
 
 

 
 

Clinical Supervision Series:  
Foundations of Clinical Supervision - Module 1 
JOHN WALSH: Welcome to our training, "Foundations of Clinical Supervision." This is module 1 
of a multipart series that we endeavor to publish on this topical area. My name is John Walsh. 
I'm the project director of the Center for Innovative Training in Vocational Rehabilitation at the 
George Washington University.  

First, I'd like to acknowledge that the content of today's presentation was developed with 
support from the Innovative Rehabilitation Training Program funded by the US Department of 
Education through the Rehabilitation Services Administration. The information you're going to 
hear today does not necessarily reflect the position of policy of the US Department of 
Education. And no official endorsement should be inferred.  

Before I introduce our presenter for today's webcast, I would like to tell you a little bit about 
our center. The Center for Innovative Training in VR, or CIT-VR, seeks to develop innovative 
methods to train VR personnel in their work at state VR agencies to assist in delivering services 
and eventually approve employment outcomes for individuals with disabilities.  

Our website has a number of free training offerings that also provide continuing education 
hours for CRC maintenance. And I would encourage you to visit our website at trainVR.org to 
view the options we offer, including webinars, training resources. We also have some reports 
on some training need surveys that we performed. And I also welcome you to join our 
community at trainVR.ning.com.  

OK. So now, it's my pleasure to introduce our presenter today for our webcast and also for 
other modules in clinical supervision, Dr. James Herbert. Dr. Herbert has been a rehabilitation 
counselor educator for the past 35 years. And he's performed clinical supervision research for 
the past 30 years.  

Some of the items he researched include a nationwide survey of graduate training practices, 
instrument validation on clinical supervision, a description of clinical supervision models, 
analysis of graduate training practices, and effectiveness of clinical supervision training in state 
VR agencies. Clinical supervision is a significant part of Dr. Herbert's teaching assignments. And 
he's conducted trainings across the United States in 10 different state VR agencies.  



 
 
He's also been recognized as a Mary Schweitzer distinguished research fellow. And we are really 
fortunate to have Dr. Herbert here today to lead this session and to also lead our other sessions 
in this very important topical area that could have a real impact for those we serve. So at this 
point, I would like to turn it over to Dr. Herbert to begin our session.  

JAMES HERBERT: Thanks, John. Appreciate the introduction. And I'm very excited to be with all 
of you today. For those of you who are not able to see me, I'm an older professor. I make the 
joke I look like Brad Pitt. Actually, I do not. I'm in my late 60s, have a wide face. And hopefully, 
what it comes across is my excitement for this topic, as I am-- and this is probably-- of all the 
research I've done, clinical supervision really represents a significant part of my work.  

So let's get started. So what we're going to do today is-- there are basically four learning goals 
that we have. And this first training module is going to really provide us with the foundation of 
other material that we're going to be learning in this series on clinical supervision. So today, the 
first thing we're going to talk about is, what do we mean by clinical supervision?  

That term is often thrown around. And so I want to be clear about what does that mean. Excuse 
me. And then also, how does clinical supervision complement administrative supervision? 
We're then going to look at basic principles of clinical supervision and how that's practiced in 
state vocational rehabilitation. We'll take a look at effective and ineffective clinical supervision 
behaviors and its impact on vocational rehab counselors. And then finally, we're going to look 
at five common and mostly ineffective roles that supervisors often use when providing clinical 
supervision.  

So in providing a framework for today, for this particular online training in clinical supervision, 
there's couple of things I want you to know. First off, this training is really intended for frontline 
supervisors. And so while clearly administrators, district officers, district administrators, 
assistant district administrators can benefit, this training program that we're providing really is 
intended for the person that does clinical supervision on a day to day basis. Now, the 
development of this training program wasn't just something I thought of because academicians, 
we're always sitting our office thinking how can we do things better. But it was actually 
developed from a number of resources.  

Those include my work over the last 20, 30 years on clinical supervision in state VR practice. I 
also had an advisory board of state vocational personnel. So that included counselors, 
supervisors, district administrators, and even a state director. So I wanted to make sure that the 
content that we provide here had some reality to it, some base, and that I also had an 
opportunity to discuss this and share my conceptual model with them to get their input.  

And then finally, the other main source is just as John mentioned. I've done a lot of clinical 
supervision over my 35 years working as a rehab counselor educator and also my professional 
preparation. So that's how this program was developed.  

Now, as it relates to short-term training goals that we have for this module, basically what 
we're hoping are these-- one, we hope that your knowledge and your skills about clinical 



 
 
supervision will be enhanced. We're hoping that maybe as a result of completing these training 
modules that it might serve as a model for you, a model for you in your work with other 
counselors. So we're hoping that it has an impact on your supervision. And in return, your 
counselors can see that and also acknowledge that.  

Another goal that we have is that we're hoping that, as a result of clinical supervision and if 
your skills can be enhanced, which we believe that they can, that that improves the quality 
service and also protects client welfare because we want to make sure that all clients receive 
service from competent counselors and, in turn, counselors receive competent clinical 
supervision. So by extension, we're hoping that your work with counselors will be realized in 
the outcomes that your counselors have with people that they serve.  

Long-term, what we're hoping is that, as a result of your involvement, that it has some impact 
on improving counselor performance. We're hoping their counseling skills are better, more 
refined, if you will, their expertise increases. And we're also hoping that it impacts the quality of 
their case management decisions. And ultimately, we hope that it impacts on improving client 
outcomes, basically getting more successful voc rehab outcomes. So that's the framework, the 
overview of what this additional module is about.  

So with that in mind, let's provide a context or a framework of clinical supervision as it's 
practiced in state VR. Well, one thing I've often said is that it's been my experience that clinical 
supervision in state VR is often practiced, but poorly understood. And I'll explain that in just a 
minute or two.  

I also believe that the job task of a supervisor is one that often gets unrewarded and not 
recognized. It's one of those things that we're all expected to do and do well. But how does that 
figure into my annual performance reviews? When was the last time that my district 
administrator or assistant district administrator sat down and really looked at the quality of 
clinical supervision that I provide to my counselors? Or is it more just in terms of how many 26s 
did my particular unit resolve?  

I also find that, when I've talked with clinical supervisors in state VR in terms of clinical 
supervision, they often have very limited training. In fact, just the term itself, for a lot of state 
VR supervisors, it's just, what is it? Clinical? You mean like medical supervision? Is it some sort 
of psychiatric? What exactly is it? So that's a good question. Well, what is it? And we'll describe 
that in just a minute.  

And then the other part of that is, well, why do I need it? I've been doing just fine without it. 
Why do I need to address that now? And so if I have some understanding about what it is and 
why I need it, then the next question is, well, how do I do it properly?  

So using research that myself and some other colleagues have done, we're going to use that 
information to inform practice. So we're hoping that actual studies that were done with state 
PR personnel give us some kind of a framework and a model that you can use, a practical model 
that you can use in working with your counselors.  



 
 
OK. So this next slide, there's a picture of a beautiful lake, and some hills, some trees, some 
foliage, all different kinds of colors. And the lake reflects the image of the land. So I use this as a 
metaphor for to ask reflective questions. So I have a couple of questions for each of you that I'd 
like you to just think about.  

So my first question is this. What did you learn about being a rehabilitation counselor from your 
supervisor? So when you think back to your experiences as a rehab counselor, one, think about, 
OK, well, what were my supervision experiences like? OK? Did the supervisor-- did we have 
weekly meetings? Was it catch as catch can? Or we had meetings in the beginning, but they 
phased out as the years progressed? Or was it more, I got more supervision from my 
colleagues? I tended to go to them more often than, say, my assigned supervisor.  

And then what was that experience like when you were with a supervisor? Did you feel valued? 
Did you feel that the interactions that you have the supervisor, that they were useful to you? Or 
was it a frustrating or scary experience? What was that like? So I'd like you to just think about 
that for a moment, about, well, what was your supervisor? How did that supervisor model 
supervision?  

And as you think about that, the next question is, how were your counseling skills shaped by 
that supervision? In what way did that supervision help you become a better vocational 
rehabilitation counselor? And conversely, are there things as a result of the supervision that 
you had that maybe had a negative impact, or possibly even destructive? So think about like, 
well, yeah, what impact did that have? So when we contrast what's happened in the past to 
what's happened today, think about, well, what do I need to learn? Or what do I need to work 
on more effectively for me as a rehab counselor supervisor?  

As I've said many times, we only know what we know. So if you've been shaped by your 
previous supervisor-- maybe you had multiple supervisors-- for you to advance, you can't really 
advance very much if that's your entire world of knowledge, which leads us to our last question. 
What do you struggle with right now as a rehab counselor supervisor? Are there certain 
counselors that when you know they come into your office, you ask them to come to your 
office to talk about a client or a case, that you're thinking, ugh, this is not a pleasant experience, 
whereas maybe others you're really looking forward to it? Are there certain issues that you 
might struggle with as a rehab counselor supervisor?  

Maybe there's a client issue that your counselor presents that, boy, that's uncomfortable for 
the counselor. But to tell you the truth, it's uncomfortable for me, too. A perfect example I find 
in my supervision of state VR supervisors where this often comes up has to do with race, 
ethnicity, ability stats, any of those individual differences, how that impacts the client-
counselor relationship and by extension impacts the counselor supervisor or relationship.  

So those are questions that, as you are continuing to work on in this module, just think about a 
little bit. You might even want to take a minute or two-- maybe you want to stop the video at 
this point. Maybe just write down some of your thoughts about that. In fact, actually, I would 



 
 
suggest that you do that because it, I think, gives a better context as we continue with material. 
I think it helps provide some kind of framework for you.  

So let's talk a little bit about clinical supervision. What is it? So you've heard me rattle on about 
clinical supervision. But what does that really mean? So this is a definition that I proposed 
about 10 years ago. And I want to break it apart because it has importance. It serves really as a 
roadmap for us about what we're going to do, where we're going, and why do we do the things 
that we do, which is a legitimate question because counselors when they come see you and you 
talk about supervision, a lot of times counselors say, why are we doing this? How does this 
benefit?  

So let's break it down. So the top part of this slide is saying, clinical or-- I have parentheses-- 
counselor supervision-- the reason why-- if you don't like the term clinical supervision, because 
sometimes a lot of people construe that to be a medical model, then just, yeah, counselor 
supervision. It's basically the same. So because I've been schooled in traditional and clinical 
supervision, you hear me use that term much more often than counselor supervision. But 
basically, they are the same term.  

So clinical or counselor supervision is a developmental and supportive relationship that requires 
the supervisor working in various capacities as a consultant, counselor, and teacher where the 
intent is to improve counselor skill and case management decisions so that successful 
rehabilitation outcomes occur. Now, let's just break the first part of that statement because 
there's as you can see-- or you may be able to see, there's another component. But let's just 
focus on the first part for now.  

Well, first off, you notice it's highlighted. It says, a developmental and supportive relationship. 
Now, that's really important because, number one, it recognizes two things in that first part of 
the statement. It's saying that the relationship should be supportive. So if your counselors-- if I 
were to have interviews with your counselors and I asked them, so when you go see your 
supervisor, do you feel supported? Do you feel affirmed? Or is it, when you go in there, it's like, 
wow, it's antagonistic. Or to tell you the truth, I'm scared to say anything because he or she is 
going to jump down my throat.  

So it's important, when you're doing supervision, that it be a supportive relationship. You also 
notice the first word or words are developmental. It's a developmental relationship, which 
basically what I'm saying is-- and we'll see later today, and certainly in other modules-- when 
you're working with your counselors, you recognize it's a developmental process.  

The way you do supervision with a brand new hire is going to be different than you're doing 
supervision with maybe someone who's been there for, say, a couple of years and who I also 
affectionately refer to as the old dogs, the people that have been there for 15, 20 years, who 
may even question why we we're supervision. I've been doing this-- sometimes, they'll say, 
well, I've been doing it longer than you've been here.  



 
 
So it's a developmental process. It's supportive. But if you also notice, it requires a supervisor to 
work using various roles as a consultant, counselor, and teacher. On the next slide, I'll get into 
that and talk about these roles. But just for now, just recognize the fact that it requires you to 
adapt to different roles. You can't use the same approach with everybody.  

On top of that, or in addition to, when we're doing supervision it also-- and let me read the 
second half. Using individual and group supervision approaches through direct and indirect 
observation methods, the supervisor works to promote counselor awareness, knowledge, and 
skills so that effective counseling services are provided, consistent with ethical and professional 
standards. Pardon me.  

Now, that's a lot. And sometimes, we professors have been-- the joke is you ask us what time it 
is, we'll tell you how to build a watch. But let's break the second half of that formal definition. 
So in there, you notice that we use both individual and group. And keep that in mind because 
I'm going to share with you in a couple of slides-- well, does that really exist in practice? Or how 
does that work?  

It also requires us to do direct and indirect observation. So in other words, there are times 
where certainly-- most counselors will come into that supervisor's office and talk about things. 
But it's all from the framework of the counselor's understanding and their perception of the 
problem or the concern. I don't know how many of you actually go out with your counselors in 
the field or sit with them when they're doing counseling in the office.  

But if you have, sometimes you find you'll have-- particularly new counselors, they'll go, boy, 
that was a terrible session I had. I really blew it. And then maybe you observe that. And you're 
thinking, well, not really. I mean, yeah, there was a point you had a rough spot there for those 
two or three minutes. But actually, you recovered pretty well.  

Or conversely, you have the counselor think, wow, I did a great job. And you're sitting there 
thinking, I'm not quite sure about that. Most of it's in-between. But the important thing is that 
you're using both observational methods that are direct and indirect. And it's a combination of 
both because ultimately what we want here-- we want our counselors to be better counselors. 
And as better counselors, we want to make sure that their work reflects good, ethical, 
professional standards.  

Let's take a look at the supervision roles that I referred to a little bit earlier, those being 
consultant, counselor or mentor, and teacher. Well, if you're a supervisor and those are the 
three primary roles that you're most likely to adopt, well, let's see, what does it mean to be a 
supervisor who functions mostly as a consultant? So as a consultant, if that's your framework-- 
that's the way that you work with your counselors-- it means that basically your counselors see 
you as a resource. And as a resource, your job is to try to help problem solve and conceptualize 
maybe what the problem is.  

At the same time, you're trying to promote counselor autonomy. So it's basically a peer to peer. 
And in fact, actually, that's the model that most counselors actually follow. My experience has 



 
 
been while counselors have supervisors, most counselors that I'm familiar with, their first 
contact often is not the supervisor, but their peers. They'll ask other counselors, what do you 
do here? What about this? Or what would you do in this kind of situation? Or I've got this 
problem.  

And sometimes, they'll clearly come to supervisors and ask similar kinds of questions. But if 
your supervisor adopts this role as a consultant what it means is your job is trying to provide 
some alternatives. Have you thought about this? What about this? What do you see are the 
advantages or the disadvantage? So it's more of an ongoing discussion where you're really-- I 
would refer to it as what's called an egalitarian, an equal peer to peer process.  

So now, contrast that role with the role where a supervisor adopts the role of a counselor or 
mentor. Now, let me be clear on this. I'm not saying that you're working and you're providing 
counseling to your counselors because obviously that would be a conflict of interest, a dual 
relationship which we'll talk about in another module when we get into ethics. But just for now, 
and just for the purposes of this introductory module, what we're talking about here is you're 
using many of the skills that you would use as a counselor in terms of effective listening with 
your counselors.  

And what that means is that the way you do supervision isn't necessarily as a problem solver 
that you might do as a consultant. But you're really trying to understand, what's the counselor's 
world view? The counselor's understanding of the problem? How did they come to believe the 
things that they believe? So what's it like being in the room with Mr. Jones, your client?  

So you're looking in those kinds of internal dynamics or intra, what's going on inside. What are 
the statements you're saying? So a question like, so when you met with your client this 
morning, I'm curious, what was the first thing that you thought of when the person came into 
your office? You see how that's a different kind of a focus and a different approach than, say, if 
you're working as a consult?  

It also, though, means not just looking at the relationship between the client and the counselor. 
It also means the relationship that you have with your counselors. So you're going to be giving 
feedback to your counselors. And how many times, when you work with your counselor, you'll 
give feedback. And as you're giving feedback, you're sitting there thinking, ugh, that didn't go 
over so well.  

Well, if you're in this role, you're going to pursue that, OK? You're going to say something like, I 
noticed when I gave you that kind of feedback when we were talking about your client, I got the 
impression it's like, this just ain't making it. Does that fit? Or am I off base?  

Well, by asking that question-- and again, these are my words. You probably have different 
phrasing, different words. But the point here is not to focus on the words or exactly my 
response, but the effort and the intent of it. And in this case, you can see that what I'm doing 
here is I'm basically saying-- I'm inviting the counselor, what's going on with you right now? And 
not just what's going on with you right now, but what's going on between you and me? So 



 
 
there's that interpersonal dynamic that exists between you and your counselor. And this is that 
an aspect that, frankly, I find a lot of supervisors-- its scares the heck out of them. Boy, I don't 
know if I want to go there with that one.  

Finally, the other role is that of the teacher. And so when you look at that, in that role basically 
you're thinking, well, look, there's an assumption I'm not really sure that my counselor has this 
skill. I might be talking about empathy. Or I might be talking about immediacy. Or I might be 
talking about how to deal with aggressive behaviors, those kinds of things. But it's clear to me 
that as I watch or as I listen to my counselor, that's something that he or she is struggling with.  

So there comes a point that you can process things as using a counselor role. You can 
brainstorm using a consultant role. But sometimes, you just have to teach. You just have to say, 
this is the way that you can do this. It's not the only way. But this is a way.  

And so what happens is, to do that, you first have to assess, well, what are their needs? What 
are the things that they need to work on? And then how do I promote that kind of self-
awareness? Are you aware that maybe this is a skill you might not have? And then you're trying 
to transmit or actually promote that through active teaching.  

Now, the interesting thing about this-- and it may be something that we can focus on a little bit 
about where we're going with this-- is I want you to just take a minute. And as we think about 
these three roles-- consultant, counselor, and teacher-- ask yourself this question. Is there one 
role that I tend to gravitate more often than another role?  

And as you think about that question, think a little bit about, well, why is that the case? It may 
be that I feel more comfortable in a consultant or teacher role than necessarily a counselor. 
And in fact, based on my own research, if that were the case for you, well, actually you'd be in 
large company because most state VR supervisors that I've worked with and research that I've 
done will tell me that, of the three roles, those are the roles they tend to feel more comfortable 
with and much less so than the counselor role.  

And that makes sense, at least it does to me because the counselor role is one where it's out 
there. And now, if we're talking about not just and your client, but now you and I in this 
relationship, well, that personalizes things pretty quickly, doesn't it? It's not stuff out there. 
Now, we're talking about stuff between you and me and with this process.  

So how do you handle the situation where the counselor says, you know what? I've got to tell 
you, I'm not really enjoying this. Or I'm talking to you, but this is not what I wanted. Well, that 
puts it pretty upfront. And that can be pretty intimidating. And later in some of our models, 
we'll talk about how do you handle all those kinds of confrontations and how you do that in a 
positive way.  

All right. Now, let's talk about the differences between administrative and clinical supervision 
because as hopefully you'll see, they're not the same, all right? The other thing I want to say 
from the get-go is sometimes what happens is-- and I've seen some literature that almost gives 



 
 
you the impression of clinical supervision, good; administrative supervision, bad. No, they need 
one another. So for you to be an effective supervisor, you have to have both components. You 
can't have one without the other. So let's talk about the difference between administrative 
supervision and clinical supervision.  

So we just provided you the definition. But how's it operationalized? Well, administravie 
supervision, the foundation is actually based on efficiency, all right? We're trying to save costs. 
We're not trying to save time. We're trying to provide services to as many people as we can, 
given existing resources. That's a primary focus on administrative supervision.  

Clinical supervision, in contrast, is all about relationships and the effectiveness, the 
relationships that your counselors have with your clients, and the relationships that they have 
with their colleagues, and, as it relates to supervision, the relationship they have with you. So 
clinical supervision is all about relationships.  

In administrative supervision, there's a retrospective focus. So maybe there are quarterly 
reviews. How many people were in this status? How many people were in this status? What 
was the time of period that it took to go from this status to another? So we're looking back on 
what you did.  

Clinical supervision is looking at what are you do doing now and what you're doing for the 
future. Let's take a look at your interactions with your clients. And let's talk about building 
those relationships, how they may be improved now and in the future.  

Administrative supervision, the reward system is all about client outcomes. And boy, do we 
know this, right? It's all about status 26. It's all about, did they get competitively employed? 
How many times have you gone into-- when you go to a different district offices, and 
sometimes you see on the blackboard or wherever it will be posted, the number of 26s for a 
quarter and how we stacked up with other units within the district or other districts. So it's all 
about that. That's how we're rewarded.  

Clinical supervision, the reward system is on counselor development. And you can see from 
that, there's not too many-- where am I going to post that? John improved his empathy skills 
significantly. Mary has gotten much more adept at using positive confrontation. We don't have 
those kinds of things on the billboards and the chalkboards. They're a little more difficult to try 
to quantify. And yet, we know when we do supervision that those that are actually the kinds of 
reward-- you know as a supervisor that a counselor's skill has been improved as a result of your 
work.  

Administrative supervision, basically what you do, what the counselor does contributes to the 
overall agency goals and outcomes. And I think I just said operationally it has to do with closure. 
Clinical supervision contributes to the individual, the client goals, and their outcomes, all right? 
So one's administrative on a larger system, clinical in more of an individual way.  



 
 
Administrative supervision often uses written case review. So you'll go through the case record. 
Boy, you left this section blank. Or you didn't sign this. Or you put the wrong number. So it's all 
about reviewing paper or, actually nowadays, looking on the laptop, the computer screen. 
Clinical supervision is about observation, about consultation, about looking at the work, looking 
at the interactions that happened directly.  

Administrative supervision, the focus is on policies and procedures. And is there ever a week or 
certainly a month that doesn't go by that there's a new policy that you all have to follow? 
Clinical supervision, in contrast, is all on counselor behavior, and counselor beliefs, and their 
perceptions, and their values, and how those beliefs, perceptions, values-- how that impacts 
the way that they work and how they interact with clients. And then conversely, what does that 
mean in terms of actual outcomes?  

So they're the major differences between administrative and clinical. But as I said, we have to 
do both. And as you'll see in the next slide or so, what we find is, unfortunately, most state VR 
counselors do a really, really good job with the administrative component. And much of their 
time actually is focused on the administrative aspects, but not so much on the clinical aspects. 
So what this is all about is, well, how do we help you to get better with that aspect?  

All right, so to operationalize-- we're talking about the difference between administrative and 
clinical. To operationalize this a bit, let me give you some examples of what was he talking 
about. So an example of clinical supervision would be like a counselor comes to you. And 
maybe they've been assigned working with a client with HIV/AIDS. And so they're really anxious 
about that. Or they worry about that.  

Or it could be any kind of individual difference, maybe a particular disability, long-term 
persistent mental illness. Or well, it could be in terms of any kind of individual difference-- race, 
or sexual orientation, or religious belief, or something like that. But the fact of the matter is the 
counselor's saying, I'm a little anxious about this.  

Another example is maybe the counselor perceives an employer has a strong bias against 
people with disabilities. And they recognize that. But they're not really sure-- how do I address 
that? Or should I address that? Or a counselor feels uncomfortable about talking about 
someone's religious beliefs.  

Maybe the client has really strong traditional religious beliefs. But meanwhile, maybe the 
counselor is an atheist or agnostic. And so what I do with that? And then my personal favorite is 
the counselor is unsure about how to assist the unmotivated client. The client's unmotivated. 
What I do with that? OK, so those are kinds of-- when we're thinking about clinical supervision, 
those are examples where clinical supervision could be very helpful that you're not going to get 
by simply relying on the administrative component.  

So when we look at the areas that clinical supervision addresses-- and from my research, 
basically I see that there are five significant areas, the first being skill development. So your job 



 
 
as a supervisor is try to help the counselor be a better counselor. Second area that clinical 
supervision often addresses is their worldview, counselor worldview.  

How do they know the things that they know? Their perceptions and their beliefs, the way-- 
one of the things I'll ask a counselor is, what's your counseling orientation? And sometimes, 
what I'll get is, ugh, I had to know that stuff in graduate school. But out here in the real world, 
you don't really have to know that kind of stuff, which I would say, well, no. Actually, you do 
because your theoretical view of how you facilitate change, how you establish a relationship 
with your client is largely predicated on your view of the helping process.  

If you're someone who, if you remember way back in your graduate school training, sees 
yourself more person-centered, you're going to operate much differently than if you see 
yourself as more a cognitive behavioral or solution-focused counselor. Client comes in with a 
problem. Your job is to give them a solution. So they're coming to you as the expert. And you're 
providing it in that way. However, if you see yourself more as person-centered, then your 
assumption is I believe that the client has the capacity and the skill necessary to resolve the 
problem. But they simply need some support and some space to try to figure out what's that all 
about.  

So clinical supervision will examine that aspect. And then as you can see from those examples, 
clinical supervision will look at the interactions between the client and the counselor. And so 
much of that work is like, what's the dynamic that occurs during those times the client meets 
with the counselor? And then by extension, the dynamics of the interactions that exist between 
your counselors and yourself, what's that experience like?  

And so when you're in supervision, it's uncomfortable. I'm not trying to bring it into the room. 
So I'm giving some feedback to my counselor. And then after I give feedback, I can see, boy, I 
don't know. They seem to be resistant. So I might say to the counselor, I'm just wondering, after 
I gave you that feedback, if there's a part of you that's saying, that just doesn't make sense. 
Those kinds of questions are things that will be explored in a clinical supervision way that'll 
examine that dynamic between you and your counselor.  

And then the final area is ethical and professional concerns. There's a lot of times-- and 
sometimes, counselors don't come to us and say, I have an ethical dilemma. Sometimes, it's 
often expressed like, I've got an uneasy feeling about this. Or when I was hearing this, I was 
talking with the employer. And he had said something that just didn't sit right with me.  

And so supervision often explores that aspect about the uncomfortableness. And what's that 
about? And what are the ethical principles? And again, we'll have some training on how to 
provide ethical clinical supervision. But again, just to introduce the topic.  

Now, what I want to do is I want to look at the principles of clinical supervision. Now, I think I 
have about 12 of them. So let's just go through this one at a time. And I also recognize, at this 
point-- if you feel like, boy, I need to take a little break because you've been listening to me for 



 
 
quite a while now, turn it off, come back, get refreshed, and rejoin me. And I should have told 
you that earlier in the module. But I just want to let you know.  

So let's look at some of the principles in clinical supervision. So yeah, it's a primary means to 
determine quality of care that you're providing for clients. Ultimately, as you may have-- not 
just from a professional or ethical standpoint, but from a legal standpoint, as you may or may 
not know, you're actually legally responsible for-- partially-- for your counselors. So if 
something happens with your counselor and a client-- and hopefully, this will never happen. But 
we all know instances-- you can't be in this field for very long without-- over a period of a 
couple of years, there will be an incident where a client might have a complaint and may feel 
that there's some legal recourse that he or she has to take.  

You're in a much stronger position if you know about the case, if you've been supervise the 
counselor, if you have some awareness of what's going on than if you don't. So the counselors 
out there-- as you'll see later on in this presentation, if your counselor's out there, they've been 
doing this job 10, 15, 20 years, but you just, quote, unquote, "leave the old dog alone," well, 
one of the dangers with that is that now there's no accountability. So supervision provides that 
accountability so that hopefully quality care is provided to clients because you have awareness 
as the supervisor as to what's going on.  

I also know of my own research that effective clinical supervision is not solely, but clearly one 
factor that contributes whether or not a counselor decides to remain with the agency or leave. 
As you may or may not know-- and I've just done a recent research study that was just 
published last year, 2020, that basically indicates-- and I also know from conversations with 
other state VR people across the United States, that we're losing a lot of our newer counselors. 
And sometimes, you see estimates-- 20%, 30%, even 40%.  

Well, that's a major problem. Clearly, we can ill afford to lose any counselors, especially those 
that we've invested a number of years of training only after a couple of years to move on to 
something else. So clinical supervision, when done effectively, can contribute to retention of 
staff and also their morale.  

And again, I asked you earlier to think about what was your initial supervision. Well, hopefully, 
all of you had great supervision when you were frontline counselors. But think about maybe the 
instances where you didn't. How did that impact on your own morale? Were you looking 
forward to every day? Man, I can't wait to get to this job. Or ugh, it was such a drag. So 
supervision is an important component.  

Third aspect-- every council has a right to good clinical supervision. And then conversely-- and 
here's the other secret. Every supervisor has a right to supervision of hers or his supervision. So 
up to this time, we've been exclusively focusing on the supervisor-- you, the supervise, 
providing supervision to the counselor. But then here's the question. Who provides your 
supervision?  



 
 
Where do you go to talk with anyone about maybe a counselor who you're working with and 
you're not sure exactly what to do? Does the AD, the assistant district administrator or the DA 
sit down? Do you discuss that? Do you discuss it with other supervisors? Or do you just keep it 
to yourself and hope that things just get better?  

Clinical supervision needs the full support of agency administrators. And this is something that 
we need to do a better job with. I can't tell you how many times I've heard supervisors say to 
me, Dr. Herbert, I'd like to do what you want to do. Yeah, great. It makes sense. But my 
administrator doesn't give a hoot about that stuff.  

And so in terms of-- if that exists in your agency, well, that's something to look at systemically. 
And that's a different kind of module. But I'll just simply say, if good clinical supervision occurs, 
it has to have the support of the state agency administrator on that local level. So when you do 
your annual performance review, if you look at your job description-- and I know that 
sometimes can vary by state. But oftentimes, I find at least some of the job descriptions that 
I've seen of a supervisor, there is a sentence or two about providing clinical supervision.  

Now, they may not use the term clinical supervision. They might just say counselor supervision. 
But if that's part of your job description, the question I would ask for you to ask with your 
supervisor is like, well, how is that recognized? And how is that supported?  

Fifth aspect, the fifth principle in providing clinical supervision is the supervisor relationship is 
the central avenue in which ethical practice is developed and reinforced. Again, staying in 
contact with your counselors, understanding what they do, how they're doing, ensures that 
good ethical practice occurs. When you don't know what's going on, when you don't go out of 
the field, when you don't conduct case reviews, you're just letting them fly by the seat of their 
pants. You're more likely to incur unprofessional, unethical practices.  

We also recognize that the sixth principle is that clinical supervision is a skill that has to be 
developed. And this is a dirty secret. It's amazing to me that it seems like, for a number of folks, 
once they get their master's degree and they go out and they start working-- though, 
sometimes you'll hear the thing. Well, I don't really need to know anything more. I have my 
master's. I've had clinical supervision. I know what it's like. You have some framework as a 
result of your own experience.  

But let me just ask you this question. Let's say that you're scheduled tomorrow to have 
quintuple bypass surgery. Or as my cardiac surgeon said, that's the grand slam of surgery. To 
which I will say, I concur. But for this purpose, just imagine that, OK, that's you. And as you're 
getting ready to have the surgery, you ask the question of the surgeon-- by the way, Doc, I'm 
just curious. Since you got your medical degree, have you been keeping up on the latest 
developments, procedures, how things are going?  

Now, imagine that the surgeon says to you, well, look, man. I got my medical degree 30 years 
ago. And to tell you the truth, I don't really bother too much with the journals, or do the 



 
 
reading. I don't really go to workshops. I don't really talk with my colleagues about how I can do 
better surgical techniques. I got that all in school.  

Really? Check, please. I think I need a new surgeon. Well, why is that different from us as 
supervisors? So the fact that you're participating in this module actually is a really good thing 
because what it suggests is you're saying, hey, this is something I want to learn more about. So 
congratulations. Good for you. But again, it doesn't stop with the end of this one module, or 
even if you complete all of the modules. It's a lifelong process. It's something that you have to 
continue to do.  

Number seven-- clinical supervision balances administrative supervision. As I said earlier, they 
complement one another. You can't do one without the other. And it's amazing how much you 
can learn by incorporating both. So a couple months ago, I was working with a supervisor. And 
her concern was that some of our counselors just weren't moving their cases along.  

So when we looked at where they get stuck and in terms of the status, the applicant status to 
generating the plan-- so using that administrative component it was like, well, now, let's look at 
the clinical. So we talked with the counselors. So what's the problem? What's the hangup? 
What's going on? You're generating the plan.  

So part of it was a self-management, time management. I need to do a better job. Part of it was 
a knowledge and not really understanding the procedures. So again, working as a teacher, as a 
clinical supervision.  

The other thing though was I'm concerned about making mistakes. There was a fear about, I 
don't want to make a mistake. So I'm not making mistakes. I just hold back. So both of those 
processes, both of those parts help get some insight, in this particular case, to helping the 
counselor move through their cases a little bit more effectively and efficiently.  

Number eight-- clinical supervision continually strives for cultural competence. My experience 
has been that this area is probably the area that is often the one that most supervisors struggle 
with. And again, just to put it out there, I'll say most white supervisors experience, and 
particularly when working with persons of color, so counselors.  

And again, we are planning for a module later on about developing multicultural supervision. 
What does that mean? What does that look like? How does that happen? But this is simply just 
to recognize it. Also, while I focused on race and ethnicity, we can talk of any ableism, sexual 
orientation, social class, any of those kinds of individual differences that are difficult to talk 
about.  

Nine is that clinical supervision-- as a clinical supervision, you have the responsibility to be the 
gatekeeper to the profession. One of the most difficult things that I experience as a rehab 
counselor educator is to work with students. And you work with me years, sometimes two 
years, only to realize, despite, yeah, they're doing well in the classroom. When we look at the 
clinical practice, it's like they're really struggling. And it's not coming.  



 
 
And so the question is, well, do they have the capacity to be a good rehab counselor? And 
sometimes, you have to make that decision. I don't think so. And that's a really, really hard 
thing to do. But ethically, it's a thing that sometimes we need to do. So we serve as the 
gatekeepers because if you have a bad VR counselor-- why is it that a lot of his or her clients are 
being transferred to other people? And you listen to the stories about that.  

And then you as a super are like, what can I do? And again, this another example of had you 
done maybe super-- you, or other people, or maybe they were assigned to another supervisor 
earlier. Had they done their job, we wouldn't get to this point because then what happens is 
you have all kinds of-- for any of you that work in states that have unions, that introduces a 
whole other set of complexities that you have to respect and follow.  

But ultimately, we have to recognize that we are responsible. And when we see situations 
where counselors are not doing well or not doing their job, and despite interventions to try to 
improve it's still not happening, we need to do something maybe to remove those counselors. 
And hopefully, that won't be many of them.  

And to do that, the 10th one is that you can't do it from sitting in your office. You have to get 
out. So you have to get out in the field, either with the counselors or you at least to have to 
have them in your office. And as you see, it doesn't necessarily mean you have to do it through 
individual supervision, but actually through group supervision. And as we'll see later on in this 
training course, that's an approach that's rarely used. But in terms of efficiency, it actually is 
quite efficient and quite productive. So we'll talk more about models and exactly how to do 
that.  

So let's talk about thinking as a clinical supervisor. And before I get into the types or situations 
that sometimes can occur, I wanted to share what I think is a really important developmental 
step. We'll talk later about the developmental process that each of us goes through from 
working as a counselor to a supervisor because there is a developmental process which 
parallels the developmental process that a counselor goes from being a new counselor to an 
experienced counselor.  

But years ago, when I was doing a training program and I was listening to supervisors, suddenly 
a light bulb went off in my head. And I realized that when you as the supervisor-- when you 
start evaluating the counselor need rather than the client problem, that is an important 
perceptual shift that occurs. Excuse me.  

A lot of times, the counselors will come in-- I've got this problem. My client, I can't get them a 
job. I sent them out. And they bombed it. And I sent them to this employee. And it didn't work. 
And I've talked to them. I don't know what the heck to do.  

And as long as you're focusing on the, well, did you do this with the client? Did you-- so 
immediately go to that consultant role. It doesn't necessarily mean that would be ineffective. 
But when you step back a little bit and say, wait a minute, let me shift the focus a little bit from 
the client to the counselor.  



 
 
So as you're listening to the counselor, you start realizing that, OK, wait a minute. I want to put 
my energies, my directions on the counselor. What's happening right now with the counselor?  

So some examples of making that shift from a client to a counselor shift working as a clinical 
supervision-- you might be asking yourself these questions. Well, what's this counselor asking 
from me? What's going on here? What might be going on between the client and this 
counselor?  

It may be a question of how can I help the counselor develop more empathy. Or how can I help 
the counselor develop more confidence when contacting employers? But a lot of this-- and I 
just threw out those questions as examples. There's tons more. You could also be asking the 
questions about what's going on with this.  

So for example, if given that situation, maybe a question that might start with is, what will help 
me out in terms of responsibility here? Because it sounds like you're taking out a lot of 
responsibility. So if a client doesn't succeed here, that may or may not necessarily be your fault. 
And you need to go fix that.  

And we could talk about all other kinds of questions that we can raise. But what I'm trying to 
demonstrate here is rather than talking about the client, the focus is on the counselor. What's 
going on with the counselor? Those little voices, those thoughts, what are those kinds of things 
that are happening with the counselor?  

So I've done a number of studies and some other people. And as you can see from the citations 
below, those studies have been anywhere from 1979-- and I actually have done some 
subsequent studies since, over the last 10 years as well, that I didn't cite. But the conclusions 
are basically the same. So let's just talk about how clinical supervision is practiced in the state 
VR system.  

Well, let's look at the first one. My experience with interviews with state VR supervisors-- I did 
almost well over 200 interviews with clinical supervisors and counselors to basically get some 
sense of what's going on with clinical supervision. And the big conclusion that I came to was 
something that it's poorly practiced and it's often misunderstood. People don't know what is it. 
And that gets to earlier slides. How do we do it? Those kinds of things.  

Once I explain to the people I interview, well, this is what it means and listening to that 
definition-- actually, the one I presented earlier-- what I heard from supervisors was like, wow, 
that sounds really good. But you know what? I just don't have the time. Central is always telling 
me something. I've got to do this. I've got to that. And this is just one more thing I've got to do.  

So you've got that pragmatic issue. You also find that when clinical supervision occurs, it's often 
initiated-- more often than not initiated by counselors. So it's a reactive process. Counselor 
comes to the supervisor when there's a problem. It's not proactive. It's not like every Monday 
at 9:00 we'll have group supervision. Or every other Tuesday, I will meet with Counselor A to 
review some cases.  



 
 
80% of the supervisors who report that they do clinical supervision say that they rely exclusively 
on case presentation. So by that, what I'm saying is the counselor will come into the office. I've 
got the situation. I've got this problem. What do you think? And there's some advantages to 
that. But there's also some disadvantages as well, most notably being that it's always through 
the lens of the counselor. You're only hearing one side of the story.  

One third of supervisors report that they use both individual and group format. So one third will 
say, yeah, I do group supervision and/or individual formats. However, they're saying counselors 
report that they never use group supervision. So first question is, boy, are those supervisors just 
a bunch of liars?  

No, I think what's going on here is that supervisors, at least the people I spoke with, are 
confused as far as what is group supervision. So when I actually observed some group 
supervision of counselors in state VR offices, what I found was you really weren't doing group 
supervision. What you're really doing is you're part of a unit meeting. And you'll spend maybe 
10 to 15 minutes talking about clients. But that's not really group supervision. And we'll have a 
whole module on group supervision. And I have a number of approaches that you can use to do 
good-- hopefully good group supervision.  

Another thing-- and this is really interesting to me. And maybe this is something that fits for 
each of you, too-- is that clinical supervision is something that rarely occurs with experienced 
counselors. It's almost like an unwritten pact, which goes something like this. Look, you've been 
doing this so long. And it looks like from your 26s you're doing fine. So you just do your thing. 
And I'll do my thing. And let's just leave it at that.  

I'll talk more about that in a few minutes, when we talk about different approaches to clinical 
supervision. But to me, what that's basically saying is I'm giving up on you. There's really 
nothing I can offer you. You've been doing this a long time. And as you'll see in a couple of 
minutes, you'll see that I don't subscribe to that view.  

OK, let's keep moving on, though. I also know from talking with supervisors and counselors that 
there's a slight dissatisfaction that supervisors indicate when they provide it and counselors 
indicate when they receive it. So both groups are saying, you guys do this. Or we do it, as 
supervisors. But we're not really the best at it. And then conversely, the counselors are saying, 
yeah, I agree with you. You're not really the best at it.  

The uptick of all this-- and this is certainly a reason why we're doing this training right now-- is 
that most supervisors will say they have limited competence. But they want training. OK, yeah, I 
get it. I'd like to do it better. Well, how do I do it? So hopefully, we can provide some guidance 
there.  

Now, let's take a look at what are best practices of effective clinical supervision. These things 
that I'm listing out are all based on conversations, interviews that I've had with counselors and 
supervisors when I've asked, what are practices-- what are the things that you do-- and also 



 
 
from counselors, what are the things your supervisors do that's like, wow, this is helpful, this 
makes sense? So these are kinds of behavioral things that good supervisors do.  

And some of these may be like, duh, obvious. But as we'll see in a minute, maybe not so. Being 
respectful, soft spoken-- I don't need to be shouting at people. I don't need to be raising my 
voice. I don't need to be pounding on the desk to make a point.  

The work the counselors do and supervisors do is hard work. It's serious work. But there are 
also times like, yeah, you can have a sense of humor about it. I'm not saying that as part of 
supervision, it's like, hey, this reminds me of the joke about the farmer and the horse. Well, no. 
But at the appropriate time when levity is there, use it. That's your style. It is. It may not be 
obvious in this presentation. But actually, it's something I try to incorporate in my supervision 
as well.  

Before you say anything, listen. It's really hard to do because in our attempt to want to help, 
especially if we're coming in with a consultant role, our tendency is jump in there, solve the 
problem. So listen before you speak. Honor your counselors. Respect their viewpoint. Listen to 
that.  

Set aside time for clinical supervision. As I said to you before on the previous slide, 80% of it is 
often a reactive approach generated by the counselor. So have a designated time. This is 
particularly important for the new counselor, the one that just got hired. Every Monday, 9 
o'clock; every Tuesday at 8:00 will do. Every other Wednesday will do. Have one time, however 
often you need. And also do that with group. And maybe there's monthly group supervision. I 
don't know.  

But set specific time aside because what that communicates is this is important. I'm investing in 
your professional development. That's important to me as a supervisor. And the way I can tell 
you that it's important is I'm setting time aside because if there's anything that we are always 
struggling with, it's time. And how often has it been said that what we value is how we spend 
our time? So if you tell everybody, yeah, clinical supervision is really important to me. Really? 
Are you setting aside time for that? Or how does that work?  

This is something that a lot of people had said to me. But it reminds me of something that my 
first clinical supervisor said to me was, when it comes to working with people, make sure you 
criticize privately, but praise publicly. Never ever, if there's an issue, when you're working with 
a counselor and that maybe they did something that didn't work out or whatever, you never 
want to criticize that as part of group supervision.  

Conversely, if there's something that-- especially when you're doing group supervision and you, 
wow, that's a good example of advanced empathy-- or did you see how John really connected 
with that client? Well, now, you've got people all around. Absolutely use that opportunity to 
praise. I mean, who doesn't like to get well-deserved praise when it's well-earned, not fake 
stuff? But it's like, yeah, we had group supervision today. And my supervisor said I really did a 
good job. Yeah.  



 
 
Supervisors who offer realistic alternatives-- again, especially you've been there. You've done 
that. You have some understanding about what the job is, to work as a counselor. You know 
that. And as a result of that, that's going to help you in working with them, demonstrating that 
concern and empathy.  

I get it. It may sound really trite or dumb. But I can't tell you how many times where, when I've 
been called in to help about supervision-- and sometimes, not often, but I've had situations 
where I'm actually there with the supervisor and the counselor. And at the end of the session, 
one of the things I will ask to the counselor-- I might say, did you feel listened to in this 
supervision? Did you feel respected?  

And I find that when counselors say, not really, a lot of that-- again, it goes quite a long way as 
to how supervision is going to proceed. So I'll have this in a slide, too. But one of the questions, 
when you evaluate as a supervisor-- well, was today a good session? One of the questions you 
should be asking yourself is, did the client feel listened to?  

All the supervisions that I've done, that's almost a stock question that I have. And I will vary it 
over the years. But basically, it's asking the same thing. Was today helpful? Was it useful? 
Because if it wasn't, then it gives me an opportunity to think, well, what could I be doing 
differently? And I'll have more to say about that, but just to introduce it.  

Clearly, you want to be ethical in your practice. And that obviously makes sense. You want to 
model effective counseling skills. So when you're talking about things, especially if you use a 
teacher role-- so if a counselor is saying, well, I don't know what you're talking about. So Say, 
well, let's just do a little exercise.  

Let's do an experiment. I stay away-- I try to stay away from the term using role play. My 
experience is when you work with counts and say, let's role play, it's like they hate that. And it 
just sounds phony. But I say, let's do a little experiment. Let's test this out. That seems to be a 
little bit more palatable. At least, that's been my experience.  

So I might actually try to model that. OK. So as I listened to the situation, why don't you be-- 
since you really know the client, why don't you be the client and let me try to be the counselor? 
Let's give this a shot. Now, again, that requires putting it out there. And yeah, you might flub 
up. You may be going, oh, that wasn't too good.  

Even if it's not, that's OK. We can take two. Let's do that again. Or sometimes, I've done stuff, 
done a roleplay, and it's like, boy, I'm doing a lousy job. So I might say, take two. Let's try this 
again. And now, I'll even process that. So even that's good.  

Supervisors who look at alternatives you have to consider before coming to a final decision. 
This is what you need to do. Before we jump in, let's look at some possibilities. Again, if you're 
working from a consultant framework, this works particularly nice.  



 
 
You share relevant experiences when asked. Sometimes, it's important to connect with your 
counselors. There may be something they're going through. The counselor may come to you 
and talk about a situation. You may be thinking, oh yeah, I remember that. I remember when I 
first worked as a new VR counselor. And I was thinking the same thing. That may be a great way 
at that time to connect.  

That's different from sharing things that are out of the context of work, which I'll flip to the next 
slide about ineffective. But for now, when councils are asking us, or we feel there's a way that 
we can connect, there may be some opportune times to do that. I mentioned earlier that all of 
us worked as a rehab counselor one time or another. And so because you have that insight, 
you're aware of the pressures that they face. Don't forget that, right?  

And use that in a way that you can connect with them. Yeah, been there, done that. But just 
don't say, yeah, been there, done that. Connect in a way that's, yeah, this is why I'm here. 
You're just uncertain. Or you really want to do a good job. I remember that.  

And then also, effective supervision is when the counselor knows why are we here, what are we 
doing, what are the goals, where are we going. Those are legit questions. And when they don't 
know why we're doing this, where we're going, how is this going to be valued because their 
time is busy as well. I don't see too many state VR counselors say, geez, I wish I had a couple 
more clients. I just have so much time on my hands.  

Now, let's look at what VR counselors tell us and counselors tell us on the flip side of that, and 
the ineffective. And so first of all, I want to say, the flip side, it's not just the reverse of what I 
just said before. But I want to expand on some other things.  

Counselors will tell us, or have told me in my work, what's not appreciated is when they 
perceive the supervisor-- it seems like you focus on negative stuff. I remember a counselor 
saying to me once I go into my supervisor. And I would say 95% of the time is spent on what I 
did wrong. And so finally, I asked the supervisor, am I doing anything right?  

Imagine if that were a brand new counselor. More than any other group, they need that 
assurance. So if you're already feeling shaky from the get-go and your perception is I must not 
be doing anything-- maybe I should be drummed out of the state VR corps and pursue a job as a 
roofer, I mean whatever.  

Supervisors who cancel appointments without notification-- again, think about what the 
message of that communicates. This is important to me. You're not important to me. Trying to 
provide simple solutions to complex problems-- this often goes hand in hand where you don't 
really listen. You listen. But you already have what you think is the correct answer. And you're 
just, let's just get right to it.  

Supervisors who lack experience to address rehab counselor needs-- so there are going to be 
some instances where it's like you as a supervisor-- you're like, boy, I've not experienced that. 
So rather than trying to do some song and dance about what you think or whatever, maybe one 



 
 
of the first things is, you're right. I don't have expertise. Let's see what we can do to try to get 
that.  

Anytime you try to intimidate or threaten your counselor-- again, duh. But unfortunately, it 
happens. And it happens more often than you think. But if a counselor is coming and sees you 
as someone who's intimidating, how do you think that relationship is going to go? So for you as 
a supervisor, think about, well, if I had my counselors with me and somebody else interviewed 
them and say, well, what's it like being in with me? What would they say? Would they say that I 
feel supported with John or Mary? Or to tell you the truth, he scares the living heck out of me.  

Another thing, providing advice concerning a rehab counselor's personal life when it's not 
solicited-- look, we're in the human services field. Life happens. Counselors have things that 
happen there personal social life that are going to be played out at work. How many times have 
you worked with a counselor and you know something's not right here? And then when you 
talk with them, you'll learn there's some things going on.  

You want to be careful that you're not in that dual relationship of being a supervisor and now 
serving as their counselor. But what this is saying is when the counselor is not asking for your 
advice, but you give it anyway. And the example that comes to mind is actually based in reality 
when I did an interview a number of years ago.  

A woman was going through a divorce. And she was struggling. But the supervisor, upon 
hearing this, also volunteered that he too was going through a divorce, and then started talking 
about what he did, how she needs to get out and start dating right away. We'll see in that 
instance, she's not asking for any kind of advice from the supervisor, so really felt that 
supervisor was intruding on her personal life.  

Related to that is when the supervisor is preoccupied with what the counselor sees as irrelevant 
client details. You're focusing on things. It's like, this really isn't helpful.  

Let me talk about one that doesn't happen very often, but it happens. And as I always say to 
supervisors and counselors, if it happens once, it's one to many. Unwanted sexual advances. So 
clearly, we understand the obvious ones. But particularly where this is most likely is when you 
have a male supervisor and a female supervisee counselor. And so when there's any kinds of 
attempts or efforts going beyond the job here of sexual intimacy, well, clearly, unethical, 
inappropriate, unprofessional, shouldn't happen. But unfortunately, it does happen.  

So the last one-- I just finished talking about the one that happens the least, but unfortunately 
has as probably one of the more damaging affects of supervision. The last one happens the 
most and one also unappreciated is gossiping. Everybody loves gossip. You as a supervisor have 
to be aware, because you're working with different counselors-- the old what stays in Vegas 
stays in Vegas or whatever that phrase is. You know what I'm talking about.  

It's also applicable to supervision. So if you're giving individual supervision and something 
comes up and reminds you of another one of your counselors or something and someone said, 



 
 
you want to be very careful before you self-disclose it because as a counselor once said to me, 
if they're telling me about one of my colleagues, when I leave I wonder what they're saying 
about me. So those are the kinds of things that counselors will say that they find to be 
ineffective.  

So what's the impact of all this? Well, a couple of things. Poor supervision, what it does is it can 
impact in five ways. It can impact on decreasing their skills because, again, if they're coming out 
of graduate school, they have some foundation, but now here's the opportunity in which 
they're going to learn and practice. So if they're not getting any support or supervision, well, 
how do they get better?  

So what happens-- and not just in rehab counseling, but I've seen this in studies of mental 
health counselors, school counselors as well-- is that what you find is that their skills regress. 
They get worse. In terms of clinical supervision, poor supervision they're more likely to be 
hesitant about disclosing mistakes, which again makes sense, doesn't it? If I'm a counselor and 
I'm coming to you as my supervisor and I don't feel safe in disclosing-- boy, I had a session. I did 
an intake interview with somebody today. God, did I bomb that. Well, if I don't feel safe with 
you and can start with that, I'm not likely to tell you that I bombed that.  

Poor supervision also contributes to job stress. We talked about they're more likely to leave the 
agency if their supervisor is perceived as being not supportive. And what else it does is it raises 
doubt about their skill level. It increases work dissatisfaction and ultimately results in staff 
turnover.  

So when you think about not just the personnel costs but monetarily, you think about the 
thousands and thousands of dollars that are lost once we've invested a year or two or more in a 
counselor only to, after a certain period time, they're leaving to move on to someplace else. Lot 
of money.  

Now, I want to talk about five roles that state VR personnel often adopt. And the acronym that I 
have is BE OLD. I thought actually, as an older person myself, that makes sense. And you'll find I 
use acronyms a lot sometimes to remember things. So those roles are the buddy role, the 
expert role, the one size fits all role, the laissez faire role, and the doctor role.  

So let's take a look at each one. And as you go through each one, I want you to ask yourself this 
question, does this one fit for me? Do I sometimes fit into this role? And as you also think about 
that, think about, do I fit in this role with this counselor, but I'm a different role with another 
counselor?  

So when you think about these five roles, think also about why is that the case. Why is it with 
John I'm more of a buddy role, but with Mary I am more of an expert, or with my experienced 
counselors I'm laissez faire? So we'll take a look at each one. But as you go through that, keep 
that in the back of your mind.  



 
 
Well, let's look at the first one, number one, buddy, best buddies. So the basic assumption 
under the buddy role as a clinical supervisor is we're all pals here. And what that means is, as a 
supervisor, one of the things that's motivating you is you want to be liked. Well, that makes 
sense. Who doesn't want to be liked? We all like to be liked. But the truth of the matter is no 
matter what we do, we also realize not everybody's going to like us.  

But related to that is not just a thing about likeness. The other part to that is, I want to 
promote-- so in other words, to be liked, I have to promote harmony. So what that means is I 
want to avoid any kind of confrontation with my counselors because if I start looking at or start 
addressing confrontation, then what happens is I might not be liked. And if that's the instance, 
then I've got to change role, the buddy role.  

Another role is the expert role. And the expert, the basic assumption is, as an expert, I'm the 
Answer Grape. Come to me. When you have a problem, come to me. I'll come and solve it for 
you. So counselor comes in. I don't know what to do with this client. That's all right, let me hear 
it. OK, maybe you should do A, B, C, and D.  

Now, think about that. So on the one side, it's, well, what's so wrong with that? It's like, hey, 
the person comes to you. I have some solutions. Well, in and of itself, not necessarily a bad 
role, so to speak. But also related to that is that, embedded in that role, whether you're aware 
of it or not, is you're also suggesting that I'm not sure that you have the capacity to figure this 
out. You need me to help figure it out for you.  

So with that, you might have limited trust of other people. So maybe you can't really depend on 
them to kind of solve things. And that's why they're coming to you to do that. So that requires 
frequent checking. So did you do that? How did that work out? Did it work out OK? No, not 
really?  

So the supervisor then is also assuming more responsibility for the counselor. So that means 
you've got to observe more. You have to pay closer attention to what's going on. And you're 
relegated to this problem solver role. Now, again, there are certain instances where, especially 
if you're acting as consultant it might be OK. But what I'm talking about here is that this is the 
general way that you work with people regardless-- new, old counselor, it doesn't matter. This 
is the way that you work.  

The one size fits all-- and this basically is no matter who my counselor is, I give everybody the 
same thing in the same way. Well, is that a good thing? I don't think so because what it does, it 
fails to recognize the individual developmental needs of the counselors that you're working 
with. We'll talk more about that later in these modules.  

But for now, just to simply say that is that you have to ask yourself, is that the way I approach 
supervision? You come to see Jim. And yep, he's the same with everybody. Well, consistency 
can be a good thing at times. But sometimes, you need to break out of the box. Sometimes, you 
need to expand on some things.  



 
 
This next one, and the one unfortunately, that I find many, many supervisors fall into, is the 
laissez faire, which is, as you know from French, whatever you say, however you want. And the 
basic assumption as a laissez faire clinical supervisor is if you hire good people, just get out of 
the way. So in other words, what that means is I don't really have to provide supervision. They 
can figure it out on their own.  

And where I find this particularly used is as it applies to older counselors, experienced 
counselor. And I talked about that a number of minutes ago. Well, what does that really kind of 
communicate to them? I mean, basically when you say it's hands off, I mean really what you're 
saying is, I've got nothing. I've got nothing to offer. And so what happens is supervision then is a 
recognition really of your failure. So supervision then can only occur unless it's something that 
happens outside of your intervention with a counselor.  

The fifth supervisory role that state VR will be is what I refer to as the doctor. The doctor is the 
supervisor who, when listening to the counselor, always come with a framework of what's 
wrong. What's wrong with you? So it's not just talking within the context of your relationship 
with client, but also gets in sometimes into their personal issues.  

This relates to the thing I mentioned a couple of minutes ago, where you're asking about 
counselor aspects that really have to do more with their personal business, not really work 
business. And sometimes, what happens is the supervisor is serving as the counselor's 
counselor. And that's that dual relationship. Frankly, this doesn't happen very often, but it does 
happen. And it happens usually where the supervisors is trying to be of help. But they find 
themselves-- suddenly, it's wow, I'm developing into their personal counselor.  

So as you think about these five roles, as I talked a little bit about earlier, just take a minute to 
just think about it, reflect on these. And so ask yourself, well, how consistent is this role when 
you think about yourself? How consistent is this role to the role that your supervisor projected 
when he or she was working with you? Do you notice anything? Are they similar? Or are they 
completely different?  

And if you think about if they're similar or different, what might go on to explain why that's the 
case? And as I mentioned earlier, do you find yourself gravitating to one particular role or two 
roles? And if you find yourself changing in different roles, how much is that a function of the 
counselor that you're supervising? And how does that contribute in the way that you interact?  

Because I ' asking those kinds of questions can give you some insight about why do I do the 
things I do with person A as opposed to person B. So just take a minute or two and just think 
about that. You might want to write that down before going on. We're getting close to finishing 
up. But I would encourage you to just take some time to reflect on that.  

So when we're trying to tie up this whole module, I'd be curious. As you think about all the 
things that we talked about here-- and I believe that there'll be an assessment that will be given 
after this module. But if you want to in your assessment address what was one takeaway from 



 
 
this material, was there anything that kind of stuck out for you? And I asked a question about, is 
there something resonating or that didn't resonate?  

So maybe there's something I said that was like, man, I totally disagree with that. Or maybe 
there's something that I said that's like, yeah, spot on. That really fits for me. So as a presenter 
and the person who developed this content for you today, it would be helpful to me so that I 
can go forward. And there may be some things that I may need to change in the future. So any 
suggestions when you complete the evaluation of things that resonated or didn't resonate, and 
then also one takeaway. What was one of the things that I gained from that? So when you do 
your evaluation, I'd appreciate providing that input.  

Finally, I just want to say thank you very much for taking the time to be with me. I know you 
have lots of other things that you could spend your time with. So I appreciate you taking an 
hour or two to be with me. And I look forward to working with you in the future, in terms of 
deal with this format. And perhaps we may have an opportunity to connect face to face 
somewhere down the road. So thank you very much.  

JOHN WALSH: So thank you, Dr. Herbert, for this important training module that provides really 
great foundational information on clinical supervision. I also want to thank you, our audience, 
for choosing to engage in this training, and hope this information can be a jumping off point for 
you as a supervisor in your learning journey. Dr. Herbert provided us with a number of 
actionable practices that will have a positive impact for those you supervise and ultimately, we 
believe, will translate into improving service delivery and outcomes.  

Be sure to check back our website at trainingVR.org. to download today's PowerPoint 
presentation and to gain access to the references that were in the later part of the PowerPoint 
slide deck. Please also check back for future modules in the series that are really going to be a 
nice aid for you in your lifelong journey of continuous improvement. Be well. And enjoy the rest 
of your day. 
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