described in the literature in a 

variety of ways for different professional groups, all are fairly consistent in that 
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clinical supervision provides a space for reflection and emotional 

support.
46,61,72,88,89,92

 This may be rectified in the future as the Australian College 

of Midwives (ACM), in their background paper on clinical supervision published 

in 2018, describes a formal, structured arrangement, with regular meetings in a 

confidential space which provides for critical reflection on work issues.
34

 The 

ACM paper goes on to describe clinical supervision as “distinct from Point of 

Care Supervision, Facilitated Professional Development, Professional 

Supervision, Operational Management Processes, Clinical Management 

Processes, and Personal Staff Support.”
34

  

 

From a nursing context, the Australian College of Nursing (ACN), in their 

background paper about clinical supervision released in 2016, describes some of 

the components of effective clinical supervision as ‘conducted in regular, private 

and protected time, away from the practice setting’ and ‘is not provided by a 

professional who has organisational responsibility to direct, coordinate, enhance 

and evaluate the performance of the supervisee(s)’.
163

 Neither of these 

components are evidenced in the respondents’ answers in the current study. The 

ACN paper goes on to describe modes of clinical supervision as face-to-face 

meetings or with the use of technology via telephone, video-conference or e-

supervision and as either one-to-one or small groups of supervisees receiving 

supervision with one supervisor.
163

  

 

The Victorian Department of Health and Human Services Clinical Supervision for 

Mental Health Nurses Framework notes that clinical supervision ‘is not a 

management activity and should not be confused with performance appraisal or 
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administrative supervision with line managers’.
164

 A small study of clinical 

supervision of occupational therapists in Queensland, Australia investigated the 

factors that influence the quality of clinical supervision. They defined clinical 

supervision as a “process that provides time out and an opportunity, within the 

context of an ongoing professional relationship with an experienced 

practitioner”.
95

 It was found that the frequency of clinical supervision sessions, 

choice of supervisor and the type of supervision were found to have a positive 

influence on the quality of clinical supervision as perceived by the occupational 

therapists.
95

 This description of a formal relationship with a clinical supervisor 

was not evident in the responses from the midwives in the current study. 

 

Although about half of the respondents stated they received informal supervision 

by talking and debriefing with colleagues, family and friends, this is not reflected 

in the literature on clinical supervision. Clinical supervision is described as a 

formal, structured process in the literature.
36,46,164,165

 Informal clinical supervision 

may provide the emotional support that the midwives were seeking, however it is 

unlikely that it provided the critical reflection expected from clinical supervision 

or facilitated the development of reflective practice. Clinical supervision that is a 

formal relationship in a safe and confidential environment, facilitates reflective 

practice and provides the emotional support that the midwives were seeking.  
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5.5 The benefits of clinical supervision and the challenges to accessing it. 

 

 

M27 “Leadership guidance & support” 

 

 

As described in Chapter Four the participating midwives were asked to identify 

the benefits of clinical supervision based on descriptions of benefits described in 

the clinical supervision literature (see Table 14 on page 58).
1,4,23,25

 The midwives 

found all the benefits of clinical supervision listed in the questionnaire to be 

beneficial. Due to the midwives’ understanding of clinical supervision being 

supervision of clinical practice it was not surprising that clinical competence 

(clinical skills) was identified as the most beneficial of the benefits listed. The 

midwives did state they felt clinical supervision improved mental and social well-

being, rural recruitment, patient satisfaction, helped reduce bullying, improved 

work relationships and building a team spirit. Two midwives commented that 

there were no benefits to clinical supervision and one midwife stated: M245 “A 

new experience for us still getting our heads around it”. In order for the midwives 

to describe the benefits of accessing clinical supervision, they would first have to 

have a clear understanding of clinical supervision as a reflective and supportive 

practice. The midwives in this current study described clinical supervision as 

clinical governance, professional development or as assessment of their own or 

students’ competency, they did not see it as a time for them to reflect on their own 

clinical practice.  

 

The midwives were asked to identify the barriers to accessing clinical supervision 

as described in the clinical supervision literature (see Table 15 on page 
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59).
1,11,28,121

 Lack of time in the clinical setting was one of the most significant 

challenges to accessing clinical supervision identified by the midwives in this 

current study. Lack of time was identified in two other Australian studies of 

clinical supervision as the biggest barrier to midwives accessing clinical 

supervision.
1,11

 This current study is consistent with the literature from other 

studies of clinical supervision in identifying the barriers to accessing clinical 

supervision as busy work environments, heavy workloads and a lack of dedicated 

or protected work time to access clinical supervision.
28,121

  

 

Fear, distrust, hierarchy, unsupportive management, negative connotation, 

confidentiality concerns and not being a supportive process were all stated as 

barriers to accessing clinical supervision by the midwives in this study. These 

statements support the midwives’ belief that clinical supervision is a punitive 

practice. The ongoing theme of clinical supervision being for students or clinical 

practice supervision only continued with the following barriers identified: no staff 

development midwife, lack of senior midwifery staff, medicalisation of midwifery 

and midwives unable to attend ward based ‘in-service’ (professional 

development) sessions.  

 

Furthermore, rural midwives described isolation, distance, staffing issues, 

retention and being a sole practitioner as barriers to accessing clinical supervision. 

One rural midwife M222 stated: “Failure of WACHS to recognise the need for 

clinical supervision for midwives working in isolation”. Several midwives 

commented that midwives attitude to and perception of clinical supervision was a 

barrier and another midwife identified there was “no policy to support” clinical 
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supervision. Only a few midwives stated that midwives were not interested in 

clinical supervision.  

 

In this current study, the midwives did identify benefits of clinical supervision, 

however clinical supervision was not identified as standard midwifery practice. 

Lack of protected time and the ability to attend clinical supervision as well as lack 

of policy and structure to support clinical supervision were all identified as major 

barriers to accessing clinical supervision. It is difficult to determine if the 

midwives were referring to clinical supervision as defined in this study or their 

experience of clinical supervision as point of care supervision when describing the 

benefits of and the barriers to accessing clinical supervision.  

 

5.6 What is in a name? Improving WA midwives’ understanding and 

experience of clinical supervision? 

 

 

M129 “A clinical supervisor needs to be named. Each midwife needs mandatory 

sessions which are paid for by the employer or subsided for the self-employed 

midwife by the ACM. The meetings needed to be at least monthly for 1-2hrs”. 

 

One of the overarching themes from the findings chapter was that clinical 

supervision ‘Needs a Culture Shift’, with the subtheme of “Clearly define what 

clinical supervision is – Rename it!’. The responses to this question confirmed 

this theme, with many of the midwives suggesting that midwives did not have an 

understanding of the concept of clinical supervision and that the name was off 

putting and needed to be changed. Many of the midwives suggested that clinical 

supervision should be called mentoring or coaching, due to the negative 

association with the words “clinical” and “supervision”. This was supported in the 
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literature with the suggestion that midwives should be encouraged to participate in 

the interdisciplinary debate on the ‘name’ of clinical supervision and that the word 

reflective should be added in some way.
3   

 

This begs the question: What is in a name? The overwhelming result of this study 

was there is a problem with the term ‘clinical supervision’. In medical, nursing 

and midwifery, many of these health professionals view the term clinical 

supervision to be point of care or direct supervision. A change of name may 

widen and improve the understanding of midwives of what clinical supervision is 

and how it may benefit them. 

 

Approximately twenty per cent of the respondents mentioned either allowing time 

for clinical supervision in the workplace to improve the experience of clinical 

supervision or that there was simply not enough time to consider clinical 

supervision. They felt that time was a large factor in their ability to access clinical 

supervision and that more protected time should be allocated to educate and 

support midwives through staff relief in the clinical setting, so that midwives 

could attend clinical supervision. It was identified that more value needed to be 

placed on midwives accessing clinical supervision, and it was suggested this could 

be demonstrated by providing protected time for midwives during their shift to 

attend clinical supervision. The midwives felt strongly that they should not have 

to receive clinical supervision in their own time and they should not have to pay 

for their clinical supervision.  
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Consistent with the discussion above, many of the respondents mentioned the 

supervision of students. The midwives described ways to improve supervision of 

students in the clinical setting, such as increasing the number of supervisors in the 

clinical setting to supervise and support students or educating senior staff to 

support and supervise junior staff. A few of the midwives stated that they had not 

received clinical supervision since being a student.  

 

Education was stated by many of the midwives as a strategy to improve WA 

midwives experience of clinical supervision. Education was described in various 

concepts, such as education to qualify people to be clinical supervisors and more 

educational opportunities which they considered to be clinical supervision. 

Outside of clinical practice supervision or point of care supervision, the common 

response was that midwives did not understand the concept of clinical supervision 

and that more education is needed to increase midwives’ knowledge and 

understanding. The midwives suggested that education to introduce clinical 

supervision as a ‘normal’ and valuable part of midwifery practice, including 

educating midwives on what it is and why it is important. Funding was also 

mentioned with M172 stating: “Financial indicators may influence how much 

clinical supervision a person may receive to the detriment of clinical 

supervision”. Funding for training of clinical supervisors, as well as for the 

provision of quality clinical supervision was mentioned by several respondents.  

 

Several midwives again referred to the UK Supervisor of Midwives policy by, 

suggesting that unless the model was mandatory or became policy and was 

resourced appropriately it would not become standard practice. Although many 
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UK midwives found the midwifery supervision model supportive, others found 

this statutory supervision to be punitive.
28,73,166

 Similar to the findings in this 

current research the supervising of midwifery practice was problematic and the 

decision was made to remove the statutory/regulatory function of midwifery 

supervision from legislation.
167

 The UK moved away from the statutory 

framework of supervision for midwives to a restorative supervision model in 

2017.
3,46,150

  The new policy recognises the importance of clinical supervision as a 

reflective practice by preserving the developmental and supportive aspects of 

supervision and providing midwives an opportunity to be empowered, valued and 

supported.
161

 It is interesting that the midwives in the current study were 

idealising a model that is no longer used and not all UK midwives found 

supportive. The irony is that the UK has now moved toward a model of clinical 

supervision that is similar to the clinical supervision discussed in this study.  

 

5.7 Factors to be incorporated in to midwifery education. 

 

 

M92 “Needs to be included as part of education for initial registration. Role 

modelling. Peer groups set up in workplace to share ideas and set up clinical 

supervision arrangements. Formal education options to prepare for clinical 

supervision.” 

 

 

Several of the midwives suggested that education needed to be provided to train 

qualified clinical supervisors. Adequate trained personnel were required in the 

workforce in order to provide this service to midwives, with formal university 

education needed to qualify midwives as clinical supervisors. Further suggestions 

included that education about what clinical supervision means and how to access 

it should be provided to students prior to their initial registration. In addition, they 
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suggested that tertiary institutions should normalise and encourage midwifery 

students to access clinical supervision post registration as part of their everyday 

practice.  

 

The literature supports that a supervisor needs to have a certain level of 

knowledge and skill to provide clinical supervision. The Care Quality 

Commission (CQC)
85

 states that a supervisor should have skills, qualifications, 

experience and knowledge of the area in order to provide effective, quality clinical 

supervision. They also state a supervisor should be supported in receiving their 

own supervision. This is exemplified in the Alcohol and Other Drugs (AOD) and 

Community Managed Mental Health (CMMH) Clinical Supervision Guidelines
46

 

that state that clinical supervision must be accessible, regular and consistent and 

must be provided by experienced, skilled and knowledgeable supervisors in order 

to be effective. Good, effective supervision requires regular and consistent access 

to well trained, skilled supervisors.
11

 As psychotherapist and inaugural President 

of the Australian Clinical Supervision Association (ACSA) Paul Bailey
168

 stated 

at the 2018 inaugural ACSA Clinical Supervision conference, “No supervision is 

better than bad supervision”.  

 

5.8 Limitations of this study 

 

While the present study contributes to the body of knowledge in this field, there 

are several limitations. The questions asked in the questionnaire were based on the 

respondents having an understanding of the definition of clinical supervision as 

defined by Lyth.
20

 Most of the midwives only understood or identified clinical 

supervision as being supervision of clinical practice or managerial supervision and 
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very little of supportive and reflective clinical supervision as described in Chapter 

Two. This may have impacted their responses to the subsequent questionnaire 

questions as they were responding based on their current understanding of 

supervising midwifery students and not on their experience of reflective clinical 

supervision. 

 

A further limitation to this study is that only WA midwives were asked about their 

experience of clinical supervision and thus cannot be generalised to other 

midwifery populations. In addition, the survey was voluntary so those midwives 

who had either a strong opinion for or against clinical supervision may have been 

more motivated to participate and may have contributed to volunteer bias. 

Volunteer bias is a challenge to the external validity of any research project.
169

 

 

Research strives to provide reliable, valid and transferable knowledge of a 

particular phenomenon. This study has acknowledged potential limitations and 

made attempts to take these factors into consideration. In doing so, this study 

sought to develop credible and trustworthy findings that make a valid contribution 

to the body of knowledge about clinical supervision in WA midwifery. That said, 

it is difficult to generalise the results of this study to represent other midwives in 

other states of Australia or other countries. However, given the findings, the 

researcher cautiously suggests that the finding may be used to inform the direction 

of future policy, practice and research into clinical supervision in midwifery 

practice. 
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5.9  Chapter summary 

 

It is evident from the current study that a lack of knowledge and understanding of 

the accepted definition of clinical supervision may have influenced the responses 

to the other questions in the questionnaire. Overwhelmingly the majority of 

respondents experienced clinical supervision as point of care clinical supervision 

in the clinical setting, mainly referring to the supervision of student or junior 

midwives.  

 

This chapter discussed the findings of the research in relation to the research 

questions. The use of excerpts of raw data provided a rich description of the 

phenomenon. It also drew from the findings of other research, published about 

clinical supervision in order to compare the results of this study. In addition, the 

limitations to the study were identified and considered in light of the findings. 

Chapter Six brings together the ideas posed in this study and makes practical 

recommendations for future policy and practice.  
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6 Chapter Six: Conclusion/ Recommendations 

 

 

This chapter presents a summary of the research findings, draws conclusions and 

presents a series of recommendations as well as directions for future policy, 

practice and research.  

 

6.1  Conclusion 

 

Internationally it is recognised that midwife-led care delivers positive pregnancy 

and birth outcomes.
1-3

 In several countries, including Australia, midwives 

represent the main providers of care for women during pregnancy, labour and 

birth.
3
 As the role of the midwife continues to expand, there is a requirement to 

ensure that midwives are supported clinically, emotionally and professionally in 

the workplace, to ensure improved outcomes for the women as well as the 

professional development and retention of the midwife. In order to provide safe, 

effective woman-centred care, we need midwives who feel supported 

professionally in their role. This study provided a rare insight into midwives 

understanding and experience of clinical supervision in Western Australia.  

 

The literature clearly shows that clinical supervision can be effective in the 

retention of midwives in the workforce, in promoting professional development 

and ongoing education and in supporting midwives’ emotional wellbeing. 

However, in the current study the majority of midwives did not understand the 

term clinical supervision, in relation to their own practice and professional 

development. For those that did describe clinical supervision, none of them 

experienced it on a regular basis. The results from this current study are similar to 
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a large-scale study of clinical supervision in Queensland in 2013, less than ten per 

cent of the midwives in that study were receiving clinical supervision and they 

reported the same barriers to accessing clinical supervision as the midwives in the 

current study.  

 

The findings also showed that appropriate education and training is required for 

supervisors to gain the knowledge and skill needed to fulfil the role. Evidence 

supports that clinical supervision focussed on professional support through 

facilitated reflections is likely to have more positive outcomes for the midwives, 

organisation and the women they care for.
9,10,28,34

 Clinical supervision needs to be 

considered a core component of everyday practice for midwives, a place for 

reflection in a formal professional relationship, available to all midwives. As the 

midwives in this study stated, “we need to normalise it.” 

 

6.2  Recommendations  

 

 

M7 “We don’t have CS in my current workplace, this survey has prompted me to 

discuss this with my manager.” 

 

 

The following recommendations are made based on the major findings of this 

study. Although several recommendations have derived from this study one 

consistent suggestion from the midwives’ responses was that education needs to 

be provided to WA midwives on the definition of clinical supervision and the 

difference between supportive and reflective clinical supervision and clinical 

practice or point of care supervision. Midwives need to develop an awareness and 

understanding of the benefits of clinical supervision as a supportive and reflective 



 

 
115 

practice, in order to seek out and negotiate regular access to this supportive 

strategy.  

 

The recommendations from this study are: 

 

1. Change the name from clinical supervision to reflective (clinical) 

supervision.  

Supervision has traditionally meant being observed, the name clinical 

supervision therefore suggests supervision in the clinical setting. A change 

of name is recommended to encompass clinical supervision as a reflective 

practice, to support the professional development and emotional wellbeing 

of the midwife.  

 

2. Clinical supervision be made available to all midwives in Western 

Australia. 

Workforce structures need to create protected time for midwives to access 

clinical supervision in the workplace with qualified supervisors.  

Midwives working in a supportive environment are more likely to remain 

in the workforce. Clinical supervision enables midwives to cope better in 

difficult clinical situations.  

 

3. Introduce what clinical supervision is, into midwifery university courses, 

and why it is important in their future midwifery careers. 

The term clinical supervision is not understood by WA midwives and is 

not considered usual or normative practice for midwives in the WA 
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healthcare system. It is important that student midwives are taught prior to 

graduation, the importance of clinical supervision and the benefits it has to 

offer. The practice of accessing clinical supervision needs to be 

‘normalised’ and taught during midwifery courses as a supportive, 

reflective practice.  

 

4. Identify or create education opportunities to qualify midwives to be 

effective supervisors.  

Clinical supervisors require knowledge and skills to be qualified as an 

effective clinical supervisor. Midwives in this study asked the question, 

‘who was qualified to be a clinical supervisor?’ Education opportunities 

are essential to qualify midwives to be effective clinical supervisors. A 

starting point should be a training needs analysis between stakeholders and 

universities to be completed in order, to identify and/or create education 

courses in reflective clinical supervision for midwives.  

 

5. Make clinical supervision a core component of midwifery practice. 

As the Australian College of Midwives
34

 stated in their background paper on 

clinical supervision in 2018, there needs to be strong and consistent 

organisational support for clinical supervision to be adopted as a core feature 

of the organisational culture. Clinical supervision must be adequately 

resourced, on an ongoing basis in order to retain midwives in the profession. 

Support and access to clinical supervision should be evident at all levels of the 

organisation with clear policies and procedures put in place to enable 

midwives to attend regular clinical supervision sessions. Clinical supervision 
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should be viewed positively at all levels of the organisation and be evident 

with supportive rostering and staffing which facilitates a midwife participating 

in clinical supervision.
34,163

 

 

6.3 Further research 

 

This study has identified a vast knowledge gap within the Western Australian 

midwifery profession in relation to a shared definition and access to clinical 

supervision. It became clear through this research that the identification of the 

midwives’ experience and understanding of clinical supervision is limited to point 

of care supervision which provides the stimulus for much needed exploratory 

research into the design and implementation of a reflective practice clinical 

supervision model across midwifery practice in Western Australia.  

 

A feasibility study of what is required to implement the recommendations of this 

study needs to occur, including an analysis of what funding and resources are 

required. Further research is required to identify what clinical supervision 

currently exists for midwives in Western Australia and how it can be improved.  

 

Love,
1
 in her  2017 study, recommended an implementation strategy that included 

clinical supervision awareness sessions for midwives and organisational leaders. 

This current research would support this recommendation as part of a wider 

feasibility and implementation plan across Western Australia. This 

implementation plan would require organisations to support the implementation of 

clinical supervision by creating workplaces that support midwives to take 

protected time to access clinical supervision. Workplaces would need to provide 
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both the environments and the qualified staff to support reflective clinical 

supervision for all midwives through introducing policies and procedures that 

provide positive support and access to clinical supervision.  

 

6.4 Chapter summary 

 

This study was effective in identifying gaps within the current models of clinical 

supervision available to midwives in Western Australia. The five 

recommendations generated by the midwives from this qualitative descriptive 

study begins to identify further research that is required to translate the 

recommendations of this study into implementation of a reflective clinical 

supervision model for all midwives to access in Western Australia. The 

significance of this research and the importance of clinical supervision for all 

health care professionals is summed up with this quote: 

 

“We are at our very best, we are happiest, when we are fully engaged in work we 

enjoy on the journey toward the goal we’ve established for ourselves. 

It gives meaning to our time off and comfort to our sleep. It makes everything else 

in life so wonderful, so worthwhile.”
170
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8.1 Appendix A: Literature Review Search Strategy 
 

 

Objective: To identify the existing knowledge on clinical supervision 

for midwives including known benefits and challenges. 

 

The process of literature searching was conducted from the research proposal 

phase.  

 

An electronic search was performed using the following databases: CINAHL 

Plus; Embase; Onesearch; Proquest Nursing; Medline; Emcare; Google Scholar; 

Quicksearch.  

 

Targeted hand searching was also conducted by accessing reference lists from key 

articles. 

 

A combination of key words were entered into the databases. Some examples of 

search terms used were clinical supervision AND midwifery; clinical supervision 

AND Australia. Limiters included English language; peer reviewed; geographic – 

Australia and New Zealand.  
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The following key words were identified: 

 

1. Clinical supervision 13. Newly graduated 25. Support 

2. Midwives/Midwifery 14. Nurse 26. Mentors 

3. Continuing Professional 

development 

15. United Kingdom 27. Clinical skills 

4. Reflection 16. New Zealand 28. Recruitment 

5. Reflective practice 17. Australia 29. Retention 

6. Mental health 18. Management 30. Clinical teaching 

7. Burnout 19. Organisational stress 31. Rural nursing 

8. Work-related stress 20. Midwifery supervision 32. Woman-centred care 

9. Student 21. Job satisfaction 33. Organisational changes 

10. Stress 22. Resilience 34. Policy 

11. Emotional Wellbeing 23. Education/Learning 35. Implementation 

12. Professional Supervision 24. Preceptorship 36. Mixed methods 
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8.2 Appendix B: Nursing and Midwifery Board of Australia – Midwife 

Standards for Practice. 

https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-

Statements/Professional-standards/Midwife-standards-for-practice.aspx 

 

https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards/Midwife-standards-for-practice.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards/Midwife-standards-for-practice.aspx
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8.3 Appendix C: Questionnaire 
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8.4 Appendix D: Australian College of Midwives recruitment letter 
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8.5 Appendix E: Recruitment E-bulletin 

 

 
 

CALLING ALL WA MIDWIVES 

 

Invitation to take part in a Midwifery Research Project 

You are invited to take part in a study to explore how registered midwives in 

Western Australia experience clinical supervision. Participation in this 

qualitative research project is entirely voluntary. 

The aim of this project is to explore the experiences of midwives practicing in 

any area of midwifery practice.  

The purpose of this research is to identify the experiences of WA midwives in: 

. The experience of clinical supervision 

. The benefits of clinical supervision 

. The barriers to accessing clinical supervision 

. The impact of clinical supervision on retention of midwives in the workplace.  
 

The online survey will take approximately 15-30 minutes to complete. 

You can take part in the study if you are currently registered and working as a 

midwife in Western Australia. 

The findings of this research aim to inform midwifery policy, education and 

practice in order to create a more supportive working environment for WA 

midwives.  

For more details, contact: Dr Susan Miller - 6488 6894 or Jodie Atkinson - 

0411896720 

 

If you consent to participate in this study, please click on the link below to access 

the online questionnaire – WA Midwives Experience of Clinical Supervision.  

 

 

http://uwa.qualtrics.com/SE/?SID=SV_ekyYetK3ScFwobH 

 

 

Thank you in advance. 

 

 

 

http://uwa.qualtrics.com/SE/?SID=SV_ekyYetK3ScFwobH
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8.6 Appendix F: Initial Codes 

 

 

  
  

Working	with	students Not	standard	practice
Patient	care,	caring	for	woman	

and	family

Supervising	junior	staff,	

graduates	or	new	employees
Teacher,	educator Major	part	of	my	job

Working	under	direct	

supervision
Role	model Vital	part	of	practice

Professional	mentors
Contractual	responsibility,	

standards,	clinical	governanace
Improves	practice

Reflective	practice Preceptorship

Availability	of	suitable	

independent	clinical	

supervision

Professional	development,	

PD,	PEDs
Not	sure	what	CS	is

Not	paid,	why	should	my	

registration	depend	on	it?

Evidenced	based	practice,	

best	practice UK	model,	psychology	grads
No	benefit	(retirement)

Having	a	voice Doesn't	exist	in	Australia
No	understanding	of	what	CS	

is

Feeling	valued Never	experienced	it Do	not	agree	with	CS

Being	supported	and	

supporting	colleagues

Coordinators	and	coordinator	

duties
Provides	support

Formal	or	structured Debriefing
Beneficial	when	done	is	a	

supportive	way

Clinical	skills Keeping	up	to	date Needs	a	different	name

Providing	feedback Should	have	access	to	it Support	and	guidance

Supervised	practice,	

performance	managed,	

adverse	outcomes

Scope	of	practice	-	making	sure	

you	are	working	within	
Who	is	qualified	to	do	this?

Safety	and	providing	safe	care Relationship Time	load	already	excessive

Leadership Counselling	training Someone	to	support	us

Learning Confidential	practice Provide	support,	empower

Sharing	midwifery	skills,	

knowledge
Increases	confidence

safe	clinical	care,	benefit	for	

staff	and	patients

Collaborative,	working	

together
goal	setting,	objectives

Work	related	stress	and	

burnout,	would	help	with	this

Diversity
Assessment	in	the	clinical	

setting
Part	of	our	role

Senior	staff	guiding,	

supervising,	assessing,	

training	junior	staff

Develop	clinical	skills
Meets	registration	

requirements

Guidance	and	knowledge Discuss	progress	of	career Another	box	to	tick

Availability	or	lack	of Clinical	assistance	to	staff Role	model	for	junior	staff

Stress Second	opinion
Should	be	3	monthly	not	

yearly
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8.7 Appendix G: Categories development 
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8.8 Appendix H: Categories 

 

Limited knowledge and experience of clinical supervision as a midwife in WA 

 Only for students and junior staff 

 Punitive – performance management, supervised practice or only for 

adverse outcomes. 

 No value only for teaching junior staff clinical skills 

 Doesn’t happen 

 No benefit 

 

Another box to tick 

 Haven’t got time for it, time load already excessive 

 Senior vs junior 

 Why should I pay for it 

 

Change the culture 

 Remove the stigma 

 Improve the image, make it normal 

 

Clinical supervisors need to have the ability to empower 

 Empowering 

 Available 

 Independent 

 Qualified 

 

Politics of clinical supervision 

 Value clinical supervision but not hierarchal structure 

 Monitoring or support? 

 Not your line manager 

 Should be mandated time in work hours and paid for by Health 

Department 

 Midwives are angry, overworked, unsupported and underpaid. 
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Who will do it?  

 Personal characteristics and professional qualifications of a clinical 

supervisor 

 Benefits need to be evidence based 

 Training 

 Skilled practitioners 

 How do you qualify? Who will pay? 

 

Change the name 

 Confusing roles and definitions 

 Negative connotations  

 

Emotional support, feeling valued 

 Reflective practice 

 Professional development 

 Supporting colleagues 

 Quality of the relationship between supervisor and midwife 

 

Special consideration for rural and remote midwives 

 

Motivations? Core Value?  

 Understanding and valuing improved patient outcomes 

 Or fear of ramifications 
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8.9 Appendix I: Themes 

 

Limited knowledge and experience of clinical supervision as a midwife in WA 

is preventing its use? 

 

 Only for students and junior staff 

 Performance management 

 Supervised practice for adverse outcome 

 Unclear or misinformed definition 

 No value or motivation to seek out; as seen as only for teaching junior 

staff clinical skills 

 Doesn’t happen 

 Never experienced it 

 Either does not happen/ No benefit to me/ Does not apply to me as it is just 

for junior staff. 

 Hierarchy structure where clinical supervision is used for monitoring of 

junior midwives or supervised practice/performance management 

 Seen as a professional requirement or a contractual responsibility 

 

Motivations and core values of clinical supervisions for midwives 

 

 Professional development. 

 A way to progress their career 

 Reflective practice 

 Emotional aspects of clinical supervision such as supporting colleagues 

and reassurance were mentioned. 

 Some respondents said that clinical supervision made them feel valued 

 Improves morale and diffuse anger 

 Understanding and valuing improved patient outcomes 

 Fear of ramifications 

 Improved knowledge 

 Pay me to do it 

 Needs to be consistent and regular 

 Needs to be government policy 

 Mandated sessions that are protected time 

 

Deciding who would facilitate clinical supervision is essential - DIscussion 

 

 Who will do it? 

 What are the professional qualifications of a clinical supervisor? 

 What personal characteristics should they have? 

 Benefits of clinical supervision need to be evidence based 

 Who can do the training? Where can it be accessed? 

 Needs to be skilled practitioners 

 How do you qualify? Who will pay? 
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Looking for a cultural change 

 

 Change the culture – remove the stigma attached to clinical supervision 

 Improve the image of clinical supervision, make it a normal. 

 Normalise it, remove the punitive nature of it. 

 Clinical supervisors need to have the ability to empower 

 Clinical supervisors need to be empowering, available, independent and 

qualified 

 Change the name 

 Name is confusing with negative connotations 

 Confusing roles and definitions 

 Culture of normalising clinical supervision and valuing clinical 

supervision 

 Needs to be valued and funded by the Health Department 

 Positiveness – more support and less criticism 

 Needs a significant cultural shift 

 

The politics of clinical supervision – just another box to tick 

 

 Value clinical supervision but not in a hierarchal structure 

 Monitoring or support 

 Should not be with your line manager 

 Who is responsible for it? 

 Should be mandated time in work hours paid for by the Health Department 

 Midwives are angry, overworked, unsupported and underpaid. 

 Haven’t got time for it, time load already excessive 

 Why should I pay for it? No value perceived. 

 Punitive – senior vs junior 

 Special consideration needs to be given for rural and remote midwives 

 

What should clinical supervision look like? 

 

 What would make it valueable? 

 Empowering 

 Fostering respectful 2 way relationships 

 Normal 

 Support and guidance 

 Professional development 

 Emotional support 

 Debriefing 

 Reflection 

 Best care for patients’ 

 Mentorship; Preceptorship 

 Ongoing 

 Confidential 

 Everyone should get to talk 
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8.10 Appendix J: Ethics Approval Letter - UWA 
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Dr Caixia Li

Manager, Human Ethics




