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Introduction 

Training a novice student learner into a competent professional is a critical task of 
clinical education across multiple fields (Kennedy et al., 2005; Mazerolle & 
Bowman, 2017; Westerman et al., 2010). Supervisors1 are tasked with moving 
supervisees from solely didactic knowledge toward independent clinical practice. 
In many health-care fields, this trajectory of clinical education spans graduate 
education as well as a post-graduation residency or fellowship. Throughout, the 
supervisee gradually assumes more responsibilities and the supervisor fades direct 
oversight over time. Kennedy et al. (2005) described this transition as “progressive 
independence,” which they indicated lacks empirical support but is a “time- 
honored and well-entrenched tradition” (p. S109). 

The field of speech-language pathology (SLP) in the United States follows 
a progressive independence model of clinical teaching. SLP students attend 
didactic coursework and often simultaneously begin closely supervised clinical 
practicum experiences early in their master’s programs. The American 
Speech-Language-Hearing Association (ASHA) requires students to complete 
at least 400 hours of supervised clinical practice during their graduate educa- 
tion (ASHA, 2020a, January 1). This supervision must be conducted live and 
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extend over at least 25% of the student’s clinical hours. Following the comple- 
tion of their graduate program, new clinicians must complete at least 
1,260 hours of supervised practice as a Clinical Fellow (CF) to be granted 
their certificate of clinical competence ([CCC] ASHA, 2020a, January 1). 
However, the supervision requirements are much reduced, with only 
18 hours of on-site observation and 18 hours of “other monitoring activities” 
(e.g., supervisory conferences or looking over written reports) required peri- 
odically throughout the process. Therefore, direct supervision is only required 
approximately 1.5% of the total time. 

Supervision in speech-language pathology 

Throughout clinical graduate training and fellowship experiences, clinical 
supervisors provide mentorship and guidance to help hone the supervisee’s 
clinical skills and scaffold them toward independence. Supervisors may 
include clinical faculty members, internship supervisors, and coworkers who 
serve as clinical fellowship mentors (McCrea & Brasseur, 2020). Regardless of 
where they meet the supervisee in their educational trajectory, all supervisors 
have a hand in shaping the supervisee’s skills as a clinician. Therefore, the 
supervisory methods they use can have a significant impact on supervisees’ 
future clinical practice. 

Researchers in the field and professional organizations have long called for 
increased supervisor training (ASHA, 2013; Procaccini et al., 2017). Beginning 
in 2020, ASHA required all SLPs who supervise students to complete at least 
2 hours of professional development in clinical supervision (ASHA, 2020a, 
January 1). However, there is limited evidence on best practices in supervision 
available for supervisors to access (Dudding et al., 2017). Therefore, there is 
a critical need for research that informs supervision models and best practices 
in supervision. 

The continuum model 

The most influential and well-recognized model of clinical education in speech- 
language pathology in the United States is the continuum model proposed by Jean 
Anderson in 1988 (ASHA, n.d.; Dudding et al., 2017). In her book on clinical 
supervision in speech-language pathology and audiology, Anderson (1988) out- 
lined a continuum of clinical independence across which supervisees become 
increasingly responsible for their own supervision and seeking guidance. The 
continuum model conceptualizes supervisees as progressing sequentially across 
three stages: evaluation and feedback, transitional, and self-supervision. In the 
evaluation and feedback stage, the supervisor uses a direct-active style, taking 
control of most, if not all, therapy decisions, using directive behaviors such as 
coaching and telling the supervisee specifically what to do. In the transitional stage, 



the supervisee gradually assumes increasing amounts of the responsibility for 
planning and decision-making in therapy, and the supervisor uses more of 
a collaborative style. This stage is marked by a gradual decrease in directive 
behaviors used by the supervisor and a gradual increase in collaborative, or 
supportive, decision-making. In the self-supervision stage, the supervisor is avail- 
able for consultation and support as needed. Supervisee independence is achieved 
progressively as the supervisor continues to reduce directive behaviors while 
increasing collaborative behaviors. The goal of this stage is for supervisees to 
increasingly take on greater responsibility for their own clinical learning. 

Although the model is stage-based, Anderson (1988) indicated that progres- 
sion along the continuum is not always consistent for all supervisee skills or 
linked directly to the supervisee’s level of experience. Indeed, the ASHA (2008) 
technical report on supervision in the field noted that Anderson’s (1988) stages 
“should not be viewed as time-bound, as any individual supervisee may be found 
at any point on the continuum depending on situational variables as well as the 
supervisee’s knowledge and skill” (paragraph seven). However, in attempting to 
apply the continuum model to a training context, supervision literature pub- 
lished since the introduction of the continuum model reflects an implicit 
assumption that the amount of clinical experience or time from the start of 
a supervisee’s graduate program should be predictive of independence. For 
instance, some have asserted that CFs should be expected to be at the consulta- 
tive or self-supervision stage (McCrea & Brasseur, 2003; Ostergen, 2011). Others 
have directly tied a tabulation of previous academic and clinical experiences to 
expectations of independence that calculates into a grade (Mawdsley & Scudder, 
1989; Shriberg et al., 1975), demonstrating how this assumption is ingrained into 
clinical training within the field. 

The cognitive apprenticeship model 

Although the continuum model (Anderson, 1988) is specific to the fields of 
speech-language pathology and audiology, the cognitive apprenticeship model 
(Collins et al., 1987) is commonly applied across health-care fields (Lyons 
et al., 2017). However, it is not as often referenced in speech-language pathol- 
ogy. The cognitive apprenticeship model is focused on making the supervisor’s 
cognitive processes explicit as well as responding to environmental and cul- 
tural variables of the learning task (Lyons et al., 2017). The focus is on the 
supervisee’s skill in reasoning through a clinical task, rather than the overall 
independence level of the supervisee. Collins et al. (1987) described six teach- 
ing methods, grouped into three categories, which are designed to convey the 
way an expert would approach a task. The core group (modeling, coaching, 
and scaffolding) is a set of more directive behaviors. In modeling, the super- 
visor demonstrates the desired clinical skill. In coaching, the supervisee com- 
pletes the clinical skill, and the supervisor provides direct feedback. Scaffolding 



describes the sorts of supports the supervisor provides so the supervisee can 
demonstrate the skill successfully. The second group has two methods, articu- 
lation and reflection, that are more indirect. These methods are used to 
encourage introspection and problem-solving strategies. In articulation, 
supervisors ask supervisees to put their knowledge into words and, in reflec- 
tion, supervisors provide further insight by comparing supervisees’ thought 
process to their own. The final method exploration is its own group, which 
focuses on teaching supervisees autonomy by setting open-ended goals and 
allowing supervisees to devise solutions and objectives on their own. 

Broadly, several of the techniques within the cognitive apprenticeship 
model are similar to Anderson’s description of directive and collaborative 
supervisory behaviors. The descriptions of modeling and coaching are similar 
to the directive behaviors prescribed for supervisors implementing a direct- 
active framework. The descriptions of methods that enhance problem-solving 
and autonomy (i.e., articulation, reflection, and exploration) align best with 
Anderson’s description of collaborative or indirect behaviors. However, 
although the continuum model asserts a progression of less-directive teaching 
methods from one stage to the next, a supervisor using the cognitive appren- 
ticeship model may continue to use all methods at all levels of experience. The 
continuum model is a trajectory along which the supervisor and supervisee 
progress, but the cognitive apprenticeship model does not imply such 
a trajectory. Instead, it provides the supervisor an array of teaching methods 
to use based on critical factors, including differences in the content of tasks, 
the sequencing of learning activities, and the context of the clinical task. 

Supervisory needs over time 

In each model, it is incumbent upon the supervisor to meet supervisees at their 
skill level for optimal learning. Both models stress the importance of supervisors 
adjusting their supervisory technique as the supervisee progresses toward exper- 
tise. However, it is not yet known how much speech-language pathology super- 
visees’ needs change throughout the clinical education process. 

One way to study changes in independence is to examine supervisees’ self- 
reported supervisory needs and expectations of the supervisory process. Some 
researchers have found that, as students progress through their clinical educa- 
tion, their needs and expectations decrease, indicating increased independence. 
Brasseur and McCrea (2020) stated that the literature shows strong examples of 
supervisees’ gradual decrease in supervisory needs and a preference for an 
indirect, more collaborative style as their careers progress. To study this, 
Larson (1981) developed two scales, Larson’s Supervisory Needs Rating Scale 
(LSNRS) and the Supervisory Expectations Scales Rating Scale (LSERS). Using 
these scales, students self-report their supervisory needs (behaviors students felt 
they required in order to learn) and expectations (behaviors the student 



anticipated would occur as part of a quality supervisory process). Larson found 
that pre-practicum students had higher expectations and stronger needs than 
experienced students with over 150 clock hours. Plexico et al. (2017) used the 
same scales to assess change in supervisory needs and expectations longitudinally 
for seven graduate students. They found that, over the course of graduate 
training, the students’ supervisory needs and expectations generally decreased, 
though this change was not necessarily observed from term to term. Plexico et al. 
(2017) noted that both needs and expectations were higher than in Larson’s 
original study, which they partially attributed to generational differences. 

Conversely, others have suggested that a supervisee’s reported needs do not 
always neatly correspond to the level of experience. Means (2005) described 
substantial differences between students with similar levels of experience who 
were at the same time point in the same program. Hart et al. (2008) found no 
correlation between the amount of clinical experience and supervisory needs. 
Yet, often study designs and results are more nuanced and do not strike 
directly at the heart of this question. For example, Mandel (2015) compared 
the differences between supervisor and supervisee expectations and compared 
the discrepancies at different points in a graduate program. Though they 
found no differences between first and second-semester students’ expectations 
for supervisory directive behavior, they did not compare expectations directly. 
Instead, they assessed the discrepancies between students’ and supervisors’ 
expectations and compared the discrepancies between groups. 

Based on mixed research findings, it is unclear if a supervisor should 
anticipate different supervisory expectations and needs from supervisees at 
different points in their educational career. Without that knowledge, super- 
visors cannot know what to expect of their role, which has critical implica- 
tions for supervisory training. Supervisors may have preconceived notions 
of how confident or adept supervisees should be based on how far they have 
progressed in their clinical education (McCrea & Brasseur, 2020; Mandel, 
2015; Ostergren, 2011). The assumption that supervisees with more clinical 
experience will need less direction may have practical implications for 
supervisory style. For example, a supervisor might expect and welcome 
a deluge of questions or requests for demonstration from supervisees in 
their first clinical rotation but expect a higher level of initial independence 
from a CF. 

Supervision after graduate school 

There has been limited research on the first year of supervised professional practice 
within speech-language pathology (Ostergren, 2011), though supervisory methods 
used with supervisees early in their professional practice have been studied in other 
fields. In a study of medical education, based on the cognitive apprenticeship 
model, Olmos-Vega et al. (2015) used the Maastricht Clinical Teaching 



Questionnaire ([MCTQ]; Stalmeijer et al., 2010) to sample medical residents’ 
preferences of the cognitive apprenticeship teaching methods. They found that 
residents across all levels of training valued each of the teaching methods to an 
extent. However, residents with less experience preferred the core methods while 
those with more experience preferred problem-solving techniques. Specifically, 
junior medical residents (1st year) had the highest preference toward modeling of 
any method, intermediate residents (2nd year) had the highest preference toward 
coaching, and senior residents (3rd–5th years) preferred articulation. These trends 
suggest that supervisees prefer changing supervisory behaviors over time toward 
less directive methods. These data are interesting when compared to the models 
proposed within speech-language pathology because the medical residents’ pre- 
ferences transitioned over the span of two or more years of professional practice 
following graduation. However, in the field of speech-language pathology, the 
length of professional training after graduation, the clinical fellowship (CF), is 
much shorter. Speech-language pathology graduates complete their clinical fellow- 
ship in under a year, typically within nine months (ASHA, 2020a, January 1). In the 
Olmos-Vega et al. (2015) study, residents who were nine months into their training 
reported a preference for directive methods. Yet, research stemming from the 
continuum model (Anderson, 1988) would dictate that supervisors should not be 
using such directive methods, nor would these methods be preferred. 

In addition, the research on the real-world behavior of supervisors in the 
field does not suggest that supervisory behaviors change based on the super- 
visee’s presentation. There is some historical evidence that supervisors in the 
field use a more directive approach regardless of the supervisee’s presenta- 
tion (Brasseur, 1989). McCrea and Brasseur (2020) implied that this consis- 
tent directive style is used inappropriately, stating, “very little systematic 
training of supervisors has occurred until very recently and so it is more 
likely than not the supervisors do misperceive themselves and do demon- 
strate a predominate single supervisory style over time and across super- 
visees” (p. 26). However, Ostergren (2011) found that supervisees in their 
first year of professional practice reported that most of their supervisors were 
using a consultative or collaborative style. In that study, supervisees’ self- 
reported skills and different supervisory styles were not correlated, suggest- 
ing that perhaps supervisors were not appropriately matching their teaching 
techniques to supervisees’ needs. 

Overall, research findings on the impact of experience on the supervisory 
process are mixed. There are conflicting reports of how supervisory behaviors or 
supervisee expectations change in relation to how far the supervisee has progressed 
in their clinical education (McCrea & Brasseur, 2020; Ostergren, 2011; Plexico 
et al., 2017). 

Accordingly, in this study, we sought to explore how SLP supervisees’ 
expectations and needs change across their clinical education and how 



supervisory behaviors interact with supervisee variables across the clinical 
education trajectory. Three research questions guided this study: 

(1) To what degree do supervisees’ needs and expectations change over
time?

(2) To what degree do supervisees report a progression of clinical teaching
methods as they gain experience, and how satisfied are they with that
clinical teaching?

(3) What is the nature of relationship between supervisees’ needs, expecta- 
tions, and the clinical teaching they receive?

Though the evidence is mixed, based on the literature supporting progressive 
independence and the prevalence of Anderson’s (1988) model within the field, 
we hypothesized both supervisee needs and expectations would decrease over 
time. We also hypothesized that supervisory teaching behaviors reported by 
supervisees would change over time based on supervisees’ evolving needs. 

Methods 

Study design 

We used a cross-sectional survey design to sample supervisees’ needs, expecta- 
tions, and reports of supervisory methods at four different points in time, each 
one year apart. Surveys were distributed during the start of the fall term via 
e-mail and Facebook groups. This timing allowed for the researchers to sample
from students who were a) not yet in clinic (pre-practicum), b) finishing up
their final in-house clinical practicum assignment (final practicum), c) starting
their CF year (CF Start), and d) either finishing their CF year or had already
completed their CF experience (CF End). This design mirrored the time frame
used in Olmos-Vega et al. (2015).

Participants 

Participants included four cohorts from the same university. We recruited 
participants from the same university to control for differences in instructional 
methodology and timing of clinical experiences. All groups except the pre- 
practicum group had completed didactic coursework that included education 
on the CF process and a review of professional resources, including the ASHA 
clinical fellowship experience video (ASHA, 2016a, August 2). We gathered 
demographic data about participant age, work experience before graduate 
school, and time of entry into graduate school as part of survey procedures to 
describe the sample. Gender, race, and ethnicity data were not collected since 
cohort demographics were similar to ASHA membership demographics – over 



95% female membership and only approximately 8% racial minorities (ASHA, 
2020b) – and certain responses would have led to identifiable data. 

Procedures 

Surveys were distributed electronically using the RedCap survey software via 
e-mail and cohort Facebook groups and were not identifiable. All participants
provided informed consent to participate in survey procedures according to
the approved research protocol (AZ IRB #1266). The survey was sent to 200
potential participants, with a response rate of 30.5%. Of the 61 participants
who responded, 10 submitted incomplete surveys. Participants were removed
from the survey if they provided an incomplete summed scale or if they did not
complete an entire subsection. Participants were not removed for providing no
answer to the qualitative questions, yielding a final sample size of 51 completed
surveys. These respondents were grouped by graduate school entry time: 17
(33%) were in the Pre-Practicum group, 15 (29%) were in the Last Practicum,
4 (8%) were in the CF Start group, and 15 (29%) were in the CF End group. In
the CF End group, all participants reported to be in the 18–37 age bracket and
5 were former speech-language pathology assistants (SLPAs). In the CF Start
group, all but one participant (age 38–58) reported their age in the 18–37
bracket and 3 were former SLPAs. In the Last Practicum group, all but one
participant (age 38–58) reported their age to be in the 18–37 bracket and 6
were former SLPAs. In the Pre-Practicum group, all participants reported their
age to be in the 18–37 bracket and 6 were former SLPAs.

Survey 

In addition to demographic questions, the following rating scales were also 
distributed: the Maastricht Clinical Teaching Questionnaire ([MCTQ]; 
Stalmeijer et al., 2009), Larson’s Supervisory Needs Rating Scales 
([LSNRS]; Larson, 1981), and Larson’s Supervisory Expectations Rating 
Scales ([LSERS]; Larson, 1981). 

The Maastricht Clinical Teaching Questionnaire (MCTQ) 
The Maastricht Clinical Teaching Questionnaire (MCTQ) is used to evaluate 
clinical teaching skills based on the cognitive apprenticeship model (Stalmeijer 
et al., 2010, 2009). It is 15 questions long and has been shown to be a valid and 
reliable measure of clinical teaching (Boerboom et al., 2012; Stalmeijer et al., 2010, 
2009). The first 14 questions ask supervisees to rate their agreement with state- 
ments about their most recent supervisor on a 1–5 Likert-type scale across five 
domains. The “Safe Learning Environment” (SLE) domain assesses the extent to 
which supervisees felt safe and respected in the supervisory relationship and the 
learning environment. The other four domains directly map to the teaching 



methods of the cognitive apprenticeship model (Collins et al., 1987). The “model- 
ing” subscale describes the extent to which the supervisor used demonstration to 
teach skills. The “coaching” subscale describes how the supervisor encouraged the 
supervisee to complete a task and provided helpful feedback thereafter. The 
“articulation” subscale describes how well the supervisor encouraged supervisees 
to verbalize their reasoning and provided helpful insight. The “exploration” 
subscale describes how well the supervisor provided opportunities for the super- 
visee to create learning goals for themselves and evaluate themselves with more 
independence. In the final question, supervisees are asked to provide an overall 
1–10 rating for their supervisor. 

The MCTQ was printed as specified in Stalmeijer et al. (2010), except the 
word “doctor” was replaced with the word “clinician” to fit the target popula- 
tion. In addition, due to an error in survey creation, the CFstart and CFend 
groups received a survey in which the final rating scale for their supervisor 
spanned from 1 to 5 instead of 1 to 10. In order to account for this difference, 
the scores from this item were halved for the final practicum group, which put 
all numbers on a 5-point scale. The Pre-Practicum group was excluded 
because they did not have a current supervisor to rate. 

Larson’s Supervisory Needs Rating Scale (LSNRS) and Supervisory Expectations 
Rating Scale (LSERS) 
The Larson’s Supervisory Needs (LSNRS) and Expectations (LSERS) scales 
(Larson, 1981) are used to evaluate supervisees’ perceptions of their own 
supervisory needs and expectations. Needs describe the supports and actions 
that they require of their supervisor to allow them to grow and learn as 
a clinician, such as suggestions on therapy techniques. Expectations are the 
supports and actions that they anticipate the supervisor is likely to provide, 
such as expectations for setting goals for the client. The 23 Likert-type scale 
items from each scale were included as well as the open-ended questions at the 
end of the measures. Each item was rated on a 5-point scale, with higher 
numbers equating to more supervisory needs or higher expectations and lower 
numbers corresponding to the anticipation of less support and more indepen- 
dence. The Last Practicum group was asked to rate their current supervisor, 
and the CF Start and CF End groups rated their clinical fellowship supervisor. 

Analytic strategy 

We employed descriptive techniques and tests of assumptions followed by 
statistical tests of research question hypotheses. Descriptive techniques 
involved summarizing data using descriptive statistics and visual graphical 
analyses. We tested for normality and independence in the dataset by survey, 
survey subscales, and participant group. Results are organized by research 
question, then by descriptive results, followed by results of hypothesis testing. 



To test research question 1, we conducted two analysis of variance 
(ANOVA) tests to determine if supervisee needs and expectations differed 
significantly between participant groups and used a Holm method corrected 
alpha for multiple simultaneous comparisons to follow-up t-tests. To test 
research question 2, we conducted a Kruskal–Wallis rank sum test to evaluate 
for changes between participant groups in their perception of supervisor 
teaching techniques. This technique was selected due to the non-normal 
distribution that is typical of survey data. To test research question 3, we 
conducted Spearman rank correlations to determine the nature of relation- 
ships between supervisees’ needs and expectations and their report of clinical 
teaching methods used. 

Results 

Research question 1: needs and expectations over time 

In the convention of prior works in the field (Means, 2005; Plexico et al., 2017), 
scores from the LSNRS and LSERS were each summed to form overall needs 
and expectations scores for comparison. Higher scores indicate higher degrees 
of desired and expected supervisory support. Means and standard deviations 
for each group’s supervisory expectations and needs scores are reported in 
Table 1 and can be viewed in Figure 1. The averages are similar to the numbers 
found in Plexico et al.’s (2017) recent study of supervisory needs and expecta- 
tions, but higher than those found in Larson (1981)’s original study. 

Following examination of the descriptive results, we conducted two 
ANOVAs for needs and expectations. Though supervisory expectations were 
not significantly different between groups, F(1, 49) = 1.91, p = .17, the groups 
had significantly different needs, F(1, 49) = 9.13, p < .01. Pairwise testing 
between groups using the Holm method revealed statistically significant dif- 
ferences only between pre-practicum students and the two alumni groups 
(Pre-Practicum – CFstart, t = −2.67, p < .05; Pre-Practicum – CFend, t = 
−2.85, p < .05). Using simple linear regression for needs as a function of time,
every year increase within the program decreased needs on average by 3.68.
However, the model yielded an adjusted R-squared of .14, indicating that the
time explained only 14% of the variability in supervisory needs.

Regarding practical significance, a decrease of 3.7 would mean the change in 
needs for about 4 questions out of 23 by one tier (e.g., from a very great extent 

Table 1. Needs and expectations by group. 
Time N Expectations Mean Expectations SD Needs Mean Needs SD 
Pre-Practicum 17 92.88 10.90 85.65 11.83 
Last Practicum 15 90.47 10.55 79.67 11.32 
CF Start 4 86.50 21.81 69.00 7.12 
CF End 15 87.47 11.30 75.00 8.82 



Figure 1. Needs and expectations over time. 

to a great extent or a great extent to some extent) within one year time. From 
pre-practicum to the conclusion of supervisees’ clinical fellowship, the model 
would predict a one-tier reduction in needs and expectations for a total of 
approximately 14 questions. The low R2 and little change in practical signifi- 
cance suggested this finding is not indicative of a strong shift in self-perceived 
supervisee needs as a function of time. 

Qualitative needs and expectations responses 

Both LSNRS and LSERS contained a qualitative response section at the end of 
the survey. Only five participants responded to the open-ended questions, 
which limited our ability to draw meaningful conclusions from the qualitative 
sections. Though three participants responded from the Final Practicum 
group, only one participant responded from each of the other groups. Of 
note, the responses from the CF Start and CF End groups described workplace 
constraints, such as insufficient time for supervision, needing more support 
with specific populations, and wanting help navigating workplace policies. 

Research question 2: supervisor teaching methods and overall satisfaction 

To analyze supervisees’ perceptions of their supervisors’ performance, scores 
on the five subtests of the MCTQ (modeling, coaching, articulation, explora- 
tion, SLE) were each averaged. Since the Pre-Practicum group did not have 
a supervisor to rate, they were excluded from this analysis, bringing the total 
number of participants to 34 for the subsequent analyses. Results showing 
averages by time are graphed in Figure 2. 

Figure 2 indicates a general reduction in clinical teaching strategies and 
a decline in overall satisfaction in all clinical teaching over time. Visual graphic 
analysis of MCTQ subtests suggests that both more directive strategies (mod- 
eling and coaching) as well as indirect collaborative strategies (articulation and 
exploration) decreased over time. However, variability also increased substan- 
tially during the later practicum experiences. 



Figure 2. MCTQ subtests by Cohort. 

Figure 3. Histograms of teaching preferences. 

The data were further mapped with stacked histograms of the constructs 
over time to analyze the distribution of scores by cohort (see Figure 3). In all 
categories, the presence of low scores (1s and 2s) increased for the CF End 
group relative to the scores of other supervisors. This was true of all clinical 
teaching techniques, not only directive ones. 

The apparent differences in the distributions indicated a need to further 
investigate the data statistically. None of the results were normally distributed, 
confirmed by a Shapiro–Wilks test (overall W(34) = .77, p < .001, modeling W 
(34) = .88, p < .01, coaching W(34) = .89, p < .01, articulation W(34) = .88, p < .01,



exploration W(34) = .85, p < .001, SLE W(34) = .88, p < .001). Therefore, 
a Kruskal–Wallis rank sum analysis was used to investigate differences across 
cohorts. None were found to be significant with error correction (p > .05). 

Research question 3: relationship between needs, expectations, and teaching 
methods 

The correlations between all subscales of the MCTQ, LSERS, and LSNRS were 
investigated further to determine the nature of the relationship between 
supervisee needs, expectations, and perception of clinical teaching methods. 
Given that data from the MCTQ were non-normally distributed, rank-based 
Spearman correlations were conducted. The results are shown in Table 2. 

Supervisory needs were moderately positively correlated with expectations. 
However, we found no significant relationship between supervisees’ self- 
reported needs and their overall satisfaction with their supervisor or the 
other subsections of the MCTQ. In contrast, supervisory expectations were 
not correlated with the overall satisfaction rating, but were correlated with 
reports of modeling, articulation, and safe learning environment. Therefore, 
supervisees’ satisfaction with their supervisors did not appear to be related to 
their self-reported expectations or needs. 

In addition, the overall satisfaction rating was significantly positively corre- 
lated with all MCTQ subscales. There was a moderate correlation between overall 
satisfaction and modeling, coaching, articulation, and exploration. There was 
a strong correlation between safe learning environment and overall satisfaction. 

Discussion 

Research question 1: needs and expectations over time 

Although both needs and expectations trended downwards over time, the 
difference in needs was not significant. Regardless of supervisees’ level of 
experience, they reported similar needs from their supervisors. The only 
statistically significant difference in supervisees’ expectations of their 

Table 2. Correlations between supervisory needs, expectations, and perceived super- 
visor performance. 

1 2 3 4 5 6 7 
1. Overall Satisfaction – 
2. Expectations .45+ – 
3. Needs .28 .54* – 
4. Modeling .68** .64** 0.26 – 
5. Coaching .64** .47+ −0.02 0.61** – 
6. Articulation .52** .52* 0.19 0.76** 0.70** – 
7. Exploration .41* .47+ 0.23 0.67** 0.66** .80** – 
8. SLE .78** .55* 0.28 0.69** 0.71** .60** .62** 

+ p < .1, * p < .05, ** p < .01. p-values were adjusted to account for multiple tests.



supervisors was found between the Pre-Practicum group and the two CF 
groups. Supervisees’ expectations did not substantially change in terms of 
practical significance between groups, nor did experience explain much of 
the variance. This result appears to indicate that supervisees have similar 
expectations of how much direction they will be provided regardless of how 
far they have progressed in their clinical education trajectory. In addition, 
supervisees do not perceive their needs to change substantially throughout 
their educational career. These findings run counter to models of supervision 
that would indicate supervisees should become more independent and expect 
less-directive involvement from their supervisors over the course of their 
development as clinicians. 

Inherent qualities of the supervisee or the specific, and often increasingly 
complex, task demands may play a much larger role in determining super- 
visees’ needs and expectations than their overall experience in the field. If this 
is true, it challenges the assumption that supervisors should be able to predict 
supervisees’ independence based on experience. This finding is important for 
those in supervisory roles in all levels because a mismatch in expectations can 
damage the supervisory relationship, which is of critical importance to the 
learning process (Watkins, 2014). Current literature suggests that supervisors 
estimate higher levels of student independence than the students do of them- 
selves (Mandel, 2015), and expectations in the field are that a CF should be at 
or nearing the self-supervision stage of Anderson’s (1988) model when they 
begin the CF process (McCrea & Brasseur, 2020; Ostergren, 2011). An open 
and honest discussion about supervisory expectations and needs may be 
important for a supervisee-supervisor dyad. 

Rather than making assumptions about progression through supervisory 
stages, such as those set forth by Anderson (1988), it may be worthwhile 
considering the stages of supervision to be a trajectory for each supervisory 
relationship or each new skill. Anderson (1988) noted that novel experiences 
may need a more directive style at first, even for more advanced supervisees. 
These results are consistent with findings in psychology; Tracey et al. (1989) 
also observed that more advanced students preferred less direction with simple 
clinical skills but wanted more direction when grappling with unfamiliar or 
high-stakes clinical scenarios. In the current study, supervisees indicated 
a preference for a mixed style, regardless of their level of experience. This 
result may relate to students’ experience of changing clinical environments 
and expectations increasing from graduate experiences to internships through 
the CF. They may constantly have a mixture of more familiar and unfamiliar 
clinical expectations. 

As the field of speech-language pathology continues to expand in scope 
(ASHA, 2016b), current supervisees are confronted with ever-increasing clin- 
ical expectations and possible novel experiences (Harn et al., 1999; Langmore, 
2017; Vallino-Napoli & Reilly, 2004; Ward, 2019). However, the length of the 



training program in the United States remains approximately 2 years and is 
focused on a generalist training regimen (Donaldson, 2015). This evolving 
scope may also help to explain the generally higher needs and expectations 
found in this study and Plexico et al. (2017), relative to earlier data (Larson, 
1981). Supervisees noted that they expected additional support when working 
with clients for whom they had little experience and with new tasks specific to 
a particular workplace. Given the wide breadth of educational requirements 
and potential variability of their clinical experiences, supervisees may be more 
prepared for some tasks than others. Additionally, CF supervisors have limited 
time (Ostergren, 2011) and an expectation to be as collaborative as possible if 
their supervisees are at a consultative or later transitional stage (McCrea & 
Brasseur, 2020). Although some posit that being directive later in career hurts 
supervisees’ independence regardless of supervisee opinions (McCrea & 
Brasseur, 2020), these data would suggest that directive behaviors may still 
be desired, especially for new skills or novel client populations. 

Research question 2: supervisor teaching methods and overall satisfaction 

Results of this study are not entirely consistent with the idea that supervisors 
continue to be overly directive and not change their styles based on supervisee 
presentation. Though there was no significant difference in teaching methods 
between groups, the use of both collaborative and directive strategies by all 
supervisors was an unexpected finding. Adherence to a strict stage-based 
continuum model approach would predict a gradual decline in directive 
behaviors, which was not reported. The mix of directive and collaborative 
behaviors is more in alignment with the cognitive apprenticeship model. 
Supervisors drawing from that framework would be more likely to use all 
techniques and fade the more directive ones over time. 

However, the teaching methods used by the CF supervisors were highly variable, 
which was unexpected. Although many supervisees reported high overall satisfac- 
tion and reported their supervisors using a variety of behaviors, several supervisees 
did not. Ostergren (2011) also found that a subset of supervisees had very negative 
experiences during their first year of professional practice. Though training in 
supervision and prior experience may partially explain the difference in super- 
visory behaviors between the final practicum participants’ on-campus supervisors 
and the CF supervisors, there are likely other factors at play. The work environ- 
ment during the first year of professional practice is a substantially different 
learning environment than a university clinic. The CF supervisor is also 
a working professional who has many other responsibilities and a minimal require- 
ment for supervisory time, which may be all the time a workplace allots for their 
duties. Supervisees’ qualitative comments spoke to some of the difficulties this can 
cause. They commented that CFs find themselves navigating the workplace as an 
independent professional for the first time and needing help to learn this new role. 



They may also find a new skill is needed, such as the ability to work with a new 
population, and therefore require more support. These new responsibilities may 
partially explain the continued high expectations for support from their supervisor. 
At the same time, there is a dramatic decrease in the set standard of supervision. 
This situation could lead to less contact time and meaningful interactions than the 
supervisee would prefer. Thus, the supervisee reports minimal supervision, low 
ratings on supervisory behaviors, and satisfaction. 

Research question 3: relationship between needs, expectations, and teaching 
methods 

Supervisory needs and expectations were not correlated with overall satisfac- 
tion. Supervisory needs were not correlated to any of the MCTQ subscales of 
clinical teaching methods, though supervisory expectations were moderately 
correlated to modeling and articulation. All subscales of the MCTQ were 
positively correlated with the overall satisfaction rating, which is consistent 
with findings from Stalmeijer et al. (2010). The more a supervisee felt that the 
supervisor engaged in any of these clinical teaching domains, the higher their 
overall rating of their supervisor. However, the amount of clinical teaching 
that the supervisee believed they needed was not correlated with any of these 
outcomes. Supervisees’ perceptions of their own educational needs or inde- 
pendence were not linked to the methods of teaching they felt their supervisor 
provided or how satisfied they were with that teaching. 

From these results, it is unclear if supervisors did not appropriately match their 
style with students’ reported needs. One would not necessarily expect a correlation 
between needs and overall rating if supervisors matched their style appropriately. 
For instance, providing more support for high needs would lead to satisfaction. 
However, one would have expected a positive correlation between needs and 
directive methods (coaching and modeling) and a negative correlation with 
more indirect methods (articulation and exploration). Given that this did not 
occur, it is possible supervisors did not match their style to supervisees’ needs, or 
there may be a disconnect between students’ professed needs and what actually 
leads them to rate an educator highly. 

What the students claimed to need for learning did not match with the teaching 
methods that led them to rate their supervisor well. This supports other research 
into learning outcomes and student ratings. Other researchers have found that the 
teaching methods that students profess work best for their learning often do not 
align with those that improve educational outcomes (Deslauriers et al., 2019; 
Henderson et al., 2012; Marsh & Roche, 1997; McKeachie, 1997). Teaching ratings 
are influenced by external factors such as gender, race, and attractiveness (Ambady 
& Rosenthal, 1993; Peterson et al., 2019; Storage et al., 2016) and are not related to 
how much the student learns (Uttl et al., 2017). Despite this, institutions of higher 
education turn to student ratings as a primary assessment tool for evaluating 



educators and determining eligibility for advancements like tenure and promotion. 
It is therefore important for clinical educators to be aware that the clinical educa- 
tion techniques that supervisees state they need may not match those that lead 
them to score their educators highly. 

Additionally, it appears that supervisee expectations are positively corre- 
lated with modeling and articulation. With high expectations may come 
higher level of engagement in the supervisory process, leading those super- 
visees to seek out more guidance. Supervisors may respond to this by increas- 
ing their levels of modeling or articulation. For instance, a supervisees who 
expect a supervisor to model therapy behaviors may request the supervisor to 
do so. Supervisees with higher expectations may also be more aware when 
a supervisor meets those expectations. For instance, supervisee who expect to 
be asked for a rationale for decisions may notice how a supervisor works in 
those questions; that supervisee would be more likely to later respond posi- 
tively that the supervisor used articulation strategies. 

In relation to Anderson’s (1988) supervisory stages, some supervisees may 
not reach self-supervision by the end of the clinical fellowship process. This 
possibility is explicitly acknowledged in the proponents of Anderson’s model 
(McCrea & Brasseur, 2020). However, the degree to which that occurs is 
unclear. Results of this study are in alignment with Olmos-Vega et al. 
(2015), who found that residents continued to want more directive teaching 
multiple years following graduation. Perhaps the trajectory toward self- 
supervision extends far past the clinical fellowship process more frequently 
than assumed. If that is true, though, then it is incumbent upon the new 
clinician to find appropriate mentorship after the CF is over and to continue to 
seek out educational opportunities throughout their professional career. 

Limitations to this study 

This study was limited by a small sample size, which stemmed from sampling 
one university population and a modest response rate. In addition, the meth- 
odology was cross-sectional rather than longitudinal. Although our results 
characterize cohorts, there may be individual changes in needs or expectations 
over time. Ideally, larger groups of supervisees would respond longitudinally 
to provide a complete picture of their changing perceptions. 

In addition, this study was conducted before ASHA increased the continuing 
education requirements for supervision (ASHA, 2020a, January 1). Future 
researchers should assess how these continuing education requirements may 
change the supervisory landscape, as well as how well supervisor behaviors and 
supervisee outcomes map on to the supervisee perceptions as evaluated in this 
study. 



Supervision take-aways 

These results have implications for supervisory practice in speech-language 
pathology. A supervisor may need to use variety of teaching methods at all 
levels of training. The correlation between overall clinical teaching ratings and 
all subscales also suggests that the use of any supervisory teaching methodol- 
ogy is viewed positively by supervisees. 

Supervisors should also expect high needs and expectations from supervisees, 
regardless of the experience of the supervisee. A direct, open-minded conversation 
about supervisees’ strengths, needs, and expectations may be warranted regardless 
of the level of experience, given that desired independence may vary substantially. 
The supervisor may wish to mitigate expectations for supervision during the 
clinical fellowship process. Both members of the supervisor-supervisee dyad may 
need to realize that a need for clinical mentorship does not stop at the end of the 
clinical fellowship process. Especially given the expanding expectations of SLPs, the 
new clinician may expect a longer trajectory for learning until self-supervision and 
true independence. 

Note 

1. This paper discusses the trajectory from a novice entering graduate school to a working 
professional. Throughout this trajectory, the terms “supervisor” and “supervisee” are used in
at least some cases at all stages. Other terms might be preferred or used at specific stages for
highly specific responsibilities or roles, such as “clinical educator” (McAllister, 2005) to 
describe working with students or “mentor” for working with professionals (ASHA, 2013).
For the purposes of this paper, “supervisor” and “supervisee” will be used as generic terms for
clarity.
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