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“"When you learn a little, you feel you know a lot. But when you

learn a lot, you realize you know very little” (anon)

" Tell me and I forget. Teach me and I remember. Involve me and

I will learn.

Introduction

The Mental health First Aid programme was developed in Australia by Betty Kitchener and
Anthony Jorm in 2000. In 2003 it was introduced in the UK. From what the author can
ascertain, a 2 day programme gives a full certificate for an employee to become a MHFA
employee. A number of studies have been carried out showing that people who are trained
in mental health first aid showed improved knowledge, confidence, attitude and helping
behaviour (compassion). Searching various training suppliers including MHFA England the

aims and objectives of the two-day course are general about the following:

a) Spot early signs of a possible mental health issue

b) Feel confident in how to offer initial help

c) Preserve life where a person may be at risk of harm to themselves or others.
d) Hope to stop the issues from getting worse and promote hope

e) Guide someone towards appropriate treatment

f) Understand the stigma surrounding mental health

g) Provide help on a first aid basis

MHFA is no doubt a valiant attempt to promote mental well-being and reduce the cost both
emotionally, socially and psychologically to individuals who are in distress and this must be
congratulated. The authors concerns are around the process of applying this model in the
organisation in a transparent, healthy and safe manner to ensure it obtains the most
positive impact within the organisation. Any individual who works in the field of mental



health should receive some form or preceptorship (learning and coaching) or supervision
(case or emotional supervision) and as with most new developments it will only be through
trial and error that this will become more and more apparent. If we look at social media and
facebook..... governments knew there were risks but can only apply law after they are
identified through experience. The same will no doubt apply with artificial intelligence (AI).
Well, we have enough literature and experience in the mental health field to inform the
support processes that need to be in place and do not have to wait to “learn from mistakes”
and can use this evidence to ensure processes are in place at the beginning. West Midlands
Fire Service often pioneer many developments and this is a great opportunity to ensure we

are at the leading edge in applying this proven model but in a safe and health manner.

In brief, every individual working in the field of mental health even on the periphery should
have avenues for support due to the nature of working alongside emotional distress and

some of the issues this can bring up in our own psychological functioning.

Eg I am often affected when clients lose children as I have a daughter and grandson
and I cannot stop brief intrusive thoughts imagining what that would be like for me. This
triggers of emotional reactions that I manage due to insight and practice but also
supervision should I need to talk it through.

Social learning theory also supports the notion that we only really learn through experience
and as such we can attend a course to give us a framework but only learn the content of
such course through experience when we process that learning fully both cognitive and

nrr

emotionally. Therefore, no matter how "“good" the course is ™ learning through experience

has to occur” just as firefighters learn their role.

Whatever we call the process (preceptorship , supervision etc) , something needs to be put
in place as well as learning updates (podcasts, bibliography, TE talks, seminars etc) to
ensure knowledge is maintained. To apply MHFA process in the workplace without this is
waiting for something to go wrong rather than attempting to prevent it especially within
emergency services. I have written a brief literature on supervision to support the action

plan and highlighted specific learning notes for the reader.

This literature review serves to explore the role of supervision in occupational
health/workplace (OH) paradigms. The article determines the relative outcomes of
undertaking supervision; particularly noting the consequences of working with

psychopathology and general psychological disorder. The potential challenges in defining



and operationalising supervision will be explored; establishing the levels of support that are
available, and the necessary steps moving forward to implement supervision with MHFA

employees

WHAT IS SUPERVISION?

Supervision is a procedure of specialized support and education that aims to enhance
the continued professional development of an individual’s character (Milne, 2007). The most
typical supervision model is comprised of an employee sitting down with a mental health
professional at bi-weekly intervals to discuss thoughts, feelings and experiences of certain
clients or scenarios (Hawkins & Shohet, 2012). Supervision serves to address an individual’s
progressive needs and aims to provide insight to a range of challenges within an healthcare
setting; serving to increase an individual’s competence and self-efficacy through exchanges

with skilled professionals in a conducive environment (Milne et al., 2008).

The notion of supervision has been a part of health and social care professions for a
long period of time, however the concept has become particularly synonymous with
psychologists and nurses. Within occupations such as midwifery and psychotherapy,
evidence-based supervision systems exist to monitor, enhance and develop practice.
Recently however the role of supervision has been applied to occupations regarding
any individual who may be exposed to psychopathology (Wahesh, 2016).

Supervision is now firmly established as a key element of professional practice and is
recommended or required for registration with a range of regularity organizations operating
within the context of health and social care (BACP, 2019; BABCP, 2019; NMC, 2019; RCOT,
2015; HCPC, 2019). The important role of supervision in improving care and support and as
a means to value and support professional practice has also been a feature of UK health
policy (DoH 1998;1999). Furthermore, the absence of a culture that supports
supervision has been cited as a factor contributing to recent catastrophic failings
in health care provision (Tomlinson, 2015; Francis, 2013; Berwick, 2013).

Operationalizing Supervision

Given that supervision is widely accepted as an essential feature of effective
professional practice, it should stand that efforts to support and develop supervision within

practice are a priority. However, this goal presents a number of challenges. Firstly,



definitions and models of supervision are numerous and diverse within the literature
prompting some to suggest there are ‘as many definitions of clinical supervision as there are

books and papers published on the subject’(Bond & Holland, 1998 pg.13).

The range of views across disciplines with regards to the core and defining features
of supervision can create confusion (Franklin, 2013). Of particular note is the tendency for
‘clinical” supervision and ‘managerial’ supervision to be mistakenly viewed as synonymous
(Pack, 2009; Franklin 2013). This may lead to a reluctance on the part of practitioners to
engage with supervision due to expectations of an emphasis on performance monitoring
(McBride, 2007). Furthermore, activities and skills within supervision may overlap with
those often associated with mentoring, coaching or counselling further adding to difficulty in
achieving conceptual clarity (Lennox et al., 2008; Yegdich, 1999).

Secondly, supervision can be challenging to implement in the context of busy health
and social care environments with demands of time, competing priorities and budgetary
restriction creating potential barriers to implementation (Martin et al., 2015). Finally, uni-
professional based models of supervision involving practitioners from the same discipline
have been challenged for failing to reflect the multi-disciplinary nature of modern health and
social care. This has led some commentators to espouse multi-professional supervision as

more appropriate (Mullarkey et al., 2001)

The plethora of definitions, models and debate in relation to supervision
whilst potentially confusing has also proved a positive force in facilitating the
evolution of supervision and offering a variety of approaches that can be tailored
to a specific context of care. Supervision can be delivered on a one to one or group basis
(Bifarin & Stonehouse, 2017), between peers or with a trained experienced supervisor, and
on a uni or multi-professional basis (CQC, 2013; Mullarkey et al., 2001).

The frequency of supervision is context dependent and subject to needs of the
participants and requirements of local policy, however some regulations and guidelines
suggest between bi- weekly and monthly supervision (BABCP, 2019; IAPT, 2011; RCOT,
2015). Each of these approaches and modes of delivery have strengths and limitations
depending on the practitioners involved, their scope of practice and the organizational

context.

Despite the aforementioned challenges in defining and operationalizing supervision,
it can be argued that there is broad agreement in the literature on some of the core
functions of and conditions necessary for effective supervision. Supervision typically

addresses normative, formative and restorative dimensions of practice with a clear emphasis



on client care (Inskip & Proctor, 1993; Milne & Martin, 2019) whilst being distinct from

managerial supervision or counselling (Bifarin and Stonehouse, 2017; Pack, 2009).

Having a choice of supervisor and choice in the mode of delivery is often advocated
as is the use of a supervision contract or agreement to identify the aims and format of
supervision (Bifarin & Stonehouse). Contracts also typically establish how models of
supervision might be applied, the roles of participants and other details regarding the

supervisory process (Bifarin and Stonehouse)

Reflection and reflective practice are often afforded a central role as is an
emphasis on the growth and development of the practitioner/profession (Pack,
2009; Milne & Martin, 2019; NHS 2000). This can facilitate a more comprehensive
understanding of one’s occupation; simultaneously improving services provided and
continuing professional development. Supervision is best integrated when workers aim to
expand their knowledge and skills and should fundamentally incorporate supervision to meet

the complex demands of modern healthcare/working enviornment.

SUPERVISION LITERATURE REVIEW

The evidence-base for supervision is widely saturated; however, within occupations
that have exposure with psychopathology (distress), it appears the clinical supervision form
lies between person centred, cognitive behavioural and acceptance based therapies (Milne,
2007; Livingston et al., 2014). Exposure to psychopathology in such jobs as
psychologists, nurses, occupational therapists and emergency services personnel
can often lead to high prevalence’s of mental illness due to the consistent impact
of managing others emotions (Little, Gooty & Williams, 2016; Guy, Newman &
Ganapati, 2013). A recent occupational review conducted by Wulsin et al. (2014)
served to identify mental health disorders by industry. The research suggested
that industries with the highest prevalence of clinical depression were those who
had frequent or difficult interactions with the public or clients in addition to high
levels of stress; a demographic synonymous with health care workers.

The clear necessity for supervision is apparent. Supervision provides a safe
environment for workers to actively engage and reflect upon their practice and improve their
overall level of care. This key piece of time allows for the compilation of knowledge and

competence whilst being a key link between effective theory and research practice.



OUTCOMES OF CLINICAL SUPERVISION

The benefits of supervision are clearly outlined in the literature. The care quality
commission (CQC) sufficiently identify the benefits of supervision for members of staff within
an organisation. The CQC (2008) states that supervision can help staff manage the personal
and professional demands that are elicited by their specific occupational roles. The research
suggests that supervision is particularly important for those who have multifaceted and
challenging occupational roles; noting that supervision provides a tailored confidential and
supportive environment in which an individual can explore their personal and emotional
reactions to their daily work activities. Furthermore, the benefits of supervision are not
insular; such that the process ensures that people who utilize services with stated
practitioners receive a higher quality of care at all times. It is posited that this is due to the
ability for individuals to develop and sustain the personal and emotional impact of their
practices for service users (CQC; SCIE, 2013).

Although the CQC mentions the improvement of patient outcomes. One of the most
recent studies assessing the practical efficacy of supervision was conducted by Snowdon,
Leggat and Taylor (2017). The researchers conducted a systematic review investigating
nearly 40,000 episodes of care. The research concluded that the supervision of health
professionals was directly connected with efficacy of care. The review found an
improvement in the procedure of care that may improve compliance with processes that are
associated with enhanced patient psychological and physical outcomes. This therefore
identifies how supervision not only benefits practitioners at a personal; but systemic level,

therefore permitting the improvement of treatment for collective organizations.

In addition to systemic benefits, previous research has identified the
direct benefit of supervision in health-care professional’s roles. Koivu, Saarinen
and Hyrkas (2012) reported that caring professionals who attended regular
supervision showed drastically fewer negative physical symptoms of stress and
were less likely to experience symptoms of anxiety in control to their colleagues
who did not attend supervision. This evidence has direct links with further research
including Edwards et al. (2006) found that greater involvement with supervision
was associated with lower levels of emotional exhaustion, burnout and
depersonalization. Potentially one of the most important pieces of research was
conducted by Hyrkas et al. (2006). These researchers observed that health care
professionals who perceived supervision as efficient were almost two times more

likely to not experience symptoms of burnout and exhaustion in addition to



having a more positive outlook of their performance. This subsequently shows
the strong theoretical and practical implications of having suitable supervision in

place.

PSYCHOPATHOLOGY AND EMOTIONAL BURNOUT

MHFA employees could potentially be at the frontline of supporting individuals in the
workplace cope with physical and psychological issues. An increasingly concerning issue
within health care settings and particularly healthcare professonals is ‘emotional burnout’.
Burnout is defined as an emotional response to work-related events that manifest in
psychological disorder (Moss et al., 2016). Burnout often develops gradually and is
categorized into three categories: emotional exhaustion, depersonalization and reduced
personal accomplishment. Several research studies have identified the detrimental
effect that working with psychopathology can have on increasing the risk of
burnout; given the increased exposure to such symptoms in the occupational health arena,
this has dramatic implications for such practitioners (Fernandez-Sanchez et al., 2018; Parola
et al., 2017). Its also important to note that burn-out has just been recognized as a disease
by the World Health Organisation.

Mental health First Aid (England) suggest that MHFA employees will be trained to
provide compassionate care with every interaction; utilizing evidence based practice and
resilience to adequately facilitate well-being. Shapiro & Carlson, 2009 discuss this with the
role of occupational health advisors. It further suggested that the process of
supervision serves to improve resources such as wellness, resilience, patience
and development. Therefore, supervision acts as a buffer to the negative impact
of working with psychopathology; leading to an improved sense of emotional
well-being and reduction in overall staff turnover and sickness absence that is
essential for maintaining the integrity and operations of an organisation
(Schwerman and Stellmacher, 2012).



‘BUT WHAT IF SUPERVISION IS NOT AVAILABLE?’

A review of the supervision protocol for MHFA advisors draws on very little, if any
information so this is a new area. We should not have to wait for problems to occur have
enough grounded theory to postulate that supervision/coaching or preceptorship is
paramount. I hope this paper justifies the rational for the action plan that does not have to
be costly but does requirement commitment from management and MHFA advisors and an
understanding of the “WHY”.

The literature suggests a clear relationship between psychopathology and the levels
of emotional burnout in healthcare professionals and these are individuals who are often
trained to a high degree and are very resileint. As the current research mentions, the
adherence to consistent supervision within occupational settings does not reflect the
necessary level for support. Given the currently high prevalence of mental health disorders
and psychopathology in the work-place, it is paramount that First Aiders have the necessary
professional support to clarify their emotions and improve their personal development and
resilience. Although the literature review pertains to healthcare settings the
theoretical underpinning relates to every human being having regular contact

with emotional distress.

Finally, given the increase in awareness and severity of mental health problems in the
workplace this should be looked upon as a priority. The author of this paper is a senior
mental health clinician and University Lecturer who has worked in the occupational health
setting for nearly 20 years. He has noted a significant increase in psychopathology of the
clients being referred.
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