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Common terms

Common terms

Boundaries

Burnout

Child protection

Compassion
fatigue

Competency

Dual relationships

Dual roles

Intervention
fidelity

The physical, mental and emotional limits individuals place between themselves
and others to protect their integrity and well-being.

According to the International Classification of Diseases (11th Edition), burnout
is a syndrome that results from chronic workplace stress that has not been
successfully managed. It is characterised by three dimensions:

1 feelings of energy depletion or exhaustion

2 increased mental distance from one’s job, or feelings of negativity or
cynicism related to one’s job

3 asense of ineffectiveness and lack of accomplishment. Burnout refers
specifically to phenomena in the occupational context and should not be
applied to describe experiences in other areas of life.

The protection of children from all forms of violence, neglect and exploitation.

A state of physical and emotional exhaustion resulting from being overwhelmed
by personal and/or professional caring roles. Results in fatigue and a diminished
capacity to empathise with others.

The observable skills and knowledge MHPSS practitioners apply through their work.

Also referred to as ‘multiple relationships’, this refers to situations where
individuals have relationships with one another that may result in a conflict
of interest. For example, where a service user and MHPSS provider are also
friends as well as having a working relationship.

When someone is both supervisor and line manager for an MHPSS practitioner.

The extent to which the intervention or activity is delivered in the way that it was
designed. Ensuring this requires the supervision to apply strategies to monitor and
evaluate reliability and validity of the activities supervisees are carrying out.



Common terms

Lay provider

Low and middle-
income countries
(LMICs)

Mental health
and psychosocial
support (MHPSS)

Meta-
competence

MHPSS
practitioner

MHPSS
service user

Primary trauma

Protection

Psychological
intervention

A person who performs functions related to MHPSS, having received training
(usually on a specific intervention), but who has not received formal professional
or specialist training.

World Bank classification of countries by income level. LMICs are all countries
where the gross national income (GNI) per capita is less than $4,045 per year.

Any type of service, support or intervention that aims to protect or
promote psychosocial well-being or prevent or treat mental health problems.

Having an awareness of the gaps in one’s own professional knowledge and an
understanding of how to go about developing the required competencies.

Person delivering MHPSS supports, interventions or services, inclusive of
individuals operating across all sectors, e.g. education, health, protection.

The person receiving MHPSS services. Sometimes also referred to as the
client or beneficiary.

A traumatic event directly experienced by an individual.

Encompasses all activities aimed at ensuring respect for the rights of individuals in
accordance with human rights law, international humanitarian law situations and
refugee law. Includes activities such as protecting individuals from violence and
abuse and ensuring provision for their basic needs.

Support delivered with the aim of alleviating mental distress, enhancing mental
well-being and promoting resilience.



Common terms

Secondary

traumatic stress/

secondary
traumatisation

Supervisee

Supervision
agreement

Supervisor

Supervisory
alliance

Therapeutic
alliance

Transference
and counter-
transference

Vicarious trauma

Secondary traumatic stress is a negative psychological and emotional reaction
that is caused by hearing about trauma experienced by another person, with
symptoms similar to those of post-traumatic stress disorder.

MHPSS practitioner who receives supervision.

A document that is created and agreed by the supervisor, supervisee(s) and
organisation before supervision begins that sets out the specific terms and
conditions of supervision in their context.

Person delivering supervision.

The relationship and dynamic between a supervisor and supervisee, ideally
a bond that is built upon mutual trust.

The relationship and dynamic between an MHPSS practitioner and service
user, ideally a bond that is built upon mutual trust.

When an individual reacts to a situation (often within therapy or supervision) that
is based on their own life experiences. For example, when a supervisee redirects
their feelings about a difficult person or experience onto the supervisor. Counter-
transference refers to situations where the supervisor redirects emotion or
experiences to the supervisee.

Similar to secondary trauma, vicarious trauma refers to the enduring emotional
effects and disruption of one’s worldview resulting from cumulative exposure to
accounts from those experiencing extreme adversity.



How to use this Handbook

How to use this
Handbook

The integrated model for supervision
(IMS) is designed to support
organisations, supervisors and
supervisees in integrating supervision
into mental health and psychosocial
support (MHPSS) in emergencies. It
has a background and four sections.

Background: Information on key
principles for effective supervision
and the development of the IMS.

Section 1: Getting started is an
overview of supportive supervision

in MHPSS and general principles for
best practice. This section provides
useful introductory information for

all individuals involved with MHPSS
supervision, including organisational
leadership, supervisors and supervisees.

Section 2: Preparing for supervision
with the organisation describes

how organisations can incorporate
supervision into their operations and
organisational culture. This section

is designed to be used primarily by
organisational leadership. It contains
guidance on areas such as how to create
the necessary organisational conditions
for supervision to take place, including
guidance on recruitment, training and
integration into existing workflows.

Section 3: Preparing to become

a supervisor provides guidance for
supervisors in all aspects of their
supervisory role. This section includes
how-to guides on key skills such as

facilitation, structuring supervision
sessions and managing common
challenges. It also addresses key areas
for consideration by supervisors such as
boundaries, ethics and confidentiality.

Section 4: Preparing to be supervised
is a resource for supervisees to orient
them to the process and benefits of
supervision for their personal and
professional development. It contains
guidance on areas such as case
presentation, giving and receiving
feedback and reflective practice.

References are given throughout the
handbook for links to research or
evidence from practice about aspects
of supervision. They are shown as small
numbers in the text, which correspond
to an article or report in the list of
references at the end of the handbook.
There are also four appendices:

Appendix A is a sample supervision
agreement.

Appendix B is a sample live
supervision observation form.
Appendix C is the Occupational
Self-Efficacy Scale, and

Appendix D is a list of additional
resources on supervision.

Following testing, training resources
and additional guidance to
accompany this handbook will be
available to support organisations

in developing their capacity to
implement supportive supervision.
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This section introduces the Integrated
Model for Supervision, its vision, and
how it was developed.






Introduction

The vision for the Integrated Model for
Supervision (IMS) is that all organisations
operating in humanitarian emergencies,

no matter their size or level of resources,
have the knowledge, tools, and capacity to
confidently incorporate supervision as an
essential component of mental health and
psychosocial support (MHPSS) programming.

This handbook considers consistent,
supportive supervision as essential to the
well-being of all MHPSS service providers,
regardless of rank or level of expertise.

It is grounded in principles of human rights,
equality and evidence-based practice.

The provision of supportive supervision
as outlined in the IMS will better enable
the global mental health workforce to
deliver high quality, timely, appropriate,
safe and ethical MHPSS interventions
to persons affected by adversity.

12






Introduction

Developing the

Integrated Model for
Supervision (IMS)

In the longer term, we hope that this handbook will
help to encourage a cultural shift among organisations
delivering MHPSS interventions in the field and among
donors. We hope that as the benefits of supportive
supervision practice are realised, supervision will no
longer constitute a missing link, but will be widely
understood and accepted as an integral part of ethical

and sustainable service delivery.

The IMS is the product of extensive
engagement and consultation.
Throughout its development,
participatory methods were used to
consult on all aspects of its content
to reflect the voices of the broadest

range of MHPSS actors across sectors.

An advisory group comprised of
leading global experts on MHPSS in
emergency settings actively guided
all stages of the development of the
IMS. The advisory group provided
invaluable feedback and reflection
throughout the whole process.

A desk review of literature on MHPSS
and protection supervision provided
a rapid assessment of key evidence
to inform initial project planning

and development. Key informant
interviews were then conducted with
MHPSS actors from all professional
levels and backgrounds. This included
supervisors, supervisees, organisational
leadership, and donors, based in
organisation headquarters and in

the field around the world. These
interviews provided rich information
about current practice and insights
for future directions. This formed the
basis for the early draft of the IMS.

14
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Countries represented in consultation

Key ideas and content from the

early draft were then reviewed in
three stakeholder workshops with
participants including MHPSS actors
of all experience levels and spanning
countries all over the world. The
workshops were followed by an online
consensus-building consultation,
where MHPSS actors voted on the
validity of statements or ideas from
the handbook. Once this feedback
was integrated into the IMS, the
Missing Link project advisory group
and the Inter-Agency Standing
Committee Reference Group (IASC
RG) provided their final comments.

Version 1 of the IMS Handbook

was piloted with four different
organizations in Afghanistan, Jordan,
Nigeria, and Ukraine. Version 2 of
the IMS incorporated all stages of
consultation and pilot feedback. The
resulting handbook to IMS therefore
represents consensus among

actors at all levels of MHPSS and
protection intervention delivery.

15
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A roadmap to
effective supervision

The supportive approach outlined in this handbook
will be referred to as ‘supportive supervision’. This
approach provides a framework for enhancing

all types of supervisory roles, and will enable
organisations to better fulfil their duty of care
towards their volunteers, staff and service users.

Supportive supervision is integral to safe
and effective MHPSS programming in
humanitarian settings. However, despite
many advances in the development

of MHPSS activities in recent years,
comprehensive guidance on supervision
had remained a ‘missing link'.

MHPSS interventions represent a
broad range of activities which protect
or promote psychosocial well-being
or prevent or treat mental health
problems.! MHPSS activities are
integrated across sectors, including
but not limited to health, education,
nutrition and protection. Regardless
of the sector in which they are
situated, MHPSS activities should
be supervised using the supportive

approach to supervision to ensure they
are carried out safely and effectively.

Supportive supervision should be
understood as a set of cross-cutting
principles that can be applied to all
MHPSS activities and interventions
at all levels of the IASC Intervention
Pyramid for MHPSS in Emergencies.'
The guidance is designed specifically
for use in emergency settings.
However, many of the best practices
outlined in the handbook will

also be useful and applicable to
broader development contexts.

The handbook is based on broad

consultation with MHPSS actors across
sectors, as well as research on best

16
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IASC Intervention pyramid for
MHPSS in emergencies

Specialised

services

Focused non-specialised

supports

Community and
family supports

Basic services
and security

international practice in supportive
supervision. It is intended to provide

a blueprint for all organisations - no
matter their size - to improve their
supervision provision. By doing this,
organisations will promote the health
and well-being of their staff. This, in
turn, is key to an organisation’s capacity
to sustainably deliver the highest
quality interventions for service users.

This handbook recognises that many
organisations delivering MHPSS and
protection interventions in emergency
settings are faced with significant
resource constraints. For this reason,
the IMS features ‘progress towards
best practice’ to indicate the minimum
basic provision of supervision that

Supervision

all organisations, regardless of their
level of resources, should provide to
practitioners and volunteers while
working towards the ‘gold standard’ in
supervision provision that organisations
can aspire to in order to reap the
maximum benefits of supervision in
MHPSS. This involves organisation-wide,
individual supervision for practitioners
of all levels of experience and seniority.

17
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This section describes the principles
of effective supervision for MHPSS
that can be integrated across sectors
including health, education, nutrition
and protection.






01 — Getting started

This section describes

the principles of effective
supervision for MHPSS that
can be integrated across
sectors including health,
education, nutrition and
protection.

The key principles in this section are relevant to all
organisations, supervisors and supervisees who are
planning to engage with supervision in MHPSS.

This section describes the basic principles of supportive
supervision and outlines the different ways it can be
delivered.

It discusses basic considerations in relation to the format
and content of supervision sessions, and concludes with a
table detailing how various responsibilities for supervision
should be divided between organisations, supervisors and
supervisees.

20
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Supervision is a safe, supportive,
confidential and collaborative
relationship between a supervisor and/
or supervisee(s), where supervisees can
voice their difficulties, discuss mistakes
and be recognised for their successes,
receive constructive feedback and
emotional support, and build their
technical skills and capacity.

Supervision is vital for all MHPSS
practitioners and volunteers at all
stages of their practice.

Supervision is an integral component
of training, and critical to ensure that
trainees incorporate required skills.

Supervision can be delivered
individually, in groups, between peers
or ‘live’, and any of these type of
supervision can be delivered either
face-to-face or remote.

Individual supervision should be
available to all MHPSS practitioners,
supplemented by other approaches
such as group or peer supervision.

The scope and goals of supervision
should be agreed by the supervisor and
supervisee in a supervision agreement
before supervision starts.

Supervision is a shared responsibility.
It is up to organisations to create the
necessary preconditions to allow
supervision to take place, while
supervisors and supervisees also hold
responsibilities to prepare and engage
meaningfully in the process.

21
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1.1

Defining

supervision

For the purposes of this handbook, supervision is defined as:

Supportive supervision: A safe, supportive, confidential
and collaborative relationship between a supervisor

and supervisee, and/or supervisees where supervisees
can voice their difficulties, discuss challenges and be
recognised for their successes, receive constructive
feedback and emotional support, and build their technical
skills and capacity. Supportive supervision is a cross-
cutting set of principles that can be applied to various
types of supervision used in MHPSS work across sectors,
such as clinical and technical approaches.

The term ‘supportive supervision’ is
used throughout this handbook and

is the preferred approach to MHPSS
supervision across sectors. A supportive
approach is a set of overarching
principles that can be applied to
different types of supervision, including
clinical or technical approaches. The
key features of supportive supervision
are the presence of a non-hierarchical
relationship between the supervisor and
supervisee that enables joint problem
solving and open discussion of all
work-related issues to collaboratively
enhance service delivery. While
supervision is not the time to resolve
administrative issues, it may be

relevant to explore their impact on the
supervisee (see section 2.3 for further
discussion on the boundaries between
supervisor and managerial roles).

Supportive supervision should provide
emotional support to supervisees

and also function as a means of
monitoring supervisees’ workloads
and prevent them from becoming
over-extended. Where supervisors are
external, there should be an agreed
means of communication between
the supervisors and organisational
human resources (HR), with the consent
of the supervisee, that allows the
supervisor to communicate concerns

22
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about issues such as unmanageable
workloads. Where the supervisor

is internal, it should also be made
clear to supervisees which types of
information can be shared with HR or
management. This should ideally be
reflected in a supervision agreement
(see Appendix A template).

The roles within supportive
supervision include the supervisor
and the supervisee:

MHPSS supervisors are individuals
who provide supportive supervision

to MHPSS practitioners. This role has
several different functions, including
technical support, intervention fidelity
monitoring, and encouraging personal
and professional growth, learning and
development. The supervisory role also
includes the provision of emotional
support and encouragement of

supervisees to recognise and manage
their own reactions and stressors. The
supervisor’s role should be clearly
distinguished from other roles such as
line and administrative management
(see section 2.3 for more information on
managing dual roles), more intensive
staff support, or support for personal
issues not related to an individual’s
work as an MHPSS practitioner.

MHPSS supervisees are individuals
who are carrying out MHPSS functions
who are receiving supervision. MHPSS
service provision includes standalone
programming or interventions in a
cross sectoral approach, integrated
for example into health, nutrition,
protection or education programmes.
Supervisees can be at any level, ranging
from lay providers to experienced
professionals.

23
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1141

What supervision is

Supportive supervision helps to
structure the learning of supervisees
over an extended period of time so that
they can apply knowledge to practice.
This approach is different from the
common practice of implementing
short-term training with limited follow-
up. Supervision should be considered
as an integral aspect of training.

Ultimately, supportive supervision
improves service quality and promotes
the confidence and competency

of each MHPSS practitioner in their
own professional development. In

this way, supportive supervision

has potential to broaden access

to mental health and psychosocial
care by improving the capacity of
community based, non-specialised
workers to provide MHPSS.2 However,
supervision is also essential for MHPSS
practitioners in more specialised roles.?

The World Health Organization (WHO)
recommends supportive supervision
as the preferred approach for task
shifting which has been found

to strengthen health systems and
outcomes.* They define supportive
supervision as “a process of helping
staff to improve their own work
performance continuously. It is carried
out in a respectful and non-authoritarian
way with a focus on using supervisory
visits as an opportunity to improve
knowledge and skills of health staff”.?

As well as building supervisees’
technical capacity, supportive
supervision functions to protect and
promote supervisees’ well-being.

An effective supervisor guides reflection
and supports independent learning

and self-discovery. Supervision should
also enable supervisees to recognise
and challenge bias, stigma or prejudice
that could potentially affect the

work of an MHPSS practitioner.®

The support of an experienced and
knowledgeable supervisor should
ultimately allow supervisees to
grow and develop their professional
competencies, and to develop
personally. The supervision

process should also enable
supervisees to identify the areas

in which they lack experience and
require further development.’

Evidence suggests that individuals
delivering psychological interventions
do not improve their skills based on
experience alone, they also need
reflection, focused feedback, and

the application of this feedback into
practice to produce tangible benefits.®

24
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What supervision is

4

Supervisor

A safe, supportive, confidential
and collaborative space

A place where supervisees can
openly discuss both difficulties
and successes in their role

A place where supervisees
receive clear and constructive
feedback that helps them to
build their technical capacity

A place where supervisees
receive emotional support

6
7
8

Supervisee

A respectful, collaborative space
that enables joint problem solving
and supports independent learning

A place for mutual learning for
supervisee(s) and supervisor

A place to identify and respectfully
challenge bias or prejudice

An appropriately boundaried space,
including awareness for both the
supervisor and supervisee of limits
to confidentiality (e.g. in cases of
child protection concerns or other
risk of harm to self or others)

25
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1.1.2

What supervision is not

It is important that the boundaries

of supervision are clearly agreed
upon by the supervisor and
supervisee before supervision begins.
Supervision is separate from the
broader organisational range of staff
care services, resources, policies

and procedures. It should not be

the sole form of staff care available

to supervisees and it should not be

a replacement for therapy or other
psychological intervention. If a
supervisee is struggling significantly
with emotional distress, for example,
supervisees experiencing secondary
traumatic stress or occupational
burnout, they may need to be referred
to supports outside of the supervision
setting. The organisation should
cover the cost of this. Similarly,
supervisees struggling with personal
issues that are unrelated to their work
should address these issues through
external support services such as
personal counselling or therapy.

Supportive supervision is not intended
to address managerial aspects of
work. Timecards, absences, and issues
related to organisational workflows
should not be included within the
scope of supervisory meetings.

However, supervisors should take
measures to reduce workloads and
advocate for improved working
conditions when this is causing
distress. Additionally, administrative
managers can use many of the
supportive approaches described
here in supervising staff and
volunteers, as these contribute to
supportive work environments.

Supportive supervision should not be a
hierarchical or ‘top-down’ relationship.
It is intended to be a ‘two-way street’
based on mutual exchange and the
understanding that all parties have their
own expertise to bring to the space.
Although supervisors are generally
expected to be more experienced

and should give guidance and teach
skills and knowledge, they should not
take a solely instructional approach.

Similarly, supportive supervision
should also not be punitive. Feedback
should be delivered in a way that is
sensitive and constructive, but not
fault-finding. Supervision should be

a space where supervisees can feel
comfortable discussing their challenges
without fear that it might negatively
impact them and their employment or
volunteer status. For more information
on providing feedback, see section 3.6.

26
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Supervision is internationally recognised
as a vital component of MHPSS
provision and is especially important in
emergency settings. In low and middle-
income countries (LMICs), for example,
mental health interventions are often
delivered using ‘task-shifting’ or ‘task-
sharing’ approaches. This is when lay
practitioners are trained to deliver
services and interventions under the
supervision of more specialist personnel
(e.g. psychiatrists, psychotherapists,
mental health nurses).®

In many cases, however, lay providers
often only receive short-term intensive
training in specific MHPSS interventions
in terms of knowledge and skill
development. This can leave them
feeling a lack of confidence and ill
equipped to manage the unexpected
challenges and contextual factors

in MHPSS service delivery, and can
pose a risk of doing inadvertent

harm towards service users.

This can also be true for more
experienced practitioners or for those
with educational qualifications but less
developed practical intervention skills.
MHPSS practitioners are often asked
to take on very complex cases (e.g.
high-risk situations, emergencies and
ethical dilemmas) with few resources
to support them in the process. This
can negatively impact service delivery
and unintentionally cause harm to
practitioners and service users. For

these reasons,

to
ensure that supervisees are practically
and emotionally equipped to perform
their roles confidently an