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Abstract
Introduction: Psychology workforce shortages in geographically rural or remote 
contexts have highlighted the need to understand the supervisory experiences of psy-
chologists practising in these locations, and the models of supervision employed to 
support their practice and improve client safety.
Objective: To review the models of remote professional supervision and the supervi-
sory experiences of psychologists practising in rural and remote locations.
Design: Using the Joanna Briggs Institute methodology for mixed- methods system-
atic review, 8 health and education databases were searched using keyword and sub-
ject heading searches.
Findings: The initial search identified 413 studies. A full- text review identified 4 pa-
pers that met the inclusion criteria and were subjected to a methodological appraisal 
by 2 reviewers. Three studies included qualitative data, with 2 using transcribed in-
terviews. Two studies reported quantitative data, with only one study including a 
statistical analysis of the outcomes.
Discussion: The results for the efficacy of the current models of remote supervi-
sion being used within the allied health and psychology professions are limited, with 
methodological limitations cautioning generalisability of results. The experiences of 
psychologists engaged in remote supervision do not appear to have changed over the 
past decade despite technological advances.
Conclusions: Quality professional supervision is critical for the sustainability of the 
psychology workforce in rural and remote locations, reducing professional isola-
tion, and for improved patient outcomes. This review identified a need for improved 
evidence for remote supervision models for psychologists working in geographically 
rural and remote locations. Lessons can be learned from other health professions’ 
models of remote supervision.
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1 |  INTRODUCTION

Geographically rural and remote health service delivery 
brings many challenges related to cost, distance, highly 
dispersed and diverse populations and access to profession- 
specific expertise, particularly in psychology.1- 3 Over the past 
few decades, psychology has increasingly become an urban-
ised profession, with the number of psychologists currently 
practising in geographically rural and remote location esti-
mated to be <8% of the psychology workforce.4,5 Developing 
the geographically rural and remote health workforce faces 
challenges, with rural and remote practitioners often having 
higher workloads and more complex cases than their urban 
colleagues.6 Additionally, rural and remote located health 
professionals are more likely to experience professional isola-
tion, with limited access to supervision and peer networks.6,7 
These challenges notably affect the recruitment and training 
of the geographically rural and remote health workforce, 
with psychology workforce impacted more directly because 
of the structure of psychology postgraduate training and the 
absence of clinical placements in undergraduate degrees.5

One key strategy that has been successful in addressing 
these workforce and training issues in other health professions 
has been remote supervision models using videoconferencing 
technology.6,8 In Australia, the medical profession has led the 
way in developing remote supervision, training models and 
pathways.8,9 Over the past few decades, significant funding 
has been invested into medical training pathways to increase 
access to rural background applicants, invest in training infra-
structure in regional and rural communities, and provide a rec-
ognised career pathway for rural and remote doctors.8,9 These 
investments have resulted in an increase in the number of 
rural and remote trained and practising doctors, with medicine 
leading the research focusing on standards and models of su-
pervision, particularly in the area of remote supervision.9 For 
non- medical health professionals in Australia, there has been a 
historical bias towards regional and urban training, with rural 
and remote career pathways and remote supervision being 
a more recent addition for psychologists in training.2,5,6,10 
Although the introduction of remote supervision models was 
a welcome change for psychologists in rural and remote prac-
tice, there have been little data collected about the effective-
ness of models of remote supervision in psychology, or the 
experiences of psychologists who are receiving or providing 
remote supervision within the rural and remote context.11

With recent attention on addressing the workforce needs 
of rural and remote communities to better meet the health 
needs of residents, and remote supervision being identi-
fied as a strategy for increasing the rural and remote health 
workforce, there is an urgent need to understand the current 
state of the evidence in this area for non- medical health pro-
fessionals. The current mixed- methods systematic review 
aimed to address this need by identifying models of remote 

professional supervision being employed for psychologists 
practising in geographically rural and remote locations; and 
developing a broad understanding of the remote supervision 
experiences of psychologists working in geographically rural 
and remote locations.

2 |  METHODS

2.1 | Ethics approval

This systematic review forms part of a project approved 
by the Human Research Ethics Committee, James Cook 

What is already known on this subject:

• Traditional clinical supervision models do not 
meet the psychology workforce needs across rural 
and remote Australia

• Supervision is a critical component of the educa-
tion of psychologists, for training, for meeting on-
going registration requirements and for ensuring 
patient safety

• To address the issue of a largely urbanised psy-
chology workforce, Australia has adopted remote 
supervision to support psychologists working in 
rural and remote locations

• There is limited research investigating the effective 
models of remote supervision for psychologists, or 
the experiences of psychologists using this type of 
supervision

What this study adds:

• Models of supervision for psychologists work-
ing in rural and remote locations are often tradi-
tional models that are not purpose- built for remote 
practice

• There is a critical need for the efficacy of models 
of remote supervision to be evaluated, to ensure the 
sustainability of the rural and remote psychology 
workforce, reduce professional isolation and im-
prove patient outcomes and safety

• If remote supervision is to successfully meet the 
needs of the rural and remote psychology workforce, 
the profession needs to learn from remote supervi-
sion models developed for other health professions, 
such as rural and remote medical training programs
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University (H7961). This review was conducted in accord-
ance with the Joanna Briggs Institute (JBI) methodology for 
MMSR. The PROSPERO protocol registration number is 
CRD42020148792.

2.2 | Inclusion and exclusion criteria

This review included quantitative, qualitative and mixed- 
methods studies. The review considered studies where part 
or all of the sample included psychologists who engaged in 
remote supervision. The quantitative component of the re-
view considered studies that evaluated models of rural and 
remote supervision. The qualitative component of this re-
view considered studies that explored psychologists’ experi-
ences of remote supervision. No limits were placed on year 
of publication or country. This review excluded studies that 
did not include psychologists who were practising rurally and 
remotely, studies that were not published in English, theses 
or dissertations, conference papers and all other reviews.

2.3 | Search strategy

The systematic review search strategy was piloted in August 
2019 on CINAHL, with minor adjustments made to keyword 
order and parameters to ensure all possibly relevant articles 
were found (Appendix 1). A final systematic search of health 
and education databases CINAHL, EmCare, MEDLINE 
(Ovid), PubMed, ERIC (ProQuest), Scopus, PsycINFO 
(ProQuest) and Web of Science was conducted in May- June 
2020. For thoroughness, searches were also conducted in 
Google Scholar and manual checks were completed.

2.4 | Study selection

Following the search, all identified citations were collated 
and uploaded into EndNote X9 2013 and duplicates removed. 
Titles and abstracts were screened against the inclusion and 
exclusion criteria by the first 2 authors. Potentially relevant 
studies were retrieved in full and critically appraised for 
methodological quality.

2.5 | Critical appraisal

The full text of selected citations was critically appraised 
using the Mixed Methods Appraisal Tool version 2018 
[MMAT v2018] because JBI does not currently provide a 
mixed- methods appraisal tool.13 The MMAT v2018 included 
the required appraisal criteria outlined in the JBI MMR meth-
odology. Reasons for the exclusion of full- text studies were 

recorded. Any disagreements that arose between the review-
ers at each stage of the study selection process were resolved 
through discussion.

2.6 | Data extraction

The data from the included studies were extracted by 2 in-
dependent reviewers using the standardised Joanna Briggs 
Institute System for the Unified Management, Assessment 
and Review of Information (JBI SUMARI) data extraction 
tool.14 The data extracted for each study included research 
focus, research methodology, analysis and conclusions.

2.7 | Data synthesis and integration

Following extraction, the quantitative data from the 2 mixed- 
methods studies were converted into qualitative data through 
qualitisation, to describe the quantitative data and allow for 
comparison with the qualitative data and identify similarities 
and contradictions in the findings.15 A convergent integrated 
approach was used to assemble the qualitised data with the 
qualitative data. Assembled data were then categorised and 
divided into themes to produce a set of integrated findings. 
The first reviewer synthesised the data from the qualita-
tive studies, and the second reviewer reviewed the resulting 
themes and integrated the qualitised quantitative data into 
the synthesis. Any disagreements were resolved through 
discussion.

2.8 | Establishing confidence in results

A moderate confidence in the outcomes of this review 
was established using the Grading of Recommendations 
Assessment, Development, and Evaluation (GRADE) and 
the Confidence in the Evidence from Reviews of Qualitative 
Research (GRADE- CERQual) approaches.16,17 However, 
caution needs to be taken in interpreting the results of this re-
view because mixed- methods reviews include transformation 
and integration of data that can impact the grading process.

3 |  RESULTS

3.1 | Search results

The initial search identified 413 studies. Subsequently, dupli-
cates were removed before the titles were screened by the first 
reviewer. After the title screening, both reviewers screened 
the abstracts for inclusion or exclusion. The remaining 28 
articles were assessed for inclusion, with 4 papers meeting 
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the inclusion criteria.18- 21 Agreement was reached through 
discussion. A summary of the search results is presented in 
Figure 1 using the Preferred Reporting Items for Systematic 
Reviews and Meta- analyses (PRISMA) flow diagram.22

3.2 | Critical appraisal

Results from the MMAT v2018 critical appraisal are pre-
sented in Table 1.13 All studies were appraised as meeting the 
qualitative data quality threshold.18- 21 However, only 2 stud-
ies were found to include consideration of the researchers’ in-
fluence (including representation of participants’ voices),18,19 

with 2 studies not adequately addressing this criterion.19,20 
The 2 mixed- methods studies19,21 were also appraised 
against the ‘quantitative descriptive’ criteria and the ‘mixed- 
methods’ criteria.13 One study met all criteria,18 with the 
other study not including an acceptable response rate (44%) 
or giving adequate consideration to the study limitations.21

3.3 | Characteristics of studies

The summary of the characteristics of each study is pre-
sented in Table 2, including the aims, participants, meth-
ods, results and limitations. All studies had small sample 

F I G U R E  1  Study selection: PRISMA flow diagram
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sizes, with generalisability of results affected by sampling 
and methodological limitations. Two of the included stud-
ies were conducted more than a decade ago, with tech-
nological advances possibly affecting the replicability of 
results.

3.4 | Synthesis of results

An overview of the supervision models used in the selected 
studies has been presented in Table 3. Two studies proposed 
a model of remote supervision that considered the unique 
needs of remote practice.18,21 One study proposed an appren-
ticeship model of supervision,19 and one study proposed a 
traditional model of supervision,20 with remote supervision 
included as a mode of supervision delivery rather than as a 
model of supervision.19,20 All studies looked at the effective-
ness of remote clinical supervision within their proposed 
models. These models will be discussed within the 4 remote 
supervision themes identified: barriers and challenges; ena-
blers and benefits; ethical considerations and patient safety; 
and the supervisor- supervisee working alliance. The results 
of the mixed- methods studies are discussed within these 
themes using a narrative approach.

3.5 | Barriers and challenges

The most common barriers to effective remote supervision 
included technology and software- related difficulties, com-
munication and observation issues, and scheduling.18- 21 
Internet connection difficulties including ‘lag(s) in the inter-
net service’, the reliability of software used for supervision 
(‘one of us would freeze and we had to reboot’)19 (p297) and 
limited access and functionality of technology in regional 
and remote Queensland18 were described as major barriers 
to remote supervision. These difficulties had also been iden-
tified over a decade earlier, demonstrating that advances in 
technology had not improved the experience of using vide-
oconferencing technology in remote settings.20

The two studies that included remote supervision as a 
mode identified communication issues such as lack of eye 
contact, difficulties understanding non- verbal communi-
cation and a difficulty in judging how supervisees were re-
sponding to feedback. These issues impacted the ability of 
the supervisor to build a positive learning alliance with the 
supervisee, with some supervisees noting videoconferencing 
felt impersonal and lacked warmth.19,21 One supervisor who 
was struggling with her access to non- verbal cues reported:

…as a supervisor, I felt the need to get to know 
[supervisee] much more personally during tele-
supervision because I lacked so much informal St
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data that is present during in- person communi-
cation [eg, body language, eye contact].19 (p299)

These issues became more pronounced if telephone commu-
nication methods were used instead of videoconferencing. Ducat 
et al18 reported that it could be difficult to meet the supervisee's 
needs at times during telephone supervision, as the supervisor 
was unable to observe during new client presentations. Miller 
and Gibson20 identified that, when compared to face- to- face 
(FF) supervision, remote supervision can be perceived by super-
visees as creating a greater power imbalance, where supervisees 
(VC) feel the supervisor holds the greater power. Scheduling 
time for supervision was also a challenge, with issues such as 
different time zones (across states or countries) and managing 
other projects and roles.19,21 This barrier was described in the 
rural and remote Australian context in Ducat et al18:

Time is the biggest one … and my time manage-
ment. Because my supervisor only works part- 
time and I’m on outreach almost all the time and 
he’s on outreach all the time, finding time when 
we can both access a phone … and have the in-
ternet in front of us is tricky.18 (p32)

Other barriers cited included differences between supervi-
sor and supervisee clinical setting, anxiety for new supervisors, 
lack of clinical resources for remote supervisees and organisa-
tional barriers, where supervision was not prioritised by man-
agement and was unable to take place; and differences in skill 
development when compared to FF supervision.18- 20

3.6 | Enablers and benefits

Enablers and benefits of effective remote supervision in-
cluded increased access to professional development and 
satisfaction levels for both supervisor and supervisee, in-
creased flexibility and increased availability of support.18,19 
In the apprenticeship supervision model, exposure to di-
verse cultures, clinical settings, contexts and perspectives 
were perceived to be of benefit to both supervisors and su-
pervisees.19 When the model included a formalised educa-
tive component, remote supervision was reported to have 
also resulted in improvements in knowledge, confidence, 
application of clinical techniques, and clinical reasoning 
and skills of both supervisor and supervisee, in addition to 
increased enthusiasm, perceived professional growth and 
organisational commitment.18,19,21

In the apprenticeship supervision model, remote supervi-
sion was reported to have resulted in supervisors adopting a 
flexible approach to supervision and adapt to the individual 
needs of their supervisees.19 An important benefit described 
by one supervisor was:

Being able to impact the profession even when 
not geographically close to potential supervis-
ees, being able to provide quality service that 
might not be offered in the supervisee’s geo-
graphic area and staying up to date with tech-
nology and the progression of the field.19 (p297)

The Y model also found that increased flexibility was both a 
benefit and an enabler for remote supervision, with supervisees 
able to access support outside of normal work hours, in differ-
ent locations, as long as they had a computer and webcam.19 
Supervisees who were located remotely from their supervi-
sors appreciated the accessibility to expert support that remote 
supervision provided, reducing their feelings of professional 
isolation:

I think for me, as a new graduate, it’s having that 
clinical support there and being able to, when 
you get a difficult case, be able to have someone 
really clearly identify this is the person you can 
call when you’re having an issue clinically in 
this case. 18 (p31)

When remote supervision was a model18,21 and not a 
mode of delivery,19,20 it was found to facilitate the creation 
and maintenance of professional connections and support. 
Despite the geographical distance, the use of videoconfer-
encing, email and telephone supervision alleviated the time, 
cost and resources required to travel for FF supervision.18,21 
Xavier et al21 noted that the ‘hub- and- spoke’ remote super-
vision model also resulted in participants reporting increases 
in perceived confidence, effectiveness and competence in the 
context of cancer care.

The Y model accounted for organisational support of clin-
ical supervision as an enabler of remote supervision.21 Inman 
et al19 also identified that remote supervision was enabled 
when organisational managers were supportive, and super-
vision and education were prioritised. Overall, the feasibility 
of remote supervision was identified as being high across all 
models,18- 21 with Xavier et al21 finding that most supervisees 
indicate satisfaction with access to remote supervision and 
noting that confidence in the technology was developed over 
time.

3.7 | Ethical considerations and 
patient safety

In the apprenticeship supervision model, patient safety and 
ethical considerations were mostly a concern for supervi-
sors, who found that differences in ethical codes and prac-
tice guidelines between learning institutions, organisations, 
and professional bodies and associations sometimes caused 
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misunderstandings and confusions.19 Miller and Gibson20 
also raised concerns about the confidentiality of Internet se-
curity, audio- visual transmission of patient counselling ses-
sions. However, participants in the study by Ducat et al18 
reported that the Y model of remote supervision improved 
the best practice, evidence- based practice and clinical gov-
ernance, all of which contribute to improved patient safety.

3.8 | Supervisor- supervisee working alliance

The apprenticeship supervision model found that the char-
acteristics that facilitated a positive supervisor/supervisee 
working alliance included supervisee conscientiousness and 
attitudes to receiving supervision, particularly when engag-
ing with a remote supervisor in training in addition to a local 
supervisor.19 Supervisor approach and style, and familiar-
ity with their supervisee's clinical setting was also found to 
be an important factor in the traditional model of supervi-
sion.19,20 Additionally, a review of the Y model of remote su-
pervision identified that positive relationships were enabled 
by reciprocity between supervisor and supervisee and were 
related to the perceived ‘usefulness’ of the supervision.18 
Ducat et al18 included the following description of a good 
supervisor- supervisee fit from an occupational therapist par-
ticipating in remote supervision:

I’ve found it great. The two people who I have 
been matched up with over the last eighteen 
months have both come from very similar 
caseloads in terms of smaller towns and using 
an outreach model. They’ve have also come 
from similar multi- disciplinary teams where 
they’ve either been the sole OT or work-
ing with only one other OT. It’s been really 
good.18 (p32)

4 |  DISCUSSION

The results for the efficacy of the current models of remote 
supervision being used within the allied health and psychol-
ogy professions are limited, with small sample sizes and 
methodological limitations cautioning any generalisability of 
results. Furthermore, when remote supervision was provided 
as a mode of delivery rather than a model of supervision, 
organisational and structural concerns were not adequately 
addressed.19,20 The advantages of applying a model of re-
mote supervision to the supervisory needs of rural and remote 
health workers can be seen in the Y model and the ‘hub- and- 
spoke’ models of remote supervision where clinical and edu-
cation support, and organisational systems/technologies were 
embedded in the model.18,21

Interestingly, the Y model also included supervisee- 
supervisor fit. Although this is not always practical, the qual-
ity of the supervision relations can be an important factor for 
the building of trust in the supervision relationship. However, 
with only one psychologist involved in the Y model study and 
small sample numbers, the model would need to be tested on 
a larger scale before it could be considered efficacious for the 
remote supervision of psychologists in the rural and remote 
context.18

Another important finding was that remote supervision re-
quired a positive supervision culture to be effective,18,21 with 
the Y model identifying the need for models of remote super-
vision to be supported and valued within the organisational 
systems and culture where the psychologist is practising.18 
These results are similar to a review on remote supervision 
conducted by Martin et al,24 where it was identified that 
suitability (for remote supervision) also needed to be consid-
ered. While there is an assumption that a supervisee would 
be within an organisation where they would be able to draw 
from interprofessional support,18 this is not always the case 
for trainee psychologists in rural and remote settings where 
the burden of clinical support often falls on the primary su-
pervisor. If the rural and remote psychology workforce is to 
be increased and supported, the need for these organisational 
supports and structure will need to be addressed across or-
ganisation types.

When reviewing the experience of remote supervision, 
it is clear that there is a mixed response to participating in 
remote supervision that can be influenced by individual pref-
erences and needs, with little change in issues and opportu-
nities over the last decade.18- 21 Technology remained both a 
barrier and an enabler from the perspective of the supervi-
sor and supervisee, with access to secure rooms and reliable 
technology continuing to be an ongoing concern despite the 
increased use of the technology over time.18- 21 These issues, 
along with the issues of reduced visual feedback, an over- 
reliance on structure and lack of spontaneity, are similar to 
findings in other research.25,26

Interestingly, research by Miller and Gibson20 also pro-
posed power as a factor to consider in remote supervision, 
with supervisees reporting the power imbalance a greater 
concern for remote supervision. Although caution should be 
taken in interpreting these results due to unequal group sizes 
(VC: n = 15; FF: n = 4), power is an interesting consideration 
that has not been discussed by other researchers in this area. 
It is unclear why supervisees felt power was a greater issue 
for remote supervision, but a result that might need further 
investigation when considering effective models of remote 
supervision.20

Overall, there was general support for remote supervision 
that is also confirmed in other reviews.24 The influence of 
demographic, professional and skill factors would need to 
be explored within larger sample sizes to fully understand 
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the differences in experiences of psychologists engaging 
in remote supervision. Exploring confidence and compe-
tence in the technology would also be an important factor to 
understand.

4.1 | Limitations and future directions

There are several limitations that need to be noted. The focus 
on psychologists and remote supervision might have limited 
the studies included in this review. Additionally, the included 
studies had methodological limitations that do not allow for 
the generalisability of results, with psychologists under- 
represented in some of the samples. It is also a possibility 
that only including published studies increased the risk of 
selection bias. Despite these limitations, the results from this 
review provide insights into future directions for research 
into remote models of clinical supervision. It might be that 
psychology could learn from medicine in order to develop 
sustainable and replicable models of remote supervision 
that would effectively train the rural and remote psychology 
workforce of the future.

Medicine has successfully implemented a remote voca-
tional training scheme that provides a training program for 
postgraduate rural and remote medical practice, where a 
learner provides professional services without on- site super-
vision, but with substantial support from a distant supervisor 
(or supervisors), often assisted by technology for the super-
vision and delivery of the service.8 Success depends on the 
matching of learners, supervisors and communities to gain 
the most from learning opportunities while clinical services 
are provided locally with supervision from an experienced 
clinician at a distant location.8 Place and belonging have 
often been overlooked when identifying models of supervi-
sion for rural and remote practice, despite having support in 
the literature as an important area for workforce retention.1 
Further, the theoretical basis of the medical remote supervi-
sion model is supported by adult learning, situated learning 
and workplace immersion literature.8,9 Certainly, the re-
search conducted by Xavier et al2 indicates that a model that 
incorporates remote learning and remote supervision, with 
flexibility over how it is delivered, would be beneficial to 
trainee psychologists’ confidence, knowledge development 
and effectiveness, resulting in improved patient outcomes 
and safety.

5 |  CONCLUSIONS

Quality professional supervision is critical for the sustain-
ability of the psychology workforce in rural and remote 
locations, reducing professional isolation, and for im-
proved patient outcomes and safety. This review identified 

a need for improving the evidence for remote supervision 
models in psychology. It will be important to identify the 
conditions under which remote supervision is effective or 
ineffective for psychologists working in rural and remote 
locations. Current evidence suggests that for a remote 
model of supervision to be efficacious, it would need to be 
holistic, including mentoring, teaching, education and su-
pervision. Future research needs to focus on implementing 
models of remote supervision that are purpose- built for the 
psychology remote workforce and draw from the learnings 
of medicine.
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APPENDIX 1

PILOTED SEARCH STRATEGY FOR 
CINAHL
1. remote OR "very remote" OR isolat* OR rural OR distan*

2. supervision [MeSH] OR "clinical supervision" OR "pro-
fessional supervision" OR "student supervision" OR "place-
ment supervision" OR "internship supervision"

3. model* OR framework*
4. placement OR "student placement" OR internship OR 

postgraduate or training pathway
5. provisional OR student OR intern OR trainee

6. psycholog* [MeSH] OR “allied health” OR “health pro-
fession*” OR "health practitioner"

7. "supervision by distance" OR "remote supervision" OR 
"virtual supervision" OR "e?supervision"

8. 1 AND 2 AND 3 AND 4 AND 6
9. 1 AND 2 AND 3 AND 5 AND 6
10. 1 AND 2 AND 3 AND 6 AND 7
Pilot search was conducted on 26 August 2019, with search 

terms adjusted based on piloting of terms.


