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Abstract

Practice education has historically focused on the development of learners’ skills in the pre-

qualification period. This article argues that generic skills exist which could be extended to

the development of skills in other qualified professional staff and in direct care staff who

may lack professional qualifications. It points to the crucial link between education,

supervision and governance and notes the absence of much good practice. It argues that

commissioners of services may need to be educated in the contribution these skills can

make to high-quality health and social care provision.
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Historically, practice-based education has focused on the development of the individuals’

skills to enable them to gain professional qualification. Alsop & Ryan (1996) define practice

education as “that special part of a professional educational programme in which students

gain ‘hands-on’ experience of working with clients under the supervision of a qualified

practitioner” (p4). Practice education is a core element of all educational programmes that

prepare health care and social care professionals for academic award and registration to

practice (Mulholland et al. 2005). However, National Health Service Education for Scotland

(NES) considers a broader application to learning of the practice education model “. . .
practice based learning standards could apply to any learner undertaking structured

learning in a practice environment including support workers, as well as pre/post-

registration students, returnees to practice, or AHPs (Allied Health Professionals)

undertaking a period of adaptation to allow registration with the Health Professions Council

(HPC)” (NHS 2010, p10).

Research has demonstrated a growing evidence base linked to practice education (e.g.

Cross et al. 2006, Sellars & Clouder 2011). Increased attention is being paid to developing

the quality of practice education provision and the poor preparation for the practice

educator role that was reported in studies in the 1990s has been transformed through

widespread educational preparation for the role (HCPC 2012a) and the provision of Practice

Education Facilitators (Mulholland et al. 2005). As a result individual practice educators are
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increasingly competent and confident in their abilities, and are able to draw on explicit

models of education and clear training strategies – for example, the Continuous

Improvement Model for NHS Allied Health Professions described in NHS (2011).

I consider there to be strong similarities between practice education and supervision and

this article argues that these practices, whose purposes are ultimately associated with

clinical governance, can and should be extended to a variety of practice settings in health

and social care. A useful definition of supervision is provided by Milne (2007), who

suggests that “clinical supervision is the formal provision, by approved supervisors, of a

relationship-based education and training that is work-focused and which manages,

supports, develops and evaluates the work of colleague/s. The main methods that

supervisors use are corrective feedback on the supervisee’s performance, teaching, and

collaborative goal-setting. It therefore differs from related activities, such as mentoring and

coaching, by incorporating an evaluative component. Clinical supervision’s objectives are

‘normative’ (e.g. quality control), ‘restorative’ (e.g. encourage emotional processing) and

‘formative’ (e.g. maintaining and facilitating supervisees’ competence, capability and

general effectiveness)” (Milne 2007, p437).

Many members of the health and social care professions work indirectly with their clients,

in the sense that their professional contribution is conveyed through carers, family

members and, commonly, other less qualified or unqualified staff with a direct caring role –

often called direct care staff (e.g. Rich 1992, Lillywhite & Haines 2010). One result of this

style of working that can remain implicit and unacknowledged is that professionals are

involved in developing the expertise of their colleagues. The professional demonstrates,

asks or directs other staff to work in a particular way to carry through the therapeutic

intervention. This work will often involve developing the knowledge and skills of the other

member of staff, and subsequently that person may be reliant for advice and support on

the professional because no one else in the work setting possesses comparable knowledge

and experience (Morrison 2006). This idea of helping others to work in different ways is

consistent with clinical supervision, although this has traditionally been seen as an activity

between members of the same profession. However, it is also consistent with the

increasing attention paid to inter-professional working and learning and there is a body of

evidence supporting inter-professional supervision (Clouder & Sellars 2004, Johnson 2011).

At the heart of many models of practice education and clinical supervision is an emphasis

on learning being aided by reflection on existing practice (Clouder & Sellars 2004,

Mann et al. 2009). The ability to reflect as a generic quality is applicable to a range of forms

of practice education whether the recipient (supervisee) is a trainee, a peer, or a member

of a different profession. I would argue that this genericism extends to the requirements of

the practice educator/supervisor to skilfully provide clear evaluative feedback on the

learner’s performance, although the actual power of the evaluation will vary according to

the context. Evaluation should be present – albeit in different forms – whether it relates to

the more formative assessment of a trainee seeking qualification and entry into a

profession or to a member of a peer supervision group. The absence of critical feedback

and evaluative commentary can undermine the value of practice education and supervision

through what has been termed “the tyranny of niceness” (Sommers 2005). This proposed

generic core to practice education and supervision processes overrides other variations

in practice. For example, in Clinical Psychology there is an interesting discussion of whether

it is more effective to use specific forms of supervision allied to and derived from a

particular psychological model (for example, cognitive behaviour therapy) rather than

more generic forms of supervision (Green 2012). There are also different organisational

models of practice education that can be employed, including peer assisted collaborative

learning models, 1:2, split and shared models (NHS 2007). In addition, as I have suggested

above, it is common practice for professionals in health and social care to deliver their work
© 2013 D. Clouder, J. Thistlethwaite and V. Cross, PBLH, Vol 1, Issue 2 (October 2013)

The Higher Education Academy 76 doi:10.11120/pblh.2013.00012



I. Fleming
through other members of staff, and for there to be a generic core to practice education and

supervision.

To what degree should professionals be responsible for ensuring the quality of others’

practice in these situations of ‘working through others’? Guidance can be sought from the

Health and Care Professions Council (HCPC) which regulates most health and social care

professions in the UK. The Standards of Conduct, Performance and Ethics states: “you

must effectively supervise tasks that you have asked others to carry out” (HCPC 2012b,

section 2.8). For members of my own profession, the Standards of Proficiency state that

practitioner psychologists must “be able to demonstrate effective and appropriate skills in

communicating information, advice instruction and professional opinion to colleagues,

service users, their relatives and carers” (HCPC 2012c, sec 1b3) and “be able to implement

interventions and care plans through and with other professionals. . .” (HCPC 2012c,

section 2b4). The presence and content of these guidelines indicate significant support from

regulatory bodies for professionals extending their practice education role to members of

other professions and to staff who lack professional training.

However, experience suggests that practice can be rather different, and that in particular the

structure in services may not be conducive to extending governance in this way. As a

clinician who works regularly with other care staff from a range of service providers I have

noticed the following: a low level of staff skills training and development; an absence of

time for staff to meet and discuss their work together – even where a consistent approach is

paramount; and a lack of anything that could be considered to approach practice education

or supervision. Sadly, the space for these activities is not commissioned or factored into

staff costs and overall service balance sheets (e.g. DOH 2013, section 2.19). It is difficult for

practice education to flourish in a working environment of this nature and it would be

important to identify the minimal level of managerial and staff support to enable reflective

practice education to thrive.

I strongly believe that the commissioning process must acknowledge that staff training and

development, practice education and supervision are critical to high quality care. It is of

great concern that services are commissioned that fail to incorporate relevant research and

evidence-based practice because time is not factored in to give them the attention they

deserve (see DOH 2013, section 4.20). Existing care services can appear to ignore the

crucial role that practice education can play in determining the quality of care. Careful

reading of the inquiry reports into two of the most recent care scandals in the UK, at the

Mid-Staffordshire NHS Trust (Francis 2013) and the Winterbourne View Hospital (DOH 2013),

suggests that supervision was either not undertaken, or practised in a form unrecognisable

in terms of the creative, reflective and accountable form that defines high-quality and

effective practice. For example, the Care Quality Commission (CQC) reports that at

Winterbourne View “the registered provider failed in their responsibilities by not providing

the appropriate training and supervision to staff, which would be required to enable

them to deliver care and treatment to the people who use the service” (CQC 2011, p5).

Furthermore,“people who used this service did not have their needs met by competent

staff. Supportive structures for staff, such as supervision . . .were lacking, causing concern

for the ongoing safety of people who reside at this location” (ibid, p7; see also DOH 2013,

section 5.2). These inquiries suggest that presence and integration into services of high

quality supervision and practice education are critically important to ensuring good practice

and care.

This brief article has sought to make the case for practice educators to play a greater and

broader role within health and social care services to improve practice and achieve better

outcomes for service users. Evidence is available and models that can be utilised exist. An

important issue concerns the commissioners of services and their understanding of the

value of practice education. Consideration of the two recent UK inquiries into service
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failures does not inspire optimism about the commissioners’ understanding of what

establishes and maintains high-quality care. Practice educators might consider how to

inform those commissioning services of both the importance to governance of ongoing

regular practice education/supervision and their expertise in enabling this. In doing so,

practice educators might also consider developing a more explicit model for their role in

external services that would specify how this is delivered. It might be useful to draw on the

experience of inter-professional supervision, and to consider the experience of practice

educators in providing leadership to services. Practice educators might wish to consider

whether they need to develop skills in leadership and service development to ensure that

their contribution is acknowledged and valued.

A final point concerns assertiveness. Practice educators may need to reassess their

contribution and develop confidence in articulating the crucial role in governance that

practice education and supervision can play. Thought needs to be given to how this

professional experience and knowledge can inform those planning and commissioning

human services.
References

Alsop, A. and Ryan, S. (1996) Making the Most of Fieldwork Education: A Practical

Approach. London: Chapman and Hall.

Care Quality Commission (CQC) (2011) Review of Compliance of Castlebeck Care (Teesdale)

Ltd. July 2011. London: CQC.

Clouder, L. and Sellars, J. (2004) Reflective Practice and Clinical Supervision: an

Interprofessional Perspective. Journal of Advanced Nursing 46, 262–9.

Cross, V., Moore, A., Morris, J., Caladine, L., Hilton, R. and Bristow, H. (2006) The Practice-

Based Educator – a Reflective Tool for CPD and Accreditation. Chichester: Wiley.

Department of Health (DOH) (2013) Transforming Care: A National Response to

Winterbourne View Hospital. Department of Health View and Response. London; DOH.

Francis, R. (2013) Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry.

London: The Stationery Office.

Green, D. (2012) Generic or model-specific supervision? In Supervision and Clinical

Psychology Second Edition (eds. I. Fleming and L. Steen), pp63–76.

Hove: Brunner-Routledge.

Health Care Professions Council (HCPC) (2012a) Standards of Education and Training

Guidance. London: HCPC.

Health Care Professions Council (HCPC) (2012b) Standards of Conduct, Performance and

Ethics. London: HCPC.

Health Care Professions Council (HCPC) (2012c) Standards of Proficiency for Practitioner

Psychologists. London: HCPC.

Johnson, C. (2011) Designing and Delivering Bespoke Inter-Professional Clinical Supervision

Training in Health Care Organisations. Proceedings of University of Huddersfield School of

Human and Health Sciences Annual Learning and Teaching Conference, June 2011,

Huddersfield, UK.

Lillywhite, A. and Haines, D. (2010) Occupational Therapy and People with Learning

Disabilities: Findings from a Research Study. London: College of Occupational Therapists.
© 2013 D. Clouder, J. Thistlethwaite and V. Cross, PBLH, Vol 1, Issue 2 (October 2013)

The Higher Education Academy 78 doi:10.11120/pblh.2013.00012



I. Fleming
Mann, K., Gordon, J. and Macleod, A. (2009) Reflection and reflective practice in health

professions education: a systematic review. Advances in Health Sciences Education 14,

595–621.

Milne, D. (2007) An empirical definition of clinical supervision. British Journal of Clinical

Psychology 46, 437–447.

Morrison, T. (2006) Staff Supervision in Social Care. Making a Difference for Staff and

Service Users. Brighton: Pavilion Publishing.

Mulholland, J., Mallik, M., Moran, P., Scammell, J. and Turnock, C. (2005) Making Practice-

based Learning Work: An Overview of the Nature of the Preparation of Practice Educators in

Five Health Care Disciplines. Occasional Paper No.6. Higher Education Academy of Health

Sciences and Practice Subject Centre. London: Higher Education Academy.

NHS Education for Scotland. (2007) Models of Practice Placement Provision for the Allied

Heath Professions. A guide. Edinburgh: NHS Education for Scotland.

NHS Education for Scotland (2010) Enhancing the Quality of Allied Health Professions

Practice Education. Edinburgh: NHS Education for Scotland.

NHS Education for Scotland (2011) The NES AHP Education Strategy. The Next Chapter

2011–2014. Edinburgh: NHS Education for Scotland.

Rich, P. (1992) Barriers to the clinical supervision of direct care staff in a human service

organisation: A case study (January 1, 1992) Electronic Doctoral Dissertations for U Mass

Amherst. Paper AAI923344. http://scolarmarks.umass.edu/dissertations/AAI9233144

(accessed 28 May 2013).

Sellars, J. and Clouder, D.L. (2011) The impact of the accreditation of clinical educators

scheme: reflections from one higher education institution. Physiotherapy 97 (4), 339–344.

Sommers, E.K. (2005) The Tyranny of Niceness: Unmasking the Need for Approval. Toronto:

Dunburn.
© 2013 D. Clouder, J. Thistlethwaite and V. Cross, PBLH, Vol 1, Issue 2 (October 2013)

The Higher Education Academy 79 doi:10.11120/pblh.2013.00012

http://scolarmarks.umass.edu/dissertations/AAI9233144

	Whose Responsibility Is It to Develop and Extend Practice Education Beyond Professional Training?
	Abstract
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 130
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 130
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on '[Mid resolution]'] Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (U.S. Web Coated \(SWOP\) v2)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


