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ABSTRACT

The ability to reflect on clinical nursing practice with the aim of developing
personally and professionally, is essential for nurses. This research study explores a peer
group supervision model used to enhance reflective capacity. A Gadamerian philosophical
approach was selected to explore nurses’ experiences of participating in peer group
supervision. Peer group supervision is distinct from other models of clinical supervision
due to the absence of a singular expert or leader. This does not imply that the participants
in the model lack leadership or expertise, but rather that it is shared amongst the members
of the group. This unique model has benefits for clinicians personally, professionally, and
organisationally. Whilst the helping professions have utilised models of clinical supervision
for decades, there is limited research on peer group supervision specifically for nurses.
This research study explored peer group supervision through the experiences of
participating nurses. Using a two phased, purposive approach, 13 participants were
recruited in Phase 1 and 18 participants in Phase 2 from a regional and from a tertiary
health service in Australia. A Gadamerian philosophical approach guided the research,
and semi structured interviews were utilised for qualitative data collection. Data analysis
consisted of reading and re-reading the verbatim transcribed interviews intertwined with
the presuppositions of the researcher. Coding was iterative and the themes arising were
verified by the supervisory team. The results demonstrated that peer group supervision
was a valuable method for supporting nurses’ reflective practice. To optimise the benefits
and mitigate the challenges, key elements to improve success were identified and
discussed. Peer group supervision needs to be supported by strong foundations, that
consider the unique individual and the unique group. The foundations comprise four
elements; professional obligations, participation is important, finding peers and peer group
supervision attendance. These foundations when optimal allow the unique individual and
group benefits to be realised. The unique individual comprises three concepts: a new lens,
support and restore and a safe place, whilst the unique group comprises my peers, our
rules, working together and broken trust. The unique individual and groups are intertwined
where one cannot exist without the other. Where weak elements exist then the likelihood
of peer group supervision being less optimal may result. This research provides
recommendations for nurses and nursing decision-makers to utilise. The 10 guidelines
provide strategies to enhance the likelihood of the benefits being realised. The guidelines

propose risk mitigation strategies to address challenges.
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CHAPTER 1: INTRODUCTION

“Our understanding is shaped by the way we belong to the world”.
(Mootz et al, 2011)

1.1Introduction

This thesis explores the concept of peer group supervision as a professional
and personal supportive practice for nurses. The research begins with the premise
that nurses come to the profession with the intention of providing quality care in an
ever-changing healthcare environment. Peer group supervision is a model of clinical
supervision delivery characterised by clinicians utilising protected time to meet without
a designated leader or expert. Engagement in this practice ensures a professional
space for nurses to debrief, reflect and consider personal and professional work
practices. The purpose of peer group supervision is to reflect upon individual practice
whilst giving and receiving feedback from other group members. Peer group
supervision literature reports multiple benefits for clinicians (Dungey et al., 2020; Golia
& McGovern, 2015; Murphy-Hagan & Milton, 2020) however the concept is often
misaligned with other concepts of supervision including group and supervised clinical
supervision. This thesis specifically focuses on peer group supervision and its

relevance to personal and professional nursing practice improvement.

The thesis is presented as three articles embedded into a thesis discussion.
The provision of nursing care is increasingly complex. Reflection purposefully seeks
to challenge and develop new insights in practice (Paterson & Chapman, 2013; Patel
& Metersky, 2022). Through reflection, a responsive rather than reactive clinician can
professionally grow and improve clinical outcomes and professional practice (Hawkins
& McMahon, 2020). Professional growth is dependent on the capacity of a nurse to
adapt and respond to changes. As a nurse, the challenge is to respond to changes in
a way that maintains societal, professional, and personal expectations. Reflective
practice provides a supportive framework for nurses to develop professionally and

personally (Bulman & Schutz, 2013).



Clinical supervision is underpinned by the concepts of reflection from the
seminal works of Kolb (1984) and Schon (1987) (Davys & Beddoe, 2020). Schon
(1987) describes the dual aspects of reflection as “in reflection” occurring during
practice and “on reflection” occurring after clinical practice. Both aspects have the
potential to influence decision-making and improve the practice of a nurse in clinical
settings. This type of reflection enables both an “in the present” construct of reflection
and an “in the future” acknowledgement and awareness of practice improvements
needed. Reflection to improve practice is beneficial for all areas of nursing and is not

restricted to nursing grade, context or time spent in the profession.

There is a plethora of nursing literature that describes reflection in and on
practice and its benefits and challenges to nurses in the quest to improve practice
(Barbagallo, 2021; Barbour, 2013; Bulman & Schutz, 2013; Caldwell & Grobbel, 2013;
Goulet et al., 2016). Debate continues about the optimal way to reflect including the
parameters of who to reflect with, in what context and under which circumstance
(Rolfe, 2014). The need to identify an emotional depth to reflection and the frequency
of reflection is required. Further discussion relating to the type of reflection either
guided or led, autonomous or peer supported are options for consideration. Figure 1
further shares the context, assisted and guided reflective opportunities identified in the

literature.

Figure 1: Skills of Clinical Supervision for Nurses: A Practical Guide for Supervisees, Clinical Supervisors and
Managers Bond & Holland (2011 p. 128) McGraw-Hill Education Reproduced with permission from Open
International Publishing Limited



Clinical supervision is not a new concept. Health professional colleagues
including psychologists and counsellors have utilised clinical supervision to support
their clinical practice for many years (White & Winstanley, 2014). Nursing literature
details clinical supervision practice use for several decades particularly within mental
health contexts (Cutcliffe et al., 2018). Despite the continued utilisation of clinical
supervision practices, the literature suggests further research is required into defining
peer group supervision, its priorities, relevance, and importance in clinical practice for

nurses and its implications in improving client outcomes (Goodyear et al., 2016).

A variety of definitions exist to discuss differing concepts of clinical supervision
and to gain an understanding of peer group supervision it is firstly important to identify
the definition of each model. These variations in clinical supervision terminology have
created confusion among clinicians and clarity is sought (Martin et al., 2017). For the
purpose of this research three definitions have been provided to guide the research.
The initial definition is provided by Bond and Holland (2011) who share a definition of
clinical supervision that incorporates a facilitator (supervisor) — supervisee approach.
This definition describes clinical supervision as:

“Regular, protected time for facilitated, in-depth reflection
on complex issues influencing clinical practice. It aims to enable
the supervisee to achieve, sustain and creatively develop a high
quality of practice through the means of focused support and
development. The supervisee reflects on the part she plays as
an individual in the complexities of the events and the quality of
practice. This reflection is facilitated by one or more experienced
colleagues who have expertise in facilitation and the frequent,
ongoing sessions are led by the supervisee’s agenda (Bond &
Holland, 2011. p15)”.

The second definition provides a perspective from group supervision where
individual members share leadership responsibility based on a formal agreement.
Bond and Holland (2011) define group supervision as: “The group members take turns
to share an issue and reflect on it, with supportive, catalytic, challenging, and
informative help from other group members. The facilitator facilitates the process of

group interaction (p.211).”



Finally, peer group supervision is defined. Peer group supervision is unique as
unlike other models of clinical supervision delivery it is leaderless with a flattened
hierarchy (Bernard & Goodyear, 2019). In this research, peer group supervision is
defined as:

“Three or more people form a fixed membership group
and have planned, regular meetings in which each person does
in-depth reflection on complex issues relevant to their own
practice and on the part they as individuals play in the quality of
that practice, facilitated in that reflection by the other group
members who cooperate as joint clinical supervisors (Bond &
Holland, 2011. p.212)".

Figure 2 provides a visual representation of the varying models of
clinical supervision delivery and the reporting relationships as outlined in

the definitions provided.
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Figure 2: Models of clinical supervision delivery

Information on all models of clinical supervision delivery has been provided for
contextual background. However, the focus of this research study is peer group
supervision due to the unique qualities of this model and its relevance to the Australian

health context.



This thesis explores nursing peer group supervision practice by presenting the
voices and the language of nurses articulating their experience of peer group
supervision in practice. Exploring these phenomena provides opportunity to gain
insight into the benefits and challenges of peer group supervision for nurses and its
implications in practice. The results will be presented as a descriptive discussion and
three published papers providing an interpretive lens that shares the peer group
supervision experience. The results provide insights that guide recommendations to
assist and inform nursing decision-makers considering implementation into practice.
This chapter presents the background and context of the research and then outlines
the purpose and significance of the contribution to peer group supervision knowledge.

1.2 Background context- situating the researcher

The desire to research rarely comes from a random, or isolated thought. Rather
it stems from a topic that calls upon us to respond and investigate further (Moules et
al., 2015). The desire to research also comes from a place of being in the experience
and wondering if the experience | have had, is like that of others, or is it entirely unique.
This research project begins with learning more of the experience of nurses working

in acute care community nursing within an Australian State Health Service.

Whilst working as a nurse educator in community health, | became increasingly
aware of the changes in the clinical practice environment. Patients were more
complex, with increased health needs and care requirements (Barrett et al., 2016).
The practice environment was likewise more complex with evolving staff expectations,
changes in technology and research developments. The role of the clinician is ever-
changing, and while nurses tend to be adaptable, it is not always easy to know if you
are doing a good job or know how to improve the quality of care for a patient.



It was in this Australian nursing context that | first became aware of clinical
supervision and the peer group supervision delivery model. | became interested in the
potential benefits of this model to support my practice and that of my nurse colleagues
in community health. | believed there could be benefit not only professionally, but
importantly, as a mechanism to improve clinical outcomes for patients. Following
approval from the Health Services Nursing Executive, the New Zealand Coaching and
Mentoring model of peer group supervision was implemented into the community
health setting (McNicholl, 2008). In 2016, | initiated peer group supervision education
and training for approximately 80 nursing staff across seven community health teams.
The staff were from all grades/designations of nursing and included registered nurse,
clinical nurse, clinical nurse consultant, nurse educator, nurse manager and nurse

practitioner. The peer groups were formed according to nursing grade.

Whilst allied health colleagues from disciplines such as social work, psychology
and dietetics worked alongside the nurses in the community health teams, they were
not included in the peer groups due to having access to their own health discipline
clinical supervision practice. The nurses were allocated to groups following
recommendations from the New Zealand Coaching and Mentoring Model regarding
optimal group size (approximately four-six members) and time required (1.5-2 hours)
(New Zealand Coaching & Mentoring Centre, 2012). The nurse managers supported

nurses to have monthly sessions in work time.

Once all nurses were educated, peer group supervision commenced. Whilst |
allocated nurses to their groups, they determined where and when they met. | likewise
was a member of a peer supervision group. My group contained nurses from grades
seven and eight who were in clinical roles, whereas | was in an education role. My
experience of peer group supervision was interesting and mostly positive. | was able
to explore with my peers the situations that | encountered, concerns that | had and
successes that | achieved in my nursing practice. Reflecting upon my practice helped
me develop strategies to improve my nursing skills and knowledge. However, | also
experienced the challenges of being busy and having competing priorities in the
workplace that made peer group supervision difficult. | wondered what other nurses’

experiences were like and what benefits and challenges arose for them.



1.3. Introducing the research

The research consists of two phases. Phase 1 explored the experience of
community health nurses working in a regional health service in Queensland,
Australia. The nurses in this research utilised the New Zealand Coaching and
Mentoring model of peer group supervision. The selection of this model was informed
by the experiences of the researcher as described in Section 1.2. Whilst this research
offers insight into the experiences of community health nurses, it also raised questions
about peers and group dynamics. Upon completion, the findings of this research
project were published as “Peer group clinical supervision for community health
nurses: Perspectives from an interpretive hermeneutic study”, which is presented in
Chapter 6.

In this article, Tulleners et al. (2021), raise further questions regarding the
meaning of peer group supervision and the benefits and challenges of the practice.
Therefore Phase 1 provided the impetus for Phase 2 as there was a need to know
more about peer group supervision in response to emerging changes in Australian
healthcare. One of these changes was the release of the joint statement on Clinical
Supervision for Nurses and Midwives from the Australian College of Midwives,
Australian College of Nursing and Australian College of Mental Health Nurses (State
of Queensland (Queensland Health) 2021). The position statement reports:

“It is the position of the Australian College of Midwives,
Australian College of Nursing and Australian College of Mental
Health Nurses that Clinical Supervision is recommended for all
nurses and midwives irrespective of their specific role, area of
practice and years of experience” (Australian College of Nursing
(ACN), 2019, p.3).

As there are approximately 373,000 nurses/midwives in Australia (Australian
Government (Department of Health and Aged Care), 2021), the Australian College of
Nursing Joint Statement has implications for practice for each nurse/midwife within the
Australian healthcare context. It follows that there are also implications for nurse

managers and decision-makers. (See Table 1 for 2022 Nursing/midwifery numbers).



309, 851

Registered nurses

53, 612 Enrolled nurses
5,560 Midwives with midwife-only registration
20,003 Midwives with dual registration

There are around 372, 759 registered nurses and midwives in Australia, making it the

largest clinical workforce in the country.

Table 1: 2022 Nursing Workforce numbers Ref: Australian Government retrieved from

https://hwd.health.gov.au/resources/data/summary-nrmw.html

In alignment with the Australian College of Nursing Joint Statement, health

services have considered the impact of clinical supervision implementation on nursing

staff. In Queensland, health services have incorporated clinical supervision as a

supportive measure for nurses across all learning pathways (see Figure 3). The

learning pathways are defined in the framework for lifelong learning in Queensland

Health. In this pathway, career development and sustainability are outlined with the

resulting learning and career pathway trajectories shared.

Orientation &
Induction

Transition
Processes

Transiion & the perod of leaming & adjustment
in which the new staff membar acquires he
sidlis, knowledge & values required to become
an affective member of the health care team

This applies to
* new emgoyees
* new graduates (registered & envdlied)
« re-ankry & miesher nurses & midwives
* any nurseimidwife tmansferrng from one
area of pracioe 1o an unfamiliar area of
pracice

Education goals dudng this pedod need o
take into account the ndividual's level of
oxperiance, skils & knosedge as they enter
a specific pracice area

Swpported by:

Preceptorship & Clincal Suwpevision

Model atapied from MNOSS (2015¢)

Broad Concepts of Generic Learning Pathways

Sugported by:

Mertotng, Clinical Supenvision; Succession Management; & Leadership

Underpinned by Hospital & Health Service Performance & Development Planning (PDP) System

Figure 3: Clinical supervision support for the “Framework for lifelong learning for nurses and midwives- Queensland
Health (State of Queensland (Queensland Health, 2018).



This framework and the supportive professional development framework
embed clinical supervision in nursing practice. Queensland Health (QH) have initiated
the “Clinical Supervision Framework for Queensland Nurses and Midwives” (State of
Queensland (Queensland Health, 2021). In this framework, clinical supervision is an
expectation in the practice standard. Figure 4 identifies clinical supervision as part of
supportive professional development activities for employees in Queensland Health in

the mental health sector.

clinical reviews,
case studles,

team meetings

Practice
Standards-
Clinical, debriefing
- Organisational &

mentorship >
Professional

professional/
operational/
managerial
supervision

preceptorship

clinical performance
education development
and training g planning

Figure 4: Supportive Professional Development Activities. Adapted from the Clinical Supervision
Guidelines for Mental Health Services (Queensland Health, 2009, p.10) (State of Queensland
(Queensland Health, 2021).

Despite the Framework for lifelong learning and the supportive professional
development model, a sporadic approach to clinical supervision is seen within
Queensland Health. There are some clinical areas that currently use a peer group
supervision model and others may be considering this as an option due to the appeal
of time efficiency and cost resource usage (Andersson et al., 2013). This research
seeks to understand the experience of the registered nurse participating in peer group
supervision practice in their nursing area. It is recognised that poor supervision
practices may have dire outcomes for staff regarding their confidence and competence
(Beddoe, 2017; Cook et al., 2018; Ladany et al., 2013).



This research is required to explore the peer group supervision phenomenon
and address the questions arising. What does peer group supervision offer as a benefit
to participants and what are the challenges? What does the nurses experience add to
the literature and what impact does this have for the implementation of peer group
supervision in practice? Recommendations will be made about peer group supervision
in this research including which model benefits the professional development of nurses

whilst mitigating the challenges.

1.4 Research question
The overarching research question is: “How might the phenomena of peer
group supervision be understood through the lived experience of nurses participating

in a peer group supervision model”?

1.5 Research aim
To explore the peer group supervision phenomenon through the lived
experience of nurses to understand the integral elements of peer group supervision,

including the benefits and challenges to participation.

1.6 Research design and methodology

Qualitative research is an appropriate methodology for nursing research
studies where the focus is on the participants' experiences (Liamputtong, 2017). Beck
(2013) states “qualitative methods provide researchers with a way of seeing, and a
way to understand; a way of listening, and a way to hear; ways of accessing and

empathetically knowing the most intimate parts of the other” (p. 13).

Nursing research studies need to demonstrate congruence between the
selected philosophy, research approach, and research aim (Beck, 2013; Ellis, 2016;
Liamputtong, 2017; Matua & Van Der Wal, 2015; Zahavi & Martiny, 2019). The
challenge of nursing research is to reflect the multiple realities that clinicians
experience of the phenomena of study. Phenomenology is both a philosophy and a
gualitative research method that considers the meaning of the everyday lived
experience for the person, and then seeks to describe and give voice to this

experience (Johnston et al., 2017; Sloan & Bowe, 2014).

10



The premise of phenomenology is that the subjective experience will be
understood through an insider’s perspective (Gerrish & Lathlean, 2015). In this study,
the insider's perspective is provided by the researcher. For these reasons,
phenomenology is compatible with understanding the lived experience of nurses
participating in peer group supervision (Giorgi, 2012; van Manen, 2017). The
philosopher Gadamer (1900-2002) contributed to the development of hermeneutics
through consideration of ontology in terms of understanding through dialogue, “the
universality that is language” (Taylor & Francis, 2013. p. 83). His magnum opus “Truth
and Method” focuses on the need to consider the historical context of the
understanding. A distinctive aspect of Gadamer's work is the emphasis given to
language, conversation and the sharing of community and culture that comes with
conversation. He discusses prejudices, which are the presuppositions that people
bring to a topic or experience. Like his teacher Heidegger, Gadamer believed that one
could not ignore these existing understandings but rather need to be open to the

experience despite one’s prejudices (Moules et al., 2015).

For Gadamer, language was far more than a tool, “it was the universal horizon
of hermeneutic experience” (Nelms, 2015, p.2). Gadamer describes the fusion of
horizon as “the interpreter and the text each possesses his, her or its own horizon and
every moment of understanding represents a fusion of these horizons” (Gadamer,
2006, p.45). Fusion of horizons arises when history and the present day come
together to bridge the gap between what is known and what could be (Paterson &
Higgs, 2005). In this research, the historical horizon will be the literature associated
with peer group supervision. The present horizon will be the text collected through the
transcribed participant interviews, embedded in the emerging interpretation of the

researcher.
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A Gadamerian philosophical approach is the preferred methodology for this
research project to bring forth, through dialogue and interpretation, an understanding
of the benefits and challenges associated with peer group supervision for the nurses
experiencing it (Finlay, 2014; Gadamer, 1975/2013; Willis et al., 2016). This research
seeks to translate the experiences of the participating nurses into resonating dialogue.
The ordinary, everyday is invited to stand out in hermeneutics and is presented with
the premise that it is possible to interpret the world (Moules et al., 2015). Semi-
structured interviews were utilised in the research design to seek information about

the participants' experience of peer group supervision.

Gadamer describes the “hermeneutic circle” whereby the researcher moves
backwards and forwards between their knowledge of the phenomenon and the
experience of the participants. It considers the parts and the whole of the phenomenon
as a circle or a spiral that increases with additional understanding (Bynum & Varpio,
2018; Earle, 2010; Hopkins et al., 2017; Moules et al., 2015; Taylor & Francis, 2013).
To understand the experience is to recognise that all is not obvious. This is about
understanding the concepts and constructs of peer group supervision as we learn
more about each part of the experience from participants to see the whole arising from

each of these components.

In the search for new understanding, the participant experiences are
hermeneutically explored and analysed until deeper meaning or interpretations arise
and are identified (Gadamer, 1975/2013; Moules et al., 2015). This backward and
forward motion included the literature, the interviews and the interpretations of the
phenomenon to add new understandings or horizons. From this understanding,

recommendations for peer group supervision practice arise.

1.7 The phenomena of interest

Nursing is a highly respected healthcare profession. This has never been more
obvious than during the recent Covid-19 pandemic (Catton, 2020). The pandemic
impacted nurses in many ways. Patient acuity increased, interruptions to work through
the redeployment of staff and the potential health risks to self, family, and friends were
clear (Martin & Snowden, 2020).
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Nursing, as a profession, experienced loss and hardship. This loss has included
colleagues lost to the disease itself as well as those lost to policy changes including
mandatory vaccination. Each change, restriction or alteration of circumstances place
additional pressure on the nurses that remain in the system. Whilst the focus in the
media has been on frontline nurses within acute care sectors, all areas of clinical
practice have been impacted (Roberts et al., 2021). Not only have nurses experienced
loss but they have also experienced a need to rapidly acquire new skills and
knowledge. All these changes are additional to the already high expectations placed
on nurses. Now more than ever nurses are reflecting on their practice and requiring
support to continue in their chosen career. Opportunities exist for nurses to utilise peer

group supervision as a mechanism for support, guidance, and practice improvement.

Many health professionals utilise clinical supervision as a reflective practice to
support staff in their clinical practice. Allied health clinical supervision reflective
practice is well-established in many settings including community health (Kuipers et
al., 2013; Pager et al., 2018). Despite working together in a multidisciplinary team, the
roles and responsibilities, of nurses within these teams are very different. Therefore,
the reflective practice of participant needs, are also different. However, the skill of
reflection and the desire to improve and provide quality nursing care are not reserved
for a single grade of nurse, nor a particular area of clinical practice. Therefore, the
phenomena of interest for this research are registered nurses and their experience of

peer group supervision.

1.8 Research setting

The research setting for Phase 1 of the research was a regional health service
in Queensland. Phase 2 extended the results identified in Phase 1 to explore the topic
in greater depth and detail at a tertiary health service in Queensland where the New
Zealand Coaching and Mentoring model peer group supervision had been currently
implemented for nurses. This specific peer group supervision model had been
selected by the Nursing Executive and subsequently embedded in this setting and
operational for up to seven years. The community health setting provides care to
patients across a variety of teams and care settings such as chronic conditions,
transition care programs, refugee health services, wound care, and acute care at

home.
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The nursing staff were physically located across a large geographical area in
the health service. Nursing staff in community health are highly autonomous and
provide a valued service as they care for vulnerable and complex patients (Casey et
al., 2017; Gardner et al., 2013).

1.9 Research justification

This research provides an understanding of peer group supervision experience
from the voices of nurses engaged in peer group supervision in a community health
setting. Specifically, the research seeks to understand the peer group supervision
process that nurses undertake and to determine the practice of peer group supervision
according to those patrticipating in the process. The research contributes significantly
to understanding the phenomenon by providing interpretation of the lived experience

of peer group supervision for nurses in various community contexts in Australia.

The interpretations provide insight for recommendations relating to all integral
aspects of peer group supervision. Thus, informing nursing decision-makers choosing
to enact recommendations in line with the Australian College of Nursing (2019)
statement: “clinical supervision...should be embedded into student curriculum,
graduate programs and lifelong learning” (p.3). Insights may apply not only to the
nursing discipline but other health care disciplines utilising peer group supervision.
These insights are important because nurses are participating in peer group
supervision and the need to share the positives and challenges of the process must
be explored to increase engagement and to add quality improvement initiatives to the
overall experience. These outcomes provide evidence-based and informed
information to enhance professional capacity of the RN in insightful reflective practice.

A gap currently exists in understanding the lived experience of peer group
supervision for nurses in the Australian healthcare context. Minimal research
describes how nurses perceive and integrate peer group supervision into their
practice. It is presumed that a peer group supervision model impacts the support
processes of registered nurses however these experiences have not been
documented. This research has added to the body of knowledge to help understand
and improve the application of the peer group supervision model in practice, thus
improving the quality of supervision leading to increased work satisfaction for nurses

and ultimately, better outcomes for patients.
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1.10 Research significance

The significance of this research is in the knowledge gained from learning more
about the experience of peer group supervision in practice from those using it. It is
hoped that clinicians will have the opportunity to participate in supportive practices
such as quality clinical supervision throughout their nursing careers. However, the
models of clinical supervision they experience may vary depending on the preferences
and knowledge of decision-makers within the health services (State of Queensland
(Queensland Health) 2021).

White (2017) suggests that clinical supervision has become “exalted in public
policy statements” through espousing the benefits to nursing staff (p.1251). An
example of this is the following statement from Queensland Health.

“Clinical supervision is an important professional
development activity that benefits nurses and midwives, the
people we care for and the organisations in which we work. It is
becoming increasingly recognised as a core component of
contemporary nursing and midwifery practice. Additionally, it
supports reflective practice approaches that align with an
important way to manage health and wellbeing” (State of
Queensland (Queensland Health) 2021. p.3).

However, White (2017) observes there is a lack of visibility regarding clinical
supervision research and suggests this is due to a lack of understanding of the
concepts. This lack of understanding may lead to inadequate or poor practices.
Through the following chapters, this research intends to increase the visibility of peer
group supervision to increase understanding and acceptance of the peer group
supervision model that has the potential to significantly improve practice. At present
there is no consensus on what model of clinical supervision is preferred and when and
how models should be implemented (Bernard & Goodyear, 2019; Pollock et al., 2017).
This research is significant because it provides a voice for nurses who have insight
into the peer group supervision model. Peer group supervision is not a scaled-up
version of one-to-one clinical supervision (Heffron, 2016), it is a unique model with
distinct benefits and challenges. The insights shared from this research contribute
knowledge and understanding regarding peer group supervision practice which will

impact the experiences of nurses now and into the future.
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1.11 Thesis outline
The thesis is structured into the following nine chapters.

Chapter 1: Presents an overview of clinical supervision as a model for
facilitating reflective practice. Peer group supervision was introduced as a specific
model of clinical supervision. The background to the research was presented and the
research question and aim were outlined. The research design, methodology and
setting are described. Finally, the justification and significance of the research are

outlined.

Chapter 2: Provides an in-depth overview of the peer group supervision
literature. It begins with clinical supervision to establish the context and history of this
practice. From this overview, the peer group supervision model is discussed. The
literature review examines participation and non-participation, benefits, and

challenges.

Chapter 3: The experience of peer group supervision in the literature is further
explored through the Tulleners et al. (2023) publication titled “The experience of

nurses participating in peer group supervision: A qualitative systematic review”.

Chapter 4: Provides an in-depth description of the chosen methodology through
which peer group supervision practice may be understood. A variety of methodologies
could have been utilised to explore this topic however a Gadamerian philosophical

approach was selected for its congruence with the research phenomena.

Chapter 5: Provides an overview of the design for the research project. This
chapter provides detail into the research setting, participant selection and recruitment,

ethical considerations, positioning of the researcher, data collection and data analysis.

Chapter 6: Reports the findings from Phase 1. The findings and interpretations
of this initial research phase are described in the article titled “Peer group clinical
supervision for Community Health Nurses: Perspectives from an interpretive

hermeneutic study” (Tulleners et al., 2021).
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Chapter 7: This chapter provides a narrative description of the findings from
Phase 2 of the research. The participants' voices are clearly heard through the

descriptions of their experiences.

Chapter 8: The interpretations of Phase 2 are reported in the article titled
“Contribution of peer group supervision to Australian nursing practice: An interpretive

phenomenological study” (Tulleners et al., 2024).

Chapter 9: The final chapter of the thesis provides a summary of the research
including discussion and commentary of the future directions and implications of
nursing peer group supervision. This chapter provides a synopsis of the strengths and
limitations of the research study. Recommendations for nursing policy and practice
are outlined. The chapter concludes with recommendations for future research into

peer group supervision.

1.12 Chapter summary

The first chapter of this thesis has provided an overview of the research
background and context. The research question has been clearly articulated and the
research aim described. Finally, there has been a clear articulation of the significance
of the research, why it is required and how the research can benefit nurses moving
forward. The following chapter presents an extensive review of the literature to discuss

peer group supervision practice and what this means for nursing.
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CHAPTER 2: LITERATURE REVIEW

“Nothing exists except through language” Hans-Georg Gadamer

2.1 Introduction

Chapter two presents key concepts that will form the foundation for this doctoral
research through review and analysis of the published, peer-reviewed research. This
literature review will outline the concept of peer group supervision and its use in
healthcare. Discussion will include the context of clinical supervision (section 2.2), and
clinical supervision definitions (section 2.3). Discussion relating to participation in the
phenomena of peer group supervision (sections 2.4 & 2.5), the functions and purpose
(section 2.6), and frequency of participation (section 2.7) will be outlined. The
effectiveness of clinical supervision (section 2.8), and benefits (section 2.9) are
shared. An analysis of the models of clinical supervision (section 2.10), clinical
supervision delivery models (section 2.11), individual and group supervision (sections
2.12 & 2.13), peer group supervision characteristics, and peer group supervision
models including a brief overview of the New Zealand Coaching and Mentoring model,
peer group supervision advantages and challenges (sections 2.14, 2.15, 2.16, 2.17,
2.18 & 2.19) is provided. Finally inadequate, or harmful clinical supervision is
discussed (section 2.20) and the chapter summary outlined (section 2.21).

This chapter will outline the supervision process in the practice of nursing. A
review of the clinical supervision literature will occur through the iterative process of
going back and forth from the literature to the researcher's presuppositions. The sum
of the parts and the whole together will form a new horizon of clinical supervision
understanding from which the essence of clinical supervision literature will be
revealed. The purpose of this review is not merely to identify literature gaps or areas
for future research but to “provoke thinking” about peer group supervision and its
construct in nursing practice in a community health setting (Smythe & Spence,
2012.p.14)
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This provocation to think about peer group supervision began for me when |
read an editorial from Martin and colleagues, (2018) describing the international
problems and prospects of peer group supervision. Whilst this editorial did not directly
refer to nursing it utilised powerful language such as “fraudulent” and implied that
participation in peer group supervision may “jeopardize their professional registration”

if not properly conducted (p.998).

Likewise, it was suggested that peer group supervision was not appropriate for
new staff or new contexts. This was very provocative as it contrasted with my
experience of peer group supervision. A particular peer group supervision session of
my own exemplified this contrast for me. It involved a peer group supervision session
where a peer brought a complex patient safety situation to the group. The resulting
action was group support to our peer who was then able to escalate the situation to
nursing management. The reassurance from the reflective discussion provided the
rationale and clinical support needed to confirm and assure the right decision was
made. We were supportive, accountable and person centred which is why this editorial
challenged me to want to know/learn more about this phenomenon. It is with this
presupposition or prejudice that | come to the literature acknowledging that this can

either open my perceptions or close them down (Gadamer, 1975/2013).

There is a plethora of literature relating more generically to clinical supervision.
Taking a deep dive into the clinical supervision narrative creates an understanding of
the concepts. This comprehensive review includes hermeneutic mapping and
classification that explores the concepts of peer group supervision and what they
mean in the professional nursing context. Figure 5 provides a visual representation of
the circular movement of a hermeneutic literature review that has been used to guide

this review of the literature.
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Figure 5: The hermeneutic literature review. Reproduced with permission of the authors (Boell & Cecez-
Kecmanovic, 2014 p. 264).

In consultation with the graduate research school librarian, search terms and
selection of the electronic databases were determined in early 2019. An initial
literature search of Prospero -International prospective register of systematic
reviews, was conducted in Phase 1 utilising keywords such as clinical supervision,

peer group supervision and nursing.

A further review of the literature was conducted utilising the following
databases selected for their relevance to the topic and discipline: Cumulative
Index to Nursing and Allied Health Literature (CINAHL), EBSCOhost,
ScienceDirect and Clinicalkey. Keyword searches included: clinical supervision
“and” and “or” peer group supervision, nursing “and” and “or” nurses. Due to the
plethora of publications related to the topic of clinical supervision, inclusion criteria
included peer reviewed journal articles, books, and theses published from 2009
onwards to ensure contemporary research was located. In consultation with the
supervisory team, the date range was developed to ensure the most contemporary
information was included except where seminal or earlier literature was relevant

to support the concepts discussed.

This literature search was updated in Phase 2 to identify any newly published
research. When conducting the systematic review for the publication titled “The
experience of nurses participating in peer group supervision: A qualitative
systematic review” (Tulleners et al.,, 2023) a comprehensive search of eligible

gualitative literature in the electronic databases (EBSCO MegaFILE Ultimate, Web
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of Science, PubMed, ProQuest dissertations and thesis) was conducted to retrieve
all English language literature containing studies relating to nursing peer group
supervision. No date limits were applied to ensure all relevant research including

seminal work was included and integrated into the proposal.

The comprehensive literature review also explored relevant methodology
literature with the following search terms: phenomenology, hermeneutic
phenomenology, interpretive phenomenology and Gadamer. Inclusion of English
language or English translation texts was to avoid errors in translation and

potential loss of meaning.

2.2 Clinical supervision context

To clearly establish the context of peer group supervision, the literature review
commences with a discussion of the broad concept of clinical supervision. As
mentioned in Chapter 1, clinical supervision has a long, evolving, international history
of utilisation in health care, with beginnings dating back to the eighteenth century
(White & Winstanley, 2014). From those early beginnings, clinical supervision has
evolved from meetings in Sigmund Freud’s home to the practice as it is known today

and as it is widely used by health professionals.

The extensive utilisation of clinical supervision is reflected in the international
helping professions literature. Bernard and Goodyear (2019) describe clinical
supervision as being the signature pedagogy that “most categorises the preparation
of mental health professionals” (p.2). White and Winstanley, (2014) noted that the
“historical affinities among charity work, social work, nursing and midwifery allowed a
cross pollination of professional practises, on both sides of the Atlantic” (p.13). The

clinical supervision literature is not limited to a singular profession or context.

Nursing clinical supervision dates from “the 1920s” (Cutcliffe & Sloan, 2014,
p.183). However, more recent literature offers insight into the development and
utilisation of clinical supervision practice. The United Kingdom utilised clinical
supervision in several ways. In the 1980s clinical supervision was recommended as

an integral part of the mental health nursing structure (White & Winstanley, 2014).
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Within midwifery, clinical supervision was originally utilised as a statutory
requirement to safeguard the public (White & Winstanley, 2014; Darra et al., 2016;
United Kingdom Central Council, 1993). Enquiries into adverse patient safety events
in the 1990s, led to clinical supervision being recommended for maintaining patient
safety in general nursing contexts (White & Winstanley, 2014; United Kingdom Central
Council, 1993). In the Australian health context clinical supervision policy became
prominent from approximately 2010, although its use has been documented for

several decades prior (White, 2017).

2.3 Clinical supervision defined

Review of the literature demonstrates there is no one definition that fully
encapsulates clinical supervision terminology, concepts, and elements (Cutcliffe et al.,
2018). Terminology is important to ensure understanding, therefore, this review begins
with the language of clinical supervision. There is power in words and terms, and they
are not always understood in the same way by all people, even within disciplines
(Zhang et al., 2021). Determining a universally accepted definition for clinical
supervision has been challenging and even creates barriers (Davys et al., 2017
Falender & Shafranske, 2014; Kenny & Allenby, 2013; Martin et al., 2017; Rushton,
2011). This concept is clearly seen in the literature through the use of various

definitions.

The term clinical supervision can have different meanings in different contexts
which is where the confusion arises. Vandette and Gosselin (2019) noted that in the
Canadian context “Psychology and social work make clear the distinction between
supervision and consultation, whereas the profession of nursing defined supervision
as consultation” (p.305). Bond and Holland (2011) suggest the number of definitions
may equal the number of instances clinical supervision is referred to in the published
literature. It may be asserted that different professions try to explain or define
supervision in a way that is acceptable and relevant to their context. Butterworth
(2022) suggests we will “eventually arrive at a useful and commonly understood

definition for nurses” (p.21) however more work in this area is still needed.
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Outside the nursing profession, clinical supervision terminology differs
depending upon the health discipline and may relate to competence or regulation of
practice (Cruz et al., 2012; Cutcliffe et al., 2018; Falender & Shafranske, 2014; Love
et al., 2017; Pollock et al., 2017). Within nursing, clinical supervision terminology has
become synonymous with other terminology such as buddying, preceptorship, and
mentorship and has been used interchangeably with these labels (Fowler, 2013a;
White, 2017).

The alignment with buddying systems is seen in the extension of support and
in this context clinical supervision refers to students undertaking practical experience
in the clinical environment (Kenny & Allenby, 2013; King et al., 2020). Ekstedt et al.,
(2019) noted that clinical supervision when offered by multiple buddies is especially
beneficial. Clinical supervision can be provided to staff returning to the workplace after
an absence, changing their scope of practice or because of disciplinary action related
to breaches of professional standards (Nursing and Midwifery Board of Australia
(NMBA), 2016; Australian Health Practitioner Regulation Agency (AHPRA), 2022).

Given the variation in definitions of clinical supervision, it is not surprising there
is an element of confusion surrounding the concept. It follows that the terms clinical
and supervision have additional connotations in nursing. The word clinical may be
interpreted by some to mean an acute care nursing context rather than clinical practice
more broadly (Bishop, in Cutcliffe et al., 2011). Supervision may imply authority and
denote someone watching and critiquing clinical practice. This may be viewed as
managerial or even as a punitive process related to performance (Bailey et al., 2014;
Basa, 2019; Bond & Holland, 2011; Davis & Burke, 2012; Dawber, 2013a; Love et al.,
2017; Masamha et al., 2022). Concerns about the intent of supervision may lead to
resistance or caution even before nurses are introduced to the proactive reflective
clinical supervision concepts (Love et al., 2017; O'Keeffe & James, 2014; Rothwell et
al., 2021; Taylor, 2013).

A definition that is supportive of the mentorship and buddy approach to clinical
supervision is that of Pollock et al. (2017) who defined clinical supervision as: “the
facilitation of support and learning for healthcare practitioners enabling safe,
competent practice and the provision of support to individual professionals who may

be working in stressful situations” (p.1826).
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Bond and Holland (2011) in a practical guide to nursing clinical supervision
identify:

“Clinical supervision is regular, protected time for
facilitated, in-depth reflection on complex issues influencing
clinical practice (p.15). It aims to enable the supervisee to
achieve, sustain and creatively develop a high quality of practice
through the means of focused support and development. The
supervisee reflects on the part she plays as an individual in the
complexities of the events and the quality of practice.

This reflection is facilitated by one or more experienced
colleagues who have expertise in facilitation and the frequent,
ongoing sessions are led by the supervisee’s agenda. The
process of clinical supervision should continue throughout the
person’s career, whether they remain in clinical practice or move
into management, research, or education” (p.15).

MacLaren et al. (2016) suggest it may be “helpful to think about supervision
‘practices’ (what is done) rather than try to accept a singular concept” (p.2425). Whilst
Cutcliffe et al. (2011) offered a list of posited parameters for clinical supervision
including provide support, be regular and challenge the clinician’s practice. It is
possible to define clinical supervision through either an experiential or regulatory lens.
For example, clinical supervision can also satisfy the regulatory practice requirements
for the Registered Nurse (RN) who “develops practice through reflection on
experiences, knowledge, actions, feelings and beliefs to identify how these shape

practice” (Nursing and Midwifery Board of Australia, 2016, p. 3).

Comparisons can be drawn between clinical supervision and mentorship.
Though definitions of clinical supervision may vary, the common thread that sets
clinical supervision apart from terms like mentoring is the element of reflection (Buus
et al., 2013; Fitzpatrick et al., 2015; Francke & de Graaff, 2012; Gardner et al., 2021,
Howard & Eddy-Imishue, 2020; Koivu et al., 2012; Love et al., 2017). Mentorship can
be “described as a process through which an experienced person (mentor) guides
another (mentee) in developing skills and knowledge for their professional
development” (Burgess et al., 2018.p.198).
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Whilst reflection can be a part of the mentorship relationship, Cutcliffe et al.
(2011) describes clinical supervision as providing a forum for reflection which then
underpins clinical supervision practice. Having the right environment can facilitate
learning or teaching of reflection. Fowler (in Cutcliffe et al., 2011) goes further and
notes that whilst reflection can stand separate from clinical supervision, the opposite
is not true. Without reflection playing a pivotal role, clinical supervision may not exist.

It is these understandings of clinical supervision that inform this research project.

2.4 Participants in clinical supervision

Participants of clinical supervision have included mental health professionals
from disciplines such as psychology, social work, and counselling (Amanvermez et al.,
2020; Atik & Erkan Atik, 2019; Barron et al., 2017; Basa, 2019; Borders, 2012; Gardner
et al., 2021; Martin et al., 2016; Murphy-Hagan & Milton, 2019; Pager et al., 2018;
White & Winstanley, 2014). Participation is a clinical supervision expectation that has
been embedded in nursing and other health disciplines and has been deemed
essential for competency by regulatory and accrediting bodies (Alfonsson et al., 2018;
Bailey et al., 2014; Bernard & Goodyear, 2019; Borders, 2012; Love et al., 2017;
Pelling et al., 2017; Tugendrajch et al., 2021; White & Winstanley, 2014). What exists
is often a non-uniform and informal reflective process that requires a professional to

engage and document. Participation more formally is not clearly defined.

Participation is not exclusively restricted to the mental health professions. The
international literature describes clinical supervision utilisation by medical
practitioners. Nielsen and Davidsen (2017) report that in Denmark, group supervision
is a regular part of “professional development in general practice” (p.258). O'Keeffe
and James, (2014) report that participating in clinical supervision was appropriate for
medical practitioners due to parallels paediatricians' have “with the mental health
workforce” (p.947). Allied health clinicians including occupational therapists,
physiotherapists, speech pathologists and dieticians have been reported in the
literature to utilise clinical supervision as part of their established practice (Davis et al.,
2022; Kuipers et al., 2013; Matrtin et al., 2016).
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Clinical supervision was originally utilised in the mental health nursing context
due to similarities and linkages between the counselling professions. Whilst Bernard
and Goodyear (2019) assert that clinical supervision skill acquisition is essential for all
mental health professionals, discussion on clinical supervision now features
prominently in the non-mental health nursing literature (Butterworth, 2022; White,
2014). Clinical supervision became evident in child protection and midwifery literature
due to its use in addressing concerns about clinical practices (Driscoll et al., 2019;
Lavery et al., 2016; Love et al., 2017; White & Winstanley, 2014).

Whilst the following is not exhaustive, the contemporary literature reports the
implementation of clinical supervision into many varied contexts such as acute
medical-surgical wards (Koivu et al., 2012), child and family health (O'Neill et al.,
2022), midwifery (Love et al., 2017; Merits et al., 2019), neonatal intensive care
(Johansson, 2015), hospice (Francis & Bulman, 2019), community health (Tulleners
et al., 2021), cancer care (Cook et al., 2020) and rural nursing (Kenny & Allenby,
2013). It is asserted that clinical supervision should be available to nurses in all
contexts and form a part of everyday practice (Bifarin & Stonehouse, 2017; Davis &
Burke, 2012; Evans & Marcroft, 2015; Love et al., 2017). The expansion of clinical
supervision in nursing contexts aligns with the Australian College of Nursing's
recommendation that clinical supervision should be available for all nurses regardless

of expertise, clinical context, or role (Australian College of Nursing, (ACN), 2019).

The clinical supervision literature predominantly focuses on the health clinician
postgraduate education, however, participation in clinical supervision by
undergraduate nursing and allied health students is articulated in the literature (Atik &
Erkan Atik, 2019; McKenney et al., 2019; Murphy-Hagan & Milton, 2019). Blomberg
and Bisholt, (2016) offered clinical supervision to first and third-year nursing students
to assist with developing ethical reasoning. Cutcliffe et al. (2011) notes that educating
undergraduate nurses on the principles of being a supervisee not only sets a good
foundation for reflective practice but also negates the need for extensive education
later. This research explores peer group supervision concepts among registered
nurses however transition of students in the community health setting as part of their

undergraduate student placement program provides opportunity for them to engage.

26



Undergraduate education could influence acceptance and uptake of clinical
supervision as students are assisted to understand the purpose of clinical supervision
leading to an expectation of participation when entering the workforce. This was
reinforced by Dungey and Bates (2021) who suggested that an earlier introduction
may make it easier to follow the peer group supervision rules and structure. The
introduction of standardised education into the undergraduate curriculum may also
alleviate clinical supervision diversity of practice and offer a sense of professional
inclusion at time of graduation and entry to practice (Cutcliffe et al., 2011; Dungey et
al., 2020).

The patient is at the centre of supervision even if not directly discussed as an
active participant. As Corey et al. (2014) state, “supervision is the unique relationship
between a supervisor, supervisee and the clients served” (p.2). Proctor, (2008)
describes the patient as one of the powerful off-stage characters. Clinical supervision
is for or about the patient which is why it is important to understand and strive for
guality supervision. Understanding and quantifying the benefit to the patient has been
problematic and less clearly articulated in the literature (Carpenter et al., 2013; Davys
et al., 2017; Rast et al., 2017; Saab et al., 2021). Losing focus on the patient during
clinical supervision could cause discontent for the clinician participating (Kenny &
Allenby, 2013). Edgar et al. (2022) suggest that further research is required into the

potential enhancement of person-centred care through clinical supervision.

Clinical supervision always occurs in a professional context. The final,
previously unmentioned participants are the professional associations that determine
the requirements for quality, ethical clinical practice (Borders, 2012; Sloan & Grant,
2012). Health professionals are accountable for their decisions and actions and are
held to account for these decisions through their professional associations and
registration bodies. Whilst not obvious participants in clinical supervision per se, they

are nevertheless an important consideration.

2. 5 Non-participation in clinical supervision

It is worth noting that just because clinical supervision may be for clinicians, this
does not mean all clinicians participate in clinical supervision. The literature identifies
multi-pronged barriers to clinical supervision participation that cannot be identified as

pertaining to a single discipline, person, or cause.
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The literature reports that reasons for non-participation may include
organisational barriers such as being understaffed or difficulties relating to attendance
such as rostering practices (Buus et al., 2018; Dilworth et al., 2013; Evans & Marcroft,
2015; Love et al.,, 2017). Other barriers were more personal in nature such as
motivation (Gonge & Buus, 2015). When staff were unmotivated to achieve their aims,
they did not participate in clinical supervision. Another important barrier to participation
is the concern that peer group supervision is a managerial tool used to check up on
staff (Howard & Eddy-Imishue, 2020). MacLaren et al., (2016) noted in the
multidisciplinary team setting that feelings of inferiority related to group members

expertise can be a barrier to participating.

Being too busy and not having time was frequently reported by nurses as a
reason for non-participation (Davis & Burke, 2012; Driscoll et al., 2019). Rothwell et
al. (2021) in a rapid review identified “lack of time and heavy workloads” as a major
barrier to participation (p.4). Buus et al. (2018) explored the resistance to group clinical
supervision and found that a nurse may take two distinct positions “either ‘legitimately’
forced into non-participation or deliberately rejecting participation” (p.790). There were
clinicians who felt they had no opportunity to participate because sessions were held
at times when they were unable to attend and there were clinicians who purposefully
chose not to attend. Unsurprisingly, Buus et al., (2018) reported that having a previous
poor experience during clinical supervision made participants unwilling to participate.
Poor experiences such as feeling unsafe or hearing unwanted disclosures, being

silenced and disempowered are powerful barriers to attendance.

Bond and Holland (2011) explored the reasons for resistance to clinical
supervision and found they related to both the individual and the organisation. The
authors identified levels of resistance from nil to outright rejection of supervision and
noted that hidden issues such as fear could impact resistance (Bond & Holland, 2011).
Fear can include fear of the unknown, fear of what will be found out or even fear of
what others may think. At times of increased clinical demand, such as during the
Covid-19 pandemic, staff may benefit most from clinical supervision and yet it may be
the time when they are least likely to participate (White, 2017).
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Dilworth et al. (2013) contend that resistance to clinical supervision could be
decreased if it is seen to be “real work” and therefore prioritised as such. This may
include embedding clinical supervision into nursing culture (Cook et al., 2020; Saab et
al., 2021). Fowler (2013d) goes further and says nurses need to not just “find time but
make time” (p.1322). Hall (2018) speculates that making participation mandatory might
increase the benefits. Masamha et al. (2022) in their scoping review, identified that
nurses may not participate in clinical supervision due to the “lack of clarity surrounding
definitions and models, the availability of parallel forms of support and having the time,

resources and skills” (p.8).

2.6 The functions/purpose of clinical supervision.

It is important to develop an in-depth understanding of the functions and aims
of clinical supervision in practice (Colthart et al.,, 2018). The previously explored
definitions identify a multitude of functions or purposes associated with clinical
supervision. Bernard and Goodyear (2019) describe the enhancement of professional
development and ensuring optimal client outcomes through professional standards as
the dual purposes of clinical supervision. Falender and Shafranske (2021) concurred
that these dual purposes are recognised internationally in clinical supervision
practices. Corey et al. (2014) suggests that in addition to the purpose outlined by
Bernard and Goodyear (2019), the goals of supervision are to monitor performance

and enable self-supervision.

Nurses have many competing priorities within their clinical practice and day-to-
day workload. There are many decisions made about what is essential for patient care
and what is not (Suhonen et al., 2018). Given this, clinical supervision is questioned
as a priority for patient care and sometimes viewed more as a trend of the moment
(Davis & Burke, 2012; Kenny & Allenby, 2013; Wright, 2012). Cutcliffe et al. (2011)
state:

“At its worst, clinical supervision has the potential to be a
time-consuming negative experience but at its best, clinical
supervision has the potential to galvanise and motivate
individuals and teams and to be a significant part in the quality

assurance process” (p.8).
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Several systematic reviews have explored clinical supervision effectiveness
and reported limited empirical evidence (Carpenter et al., 2013; Cutcliffe et al., 2018;
Pollock et al., 2017). Martin et al. (2021) noted that effective clinical supervision can
positively impact burnout and retention. The literature reports variations in the
identified functions of supervision. These variations may be influenced by the nature
of the discipline and the context. Bernard and Goodyear (2019) state it is important to
recognise the unigueness of clinical supervision from other common functions such as
teaching, counselling, or consultation. Health professionals need to identify and clarify

the purpose and functions of supervision prior to commencement.

As part of the Supervision Alliance Model, the functions or tasks of clinical
supervision are described in the counselling and psychotherapy context (Butterworth
et al., 2001). These functions are “normative (monitoring and self-monitoring,
standards, and ethics), formative (learning and facilitating learning) and restorative
(support and refreshment)” (Sheppard et al., 2018. p. 297). These share a similarity
with Kadushin et al. (2009) who describe the functions of clinical supervision for social

work as being administrative, educational, and supervisory.

Three functions suggested by Proctor (2008) have been readily adapted into
nursing and allied health clinical supervision (Cutcliffe & Sloan, 2014; Snowdon et al.,
2019). It was noted by Pollock et al. (2017) that Proctor's model was “the most
frequently cited model of clinical supervision” (p.1831). This discussion highlights that
clinical supervision sessions may focus on all or some of Proctor's functions
depending upon the situation presented or discussed. The premise is that the clinician
chooses which function they are requiring dependent upon their needs at the time.
Proctor in Cutcliffe et al. (2011) states that if the restorative function is not experienced

then the other functions (normative and formative) may not follow.
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Figure 6. Proctors model of clinical supervision. Reproduced with permission from Saab et al., 2021.

Despite these three functions being first described several decades ago, the
literature continues to identify their relevance and application in clinical supervision
today (Barron et al., 2017; Bernard & Goodyear, 2019; Bulman & Schutz, 2013;
Driscoll et al., 2019; Evans & Marcroft, 2015; Fowler, 2013a; Lee et al., 2019; Markey
et al., 2020; McCarthy et al., 2021; Saab et al., 2021; Sheppard et al., 2018).

Further research describes the benefits related to focusing a supervision model
solely on one function such as restorative supervision. Key et al. (2019) reported on a
Scottish clinical supervision model developed with the intention of increasing and
improving self-care and morale. Wallbank’s, (2013) study described the benefits of
restorative supervision for both nurses and the families they worked alongside. Tuck’s,
(2017) study involving acute care mental health nurse's reports using all three

functions as described by Proctor.

Clinical supervision is noted to have multiple functions, purposes and aims.
Pelling et al. (2017) state the aim of clinical supervision is “to increase self-awareness
and enhance professional competence” (p.20). This aim aligns with the Registered
Nurse Standards for Practice where the nurse “develops practice through reflection on
experiences, knowledge, actions, feelings and beliefs to identify how these shape
practice” (Nursing and Midwifery Board of Australia (NMBA) 2016, p. 3).
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What is surmised from the literature is that the function and purpose of clinical
supervision needs to be carefully considered and articulated. For example, the
function may be restorative, but the purpose is to manage the emotions associated
with nursing work (MacLaren et al., 2016). Clarity prior to implementation is clearly

needed to ensure alignment with the professional expectations and requirements.

2.7 Freguency of participation in clinical supervision

The research literature indicates that effective supervision is associated with
frequent attendance (Lee et al., 2019; Martin et al., 2014). Rothwell et al (2021) in their
rapid review reported the importance of “regular and constructive feedback” (p.4).
However, it is noted that whilst regular clinical supervision practice is preferred, it
should be based on clinician need (Bernard & Goodyear, 2019; Davis & Burke, 2012;
Dawber, 2013b; Dilworth et al., 2013; Driscoll et al., 2019; Kenny & Allenby, 2013).
Frequency of participation is not only based on the decision making of the participant.
Influences on the frequency of attendance can be also related to organisational and
policy guidelines of the professional. Certain health professions, such as counselling,
specify a designated frequency of supervision participation (Wahesh et al., 2017).
Nicholas & Goodyear (2020) report minimum weekly supervision sessions as
potentially best for new psychology trainees becoming less frequent as competence
develops.

Frequency of clinical supervision attendance is not often specified in the
literature (Rothwell et al., 2021). Those reports that do mention frequency suggest
anywhere from weekly to monthly (Dilworth et al., 2013; Tulleners et al., 2021). Whilst
there is no magic number for attendance, there can be no benefits if individuals do not
participate or if participation is limited (Gonge & Buus, 2015; Howard & Eddy-Imishue,
2020). A systematic review by Huday et al. (2023) reported that there was a
relationship between frequency of attendance, job satisfaction and positive
engagement. Unexpected influences such as Covid-19 resulted in contrasting
experiences of frequency and duration. A rapid review by Martin et al (2022) found
some clinicians experienced a reduction in frequency from fortnightly to monthly with
a decrease in time allotted whilst others reported continued support throughout the
pandemic. Failure to articulate parameters such as frequency of participation

expectations can impact the outcomes of clinical supervision (Cutcliffe et al., 2018).
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2.8 Effectiveness of clinical supervision

Howard & Eddy-Imishue’s (2020) integrative review explored the notion of
adequate and effective clinical supervision. The review found that adequacy is hard to
define due to the wide variation in clinical supervision delivery. Factors that could
influence whether clinical supervision was effective included regular participation and

understanding of the concept, process, and benefits.

Snowden (2019) noted that clinical supervision focus, skills and environment
can impact effectiveness. This concurs with elements suggested by Martin et al.
(2014) who provided insight into practical ways clinicians could facilitate effective
clinical supervision. In the position statement on Clinical supervision for nurses and
midwives, the Australian College of Nursing (ACN), Australian College of Midwives
(ACM) & Australian College of Mental Health Nurses (ACMHN) identify contributing
elements to effective clinical supervision such as confidentiality and cultural safety.

Figure 7 shares a visual representation of these contributing elements.

EFFECTIVE CLINICAL SUPERVISION

15 conducted in regular,
private & protected time, away
from the practice setting

is confidential within the ethical
& legal boundaries of nursing
& midwifery practice

develops knowledge & confid

with a strengths-focus aimed at

building supervisee practice skills
& awareness of practice

SEEEED epdiit,
rewards of practice & to

is predictable and consistent with

thoughtful & clear structures,
boundaries, processes & goals

Figure 7: Australian College of Nursing (ACN), Australian College of Midwives (ACM) & Australian College of
Mental Health Nurses (ACMHN) poster
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Evaluation is a vital step in the implementation of interventions be they related
to patient care and clinical decision making (Boswell & Cannon, 2018) or the
introduction of supportive practices such as clinical supervision (Martin et al., 2014).
There is difficulty in evaluating clinical supervision effectiveness as it is individual,
complex, and hard to discern what is attributed purely to the supervision process rather
than some other additional factor (Fowler, 2014). The complexity of attribution
contributes to the identified lack of evaluation research (Bernard & Luke, 2015). This
lack of evaluation could impact effectiveness as regular evaluation has been shown to
support clinical supervision practice (Driscoll et al., 2019). Methods for evaluating
effectiveness may be aligned to certain frameworks like Proctors, formative, normative
and restorative aspects (Fowler, 2014). Tools to assess the quality of supervision are
required no matter which evaluation method is selected (Beckman et al., 2020).
Careful consideration of tool selection is required to provide meaningful information
(Gabrielsson et al., 2019; White, 2018).

Zhu and Luke (2021) suggest that clinical supervision outcomes can be
explored through a “heuristic framework” that considers a holistic view of categories
of outcomes rather than a single outcome (p.105). Whatever the chosen evaluation
method, it is important to consider from inception how clinical supervision will be
implemented and its effectiveness as this can be a weakness in the procedures of
organisations (Colthart et al., 2018; Lee et al., 2019).

2.9 Benefits of clinical supervision

Clinicians engage in clinical supervision for a variety of reasons (Edgar et al.,
2022) but other than just providing a “contribution to staff well-being” there should be
an expectation of beneficial outcomes (White, 2018. p.1438). Martin et al. (2021)
suggest that effective clinical supervision and supervisors may be “pre-cursors for the
realisation of beneficial effects” (p.22). It can be argued that there can be no benefits
unless clinical supervision is effective and therefore these two elements are closely
linked.
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Benefits are reported in the literature as being professional, organisational, and
individual. Bernard and Goodyear (2019) suggest that professions benefit from clinical
supervision through the preparation and increased competence of clinicians and the
safeguarding of patients/clients. Benefits for organisations may include a positive
impact on recruitment and job retention (Carpenter et al., 2013) potential reduction of
“‘missed care” by nurses (Markey et al, 2020) and a desire of staff to “give back” (Love
et al., 2017. p.277).

Cutcliffe et al. (2018) found narrative/anecdotal benefits were described by
nurses and included increased support, confidence, teamwork, and a decrease in
isolation. Whilst the following information is not exhaustive, peer-reviewed literature
reports high-quality clinical supervision has been demonstrated to provide supportive
feedback and decrease the effects of nursing stress and burnout (Cook et al., 2020;
Feerick et al., 2021,) enhance teamwork and skills development (Darra et al., 2016),

and enhance professional growth and development (Edgar et al., 2022).

Clinical supervision further creates a suitable environment for self-care and
builds resilience (Driscoll et al., 2019), increases staff satisfaction (Carpenter et al.,
2013), improves practice, (Kumar et al., 2015: Love et al., 2017), assists with nurses’
emotional work (MacLaren et al., 2016) and mitigates compassion fatigue (Stacey et
al., 2020). Benefits for clinicians have been widely reported in the clinical supervision
literature. Whilst reported anecdotally, it is important to note that benefits to the patient
remain difficult to quantify (Alfonsson et al., 2018; Kiihne et al., 2019). This lack of
empirical evidence can be challenging for the profession and the organisation leading
to hesitancy in implementing clinical supervision. It is important to firstly understand
and implement clinical supervision before appropriate and needed patient impact
evaluations can be conducted. Understanding clinical supervision models and their

implementation and importance to staff and workplaces is first required.
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2.10 Clinical supervision models

To fully understand the concept of clinical supervision a brief discussion on the
models underpinning this practice is required. Bernard and Goodyear (2019) describe
various models as underpinning clinical supervision in the psychotherapy and
counselling professions. The purpose of utilising a specific model is to provide a
perspective or lens through which clinical supervision will be underpinned for the
participants. These models may emphasise theoretical, developmental or process
elements and perspectives of clinical supervision. Whilst clinicians may prefer one
model, they may incorporate aspects from several models into their practice
depending upon the requirements at the time (Bernard & Goodyear, 2019). Cade and
Tauscher (2020) describe clinical supervision models as providing a guide for

participants to “navigate the supervisory process” (p.4).

Understanding the theoretical models may inform both how a clinician practices
as a counsellor and a supervisor. They offer a theoretical lens through which to view
practice cases and issues and to develop as a clinician (Cade & Tauscher, 2020). An
example of a theoretical model may be supervision that utilises cognitive behavioural
therapy (Bernard & Goodyear, 2019; Cummings et al., 2015). Developmental models
focus on the progression of the clinician from one stage to another through learning
goals (Pelling et al., 2017). The progression is not necessarily linear but occurs in a
way that aids the development of the clinicians’ skills and knowledge (Cade &
Tauscher, 2020; Bernard & Goodyear, 2019).

Process models of clinical supervision “primarily step back to observe the
supervision process itself” (Bernard & Goodyear, 2019. p.46). For example, Hawkins
and Shohets provided a process model called the seven-eyed model that can
empower and guide the clinicians' reflective process (Regan, 2012). Hawkins and
McMahon (2020) further suggest the seven-eyed model can assist both supervisors
and supervisees to develop supervision styles and even review the supervision

process.
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The selection of a guiding model can be potentially problematic. A systematic
review by Carpenter et al. (2013) found that many research studies did not clearly
identify the model used creating uncertainty for clinicians. In a review of twenty-five
years of clinical supervision research, Watkins (2019) noted that no one model was
preferred over another. It is important to note that, the selection of models depends
upon the profession and should meet the outcome requirements of the clinician.

An example of this was reported in Gardner et al. (2021) study where facilitators
in the research were offered two models from which they could select the model that
best encouraged allied health staff to reflect deeply. The lack of clarity in the literature
regarding underpinning models or competencies specific to clinical supervision in
nursing may influence understanding and usage (Cookson et al., 2014; Cutcliffe &
Sloan, 2014; Howard & Eddy-Imishue, 2020; Love et al., 2017; Martin et al., 2014;
Pearce et al., 2013; Sheppard et al., 2018).

2.11 Clinical supervision delivery models

Models of clinical supervision delivery vary across health organizations and
ideally reflect the needs of the clinician, profession, and the organisational resources
(Cross et al., 2012; Davis & Burke, 2012; Gardner et al., 2021; Martin et al., 2014).
Traditionally a one-to-one individual model has been utilised and may be considered
the “cornerstone for professional development” (Bernard & Goodyear, 2019, p.190).
Other models include dyad, triad, group, or peer group supervision or a combination
of aspects of these approaches (Martin et al., 2014). Each model has its own definition,
benefits, and challenges. The models differ regarding the relationship between the
supervisor and supervisee, for example, expert vs non-expert. There is no consensus
on which is the ideal or preferred model with more research needed in this area
(Alfonsson et al., 2018; Borders, 2012; Fowler, 2013c).
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2.12 Individual clinical supervision model

Supervisor Supervisee

(expert)

Figure 8: One to one/individual clinical supervision (Image source: Toa Heftiba Unsplash)

The traditional one-to-one model of individual supervision is characterised by
usually an experienced clinician (expert) whose role is to provide supervision and
accountability to the practice of the supervisee (Basa, 2019; Bernard & Goodyear,
2019, Bifarin & Stonehouse, 2017, Bond & Holland 2011; Falender & Shafranske,
2014; Fowler, 2013c; Pack, 2012; Pelling et al., 2017). This traditional model appears
to be preferred by supervisees working in helping professions (Livni et al., 2012;
Bernard & Goodyear, 2019; Bond & Holland 2011;).

While the supervisee may select their supervisor depending on the context and
profession, finding a match is not always easy. This is important as choosing a
supervisor is considered to contribute to high-quality clinical supervision (Kumar et al.,
2015; Martin et al., 2016; Pack, 2012; Sloan & Grant, 2012). Supervisors are usually
people at senior levels and ideally should not be the supervisees' line manager (Bifarin
& Stonehouse, 2017, Livni et al., 2012, Martin et al., 2014, Sloan & Grant, 2012).
Supervision relationships are unequal; therefore, it is important in the traditional one-
to-one model to consider power differentials that may impact the supervision
experience for both the supervisor and supervisee (Bernard & Goodyear, 2019; Cook
et al., 2018).
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Bernard and Goodyear (2019) describe factors that can influence the
supervision relationship. From the supervisee's viewpoint, factors can include
motivation and engagement with the supervision process, level of development, and
trust in the supervisor and process. Supervisor factors may include their trust in the
supervisee and the use or abuse of the power differential. Bond and Holland (2011)
suggest that both the supervisee and supervisor have responsibilities. The
supervisee/supervisor roles have similar responsibilities in some respects such as
engagement, preparation, reflection, and accountability. Supervisor responsibility is to

challenge the supervisee whilst providing constructive feedback.

The ability to supervise is not an innate skill and as such must be developed to
prepare supervisors for practice (Watkins et al., 2014). There is no consensus in the
literature on the optimal educational requirements for supervisors and this may be
contextualised for the profession (Driscoll et al., 2019; Fitzpatrick et al., 2012; Glover
& Philbin, 2017; Hall, 2018; Harvey et al., 2020; Kihne et al., 2019). In the Australian
context, a recent positive evaluation of the “Clinical Supervision for Role Development
Training” may provide options for supervisor education for nurses. The education
program seeks to develop skills and knowledge through the adoption of a “strengths-

based approach” (Harvey et al., 2020. p3).

Supervisors are described in the literature as requiring certain qualities and
skills. Barnett and Molzon (2014) describe skills that may include the ability to ethically
create a safe space for the supervisee whilst balancing the need to gatekeep the
profession. Love et al. (2017) identified the need for supervisors to create a safe space
and be credible whilst demonstrating “neutrality, openness, reassurance, and
confidentiality” (p.275). Credibility and professional expertise are identified as
important supervisor qualities (Dawber, 2013; Snowdon et al., 2019). It is also
suggested that supervisors should possess qualities such as emotional intelligence
and highly developed communication skills (Temane et al., 2014). Alongside
supervisor qualities and skills, behaviours such as providing challenging feedback can
also greatly influence the supervision experience (Ladney et al., 2014). Whilst the one-
to-one model of clinical supervision has been traditionally utilised, clinicians also avalil

themselves of alternatives such as group supervision.
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2.13 Group supervision model
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Figure 9: Group supervision (Image source: Clker-Free-Vector-Images from Pixabay)

Group supervision may be a standalone practice or combined with one-to-one
clinical supervision (O'Neill et al., 2022; Smith et al., 2012). The group supervision
model with an educated supervisor has become an increasingly popular clinical
supervision option in many professions (Borders, 2102; Dilworth et al., 2013; Driscoll
et al.,, 2019; Knight, 2017; Reschke et al., 2021; Saab et al.,, 2021). In group
supervision, the presence of the designated supervisor (Bernard & Goodyear, 2019)

clearly differentiates this model from peer group supervision.

As seen with clinical supervision, there is likewise confusion and debate in the
literature in relation to group and peer group supervision terminology (Bailey et al.,
2014; Bernard & Goodyear, 2019; Dawber, 2013; de Lange & Wittek, 2018; Golia &
McGovern, 2015; Martin et al., 2017). This is evident in the use of “peer group”
terminology to describe supervisor-led peer groups and leaderless peer groups
(Andersson et al., 2013; Atik & Erkan Atik, 2019; Merits et al., 2019; Sheppard et al.,
2018). Negative connotations associated with clinical supervision terminology have
resulted in additional terms such as “reflective practice groups., or reflective circles”
appearing in the literature relating to supervision practices (Dawber 2013; Gardner et
al., 2022; Thomas & Isobel, 2019).
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The literature reports multiple benefits resulting from participation in group
supervision. The advantages of this model include building and improving preceptoring
skills (Andersson et al.,, 2013; Borch et al.,, 2013), an increase in the variety of
perspectives from the supervisees (Bernard & Goodyear, 2019) and opportunities for
learning, collaboration, and mentoring (Valentino et al., 2016). Professionally, group
clinical supervision can provide a pragmatic solution to supervising multiple clinicians
at once (Davis et al., 2022; Gardner et al., 2021) as well as economic benefits from
reduction in staff burnout (Cross et al., 2012). Personal benefits may include building
self-esteem (Atik & Erkan Atik, 2019), vicarious learning through sharing experiences
(Love et al., 2017; McCarthy et al., 2021) whilst increasing resilience and coping
strategies (Francis & Bulman, 2019). Benefits can differ depending upon the stage in
the nurse’s career. Blomberg et al. (2016) noted that group supervision may impact
the stress levels of graduate nurses which is important for career longevity. However,
the benefits are not always immediate and can require perseverance (Taylor, 2013).

Proctor (2008) states another benefit is that it is harder to hide the
‘unmentionable” or collude in a group as accountability increases with additional group
members. Hawkins and McMahon (2020) describe an advantage to group supervision
as “exposing our blind spots, deaf spots and dumb spots” (p.185). The group can
transcend the sum of its parts by sharing their collective experiences thus forming a
distinct group identity (Dawber, 2013a). Wallbank (2013) noted that participating in
group supervision and navigating group dynamics provided additional insight into

participation in other groups.

As with one-to-one clinical supervision, models have been proposed in the
literature which can assist with guiding the group supervision process (Bernard &
Goodyear, 2019). A frequently reported model utilised for group supervision is the
Borders (1991) structured peer group supervision (SPGS) model. Despite being called
a “peer group” this structured model utilises a trained supervisor as lead. The model
has prescribed steps that “allows for dealing with subtleties and sophisticated

dynamics” (p. 248).
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Borders (1991) model is utilised in contemporary group supervision practice
and supported in the current literature (Atik and Erkan Atik, 2019; McKenny et al.,
2019; Toros & Falch-Eriksen, 2021). In recognition of the distinction between one-to-
one and group supervision, Wilbur et al. (1991) share a structured peer group
supervision model. The goal of this model is to facilitate meaningful group supervision
as opposed to individual supervision within a group setting. Notably Wilbur et al. (1991)

do not suggest that group supervision replaces individual clinical supervision.

Group supervision models vary in the literature and must meet the needs of the
clinician (Basa, 2019; Lawrence, 2019). Group supervision model selection may be
based on contextual factors as demonstrated by several authors who utilise a model
developed within the Nordic countries (Andersson et al, 2013; Blomberg & Bisholt,
2016; Borch et al., 2013). Contextual models can relate to the clinician's need. For
example, Haans and Blake (2018) provided vignettes in their study that demonstrated
a trauma-informed model of group supervision. Baruch (2009) reports a variety of
models which could be utilised and discussed specifically how an integrative approach

could benefit clinicians.

The literature describes the role of the group clinical supervisor as being like
the role of the supervisor in one-to-one clinical supervision. Proctor (2008) describes
the role of the group supervisor as being the facilitator of useful supervision to the
benefit of the client. Chui et al. (2021) suggest supervisors may “set the tone” and
influence how members react to each other (p.464). The supervisor has a role in
“holding” the group which Lavery et al. (2016) note is complex. Holding the group has
multiple aspects. They include personal aspects such as: managing group dynamics
including resistance, modelling expected behaviours, providing encouragement and
calm when participants most need it (Amanvermez et al., 2020; Hawkins & McMahon,
2020).
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The supervisor manages the learning needs of those within the group (Dawber,
2013), addressing any group issues (Knight, 2017), keeping the balance between
constructive and challenging feedback (Borch et al., 2013; Reschke et al., 2021) and
assisting supervisees to transition through their agenda. The group supervisor has
administrative functions such as: keeping group members on track (Merits et al., 2019)
and providing structure and clarification (Taylor, 2013). Supervisors aid the group to
identify, attend to and learn from group dynamics (Hawkins & McMahon, 2020).
Wallbank (2013) notes that supervisor abilities are likewise enhanced by group

experience.

Supervising groups can present challenges (Blomberg & Bisholt, 2016)
however Bifarin and Stonehouse (2017) suggest that facilitator knowledge of the
stages of group formation can help make group supervision successful. Whilst this
may be true, the supervision experience can be challenging for all members if
leadership from the supervisor is poor (Andersson et al., 2013; Kenny & Allenby, 2013;
Knight, 2017). Learning more detail about groups and dynamics is an important aspect

of further understanding peer group supervision in the clinical setting.

Poor leadership is a major challenge to effective group clinical supervision
however it is not the only challenge identified in the literature that can impact the
supervision experience. Challenges are reported as being related both to self and the
group. The literature reports group members can have concerns about themselves
and their abilities within and outside the group (Andersson et al., 2013). For others,
there was a real concern about receiving judgement and negativity from other group
members (Buus et al., 2018; McCarthy et al., 2021). A common theme with any model
of supervision is the ability of the clinician to fit it into an already crowded workday
(Francis & Bulman, 2019; Galletti et al., 2021; Love et al., 2017).

Saab et al. (2021) reiterated that protected time is challenging but also noted
that a lack of member buy-in could influence the outcomes. Lees et al. (2021)
additionally identified poor attendance and poor reflection as being challenges in group
supervision. Finally, Valentino et al. (2016) noted that poorly designed group
supervision can lead to missed professional opportunities such as not receiving peer

feedback or developing social networks (p.327).
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2.14 Characteristics of peer group supervision

Each group

memberis a
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Figure 10: Peer group supervision (Image source: Harish Sharma from Pixabay)

Peer group supervision is the focus of this research and is best described as a
model without hierarchy, or leadership. It can be also described as a horizontal model
of clinical supervision due to the lack of identified expert (Amanvermez et al., 2020;
Bailey et al., 2014; Basa, 2018; Beal et al., 2017; Bernard & Goodyear, 2019; Dungey
et al., 2020; Kuipers et al., 2013; Newman et al., 2013; Pager et al., 2018). A distinct
characteristic of peer supervision groups is that multiple clinicians can attend
simultaneously which may be attractive for nurse managers when organising staff with
limited time, and resources (Bailey et al., 2014; Brunero & Lamont, 2012; Counselman,
2013; Nickson et al., 2016).

Additional characteristics of peer group supervision include that it is “honest
and transparent, self-directed, confidential, reciprocal” and identifies that “content and
the process are equally important” (Napan, 2021. p.273). It is these unique
characteristics that set peer group supervision apart from other models of clinical

supervision delivery.
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2.15 Models of peer group supervision

As with clinical and group supervision, clinicians may utilise various models to
ground or underpin the peer group supervision processes. The literature reports
models such as the structured peer group supervision model of Borders (1991) and
Wilber et al. (1991) being adapted and utilised in practice (Newman et al., 2013;
Schumann et al., 2020; Stone et al., 2019). Other research reported groups being
offered a selection of models such as the structured peer group format (Borders,1991),
a reflecting team format (Lowe & Guy,1996) from which to choose (Bailey et al., 2014)
with not all literature clearly describing which model is being utilised. Amanvermez et
al. (2020) reported using an online delivery model of peer group supervision however
the model used to guide the research was unreported. Regardless of the model
selected for peer group supervision, the literature highlighted the importance of
reviewing the model regularly to ensure it continues to meet the needs of the group
(Borders, 2012; Counselman, 2013).

2.16 The New Zealand Coaching and mentoring peer group supervision model
The New Zealand Coaching and Mentoring model is a peer group supervision
model used by participants in this research study. The model identifies the functions
of education, support and accountability and works on the premise that “no one knows
as much as all of us” (New Zealand Coaching and Mentoring, 2012. p.5). Despite the
terms “coaching and mentoring” being used in the model’s title, a supervision focus is
clearly differentiated for the participants and differs from earlier definitions of clinical
supervision where mentoring and buddying are noted. Features of this model include
a structure that facilitates creativity and self-determination as the clinician selects the
tool to use and how they will enact the information received (Napan, 2021). Other
features are the recommendation for the development of group rules and contracts for

agreement.

The model recommends four to six participants in a group to meet for one and
a half to two hours per session. A rotating facilitator from within the group keeps the
group on track with the tools and timeframes. The session structure is as follows:
e Check-in. This is a time for members to share how they have been and outline the

tool they will be using for the session.
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e Each group member presents their situation using the format of the tool they have
selected. Tools have the following titles: a good new analysis, veridical report,
practice review, critical incident, professional issues review, technical coaching,
dress rehearsal, peer review and peer responses. Each tool has steps for its
presentation and expected responses from peer supervisors.

e Check-out. The check-out period allows peers the opportunity to briefly verbalise
what was valuable for them on reflection and provide suggestions for future

sessions (New Zealand Coaching and Mentoring, 2012).

A key premise of the model is that no one other than the clinician has the
complete story therefore individuals take what they need from the group and leave the
rest. Finally, the model clearly outlines that structure is what creates safety within the
group. The New Zealand Coaching and Mentoring model has been utilised within
multiple professional contexts (Dungey et al., 2020; Fakalata et al., 2020; Tulleners et
al., 2021). Interestingly, Davis et al. (2022) adapted this leaderless model to include
supervisors/facilitators to ensure “only safe, evidence-informed practice was

propagated” (p.3).

2.17 Advantages of peer group supervision

The clinical supervision literature reports the benefits and limitations of each
model of supervision. In the literature, peer group supervision is reported as a valued
model in nursing. Benefits reported in the peer group supervision literature are
multifaceted and include personal, professional, or organisational elements.
Understandably some of the benefits are similar to those reported in the group clinical
supervision literature. Professional benefits may include the increased quality and
guantity of feedback from multiple and diverse perspectives (Amanvermez et al., 2020;
Bailey et al., 2014) in a space where ideas can be shared and developed (Goodman
et al., 2014. p.234).
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Another professional benefit was to meet the professional development
requirements of clinicians (Pager et al., 2018). A benefit strongly agreed on in the peer
group supervision literature was that it provides a supportive environment for learning
(Bulman et al., 2016; Calcaterra & Raineri, 2020; Pager et al., 2018; Somerville et al.,
2019). This includes support to acknowledge failings that might ordinarily result in
feelings of shame (Schumann et al., 2020). In addition, developing the ability to reflect
with others is powerful and empowering (Mills & Swift, 2015; Yasky et al., 2019) and

develops self-awareness (Toros & Falch-Eriksen, 2021).

The ability to build skills and vicariously learn from others is not to be
underestimated (Newman et al., 2013; Nickson et al., 2016; Tulleners et al., 2021).
Nielsen and Davidsen (2017) describe how different perspectives can result in a
positive shift in thinking about care provision. Interestingly, a participant in their study
goes so far as to describe peer group supervision as a “survival strategy” (Nielsen &
Davidsen, 2017. p.260). Feedback provided by peers may also have fewer
authoritarian connotations making it more acceptable to clinicians (Bernard &
Goodyear 2019). Wencour et al. (2021) recount how the connections and support,
group members provided to each other allowed feelings of isolation to be contained
and trust and safety to develop. From an organisational perspective, the possibility of
reducing staff burnout and stress makes peer group supervision attractive (Dungey et
al., 2020; Nielsen & Davidsen, 2017) as does the option of multiple staff participating
simultaneously (Tulleners et al., 2021).

A significant benefit to the peer group supervision model is that no one person
leads the group and opportunities abound for all. Homer (2017) notes there is a
richness that comes from the social interaction in the peer supervision group. Whilst
Barron et al. (2017) study demonstrates that even in extreme circumstances such as
an unstable war environment clinicians can benefit from peer group supervision.
Bernard and Goodyear (2019) concur with the previously mentioned advantages and

add that adult learners would find this environment attractive.
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2.18 Challenges of peer group supervision

Each model of clinical supervision has its associated challenges and concerns.
Challenges can relate to the individual, for example on a personal level peer groups
can at first be scary and uncomfortable (Wilkinson, 2015). Barron et al. (2017) reported
that members may feel uneasy about disclosing perceived limitations of practice.
Furthermore, participants may have concerns about making mistakes and feeling

vulnerable (Tulleners et al., 2021).

Additional challenges identified in the literature are that groups without leaders
can develop a lack of structure and poor leadership which can result in a loss of focus
and direction (Dungey et al., 2020; Fakalata & St Martin, 2020). Newman et al. (2013)
does not elaborate deeply but notes that groups do not always start well. Another
challenge members can face is becoming too familiar with each other leading to “group
think” or alternatively challenging each other too much leading to discomfort (Nielsen
& Davidsen, 2017).

Hawkins and McMahon (2020) identify the risk of negative games that can
occur within a peer supervision group such as competing and colluding and suggests
careful planning to mitigate these risks. Taking time away from work to attend peer
group supervision or feeling that patients/clients must always be prioritised first can be
an ongoing challenge for many clinicians (Bulman et al., 2016; Nickson et al., 2016).
Napan (2021) identified that participants' “conflicting interests and hidden agendas”
can impact the experience (p.276). Despite Bernard and Goodyear (2019) describing
disadvantages as being “rarely mentioned” (p.204) they can be significant. Pager et
al. (2018) reported that a third of their 248 respondents experienced group problems
at some stage. Similarly, Somerville et al. (2019) noted that struggles with the structure
and tensions are often left unresolved within groups. These instances may be

indicative of challenges experienced within other groups.
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The notable difference between group and peer group supervision models is
the absence of a designated leader. Bailey et al. (2014) describes a juxtaposition
where the group wishes to be leaderless and non-hierarchal. However, someone
needs to take responsibility for organising the logistics of the peer group supervision.
When this happens members may inadvertently find themselves being positioned as
leaders instead of peers which has the potential to create dilemmas (Beal et al., 2017).
Leaderless groups can struggle with managing conflict as no one is the designated

arbiter of disputes (Somerville et al., 2019).

When people come together in a group there will always be differences of ideas,
opinions, and personalities. These differences influence how people interact in groups
and even if they wish to join groups (Forsyth, 2018). Having different perspectives is
one of the reported strengths of peer group supervision (Atik & Erkan Atik, 2019).
Whilst group dynamics don’t always become a preoccupation for members, they may
play a part in group success (Johnson, 2016). Given the variations in human nature,
it is important to attend to any issues relating to functions in the group as soon as they
arise (Borders, 2012). Trying to understand the different personality types within a
group can assist with group functioning (Lewis et al., 2017; Johnson, 2016). Further
exploration of this area is needed as group and group dynamics is not clearly

articulated in the literature in any depth of detail.

The final challenge is terminology. There is debate and confusion in the
literature about whether peer group supervision is really supervision or consultancy,
and this lack of clarity leads to ambiguity unless the distinctions are clarified (Bailey et
al., 2014; Basa, 2019; Bernard & Goodyear 2019; Borders, 2012; Murphy-Hagan &
Milton, 2019). Bailey et al. (2014) and Martin et al. (2018) describe peer group
supervision as serving a consultancy function as opposed to having a supervision role,

as the individual maintains their own accountability.
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Golia and McGovern (2015) describes the differences between supervision and
consultancy as the provision of emotional support and suggest that the power of peer
supervision should not be minimised. While Counselman (2013) states that peer group
supervision participants are not responsible for directly supervising each other “they
simply offer suggestions which members can accept or reject” (p. 15). It could be
argued that the Registered Nurse (RN) “accepts accountability for decisions, actions,
behaviours and responsibilities inherent in their role” therefore the debate over
terminology may add unnecessary confusion to the conversation about peer group
supervision (NMBA, 2016, p.4).

2.19 Peers in peer group supervision

The overarching concept of peer group supervision was explored in the
previous sections through discussion on peer group supervision definitions and the
reported characteristics, benefits, and challenges in the literature. It follows that it is
also necessary to define the term ‘peer’ in greater depth and detail with a specificity to
nursing. Familiar terminology related to peers in nursing can include peer review, peer
teaching, peer support and work peers (Bulman et al., 2016; George & Haag-Heitman,
2015; Green, 2018; Irvine et al., 2017). Peers are defined as “one that is of equal
standing with another especially one belonging to the same societal group including
race, age and gender” (Merriam-Webster, 2023). Hendry et al. (2014) describe peers
in terms of those who identify themselves to be a peer and who are then willing to

share that experience with others as a peer.

Peers and the purpose they play are not clearly identified in the nursing and
allied health peer group supervision literature. In nursing, peers may be more difficult
to define as variations depend on context. People of the same nursing grade may be
considered peers yet have vastly different nursing contexts, years of experience and
roles. Very experienced nurses may feel they do not require peers with whom they
reflect, believing instead that they can do so on their own (Buus et al., 2018). Within
allied health and medical professions, having peers with different experiences within
the group can lead to unspoken power differentials thus impacting the group balance
(Holge-Hazelton & Tulinius, 2012; Mills & Swift, 2015).
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Non-participation in peer group supervision may be due to not identifying other
members of the group as peers (Johnson, 2016). The lack of reported literature
surrounding the notion of peers in peer group supervision may lead to ill-considered

group composition.

2.20 Inadequate or harmful clinical supervision

Peer group supervision should not just be “a tick box exercise” (Fowler, 2013a,
p. 786). Indeed, the aim or priority for peer group supervision should not only be to get
it right but to take necessary measures to avoid potentially causing harm (Beddoe,
2017; Pager et al., 2018). The clinical supervision literature identifies that harm from

supervision is not a rare phenomenon (McNamara et al., 2017).

Harm can be experienced across all models, come in many forms, and relate
to all participants of clinical supervision. Harm can range from a feeling of unease to
outright trauma (McNamara et al., 2017) “Inadequate clinical supervision occurs when
the supervisor is unable or unwilling to meet the criteria for minimally adequate
supervision” (Ellis et al., 2014. p. 439). Figure 11 shares the criteria for minimally
adequate clinical supervision. Harmful supervision is defined “as supervisory practices
that result in psychological, emotional, and/or physical harm or trauma to the
supervisee” (Ellis et al., 2014. P. 440). Whilst Ellis et al (2014) identifies face to face
clinical supervision as a minimum requirement it is recognised that this is not always
possible for clinicians. Tele-supervision provides an alternative for this minimum
requirement and this concept provides options for staff not on-site or working in

community settings with limited staff numbers (Martin et al., 2018)

Figure 11: Criteria for minimally adequate clinical supervision across disciplines (permission for use obtained from
the authors Ellis et al., 2014)
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The supervisee may experience discrimination and power differentials. These
are common narratives in the literature which can lead to a person doubting both their
personal and professional abilities (McNamara et al., 2017; Chircop Coleiro et al.,
2022). In one-to-one or group supervision, uneducated or poorly educated supervisors
may practice outside their scope or not follow best practice, thereby resulting in harm
(Andersson et al., 2013; Borders, 2012, Cook et al., 2020). Likewise, if ethics or group
dynamics are not considered, supervision may be harmful (Barnett & Molzon, 2014;
Smith et al., 2012). In all models, feedback provision can potentially be harmful and
may diminish trust in the supervisee (Weallans et al., 2021). A final key point is that
supervision should “benefit and prevent harm to the client” (Tugendrajch et al., 2021.
p.80).

2.21 Chapter summary

This chapter explored the contemporary literature relating to clinical
supervision. It “provoked thinking” about the elements associated with clinical
supervision through to peer group supervision. The chapter began with definitions and
ended with a cautionary tale of potential harm. The literature noted challenges and
limited literature exist in the definition of peer group supervision in nursing and the
dynamics presenting in teams and groups. Understanding the construct of both
individuals and groups and their relationship in a peer group supervision practice is

needed in the nursing context.

Defining peer group supervision in nursing requires greater clarity and
differentiation to other models of supervision. Research into models is sadly lacking
and the answers remain unclear on the optimal model, especially for peer group
supervision in nursing clinical practice (McPherson et al., 2016). White (2017) notes
that clinical supervision is being practised regularly and yet is invisible in the nursing

and midwifery policy agenda.
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CHAPTER 3: PAPER 1 - THE EXPERIENCE OF NURSES
PARTICIPATING IN PEER GROUP SUPERVISION: A
QUALITATIVE SYSTEMATIC REVIEW

3.1 Introduction

The literature describes the multiple benefits and challenges of clinical
supervision for health professions. Despite this plethora of literature, there is a clear
gap in understanding the phenomenon of nursing peer group supervision. To aid
understanding, the systematic review by Tulleners et al. (2023) titled “The experience
of nurses participating in peer group supervision: A qualitative systematic review
presented in Chapter 3, explores the synthesised evidence of the experience of peer
group supervision in nursing.

Tulleners, T., Campbell, C. & Taylor, M. (2023). The experience of nurses
participating in peer group supervision: A qualitative systematic review. Nurse
Education in Practice. https://doi.org/10.1016/j.nepr.2023.103606 (3 citations)
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{Catton, 2020; Dyson and Lamb, 2021; Femandez-Castillo et al., 2021)
Times of crisis are when nurses require the most support to provide best
practios and quality patient care (Dilworth et al, 2013; Martin and
Smowdon, 2020; Sainsbury and Stacey, 2022). Ironically, this may be the
time when nurses receive the least support.

Terminology describing accepted support measures in nursing in-
cludes mentoring, coaching, precepting, and debriefing (Fowler, 20130;
Martin et al., 2017). Some areas of nursing have expanded this support
to include clinical supervision (Bernard and Goodyear, 201% Fowler,
2013a). For many decades, mental health nursing has endorsed clinical
supervision to support practice (Cookson et al., 2014; MacLaren et al.,
2016; McCarron et al, 2018; White and Winstanley, 2010}, The litera-
ture reports benefits from implementing clinical supervision into a va-
riety of nursing and midwifery contexts (Dilworth et al., 2013; Evans
and Marcroft, 2015; Lavery et al., 2016; Saab et al., 2021). Despite being
described as beneficial, implementation has been patchy or even resisted
from within the profession (Buus ot al.. 2018; White and Winstanley,
2010).

Health service organisations are recognising the imperative for staff
to access clinical supervision opportunities (Australian College of
Nursing (ACN), 2019; Saab et al., 2021). Pollock et al. (2017) define
clinical supervision as “the facilitation of support and learning for
healthcare practitioners enabling safe, competent practice and the pro-
vision of support to individual professionals who may be working in
stressful areas™ (p. 1826). Proctor (2008) and Kadushin et al. (2009)
describe the numerous functions of clinical supervision as being
normative, formative, restorative and administrative. Each function
varies in practice depending on the clinician’s situational context.
Importantly, the provision of protected time for reflection and
contemplative thinking is beneficial to both nurses and their patients
(Bulman and Schutz, 2013; Patel and Metersky, 2021; Rothwell et al.,
2021).

Clinical supervision delivery models include one-to-one, group, and
peer group. There is no consensus on a preferred model (Bernard and
Goodyear, 2019). One-to-one and group supervision require a trained
supervisor whose expertise guides the supervision process (Bond and
Holland, 2011; Cutcliffe et al., 2011} Group supervision has the addi-
tional benefit of incorporating multiple perspectives (Borch et al., 2015
Calcaterra and Raineri, 2020; Francke and de Graaff, 20012; Golia and
MeGovern, 2015; Knight, 2017). Challenges arise as resources required
to provide trained supervisors make the approach less appealing in
nursing.

Peer group supervision, a horizontal, non-hierarchal, leaderless
maodel of clinical supervision may provide an attractive alternative for
nurse managers when staffing, workloads and finances are already
stretched to the limit (Dungey et al., 2020; Golia and MeGovern, 2015;
MeKenney et al., 2019), Developing the professional sense of self and
self-reflective practice, empathy, validation, insight into strengths and
weaknesses and two-way development through diverse perspectives are
benefits reported in the peer group supervision literature (Basa, 2019;
Counselman, 2013; Goodman et al., 2014; Kuipers et al., 2013; Schu-
mann ¢t al., 2020). There remains a lack of darity regarding elements of
peer group supervision, including terminology (peer group supervision,
consultation, or mentoring), purpose, process, and outcomes (Basa,
2019 Counselman, 2013 Golia and MeGovern, 2015; Martin et al.,
2017; Stone et al., 20200,

Previous systematic reviews about clinical supervision identify
important limitations. For example, the accurate measurement and
determination of effects contimues to be an area where more research is
required (Cutcliffe et al., 2018; Kiihne et al., 201%; Pollock et al., 2017;
Saab et al., 2027). Absence of agreed definitions leads to less optimal
outcomes as does the evidence regarding clinical supervision content
(Cutcliffe et al., 2018; Pearce et al., 2013; Pollock et al., 2017). Addi-
tionally, lack of a competency framework and agreement over the nature
of clinical supervision in nursing, continues to impede clinical supervi-
sion progression (Cutcliffe et al., 2018; Pollock et al., 2017). Francke and
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de Graaff's (2012) review found that many group supervision studies
identified positive effects. However, the effects on patients were less
clearly articulated. Likewise, the review noted that identification of the
supervisor in the research was problematic. The review recommended
robust effect orientated future studies.

A preliminary library database search of MEDLINE, Cochrane dataset
of systematic reviews, PROSPERO and Joanna Briggs Institute database
of systematic reviews and implementation reports revealed no system-
atic review on the experiences of peer group supervision for nurses.
Documentation of the experience of peer group supervision is not
available and findings from group supervision reviews may not be
transferable due to the unknown influence of the supervisor in the
experience.

Understanding what transpires behind closed doors is important
[MecCarthy et al., 2021; McKenney et al., 2019; Newman et al., 2013).
Models and processes may be reasonable in theory but not appropriate
when applied. The participants’ perspective provides deeper meaning
from which insights can be gained (Daher et al,, 2017). Through the
participants lived sxperience, insights into the positive or challenging
aspects of quality peer group supervision are shared. Recommendations
for the provision of peer group supervision may be informed by this
sharing of experiences.

The rationale for this systematic review is to summarise and appraise
existing evidence from studies reporting on the experiences of nurses
participating in peer group supervision. The standards of the Preferred
Reporting Items for Systematic Review and Meta-Analysis (PRISMA)
Statement were used to guide the review (Page et al, 2021). The
objective is to develop a meta-aggregation synthesis of qualitative re-
views to contribute to recommendations for policy and implementation
practices in relation to peer group supervision in nursing.

The review question is: “What is the experience of nurses partici-
pating in peer group supervision?”.

2. Methods
21. Protocol registration

The systematic review was conducted according to the registered
Joanna Briggs Institute protocol. The protocol was registered with
reporting for systematic reviews. (PROSPERO CRD42021289091).

22 Inclusion and exclusion criteria

Qualitative research from peer reviewed journals that met the
following inclusion criteria were contained within the review: 1. English
language studies, where the participants were adults with no restriction
on age, gender, ethnicity, clinical practice setting, specialty, or desig-
nation. 2. All participants were registered as nurses by the relevant
nursing body in their jurisdiction and had completed requisite training
and 3. Study participants were currently or previously participating in
peer group supervision practice. Qualitative studies that articulated the
experiences of nurses were considered.

Methodological designs considered interpretive qualitative studies
that drew on the experiences of nurses. Narrative, opinion, and discus-
sion papers were considered in the absence of qualitative research
studies. The context is all nurses in any clinical or spediality area. This
paper sought to explore the literature on nurses” experiences of
participating in peer group supervision utilising a hermeneutic
approach. Hermeneutics encourages the “horizon of possible meanings
established by the body of literature™ to come forth through a compre-
hensive process of thematic analysis (Boell and Cecer-Keemanovic,
2014. p.267).

A hermeneutic approach to the systematic review is congruent with
aiding deep understanding of the topic. This study systematically
reviewed all aspects of nurse’s experiences to identify the benefits,
challenges and enablers that may influence the decision to participate in
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or provide peer group supervision. The phenomenon of interest was the
experience of nurses participating in peer group supervision. Peer group
supervision is leaderless and has no hierarchy (Bemard and Goodyear,
201%). Exclusion criteria included one-to-one individual clinical super-
vision or group supervision models involving supervisors or facilitators
and studies reporting student nurse experienoes.

2.3. Search strategy

The university’s Graduate Research Library staff provided advice on
the search terms and subsequent electronic database searches. A sys-
tematic review commenced in January 2022 according to the Preferred
Reporting Items for Systematic Review and Meta-Analyses (FRISMA). A
comprehensive search of eligible qualitative literature in the electronic
databases (Ebsco Megafile Ultimate, Web of Science, Pubmed, Proguest
dissertations and thesis and Trove) was conducted to retrieve all English
language literature containing studies relating to the experiences of peer
group supervision. Only studies published in English were included to
avoid errors in translation and potential loss of meaning.

Mo date restriction was applied to ensure pivotal studies were not
excluded. The search strategy for each database or platform consisted of
both Medical Subject Headings (MeSH) and using a combination of key
terms as described here, Boolean operators were used for search terms to
capture variations in terminology. Search strategy terms included:
("peer group supervision™ OR “peer supervision™ OR “group supervi-
sion™ OR “group-based supervision”™) AND (nurs*) AND (experienc® OR
concept*). An additional seven studies were retrieved from manually
searching the references of included studies. A search of Google Scholar
produced an additional 37 peer reviewed studies (Bronshieyn and
Tvaruzka, 2008; Martin-Martin et al., 2017). Cross referencing of studies
located in Google scholar with the University library database identified
the studies were accessible from Wiley, Sciencedirect, Proquest,
Researchgate, Ebescohost, Sobelle education, National library of medi-
cine and CINAHL with Full Text databases (See Appendix 1).

24, Screening

At the completion of the literature search, citations were imported
into Endnote (Version 9.3.3) reference manager for storage, screening,
and the removal of duplicate studies. The remaining studies were
screened independently by title and abstract. Two reviewers (TT and
MT) screened all article abstracts retrieved using standard systematic
review procedures (inclusion and exclusion criteria). Following the title
and abstract screening, full texts were obtained and screened. Studies
not meeting the inclusion criteria were excluded. Disagreements if they
occurred were resolved through discussion and consensus, or by
consulting the third reviewer (CC).

25, Methodological quality assessment

Data appraisal of studies was conducted, and risk of bias assessed
using the Joanna Briggs Institute Critical Appraisal checklists for qual-
itative research and text and opinion papers (See Appendix 2 & 3).
Quality of the selected studies was assessed independently (by MT and
TT) using these appraisal tools (Lockwood et al., 2020; McArthur et al.,
2020). The checklist evaluates qualitative studies using ten screening
questions. Elements evaluated were congruity between the philosoph-
ical approach, methodology, methods, representation, and interpreta-
tion of the data, positioning of the researcher and the conclusions
flowing from the data analysis and interpretation. Likewise, the check-
list for text and opinion papers evaluates the source, interests and po-
sition of the opinion with reference to the literature. The rationale for
inclusion or exclusion of studies following the critical appraisal was
clearly identified. The two reviewers (MT and TT) independently
appraised the studies and resolved disagreements through discussion
and consultation with the third reviewer (CC). Study authors were
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contacted as required, for example to determine if there was a supervisor
in the group if this was undear (See Table 2)

26, Data extraction

Data extraction was conducted in Joanna Briggs Institute SUMARI
software. Extraction included methods, country, phenomena of interest,
setting/culture/context, participant characteristics, sample size, and
key findings. Independent reading and rereading of the articles led to
identification of the findings by the two reviewers (MT and TT).

Findings were discussed for agreement and if disagreements arose
the third reviewer was consulted. Findings and illustrations were sub-
sequently extracted. The themes or terminology used were taken
directly from the original study.

27 Datn synthesis

Data synthesis commenced with an extraction of the findings from
each study. The findings were verbatim text from the studies. The
findings were assigned a credibility level as per the Joanna Briggs
Institute SUMARI data synthesis procedure. The findings are cither
“unequivocal, credible or not supported” (Lockwood et al., 2020),

The credibility levels assigned to each finding with its associated
illustration were discussed by the reviewers (MT and TT). The findings
from the study by Tulleners et al. (2021) and Johnson (2016) were
themes and interpretations. The findings from the other five studies
were taken from the phrases and firsthand participant accounts in the
results section. These findings were accompanied by an illustration of
the participants voices from the studies. The illustrations in four of the
studies were direct quotes from the participants. Three articles (Fakalata
and St Martin, 2020; Harker et al.,, 2015; Rich et al, 1995) had limited
use of direct quotes and therefore verbatim phrases were utilised that
shared the findings. (See Appendix 4).

Each finding and illustration were then assigned a level of credibility
(unequivocal, credible, or not supported). Hlustrations were carefully
selected for each of the findings. The reviewers determined the level of
credibility through examining the illustration and determining if it
accurately represented the finding. This was discussed at length and
agreement was reached on each of the final levels of credibility. Credible
or unequivocal level findings were included in the synthesis.

Categories were developed through reading and rereading the find-
ings and illustrations. Similar concepts or experiences that best repre-
sented the phenomena of interest determined how the findings were
grouped. This thematic analysis process was conducted initially by the
first author. The second reviewer then independently reviewed the
categories and discussion was had to determine consensus. Any dis-
agreements were discussed and if necessary, taken to the third reviewer.

The extraction was completed with the synthesis of findings. Meta-
synthesis of the categories occurred leading to comprehensively
described synthesised findings that share information that can inform
nursing practice. Category descriptions were developed to best capture
the essence of the phenomena. (See Table 1 for synthesised findings).
28 Ethical consideration
Ethical approval is not required for a systematic review and therefore
was not sought.

3. Results
3.1. Smudy selection

The initial search identified 259 studies. This was reduced to 135
after duplicates were removed. These studies were screened for title and

abstract. From these, 75 studies were full text screened. One was a poster
presentation; 65 were excluded initially, however it was noted during
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Table 1
Synthesised findings, categories and findings.
Synthesised fnding Categories Findings
Facilitating professional growth. Facilitating Feedback and Learning

When considering
professional growth, the
clinician may experience bath
pasitive aspects and

profssional growth  Aptitede to analyse
professional actions
Facilitates autonomy
Formalised reflection

challenges. Professional Work satisfaction
growth occurs through the Greater reperioire of
desire 1o improve nursing roles

practice. Being aware of and Improvements in the
under fing the chalbeng care

can influence this oppartunity Positive impact on

for growth nurse’s practice
PGS has helped =
Achieving the goak
Profesional benefits
Positive outcomes
Positive effect on
psychological and

emaotional well being

Challenges 1o Commitment
professional growth  We lost some
momentum

Protected time

Benefits of experience
Technology impacted
the experience
Techoology impacts the
expeTience

Concerns expressed
Follow the rules

Group matiers

Remote communicetion
Structure and rules in
PEET ETOUP SUpeTvision
Being part of a group
Changes to the group
dymamic

Group processes
Changes in group

Trsting the group. The
dynamics within group
settings have the potential to
infloence trist and the
auloomes of pesr group
SupeTvision.

Peer supervision
group matters

dynamics
Termination
Progress
Benefits amd cautions
Trust in people and =~ Trust
the process Confidentizl
Building trusting
relationships
Group cohesion
Trust and cobesion
Professional learning Supportive Safe and comfortable
experience. Every clinician enviranment to Support
has differing learning needs. reflect and leam It was very supportive
To achieve the desired Reflective practice
ouboomes suppart is reguired Emotional
when one is at their most connectedness
vulnerable. Peer group Unigjue perspectives of
supervision PEET Froup Supervision
perspeclives There is valoe
It builds you up
The shared experience. There is Shared experiences Not alone
power that comes from the Speaking the same
sharing of stories. To know language
that sameone understands Group supervision
leadds 1o increased confidence preferred

amd self efficacy. Linking with others
Strong commibment
Goad news

Telling the story
Two sides of the coin

The supervision
stary

the critical appraisal phase that a further three did not meet the inclu-
sion criteria and needed to be excluded (See Appendix 5 for excluded
studies and rationales). Five studies and two narrative/opinion papers
were included in the final review (See Fig. 1).

Dovwnloaded For Anomymous User (w'a) at University of Southem Cueensland from Clinical Key com.awnursing

]

Nurse Education in Practice 69 {2023} 103606
3.2 Methodological quality

The five studies and two narrative/opinion papers were assessed for
quality using the Joanna Briggs Institute Critical appraisal tools. Three
studies clearly outlined their ethical considerations. All the qualitative
research studies demonstrated congruence between the research meth-
odology and the research question and methods used to collect data.
Over half the studies and papers situated the researcher and outlined the
influence within the study. Only two studies overall met all critical
appraisal criteria.

One study met six out of ten criteria for methodological quality
(Fakalata and St Martin, 2020). Importantly the areas not identified in
the study were the positioning and influence of the researcher. There-
fore, whilst the article was included there was careful consideration of
the potential for researcher bias in the findings. Another study only met
four of the ten eriteria for methodological quality (Marmow et al., 2002).
The study from which this article originated included additional meth-
odological quality indicators (Marrow and Yasen, 1998). Therefore,
whilst the study was included, the possible limitations associated with
the appraisal were acknowledged and considered throughout. (See
Table 2).

3.3. Swudy characteristics

Characteristics of included articles comprised country of origin,
setting/context, participant characteristics, models of peer group su-
pervision utilised if known and description of the main results (See
Table 3). Two studies were from the United Kingdom, one from
Australia, two from New Zealand, one from the United States of America
and one from Trinidad and Tobago. The studies were not limited by date
and consequently spanned the years from 1995 to 2021, Five studies
utilised qualitative approaches including hermeneutic interpretation,
action research, reflexive accounts, and narrative description. Two
studies were narrative/opinion papers.

All articles included the experience of nurses. The 55 participants in
the studies consisted of various levels of nursing including enrolled
nurse, registered nurse, registered nurse,/midwife, clinical nurse, clinical
nurse consultant, nurse manager and nurse practitioner. One stody was
inclusive of an occupational therapist and podiatrist among their
participant cohort. The nursing contexts included, acute wards, a day
unit, psychiatric/mental health, practice nursing and community health
settings. Each study utilised peer group supervision without a desig-
nated leader or supervisor with one study utilising the terminology peer
consultation group. Models of peer group supervision varied. Data
collection methods included observation and audio recording, semi-
structured interviews, written case studies, focus groups and personal
narratives. Analysis when described, included thematic analysis and
interpretation.

3.4. Review findings

All findings identified as either credible or unequivocal were
included in the meta-aggregation. From the five studies and two
narrative/opinion papers, 52 findings were aggregated into eight cate-
gories. From these eight categories the following four synthesised find-
ings subsequently arose (See Table 4).

3.4.1. Synthesised finding I: facilimting professional growth

When considering professional growth, the literature shared that the
clinician may experience both positive aspects and challenges. Profes-
sional growth occurs through the desire to improve nursing practice.
Being aware of and understanding the challenges can influence this
opportunity for growth.

This synthesised finding identified multiple benefits which facili-
tated the professional growth of the nurses. Study participants reported
the process of reflecting on practice enhanced their skills, increased
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Records identified from*:
Databases (n = 251)

|

Records screened

(n =135)

Reports sought for retrieval

(n=128)

Reports assessed for eligibility
(n=75)

A4

Studies included in review
(n=1)

Records removed before
screening:
Duplicate records remaved
{n=116)

Records excluded**
(n=7)From Trove

Reports not retrieved
(n=0)

Reports excluded:
Full-text articles excludad, with reasons

(n=63)

Facilitated group supervision {n=45)

Ingligible participant characteristics

(n=2)

Ingligible phenomena of interest (n=4)

Ineligible study design (n=5)

Ingligible context (n=10)

Inglighls, language (n=1)

Poster presentation only (n=1

Fig. 1. Prisma Flow Diagram.

confidence and self-awareness and believed it would impact their future
professional performance (Marrow et al., 2002). The process of reflect-
ing did not come naturally for all nurses and peer group supervision
encouraged deeper introspection (Lakeman and Glasgow, 2009).

Receiving and giving constructive criticism and feedback challenged
nurses to improve their practice through the care and roles they pro-
vided to patients (Fakalata and St Martin, 2020; Lakeman and Glasgow,
2009 Marrow et al., 2002). Not only did peer group supervision chal-
lenge nurses, but it also increased personal and professional satisfaction
levels (Lakeman and Glasgow, 2009).

Peer group supervision was suggested to improve patient care
through discussion of concerns and issues (Fakalata and St Martin,
2020). How patient care was improved was not articulated in any of the
studies rather generic improvement statements were noted. Professional
growth was discussed and included career decision making and
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achieving goals (Harker et al., 2015; Rich et al,, 1995; Tulleners et al.,
2021). Additional benefits reported by participants included fulfilment
of professional requirements, opportunities for learning and enhanced
peer relationships (Rich et al, 1995; Fakalata and St Martin, 2020;
Tulleners et al., 2021).

Challenges in relation to peer group supervision were noted.
Commitment had two sides; being committed benefitted the individual,
but a lack of commitment could impact the group (Tulleners et al,
2021). Attendance at peer group supervision was not always within the
nurses perceived control. Other priorities such as work meetings would
take precedence (Fakalata and St Martin, 2020) or duty rosters, for
example shift work, could prohibit attendance (Marrow et 21, 2002). No
studies discussed or questioned whether nonattendance was also a sign
of nurses decreased commitment.

Whilst peer group supervision models do not specify face to face
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Table 2
Joanna Briggs Institute Critical Appraisal Results.
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Qualitative ressarch

Johnson, hlarroaw et al. Tulleners & al %% of articles meeting
2016 (2002 [2021) qualitative standard
Is there comgruity between the stated philesophical perspective Yes Yes Yes Mo Yes 8%
and the research methodology?
Iz there comgruity between the research methadology and the Yo Ve Ve Yes Ve 100%
research question or abjectives?
Is there congruity between the research methodology and the Yes e Ve Yes Ve 100%
methads used to collect data?
Is there congruity between the research methodology and the Unclear Wes Ves Yes Ve B0
representation and anabysis of data?
% there congruity between the ressarch methodology and the Yes Ves Ve Unclear Ve B
interprefation of resulis?
Ix there a statement locating the researcher culturally or My Ves Ve Mo Ve 0%
thearetically?
1= the influence of the researcher on the research, and vice: versa Y Wes Yes Mo Mo A0
Yes addressed?
Are participants, and their voices, adequately represented? Yes Ves Yes Yes Yes 100%:
Is the research ethical according to current criteria or, for recent Unclear Yes Yes Mo Ve Loy
studies, and is there evidence of ethical approval by an
appropriate body?
Da the condusions drawn in the research repart flow from the Yes e Ve Unclear Ve B
amalysis, or interpretation, of the daga?
610 1010 10410 410 9/10
Text and Opinion papers
Harker et al. (2015)  Rich el al. (1995) % of articles meeting qualitative standard
Ix the source of the opiniaon cheacly Sdentifed? Yex Vex 100
Does the source of opinion have standing in the Geld of expertise? Yex Ve 100%
Arpe the interests of the relevant population the central focus of the Yes Yes 1D0R%
opinion?
1% the stated position the result of an analytical process, and i there Yex Vs 100%
logic in the opinion expressed?
Ix there reference to the extant literature? Yex Vex 1D0R%G
Is amy incongreence with the literature/sources logically defended? No No D%
5/6 5/6

attendance, lack of this mode of communication was identified as a
potential barrier (Harker et al., 2015). Technology had positive and
negative effects. When technology worked, the experience was positive,
however technology issues could impact peer group supervision, making
it feel invasive (Harker et al., 2015; Marrow et al., 2002). Harker et al.
(2015) noted that having a group member familiar with the peer group
supervision process encouraged forus and staying “on track™. However,
this may lead to issues of assumed leadership in a non-hierarchical
model (See Appendix & for category illustrations). The onus of equal
participation and a non-facilitated approach assumed all members as
equal leaders.

3.4.2 Synthesised finding 2: trusting the group

Dynamics within group settings have the potential to influence trust
and the outcomes of peer group supervision. Rich et al. {1995] focused
their entire narrative study on peer consultation group processes.
Identifying there was a lack of discussion about group processes even
when there were group contract violations (Rich et al., 1995). Group
dynamics was often altered by the addition of new members. This was
reflected in the Tulleners et al. (2021) study where the “getting to know
each other” phase can take time. Mot only does the addition of new
members effect the group but the loss of members impacts cohesion
(Rich et al., 1995). Members terminating from a group can alter the
dynamics and leave some feeling rejected. Openness and future planning
helped make termination an opportunity for group growth rather than a
painful experience.

Physical separation led to isolation for those involved (Harker et al.,
2015). However, Marrow ¢t al. (2002) found that remote communica-
tion enhanced attentive listening as the participants were mindful not to
interrupt each other. Concerted effort to maintain connectivity was
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found to be vital for the experience. The length of time the group were
together combined with open communication was shown to lead to
group maturity. However, Rich et al. (1995) noted that dissatisfaction
arises when there is a lack of acknowledgment of group processes. The
study recommends making group processes a visible component of peer
consultation.

Group dynamics require time to develop. Leaming the roles within
the group take time and requires honesty between members (Johnson,
2016). However, Johnson (2016) notes that the instigation of a model
may not be sufficient to influence group practice. It may require explicit
intent of the members to maintain group cohesion. Rules and setting
boundaries may assist with this cohesion (Tulleners ef al., 2021). It is
important to be aware of potential competition between participants or
feeling disconnected all of which could lead to a poor experience (Rich
et al, 1995). Even if the experience is poor, Rich et al, (1995) suggests
keeping an open mind. Despite the challenges, being part of a group
assisted nurses with managing multiple professional issues and provided
a format for professional discussion through trust and group
communication.

Trust was identified as being an important part of the group process.
Trust was not instantaneous; it built and grew among the group mem-
bers as time progressed. When there is trust there can be revelation of
experiences (Fakalata and 5t Martin, 2020; Tulleners et al, 2021).
Johnson (2016) likewise found there was reluctance to share if there was
likely to be disclosure and there was consideration of ramifications
should something leave the room. The group trusted each other to speak
up (Johnson, 2016). Trust was individual but also for the whole group
(Rich et al., 19495). None of the studies explicitly discussed how trust is
built among members and more research is needed in this space (See
Appendix 6 for category illustrations).
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Table 3

Study characteristics.
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Characteristics of Included Studies - Text and Opingon Study Farm

Sty Type of text Population Topic of Setting” Stated allegiance,/position Madel of Description of main argument (5}
represented  inBerest comlext,’ peer group
cubture supervision
Opinion piece  Six Peer Adult and child Group processes are always present and Utilize Developing trust and cohesion is
writlen in psychiatric  comsultation  adolescent mental evolving however it is not discussed and Waloms important. Dynamic issues such as
marrative and mental group health cin impact the peer group supervision therapeutic  denial, rebellion and power were not
format hemalth EXpETiene Factors not & examined. Termination was difficul
nurses peer proup  and had significant impact on the
supervision  group members. Phases of group
model formation need to be congidersd and
discussed. Comgideration of benefits
and pitfalls of peer consultation groups
needs to be highlighted
el al. A group self  Four nurses  Peer group  Practice nursing The four authors describe the experience Mew Commitment is required. Peer group
{3015). reflection in practice  supervision positively amd are encouraging other nurses  Zealand supervision can adjust to changes
narrative and o participabe Coaching within the group such as loss of
regzarch and memibers to other locationes. It is cost
seftings Mentoring  effective. Nurses will feel more
muodel empiwered to meet the challenges in
difficult nursing situations. Regular
evialuation o meet individual goals &
important. Peer group supervision has
been enjoyable, positive and benefits
all
Characteristics of Included Studies - Interpretive and Critical Research Form
Stuady Methods for Country Phenomena  Settings Participant characteristics angd Model of Description of main results
data collection of interest Context, sample size PeEr group
and analysis culibure SUpETVision
Fakalata and 5t Questionmaires New Peer group Epsom day unit in - Registered nurses working in Auckland  Not Descriptive analysis with a survey
Martin (2020). and semi- Zealand supervision  the Aockland Health board Epsam Day unit EDLL described showing that emotional Lbour
structured medical aid clinic  Invitation i 16 participants for surveys. contributed o reported stress levels. The
individual 12 responded 5 participants for the gualitative data showed that as a result of
interviews. interviews peer supervision nurses benefited in
Survey results terms of professional confidence knowing
were a Likert they could acress useful advice, planming
scale. The follow up of complex patients and their
qualitative data capacity to address more personal
was descriptively impacts such as stress. Peer supervision
analysed and a time needs to be protected as it was aften
sumamary af debayed or cancelled to allow for other
resulls were meetings. The makeup of the peer
provided supervision group could benefit from

regular review 10 ensure nuTses can move
around groups. The current maodel is
beneficial o nurses. Access o an extermal
professional supervisor with mental
health expertise would be advantageous

[comtraed on next page)

Downloaded for Anonymaous User (n/a) at Unaversaty of Southern Queensland from Clanicalkey com. au-‘numi: bli Elsevier on
T

Apal 11, 2023 For personal use only. No other uses withoul permission. Copyright £2023. I'_|5Ewur Inc. All

4 reserved.

60



T. Tuileners et al

Table 3 (continued)
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Characteristics of Included Studies - Text and Opinion Study Form

Sty Type of text Population Topic of Setting Stated allegiance/position Madel of Description of main argument (5}
represented  interess context PEET group
culture supervision
Johnson 2016, Four phased Uniter] Peer group Community MNurses and allied health. & participants  Page & Effective peer group clinical supervision
action research Eingdom Supervision health incloding 4 nurses of differing grades  Woskets five  for health care practitioners can be
process. Data was organisation and roles, 2 allied health (1 stage moded  accomplished with a relatively modess
collected using Ovecupational therapist, 1 podiatrast) allocation of Hme. Establishing
audio recording expectations before and during the
over & planned processes contributed to equalising the
sessions. The power relationships within the group and
author was a established democratic principles within
participant supervision. The meast critical feature was
observer. Each the rotation of the functional roles of the
session was 1.5 b facilitator, supervises and supervisor to
Template establish mutual frust betwesn members.
analysis was the The value of the review stage in group
thematic data supervision was demonstrated in
analysis process enabling behaviours, emotions and skills
used. Data was to be noticed, challenge and reflection to
manually coded take place and for actions and ouloomes
and assigned to o be monitored. Substantial common
priori themes and ground between members showed
themes wers professional values, beliefs and
merged and experiences. Hierarchical iswes did not
reassigned via an impinge on group relationships or
iterative process, undermine supervisory relationships.
The final Sabe space provided by peer group
template supervision enabled work genersted
provided the emation to be processed and managed
structure for rather than masked. Failure to address
further analysis this may have a paralyzing effect on
and professional performance. Challenge
interpretation of each other was an indication of mutual
the fAndings trust and a signal of authenticity- so
challenge became the antidoge 1o
collision
Lakeman and Action research.  Trinidad Peer group Murses at a hocal 10 participants. 7 reg | aal Addapted Fidelity to the peer group supervision
Glasgow Data collection and Tolsego  supervision  pychiatric health nurses and 3 enrolled ourses Heran model depends on strong facilitation
{00497, methods were haspital worked at the hospital for at least 2 el skills andd a commitment to following the
foeus groups. ywears. Were female and average age was prescribed or chosen process. A
Semi structured 43. No prior experience of clinical supervisor led group or expert facilitvor
and apen ended Supervision may have been a more useful model o
questions, audio commence with o strengthen the
taped anmd facilitation skills of members. There was a
tramscribed. fncus on specific encounters that take

Transcripls were
subject to content
analysis (Braun
and Clarke)
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place between patients and nurses. The
participants warmed to this way of
conceiving practice and with the simple
but elegant idea of reflecting on the intent
of their interventions. A different
methodalogy would be mome appropriate
o examine the impact of peer groap
supervision on actual standards of cre
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Table 3 (conminued)
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Characteristics of Included Studies - Text and Opinion Study Form

Sty Type of text Population  Topic of Setting’ Stated allegiance,/position Muadel of Description of main argument (£}
represented  interest contexty’ PEET grotp
culture supervision
Tulleners et al.  Semi-structured  Australia Peer group Community Thirteen female participants from the  New Three key interpretations arose from the
( Face o Bace supervision  Health setting following nursing grades (Registered Zealand data analysis process. First interpretation
interviews of Nurse, Clinical Nurse, Nurse manager  Coaching identified there is value in undertaking
approximately and Clinical Nurse consultant from an - and peer group supervision. A level of
1 h were ouber metropalitan regional heslth Mentoring  individual commitment was needed o
conducted using service with at beast & months mnde] get value out of peer group supervision.
open ended experience of peer group supervision Good news was important. There was
questions. Naive feedback and learming. Professional
reading sustenanee was gamed through 5 ways: It
commenced the builds you up, safe and comfortable,
data analysis trust, confidentiality, and suppart. There
process. A were 2 game changers that determined
process followed whether peer group supervision was
of re-reading the effective or not and these were group
text and matters and following the rules. peer
interpretation bo group supervision can be used with
the paint whene community health nurses and is not
broad themes and limited o a certain designation, years of
MEATng were expeTience or working with certain
identified patients. There is value for the ndividual
nurse and more widely for the nursing
profession. The game changers need o be
cansidered for effective peer group
supervision. If peer group supervision is
implemented without consideration of all
the benefils and challenges it could st
staff and managers up for Gilure
Marrow CE, The overarching  United Peer group  Acute and 40 practicing community and hospital — One Effective dinical supervgion can be an
Hollyoake K, research project Kingdom supervision Community nurses. 5 participants voices were participant  empowering experience. Health
Hamer I, colbected daks via Helth extracted for discussion. 2 were peer utilised the  practitioners need a form of mediation to
Kenrick C. pre-past stucly group supervision. 1 detailed one toone Heron help them develop professional practice.
2002 fuestionnaires, supervision el Employers should recognise the
repertory grids, importance of quality time and invest in
foeus group the value of dinical supervigsion whether
interviews and using VT technology or not. Training amd
written education of supervisors and supervisees
narratives. Data shauld be 3 major investment. Clear
analysis was framewarks for supervision practice
completed should be fdentified
through 2
descriptive
symopses of 2
reflective
accounis
3.4.3. Synthesised finding 3: professional learning experience discussed, even when things haven't gone well (Tulleners et al., 2021;
Every clinician has differing learning needs. To achieve the desired Johnson, 20016). Tulleners et al. (2021) note that support also takes the

outcomes, support is required when one is at their most vulnerable.
Reflection and leamning are more likely to occur when there is a sup-
portive environment. Receiving empathy and understanding whilst
being challenged to brainstorm ideas is desirable (Tulleners et al., 2021;
Marrow et al., 2002). Guidance and support for therapeutic reflection
was noted to be important. Further, nurses felt safe when they were
together in a supportive environment. It follows that when there are
feelings of being safe, experiences will be shared, thoughts and opinions

Table 4
Credibility level within synthesised findings.
Synthesizsd Finding (5F) Unequivocal — Credible Mot Taotal
supported
5F 1 Facilitating professional 10 10 o 20
growth
5F 2 Trnsting the group. 11 5 o 16
5F 3 Professional bearning B o o a
EXPErEOe
5F 4 The shared experiences T 1 o 8
Overall totals 36 16 o 52

Dovwnloaded for Anomymous User (n/a) at Universaty of Southern Queensland from ClinicalKey com an/nursing

form of managerial approval to attend the group.

MNurses participating in peer group supervision have different per-
spectives of the experience. Some participants viewed it as a learning
experience undertaken in protected time. Others appreciate the value of
bringing practice concerns to a place where likeminded nurses can
provide a different perspective. The nurses described gaining confidence
and satisfaction, even saying it is essential for nursing (Tulleners eof al,
2021) (See Appendix 6 for category illustrations).

3.4.4. Synthesised finding 4. The shared experience

There is power that comes from the sharing of stories. To know that
someone understands leads to increased confidence and self-efficacy.
Every supervision experience has a supervision story. Tulleners et al.
(2021} noted that sharing good news stories was impaortant. The nurses
wanted to celebrate the successes of their work and not just the chal-
lenges. Knowing the story could be told without fear of being judged was
important especially when processing emotions associated with work
(Johnson, 2016). Johnson (2016) also noted that there are always two
sides to a peer group supervision story and the participants are only
sharing their perspective. This is not identified as an issue per se but
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rather a consideration. Participants highlighted the need to challenge
assumptions and maintain professional accountability.

The nurses identified that a beneficial element of peer group super-
vision is the opportunity to share experiences. The notion of receiving
multiple ideas and support is appealing (Lakeman and Glasgow, 2009).
As caring, responsible professionals, the idea that you are not alone
meant something to the nurses (Tulleners et al, 2021). Linking with
others who share the same problems and experiences was important.
There is support and respect whilst reducing professional isolation
(Marrow et al, 2002). The sharing of experiences does not just appear,
rather this needs commitment to both the process and the group. Like-
wise, peer group supervision needs to be a priority for nurses for it to be
worthwhile (Harker et al, 2015) (See Appendix 6 for category
illustrations).

See Appendix 7 for the Meta-Aggregative Overview Flowchart for
each synthesised finding.

4, Discussion

The systematic review examined the experiences of nurses™ partici-
pating in peer group supervision. The review identified four synthesised
findings. The first finding identified the personal and professional ben-
efits to nurses participating in peer group supervision. This is consistent
with peer group supervision studies in the helping professions (Atik and
Erkan Atik, 2019; Dungey et al., 2020; Nickson et al., 2016).

The benefits vary greatly from person to person and are not always
guaranteed. Benefits to patients have not been clearly articulated in the
literature. This can lead to scepticism by both nurses and managers
about what they will “get out of supervision”. When it comes to priori-
tising time, participation by nurses could be influenced by the perceived
benefits (or not) from attending peer group supervision. The articles
emphasised that trust and communication is critical. The development
of group is dependent on the group dynamics and structure that
presents.

This review provides relevant information to prospective partici-
pants in the establishment of groups and in the time required for trust to
develop. Both challenges and successes were identified in the estab-
lishment of groups. Challenges arose that relate to finding the time,
knowledge of the model and commitment to attend which reinforces the
idea that peer group supervision needs to be considered worthwhile for
nurses to be motivated to participate.

This review emphasised professional and personal growth and
developing trust in teams as the point of difference with peer group
supervision. Whilst there are benefits with multiple perspectives,
groups, and people within groups, can create inherent challenges. The
vulnerability experienced when reflecting on practice is difficult and
developing groups where comfort and professional etiquette is respected
is needed. It is hard enough to share personal stories in a professional
space, let alone when it is in front of an audience. If group trust can be
bauilt and teams established that respect both personal and professional
traits, then the experience is very rewarding. This was reiterated several
times unequivocally across the studies.

Several studies identified the potential risks associated with groups
(Tulleners etal., 2021, Johnson, 2016). However, only Rich et al. (1995)
reported comprehensively on the group processes. The issue of stability
within groups regarding members coming and going made a difference
to the experience. Most of the studies described how groups are formed.
Harker et al. (2015) and Rich et al. (1995) were clear in their description
of group formation. Mot all studies provided detail on the structure of the
peer group. Self-selection of group members was mentioned in several
studies. However, self-selection to groups does not prohibit issues or
guarantee success. Further exploration on group formation and its
impact on peer group supervision experience is needed.

The key point arising from the third synthesised finding was that
each person saw peer group supervision differently. Individually peer
group supervision was perceived from a viewpoint that was meaningful
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to the participant. The learning and reflection on practice was individual
and unique. Reflective learning opportunities occurred when the envi-
ronment was supportive. Support was pivotal, both from each other and
from managers who approved time to attend.

A unique finding from the review was the importance placed on the
sharing of experiences. Sharing was powerful and the important mes-
sage arising from the studies was that nurses do not want to feel alone in
their practice. Feelings of isolation without the capacity to debrief and
share was identified as a reality for some. Having someone who un-
derstood what was being experienced whilst sharing links and networks
provided confidence. Sharing knowledge and insights when caring for
complex patients made nurses stronger especially when no one person

within the group led or assumed superiority (Marrow et al,, 2002).
Several studies described peer group supervision using a particular
supervision model (See Appendix 6). Harker et al. (2015) and Tulleners

et al. (2021} described use of the New Zealand Coaching and Mentoring
model. Fakalata and 5t Martin (2020) did not specifically mention a
model however the references and discussion indicated the use of the
MNew Zealand Coaching and Mentoring model. Johnson (201 6) identified
the use of Page and Woskets five (5) stage model of supervision. Lake-
man & Glasgow (2009) identified the participants as using an adapted
moxdel by Heron (1999). In Marrow et al. (2002} one participant referred
to the Heron model whilst the other case study made no mention of a
model. Rich et al. (1995) identified group theory rather than a specific
model. This reinforces the review finding that no one model is recom-
mended or used however the importance of group is highlighted. The
lack of clarity surrounding model choice further complicates the deci-
sion making of those considering whether to use peer group supervision
or other alternative models that use a facilitated approach.

4.1. Limitations

Restrictions on language inclusion may have resulted in nurses™ ex-
periences going unreported. Likewise, two studies Rich et al. (1995) and
Harker et al. (2015} were included despite being narrative/opinion
papers however the content aligned with the review, its purpose, and the
experience of the nurse. Johnson (2016) included two allied health
professionals in their study with data analysis de-identified, thus it may
b possible that findings from the study were allied health and not
nursing only. Additionally, two studies Fakalata and 5t Martin (2020)
and Marrow ct al. (2002) were identified as having met fewer of the
methodological research quality criteria. Therefore, caution may be
applied to the findings of these studies.

Finally, it is acknowledged that one study was conducted by the
authors of this review. The influence of the author on the review was
considered and discussed within the review team. Bias was determined
to be mitigated by the strict adherence to the review process and use of
the quality tools from the Joanna Briggs Institute to maintain trans-
parency throughout each step of the process. An independent review of
this article ocourred by an academic that was neither an author on the
paper, nor a colleague of the authors.

4.2 Implications for nurse’s practice

The review highlights the need for nurses to develop an under-
standing of the peer group supervision process prior to commencing. It is
important for the nurse to recognise and understand the power that
arises from the sharing of experiences. Group processes can impact the
nurse’s experience. Therefore, consideration should be given to the skills
nurses require to maximise the group sharing opportunities. As experi-
ences are very individual, nurses may want to consider how peer group
supervision can influence their nursing practice and advocate for this
within their organisations. Being aware of the potential challenges
particularly of group formation and the time needed to develop trust can
impact the peer group supervision experience. There is a need for nurses
to identify and plan for successes and challenges and acknowledge that
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this requires both individual and group cohesion to achieve success.
Organisational support and time are needed to enable teams time to
form, develop and establish trust and group cohesion.

4.3, Implications for orgamisational policy

The review highlighted the need for organisations to consider all
elements of the process of forming, establishing, and maintaining groups
and boundaries when implementing peer group supervision into nursing
practioe. This includes what supports are required to assist nurses to
achieve the benefits and how can organisational barriers such as
providing and protecting time for regular participation be considered.
This review identifies a positive outcome for staff with reflective time
and the capacity to build strong, resilient teams. It is recommended that
further research that explores the outcomes from a self-efficacy
perspective may be beneficial, likewise research that explores benefits
to care needs to be considered.

4.4. Recommendations for additional research

There is limited research that specifically explores peer group su-
pervision that is group led and not facilitated by a leader or facilitator.
Additional research that specifically focuses on peer group supervision
for nurses from a professional self-care perspective is required. This
review has provided a glimpse into the potential of peer group super-
vision and the development of greater resilience, the capacity to debrief
and the potential to increase professional self-efficacy. However more
in-depth understanding of the potential for improving care is required.

Future research needs to ensure that all aspects of the peer group
supervision processes are reported adequately to inform decision mak-
ing. For example, future research may repont why certain models were
chosen thus providing pertinent information on which supervision
maodel work best in what environmental and clinical situations. Research
that captures the importance of peer groups, their meaning, and the
process of forming and establishing groups requires consideration with a
better understanding of group processes needed. A longitudinal
approach to future research could explore the impact of peer group
supervision on nurses practice and care outcomes.

5. Conclusions

This systematic review demonstrated that whilst there is a plethora
of research on nursing clinical supervision there is a paucity on nursing
peer group supervision. It was noted that studies regarding the experi-
ences of nurses primarily focused on group supervision with a supervisor
(Johnson, 2016). There were limited studies that purely explored
nurses’ experiences from a peer led approach.

It is interesting that only seven studies were located from the liter-
ature and only a few of these described qualitative methodology. This
review could have explored peer group supervision from alternative
methodologies but the richness that comes from the thoughts and feel-
ings of the participant cannot be ignored, nor can the experience at the
coalface by participating registered nurses This experience provides
richness into the impact felt by nurses in their day-to-day practice. The
concept of sharing was strong, and the concept of appreciation of time
and discussion was noted.

The results of the meta-aggregation demonstrated that the peer
group supervision experience comprised both individual and group el-
ements. Nurses can reap benefits from peer group supervision for their
professional practice but there are challenges that need to be considered.
As these challenges are not always within their control, it is necessary to
have organisational support for the process.

Challenges with group formation, developing trust and respect to
share and engage are areas that require greater understanding and
processes for the future. Peer group supervision is a valuable and worthy
process for nurses as the ability to share, reflect and adjust both personal
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and professional aspects of practice are noted. The need to be engaged in
teams that are cohesive and offer trust, respect, and the time to meet was

highly regarded.
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3.3 Links and implications

This chapter links inherently with the outcomes shared in the narrative literature
review conducted in Chapter 2. This chapter provides a systematic review of the peer
group supervision literature to better understand the experience from those having
used it. The review identified that whilst the literature on clinical supervision is plentiful
there is scant evidence specifically detailing nursing peer group supervision
experiences from clinicians in practice. Importantly the systematic review focused on
group supervision containing a designated supervisor which could impact the
processes and outcomes of the supervision experience. This model aligns with the
Australian College of Nursing and Queensland Health in recommendations for best

practice in an Australian health setting.

The results of the review indicated that there were individual and group
components that required consideration in peer group supervision practice. Whilst
benefits were noted to be found in this worthy and valuable professional reflective
practice process more knowledge was needed to mitigate the potential challenges.
The implications arising from this research are that all aspects of the peer group
supervision process need to be evaluated. This includes group aspects as well as
individual considerations. The literature review in Chapter 2 and this systematic review
clearly demonstrates that there is a gap in our understanding and more needs to be
understood about the nursing peer group phenomena. Additional research is required
into the processes of peer group supervision to accommodate staff needs in known
busy workplaces. Without this knowledge the successful implementation is likely to be
hampered. The following chapters provide detail on the research process including
methodology and method used to identify and share the experience according to
participants. This knowledge can be used to provide answers to this gap in collective

knowledge.
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CHAPTER 4: METHODOLOGY

“The essence of the question is the opening and keeping open,
of possibilities”

Hans-Georg Gadamer

4.1 Introduction

Reflecting philosophical concepts in research can be particularly difficult when
there are no clear frameworks or methods (Adams & van Manen, 2017; Alsaigh &
Coyne, 2021; Austgard, 2012). There is no one definitive or preferred methodology for
researching peer group supervision. Within a peer group supervision model, nurses
come together to potentially reflect and be vulnerable in their practice which is unique
from other nursing activities where greater structure, process and reporting exist. To
fully understand the implications of this model for nurses, this research seeks to
explore the “what is” of peer group supervision practice for nurses individually and as
a professional in practice. It is through exploration of the peer group supervision

experience that meaningful insight is gained into this phenomenon.

The nature of qualitative research is to search for meaning and explore what
lies beneath a person’s thoughts or actions (Beck, 2013; Liamputtong, 2017).
Qualitative research relies on the storytelling of people from a social perspective
(Creswell, 2016; Liamputtong et al., 2017). This is an element that is missing from the

peer group supervision literature.

There are multiple approaches that might be utilised in qualitative research to
bring forth the participant's story including phenomenology, ethnography, and
grounded theory (Beck, 2013; Holloway & Galvin, 2017). The approach utilised should
be the one that best reflects the expression of the lived experience and demonstrates
congruence with the research question. A hermeneutic interpretive approach was
selected based on the research question posed. Review of the literature reveals that
hermeneutics and nursing research can go hand in hand (Bradshaw, 2013; Hennessy,
2018; Moules et al., 2015; Rising Holmstrom & Sdderberg, 2021; Smythe et al., 2014;
Williams et al., 2020).
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Gadamer (1975/2013) stated that “hermeneutics developed here is not,
therefore, a methodology of the human sciences, but an attempt to understand what
the human sciences truly are” (p.xxii). The meaning of hermeneutics is founded in
Greek philosophy whereby messages were delivered among the gods to humans via
Hermes (Bynum & Varpio, 2018; Lawn, 2006). Hermes provided an interpretation of
these messages that aided the understanding and interpretation of sacred texts
(Gadamer, 2006). Hermeneutics provides an interpretation to bring about an
understanding of the topic, in this instance peer group supervision. Moules et al.
(2015) state, “It is neither replication nor is it justification. It is an acknowledgement

that things come from somewhere; they are not simply fabricated” (p.3).

The purpose of peer group supervision in practice is to seek understanding,
meaning and in many instances resolve professionally related situations or practice
issues. Learning more about the professional self and engaging in constructive and
meaningful reflections on practice, provides a sense of power to transform practice

and professional understanding of self.

To elaborate further on the interpretive phenomenological methodology relating
to the research question, this chapter will provide an overview of qualitative research
focusing on phenomenology (section 4.2) and interpretive phenomenology
(hermeneutics) (section 4.3) before outlining the research through Gadamer’s
philosophical approach (section 4.4). The congruence of the philosophical approach
to peer group supervision will be outlined (sections 4.5, 4.6, 4.7, 4.8, 4.9, 4.10 and
4.11). Finally, the rigour and credibility of this approach will be discussed (section 4.12)

and the chapter summary provided (section 4.13).

4.2 Phenomenology

Phenomenology assists researchers to understand or develop knowledge
about the everyday experience of patients in our care (Matua & Van Der Wal, 2015;
Moxham & Patterson, 2017). Phenomenology in nursing does not offer empirical
observation but rather an insight into the experiences of health or illness.
Phenomenology is a preferred research methodology when exploring phenomena that
are less well-understood (Matua & Van Der Wal, 2015).
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Phenomenology describes the story of lived experience within its context and
in this instance provides a voice to registered nurses to share their experience, both
positive and barriers to success of peer group supervision (Zahavi & Martiny, 2019).
As a methodology, phenomenology is firmly grounded in philosophy which must be
reflected in the research study (de Chesnay & Bottorff, 2015; Ellis, 2016; Errasti-
Ibarrondo et al., 2018; Holloway & Galvin, 2017; Skea, 2016; Sloan & Bowe, 2014).
Phenomenology is grounded in philosophy and as such there are no definitive rules
or regulations (Tufanaru & Attard, 2012) prompting discussion in the literature about

the application of the philosophical tenets (Zahavi & Martiny, 2019; Paley, 2018).

Different schools of phenomenology include descriptive, interpretive and the
Utrecht or Dutch school (Dowling & Cooney, 2012; Holloway & Galvin, 2017;
Liamputtong et al., 2017) with the humble beginnings attributed to the German
philosopher Edmund Husserl (1859-1938). Husserl expanded on the work of earlier
philosophers with the establishment of phenomenology as a response to concerns
that the essence of life was being lost and reduced to a positivistic paradigm (Abalos
et al., 2016; Gerrish & Lathlean, 2015). Husserl had the idea of wanting to view
consciousness with a “God’s eye view”. He is often quoted as describing “to the things
themselves” (Zu den Sachen) meaning that the phenomenon is where understanding
takes place (De Chesnay & Bottorff, 2015. p.3; Eberle et al., 2020; Taylor & Francis,
2013).

Husserl describes the suspension of knowing to be replaced with
transcendental philosophical questioning of “what is” (Sloan & Bowe, 2014; Taylor &
Francis, 2013). Events and situations shape human consciousness and when human
beings self-reflect, this lived experience can be shared (Willis et al.,, 2016).
Phenomenology promises insight into the inside experience to shed light on
commonalities and describe what the experience was like (Galvin & Holloway in
Gerrish & Lathlean, 2015; van Manen, 2017).
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In descriptive phenomenology, the everyday lifeworld experiences begin with
rich description (Liamputtong et al., 2017). However, this description does not require
explanation or suggest causation (Converse, 2012; Dowling & Cooney, 2012,
Tufanaru & Attard, 2012). Rather the phenomenon is described and analysed
unhindered by presuppositions (Abalos et al., 2016). Husserl describes the concept of
intentionality. This concept proposes that humans are conscious of what is going on
in the world, but understanding can occur through the direction of this consciousness
(Dowling & Cooney, 2012; Taylor & Francis, 2013; Holloway & Galvin, 2017).

Intentionality occurs when we notice the everyday and pay attention to the
experience without taking it for granted. We see the essential qualities or essence of
the object. Husserl noted that humans come to situations or experiences with
judgements and preconceptions (Willis et al., 2016). Husserl felt that it was necessary
to separate these insider perspectives so as not to influence or bias the experience,
thus, allowing the experience to stand. Coming from a mathematical background he
called this shifting of consciousness or a fresh way of viewing, bracketing (Smith,
2013).

Bracketing sets aside preconceptions or judgements so that the data can be
seen for itself (Galvin & Holloway in Gerrish & Lathlean, 2015; Matua & Van Der Wal,
2015; Taylor & Francis, 2013). This facilitates epoché or the suspension of belief.
Husserl’s process of slowing down inhibits the researcher leaping ahead and pre-
empting the phenomenon (Holloway & Galvin, 2017, Patocka in Drummond, 2019).
Bracketing leaves behind only the unburdened essence of the phenomenon (Dowling
& Cooney, 2012; Merriam & Tisdell, 2016; Taylor & Francis, 2013).

4.3 Interpretive Phenomenology

Many contemporary philosophers, including his student Heidegger, disagreed
with Husserl’'s viewpoint. Heidegger asserted that contemplating these abstract
philosophical ideas is difficult because people are embedded in the world view and
therefore it is impossible to be all-knowing or see things “with a God’s view” (Skea,
2016). Heidegger (1889-1976) was an influential German philosopher known as the
father of interpretive phenomenology or hermeneutics.

70



“‘Hermeneutics is a modified transliteration of the Greek verb “hermeneuein”,
which means to express aloud, to explain or interpret and to translate” (Schmidt, 2016.
p.5). Where language exists so does interpretation, be it from religious texts to the
interpretation of the classics (Schmidt, 2016). Hermeneutics brings “something out of

one world into another” (Gadamer, 2006. p.29).

The focus for Heidegger was to ascertain “the meaning of being” not just
knowledge about certain phenomena (van Manen, 2017, p. 104). For Heidegger
phenomenology did not stand alone, detached from consciousness rather it is a way
for researchers to understand what it means to “be” (Heidegger, 1962). Heidegger
introduces the notion of Dasein (being there) as meaning existence is inseparable from

the world.

Understanding the inner workings and philosophical tenets of Heidegger can
be as difficult as reading his works (Smythe & Spence, 2020). However, his influence
on nursing research can aid understanding of the lived experience (Horrigan-Kelly et
al., 2016). Describing a phenomenon was not sufficient, understanding is also
required. Heidegger was concerned with ontology and what is the nature of being, the
interpretation or unveiling of it and exploring moments where the everyday, is not
taken-for-granted and life becomes visible (Given, 2008; Heidegger, 1962,
Liamputtong et al., 2017).

A major characteristic of descriptive phenomenology research is the need to
bracket researcher presuppositions to transcend and thus understand the experience.
In interpretive phenomenology, the experiences of the researcher are acknowledged
as being impossible to separate and essential to the interpretation (Benner, 2008;
Bynum & Varpio, 2018). For this reason, preunderstanding or one’s own experiences
cannot be separated from the interpretation (Bynam & Varpio, 2018; Dowling &
Cooney, 2012, Matua & Van der Wal, 2015; Sloan & Bowe, 2013). Van Manen, (2017)
notes that the mere act of reflecting on a lived experience means it has passed. The

challenge then is to stay true to the experience as it was in that moment.
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Heidegger poses the question: “What does it mean?”, rather than “What is the
experience?” (Heidegger, 1962; Horrigan-Kelly et al., 2016). Being in the world is an
elusive concept but Heidegger proposed that it was a circular process where
understanding occurs within many contexts (Converse, 2012). Understanding does
not come from an enclosed circle that feeds on itself rather reinterpretation builds and
leads to comprehension.

4.4 Gadamer history and philosophy

Hans-Georg Gadamer (1900-2002) was a German philosopher and former
student of Heidegger who produced his greatest work “Truth and Method” at the age
of 60 (Grondin & Plant, 2014). Husserl and Heidegger provided a methodology of
description where findings outlined the essence of what was said. The philosophical
tenets of phenomenology continued to evolve with later philosophers focussed more
on interpretation as understanding. In contrast to Heidegger, Gadamer emphasised
that understanding occurs through language and conversation with the power to

transform the topic and the person themselves (Binding & Tapp, 2008).

Researchers are at risk of portraying hermeneutics as a method or way of doing
things. This is not the purpose as Gadamer prescribes not a theory, but rather, sharing
a way to be open to deeper understanding (Binding & Tapp, 2008). Gadamer
discusses the different ways one might understand, such as intellectual understanding
and the application of this understanding. Intellectually understanding something
shares the authority to say “yes, | get this”, and being able to apply that understanding
proclaims “yes, | can do this” (Grondin,2021). Understanding through knowing
becomes self-understanding, which is influenced by underlying tradition (Binding &
Tapp, 2008).

Bildung can be interpreted to mean formation or becoming (Gadamer,
1960/2013) or even cultivation (Moules et al., 2015). Bildung is transformative, in that
we understand differently and something new arises from the experience (Davey,
2006). Bildung “grows out of an inner process of formation and cultivation” (Gadamer,
1960/2013. p.10).
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When nurse researchers utilise a hermeneutic philosophical approach to
explore a research topic there is Bildung. As the research progresses the formation or
becoming of the experience of peer group supervision will arise. It is through this
revolution that understanding the experience differently will occur. To see this clearly,
the research needs to pay attention to, and acknowledge the hermeneutic elements
throughout (McCaffery et al., 2012). This begins with tradition which is more than just
the handing down from one to another the “way things are done”. Tradition is changed
and reimagined as it does not stand separate or siloed but rather, we are part of
tradition and tradition is part of us (Lawn, 2006). In nursing, culture, and tradition form
part of everyday practice. The contemporary nurse is a professional practitioner where
law, regulation and national competency standards provide a platform for governance.
Tradition is matched through the historical lens of a nurse as carer, through trust,
competence, respect, and dignity. This historical lens shifting from a role of

subservience to one of contemporary practitioner.

Alongside tradition, language, dialogue, or conversation also requires the
researcher’s attention. Gadamer (1975/2013) states “being that can be understood is
language” (p.xxxiii). It must be recognised that the use of language and conversation
does not mean that every conversation is fruitful or that there is agreement. However,
there may be understanding which arises from not just putting forward a point of view
but shifting the view to a different direction (Gadamer, 1975/2013).

Gadamer related this shift in point of view to Aristotles ideas about phronesis
(ethical or practical wisdom) (Gadamer, 1975/2013). Phronesis is moral wisdom or
knowledge that arises from habits and traditions but is not retrained by these.
Technical knowledge alone is insufficient when reflecting on practice (Jenkins et al.,
2019; Moules et al., 2015). The application of phronesis has considerations for the
nurse such as reflecting on whether this is the best course of action for this situation,
currently, in this context. This application considers the history and context so as not
to mindlessly repeat what has gone before but to act as required in the current

situation.
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We pay attention to and acknowledge the hermeneutic circle. Whilst both
Heidegger and Gadamer describe the hermeneutic circle there are stark differences.
Heidegger describes a process of understanding leading to interpretation and so on,
whereas Gadamer notes that there are parts to the whole. “Understanding
presupposes that the meaning to be understood builds a perfectly coherent

whole...until all else fails” (Grondin, 2021).

Being open to possibilities that may arise can be difficult due to prejudices or
preunderstanding. Every person comes with prior knowledge or understanding that
has arisen from life experiences and no one can claim to be a blank page. The term
prejudice has developed negative connotations (Gadamer, 1975/2013). However, in
the hermeneutic context, a person’s prejudices can facilitate acceptance or rejection
of possibilities because they differ from their worldview. These prejudices unless
acknowledged, can inhibit the ability to develop new horizons.

For Gadamer, language was the universal horizon and was far more than just
a tool (Nelms, 2015). Gadamer describes the fusion of horizon or
horizonverschmelzung as follows: “the interpreter and the text each possesses his,
her or its own horizon and every moment of understanding represents a fusion of these
horizons” (Gadamer, 2006, p.45). Fusion of horizons occurs when the past or
historical horizon intersects with the present horizon not to obliterate or overpower but
rather to create new understanding (Lawn & Keane, 2011; Paterson & Higgs, 2005;
Smythe & Spence, 2012).

In this discussion, the historical horizon is the literature associated with peer
group supervision and its context within clinical supervision. This horizon includes the
peer group supervision experience of the researcher. The present horizon will be the
text obtained through conversation with the participants and the subsequent
transcribed interviews, embedded in the emerging interpretation of the researcher.
Interpretation does not lead to a definitive endpoint, there is no one definitive horizon
rather future horizons which continue to evolve as understanding changes (Lawn,
2019). This research provides a new horizon of what peer group supervision could be

for nurses. Figure 12 provides a visual representation of this new horizon.
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Figure 12: Peer group supervision (PGS) fusion of horizon

We cannot enter into dialogue about this nursing practice without understanding
the history and traditions of the topic (Moules et al., 2015). As Gadamer (1975/2013)
reminds us “historically effected consciousness is an element in the act of
understanding itself” (p.312). This does not mean reciting the historical milestones of
peer group supervision. Rather, the literature is saying we come from a place of history
and tradition and there is more to know as we have not yet reached understanding.
There is a link between this concept and the role of a nurse, where practice and
reflection are intertwined with history and tradition in nursing. When Gadamer
describes the hermeneutic experience, it is the experience that comes from the
everyday that pulls you up, is unique and unrepeatable (Lawn, 2006). The challenge
is to take the ordinary everyday experience of peer group supervision and ask nurses
to share what was unique or stands out for them. From this experience, the question
is asked: “what is new about this?”.

In peer group supervision, reflective practice is used to debrief, recount, or
explore clinical or professional situations in greater depth (Davys & Beddoe, 2020).
The determination of professional meaning gained from reflection on practice for the
registered nurse is not well understood. Reflection through a formalised peer group
supervision process is established in some settings in nursing practice. Learning more
from peer group supervision and the analysis of professional reflections provides a
way of establishing meaning. The utilisation of hermeneutic phenomenology offers a
solution to understanding the experience of peer group supervision and its use of

reflection on practice.
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4.5 Peer group supervision: a Gadamerian philosophical approach

The peer group supervision delivery model utilises dialogue and conversation
to develop new insights into and understanding of a nurse’s practice (Bernard &
Goodyear, 2019). By the very nature of this model, every experience of peer group
supervision is unique to the nurse’s history, practice, and context. Developing an
understanding of these experiences is possible through listening to the voices of those
participating.

There is no one method that will lead to a total understanding of the peer group
supervision experience. However hermeneutic interpretation is the most appropriate
methodology to provide illumination and new horizons. There is congruence with
hearing the voices of the participants as well as with the practice of peer group
supervision itself. Hermeneutics also acknowledges the role of the researcher as
integral for bringing forth that which might have otherwise been unknown. As Gadamer
does not provide a step-by-step manual, the research must clearly reflect the
philosophical concepts and key elements and bring them to life for the reader (Adams
& van Manen, 2017; Austgard, 2012; Fleming & Robb, 2019; McCaffery & Moules,
2016; Regan, 2012). The literature describes guidelines, methods and frameworks
designed to guide novice researchers who identify with Gadamer’s philosophy but are
unsure of where to begin (Alsaigh & Coyne, 2021; Fleming et al., 2003; Moules et al.,
2015). Whilst this research project did not apply a particular guideline, the literature
provided insight into the research considerations.

4.6 Address of the topic

My curiosity about this topic initially came when | heard a nursing colleague
describing their peer group supervision experience. The nurse and | used the same
peer group supervision model and worked in the same community health setting, yet
our experiences were utterly unique. Asking the right research question unlocks
possibilities of understanding (Alsaigh & Coyne, 2021; Austgard, 2012; Gadamer,
1975/2013). There is still much that is unknown about peer group supervision and the
goal of interpretation is to shine a light on the unknown. Therefore, the research
question; “What is the lived experience of nurses participating in peer group

supervision?” is congruent with a Gadamerian philosophical approach.
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4.7 Prejudices & prejudgement

The prejudices of the researcher are the means through which a new
understanding of the phenomenon may be revealed (Binding & Tapp, 2008). The
research process began with a recognition that | come to this nursing topic with
curiosity but also with prejudices (Corcoran & Cook, 2022). As a novice researcher, |
was averse to contemplating prejudices due to the term’s negative connotations
(Gadamer, 1975/2013). However, prejudice in this context does not automatically
denote bias but rather prejudgement (Lawn, 2019). Alternative terminology utilised in
the literature describes this concept as preunderstanding and presuppositions
(Fleming et al., 2003; Maxwell et al., 2020).

Prejudices are not always uncovered prior to research commencement. Some
remain hidden until the text or conversation with the participant provokes a revelation
(Spence, 2017). Some may never be truly revealed and yet still influence
understanding (Corcoran & Cook, 2022). | came to the research project with opinions
and knowledge developed through first-hand experience of nursing peer group
supervision within a community health setting. From this experience, | developed my
understanding of the process, benefits and challenges associated with this model.

My participation in peer group supervision ceased prior to commencing the
current research. This prejudice allowed me to be present and engaged in the
research (Stenner et al., 2017). It allowed for understanding the terminology and ideas
and for hearing what might be. Throughout the interviews, | heard and understood the
language of peer group supervision practice utilised by the nurses. This understanding
lent credibility to the process as | could make their experiences accessible to the
reader (Moules et al., 2015). However, | knew that my horizon was only one way of
viewing the world and therefore sought to understand the phenomenon differently.
Although peer group supervision attendance had ceased prior to research

commencement, my prejudice remains.
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| discussed my prejudgement with the research team. Thoughts, feelings, and
prejudices were journaled during each stage of the research process. Identifying
prejudgement isn’'t always as simple as described in the literature (Fleming et al.,
2003). Focusing on prejudices as they change through reading the literature, gaining
understanding through dialogue with the participants and then during analysis, poses
challenges for the novice researcher. Support from the research team during this
process was essential as changing views can be uncomfortable (McCaffery et al.,
2022).

Prejudices change and alter as the research progresses. What was known
before loses relevancy with new horizons of understanding. Maxwell et al. (2020)
report multiple facets as contributing to prejudice and suggest there is an arc where
preunderstanding becomes altered understanding. Prejudgements cannot be
forgotten or ignored. Nor is it possible to separate your prejudices prior to commencing
research. Gadamer (1975/2013) notes that “separation must take place in the process
of understanding” (p.306). Therefore, it is important to understand that prejudice
identification is constant and fluid and occurs continually throughout the research

process (Lawn, 2019; Regan, 2012).

4.8 Dialogue with the literature

A review of the literature was conducted to explore the peer group supervision
horizon. Whilst literature reviews demonstrate a gap in the literature or critically assess
what is known, the key purpose in utilising a hermeneutic approach is to “provoke
thinking” (Smythe & Spence, 2012. p.14). Guided by this approach, the literature
review pays attention to the current knowledge, application, tradition, and context of
peer group supervision to achieve an understanding of the topic and to identify gaps
in what is known about this approach to peer group supervision (Boell & Cecez-
Kecmanovic, 2014; Pollock et al., 2017). The review of the literature exposes layers
of perspectives on what the true meaning of clinical supervision is in the context of
nursing. Disparities were shared, and commonalities were identified, however, it was

clear that a deeper reflective process of uncovering was needed.
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This research delves into the reflective experience of nurses professionally
through the construct of peer group supervision. The hermeneutic circle is utilised
during both the “search and acquisition” and “analysis and interpretation” phases
(Boell & Cecez-Kecmanovic, 2014. p.264). Reading the literature requires us to seek

the possibilities of the text not just its literal meaning (Moules et al., 2015).

Individual texts were read leading to the understanding of the part, then reading
new texts iteratively increased understanding of the whole. New horizons of
understanding were created as the researcher was open to the meaning of the text. It
is important at this point to again consider the prejudices of the researcher. In fact,

Smythe and Spence (2012) suggest this is the place to begin the literature review.

The researcher’s prejudgements include past and present experiences and
knowledge of peer group supervision. These were integrated into the literature review
from the beginning. The titles selected, and the search terms used were indicative of
prejudices and therefore need to be carefully considered. It is impossible to set aside

what is known about peer group supervision.

The known cannot become the unknown. Likewise, when reviewing the
literature, it was impossible to guess what the authors' presuppositions might have
been (Debesay et al., 2008; Smythe & Spence, 2012). Reading and engaging with the
dialogue enabled understanding of the text to occur. Simultaneously this can challenge
the researchers’ prejudgements about the topic (Boell & Cecez-Kecmanovic, 2014). It
is inevitable that the reader “interprets” the text based on their own prejudices however
this serves as a catalyst for provoking thinking about the topic (Smythe & Spence,
2012).

The literature review is the starting point for understanding the peer group
supervision horizon across dimensions of history, culture, context, and language. As
the topic of peer group supervision is nestled within the history and context of clinical
supervision the available literature is vast. The researcher determined where to enter
the hermeneutic circle to address the topic whilst not overlooking textual dialogue that
may have added to the horizon of understanding. It seemed logical to enter the
hermeneutic circle by reading articles on peer group supervision, yet | quickly realised
that this was akin to reading a book from the middle chapter.
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My prejudice led me to begin at a point that later required reconsideration. The
literature review is never complete as there is always more that can be discovered and
interpreted. It is important to consider when to leave the hermeneutic circle and the
time within the review where the experience and the specific learnings about peer
group supervision are captured. Boell and Cecez-Kecmanovic (2014) suggest
considering saturation and what this might mean in the context of the research.
Leaving the hermeneutic circle should be considered when commencing the literature
review. Whilst this can be challenging for the novice researcher, leaving the circle must
consider many factors including the determination that the literature meets and
addresses the topic.

4.9 The players

The research is not intended to be a portrayal of the participants in a study but
rather the portrayal of the experience. Gadamer describes this as the play (spiel) is
not about the players but rather the players provide a representation of the play
(Gadamer, 2006; Keane & Lawn, 2016; O’Connor, 2016). Purposive sampling of the
players was selected to be credible to the reader (Polit & Beck, 2017). Purposive
selection includes those individuals who can clearly articulate their self-reflective
capacity and whose contribution significantly aids in understanding the phenomenon
(Glover & Philbin, 2017; Holloway & Galvin, 2017; Liamputtong et al., 2017; Moules &
Taylor, 2021).

Each participant brings their own horizon of understanding based on their peer
group supervision history, culture, context, and experiences. This meeting of horizons
provides new understanding (McCaffery et al., 2022). The participants were sought
from nurses who seek to share their experience of peer group supervision. Moules et
al. (2015) make the point that ethically, nurses who wish to volunteer may have a
reason for doing so. Whilst a valid point, this does not discount the valuable insight
their horizon can add to understanding peer group supervision. A hermeneutic
research approach does not seek validation in the number of participants. Rather there
are sufficient examples to demonstrate the experientially rich accounts of the lived
experience (Moules et al., 2015; van Manen, 2014). As the research intent is to gain
an understanding of nurses' lived experiences, the sample size needs to be consistent

with the interpretive methodology (Hennick et al., 2017).
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4.10 Conversations with participants (Data Collection)

Peer group supervision may be understood in a variety of ways. One authentic
way is through dialogue and conversation with the nurses experiencing it (Moules et
al., 2015). Gadamer notes “When two people come together and enter into an
exchange with one another, then there is always an encounter between, as it were,
two worlds, two worldviews and two world pictures” (Vessey & Blauwkamp, 2006.
p.354). Whilst there is no framework for conducting the hermeneutic interview
(Dahlberg & Dahlberg, 2020) it has been described as an art or craft (Moules et al.,
2015).

This terminology should not discourage researchers who fear they lack the
creativity to conduct the ideal hermeneutic interview. Indeed, the art or craft of the
hermeneutic interview is being open, curious, and willing to listen for a truth that may

or may not differ from our own (Moules et al., 2015).

Whilst researchers may “fall into conversation” with participants, in that we do
not know the direction the conversation will take, there is a purpose to the interview
(Hovey et al., 2022; McCaffery et al., 2012; Moules et al., 2015). There needs to be
consideration of the time, place, and structure of the interview to best elicit
engagement (Holloway & Galvin, 2017). The use of semi-structured in-depth face-to-
face interviews encourages free discussion of the topic whilst being inclusive of the
participants' context and history (Creswell, 2016; Galletta, 2013; Gerrish & Lathlean,
2015; Polit & Beck, 2017). Like the introductory bars of a song, open-ended questions
begin the interview. An example of which is: Can you share with me your experience
of peer group supervision? Follow-up or probing questions are utilised to follow where
the topic leads (Moules et al., 2015; Polit & Beck, 2017).

Approaching the interview with openness and curiosity allows the “play” to
come forth and be less inhibited (Smythe et al., 2008). Being open, transparent, and
the appropriate use of humour creates a trusting space where the story can unfold
(Moules & Taylor, 2021). Whilst challenging at times the researcher listens intently
(Vandermause & Fleming, 2011) and seeks to encourage the participant to share not
their interpretation of the experience but rather what their experience has to say about

peer group supervision (Adams & van Manen, 2017; Moules et al., 2015).
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Fleming et al. (2003) suggested returning to the participants multiple times. The
nurses in this research gave freely of their time but to do so repeatedly was not
possible due to competing demands. Therefore, the researcher decided to offer
participants the opportunity to review their transcripts if desired for clarity and
accuracy. Whilst this is not methodologically required it was determined to be
beneficial for building rapport, clarifying meaning, and enabling registered nurses to
provide additional knowledge, wisdom, and experience of peer group supetrvision. This
approach ensured that the researcher was able to understand the perspectives of

participants to aid the analysis of data in its most correct and rich context.

The researcher’s familiarity with the nursing context and peer group supervision
model can enhance the interview process by drawing forth information that may not
have been otherwise possible (Stenner et al., 2017). However, without foresight into
the participants’ views, the researcher may be subconsciously pre-empting or making
assumptions (Regan, 2012). For this reason, it is important to consider prejudices prior
to, during and after the interviews. What did the researcher think would be heard, what
was heard and what was thought about this afterwards? The researcher needed to be
open to the possibility that what was told may be totally unexpected. The unfamiliar
and the familiar intertwined until there was new insight and a new horizon (Regan,
2012).

It is acknowledged and accepted that “the one truth” is not sought but rather
what is true for the participant at that moment in time (Crowther et al., 2017) This does
not detract from its meaning as the interpretation of peer group supervision can still

resonate with other nurses hearing this truth.

4.11 Interpretation of the experience (Data Analysis)

Language is influenced by the associated culture, values and beliefs and can
therefore never be truly unbiased (Earle, 2010). Hermeneutic analysis begins with an
inquiring mind that aims to stay as true as possible to the text whilst at the same time
providing a new understanding of the phenomenon (Benner, 2008). An integral part of
hermeneutic analysis is the constant movement between the researcher’s knowledge

of the phenomenon and the data.
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The reader becomes part of the text and part of the meaning elicited from the
text (Gadamer 1975/2013). The role of the researcher is clear, the prejudgements
allow the researcher to hear things that may not have been noted previously but

ultimately “the writing is by us but not about us” (Moules et al., 2015, p. 120).

Data collection and analysis go hand in hand. Following the interview process,
the data was transcribed verbatim and then read sequentially, at first as the whole,
then coming back to the parts (Moules et al., 2015). Data encompassed verbal and
nonverbal text (Fleming et al., 2003; Moules et al., 2015). Nonverbal text such as the
noting of excitement in the participants' voices or hesitancy when searching for a word
added to the richness of the interpretation. Data analysis began by listening to the text
as if participating in a conversation (Lawn, 2019) to identify what was meaningful and

essential to the participants thus making sense of the revelations (Willis et al., 2016).

The “play” or “dance” as described by Gadamer is the constant movement
between the text, the interpreter, and the data. Interestingly, the peer group
supervision process mirrors this “play”. For example, the participant shares parts of
the patient’s whole story they wish to receive feedback and reflect upon. Their horizons
of preunderstanding fuse with, but are not subsumed by, the dialogue of their peers to
form a new horizon of understanding that seeks not an endpoint but new insight
(Austgard, 2012; Gadamer, 2006).

The hermeneutic circle examines the parts and the whole of the text in a
circular/spiral movement with the prejudices/prejudgements of the researcher
interwoven throughout (Gadamer, 2006; Spence, 2017; van Manen, 2014). The initial
stage of data analysis familiarised me with the content of the transcripts. The evolution
of the participants’ experience unfolds through extensive reading. This is followed by
re-reading the text and then reflecting on how this relates to the whole. There is a
conversation with the text then interpretation and further re-interpretation until a shared
understanding emerges. Applebaum (2011) reminds us that interpretation is not a
“license to draw whatever you will of research data” (p.4). The challenge is to find the
balance between description and interpretation lest it reflect my thoughts rather than

the phenomenon (Thorne, 2016).
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Other qualitative methods may develop theories or themes whilst hermeneutics
seeks deep understanding through interpretation (Bynum & Varpio, 2018).
Interpretations are derived through resonating moments where the participants'
experiences and researchers’ prejudgements create a new horizon of understanding
(Binding & Tapp, 2008; Moules et al., 2015). The researcher zooms out for a view of
the bigger picture and then zooms in to the detail of the experience (Crowther et al.,
2017). It is for these reasons that hermeneutics is the most appropriate methodology

for exploring peer group supervision experiences.

4.12 Rigour and Credibility

There can be doubt about the veracity of the interpretation as it does not
conform to the evaluation techniques of the natural sciences (Moules et al., 2015).
Gadamer does not espouse a research manual, so the onus is on the researcher to
demonstrate rigour, trustworthiness, and congruence with the underpinning
philosophy (Johnston et al., 2017). Credibility is enhanced by congruence between the
research question and the chosen methodology (Moules et al., 2015). Trustworthiness
is not demonstrated through rigidly providing detail for others to replicate but rather
through recognition of the contribution the research makes to understanding the topic
(Moules et al., 2015).

De Witt and Ploeg, (2006) suggest rigour can be evaluated in hermeneutic
research approaches through identification of the following elements: “Balanced
integration, openness, concreteness, resonance and actualisation” (p.226). Rigour is
also demonstrated through clear identification of the researcher’'s prejudices.
Prejudices identified throughout this research’s’ stages from literature review to data
analysis are discussed and then recorded in a reflective journal (Fleming et al., 2003;
Spence, 2017). Self-reflection is intrinsic to a hermeneutic research approach;
therefore, the Guidelines for Self-reflection ten step process was used to enhance
rigour and credibility (Pool, 2018). Whilst providing guidance the steps are neither

prescriptive nor absolute.
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Step Guidelines

Commentary

1 Make a plan

Objectives and timelines for research were

developed

2 Obtain materials, schedule time,

and arrange the writing space

Writing materials were gathered including poster

boards and regular writing time allocated

3 Attempt a first draft

A first raw handwritten draft of experiences was

queries and feedback

developed
4 Transcribe and continue | The draft was transcribed into a Microsoft Word
reflecting document with journalling noting prejudices
arising
5 Dwell with lifeworld-based | Sitting with and stepping back from the writing

was challenging

6 Resume (more focussed writing)

Writing resumed

7 Embrace ongoing critique and

Critique and feedback from supervisors were

probing questions valuable

Intensify your writing Writing continues

Evaluate and organise Interpretations arise

10 Suggest tentative meaning A summarising interpretation and possible
meaning are suggested
Table 2: Ten Steps for Producing Self-Reflective Text (Pool, 2018 pp.250-251)

The researcher validated the verbatim transcription with the participant, to

ensure the accuracy of the transcript. This process of member checking provided the
eighteen participants with opportunity to review, amend and clarify any part of their
interview response with the researcher. One participant made a minor amendment,
whilst six participants opted not to check the transcript and the remainder were
satisfied with their responses (Birt et al., 2016). The role of the participant was not to
be the topic but to provide illumination by which the topic was seen in a new light

therefore verification of the interpretation was not required.

Credibility relies on the reader being able to see the decision-making processes
of the research by ensuring the experiences of the participants are accurately
represented and the interpretation is true to what the text is saying (Benner, 2008;
Debesay et al, 2008; Fleming et al., 2003). When the participants’ views and
experiences resonate with the reader, credibility is enhanced (Cope, 2014; Polit &
Beck, 2017). Consistency between the original text and the researcher's interpretation
was required and is demonstrated through the inclusion of the participants' verbatim
words (Austgard, 2012).
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Another researcher’s history, context and prejudices may have resulted in
alternative fusions of horizon arising from the research. However, hermeneutics does
not make a declaration of absolute truth, but rather offers a different way of viewing it.
From this way of viewing, veracity and credibility are demonstrated when the findings
with the interpretations of peer group supervision resonate and are acceptable to the
reader (Moules et al., 2015). The dialogue plays back and forth but is never entirely
over as there is always more to say (Gadamer, 1975/2013; Lawn, 2019). Through a
detailed analysis of data obtained from participants, and a comparative analysis of the
literature, the discovery of the essence, the ‘what is and what could be’ of peer group

supervision is derived.

4.13 Chapter summary

“An address is the feeling of being caught in some aspect of the world’s regard,
of being called or summoned” (Moules et al., 2015. p.72). This topic addressed me in
a way that no other topic had before. Contemporary research has provided pieces that
help understand the peer group supervision puzzle. Valuable insights have been
shared from the helping professions’ perspective (Dungey et al., 2020; Goodman et
al., 2014; Kuipers et al., 2013; Schumann et al., 2020; Somerville et al., 2019). The

missing puzzle piece is understanding shared through the nurse’s voice.

The understanding gained from peer group supervision research is neither final
nor absolute (Debesay et al., 2008). Indeed, the researcher acknowledges that future
readers may understand this research differently (Gadamer, 1975/2013). However,
gaining an understanding of the phenomenon is important because without this insight,
implementation, practice, and reflective processes of learning may be less beneficial
or even harmful (Francke & Graaff, 2012; Beddoe, 2017). Every reader involved in the
conversation of peer group supervision will have their own horizon. This horizon when
fused with the research horizons will suggest future possibilities of what the peer group

supervision experience could be in the nurse’s context.
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The advantage of a Gadamerian philosophical research approach is that there
is no “one truth” but rather multiple truths of what could be (Caputo, 1988; Smythe et
al., 2008). Thus, interpretation of the phenomenon continues long after the research
has been completed (Gadamer, 2006; Lawn, 2006; Miles et al., 2013). The power of
this methodology is that it provokes thinking. It provokes decision-makers to consider
why they should implement a model of peer group supervision for their nurses. It
provokes thinking about what the peer group supervision experience could be like,

what supports might be required and what challenges might need to be overcome.
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CHAPTER 5: RESEARCH DESIGN

“To conduct a conversation means to allow oneself to be conducted by the subject
matter to which the partners in the dialogue are orientated”.
Hans-Georg Gadamer

5.1 Introduction

Chapter 5 outlines the approach used for the research design and methods. The design
of this research project drew on the philosophical foresight of Gadamer as noted in the
Methodology Chapter 4. A hetmeneutic approach was taken when considering each element
of the research design. This chapter begins by outlining the research-phased approach.
Following this, the research setting is discussed (section 5.2) and the research participant
selection and recruitment process is outlined (section 5.3 and 5.4). The ethical considerations
of the research are described (section 5.5) and the positioning of the researcher is detailed
(section 5.6). The data collection methods and the process for data analysis is discussed
(sections 5.7 and 5.8). Finally, a chapter summary is provided (section 5.9). Figure 13

provides an outline of the research’s staged approach.

Stage 1: Research proposal Stage - Hessarch dosien anst Stage 3: Data Collection
development

sliterature review commenced e Ethics approval *|nvite participants (Phase 1&2)
*Research proposal developed s Facility liaison *Gain consent
*Participant information and s|dentify interview
consent venues/mediums
eInterview format *Organise and conduct interviews

*Phase 1 data collected 2019
*Phase 2 data collected 2020-

2021
Stage 4: Data analysis Stage 5: Emerging
interpretation

eInclusive of qualitative data eCollation of results *Report to Health service

SR *Determination of key executives
eHermeneutic analysis findings and emerging eDissemination of results
*Development of interpretations

interpretations ¢Draft of recommendations
*Comparison of results with and outcomes

literature review findings
*Results of Phase 1 data
analysis inform Phase 2

Figure 13: Research design stages

88



This research project utilised a phased approach for the conduct of the research. Phase
1 included recruiting participants from community health nursing staff based at a
regional health service. The researcher was based at this site during the inception of
peer group supervision in February 2017. Knowing the workplace, its structure and
governance processes enabled the researcher to access key stakeholders and
participants due to already established networks. This phase collected and analysed
data via semi-structured interviews from thirteen nurses of the following designation:
Registered nurses, Clinical nurses, Nurse unit managers, Clinical nurse consultant

and Nurse practitioner across six different community health teams.

In Phase 1, the results indicated there were multiple benefits experienced by
the community health nurses participating in peer group supervision. These benefits
correlated with the current literature. However, the results also indicated that there
were potential game changers for peer group supervision which could determine or
influence the effectiveness and experience. Phase 1 results are published and

presented in Chapter 6. The results of Phase 1 informed Phase 2 of the research.

Phase 2 of the research included eighteen nursing staff in a tertiary health
service who have worked within an established peer group supervision model for
greater than six months. The data collected from this phase was analysed to see if
and how, the lived experience differs for nurses who have been participating in a peer
group supervision model. An alignment with the research question and research
strategy is present, as hermeneutic phenomenology explored the phenomenon,
history, and context together (Bynum & Varpio, 2018). Each stage of the research

design is outlined in this chapter.

5.2 Research setting

The research setting was purposefully selected. To understand the experience
of nurses participating in peer group supervision, the research setting needed to utilise
a leaderless, non-hierarchal model of peer group supervision. Clinical supervision and
group supervision are offered to nursing staff at multiple health services within
Australia. However, a truly leaderless peer group supervision model has not been

routinely implemented.

89



The setting for Phase 1 of the research was a regional health service located
in Queensland, Australia. The setting was chosen for several reasons including the
researcher’s familiarity with the physical setting and knowledge of the organisation.
The New Zealand Coaching and Mentoring model of peer group supervision had been
implemented into the setting. No formal evaluation had been conducted and a need
for this evaluation was present and coincided with the release of an Australian College
of Nursing White Paper on the importance of peer group supervision to clinical practice

and professional outcomes.

The setting for Phase 2 included clinical practice areas within a tertiary health
service in Queensland, Australia. This large tertiary health service setting was chosen
for several reasons. The health service selection was based on the knowledge that nurses'
peer group supervision had been practised in this setting for up to seven years. Secondly,
the nursing executive within this setting were interested in understanding peer group
supervision practice within their teams and formalised evaluation was needed. As
mentioned in Section 1.8, participants working within this setting provide care to
patients through a variety of teams and care settings such as chronic conditions,
transition care programs, refugee health services, wound care, and acute care at

home.

Accessing the participants within their physical locations was challenging
because of contact restrictions due to the Covid-19 pandemic. Whilst the participants
were spread across a variety of locations, where possible or convenient they were
offered face-to-face interviews. Lack of private physical space at times within the work
environment made this difficult if not impossible. Several staff members were
interviewed either in their homes or at a place of their choice often via the use of
Microsoft Teams (Lobe et al., 2020). Ethical requirements were upheld using audio
recording only. Microsoft Teams was utilised for interviews as Covid-19 restrictions

raised challenges in accessing staff at periods throughout the research.
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5.3 Participant selection

The purposive selection of participants was sought for the research project. In
congruence with hermeneultic interpretation, participants were selected from those nurses who
could meaningfully contribute to knowledge regarding peer group supervision. Nurses with first-
hand knowledge of peer group supervision can credibly discuss their experience (Merriam &
Tisdell, 2015). As mentioned in Chapter 4, Gadamer described how language and
conversation are essential for understanding. Therefore, it was anticipated that dialogue and
conversation with the participants about their experiences would reveal a new horizon of
knowledge and understanding. Eligibility criteria was determined with participant selection that
included nurses who had six months or more peer group supervision experience. This was to
ensure they had the opportunity to be exposed to the peer group supervision model (Campbell
et al., 2020). The participant selection was homogenous, and the participants were all nurses
located at a selected health service (Robinson, 2014). Snowballing occurred as nurses
conversed with colleagues about the research project (Merriam & Tisdell, 2015). Participants
differed in their roles and their nursing experiences and were selected regardless of role title,
years of clinical experience or physical location. Likewise, nursing staff working full-time or
part-time were included.

5.4 Participant recruitment

In both Phase 1 and Phase 2, a multifaceted approach to recruitment was used.
This included contact with nursing executives and nurse managers in the health
services and recruitment through established professional networks. From this initial
phase, letters of invitation were emailed via the nurse managers to their nursing staff
who were identified as potential participants in the research. Inclusion criteria included
male and female nursing staff from the tertiary health service. Figure 14 shares the

participant recruitment process.

Figure 14: Participant recruitment
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Phase 1 inclusion criteria include nurses registered with the Australian
Health Practitioners Regulation Agency (AHPRA) from the following designations:
Registered nurse, Clinical nurse, Nurse manager, Nurse educator, Nurse
practitioner and Clinical nurse consultants, who have experience with the
phenomenon of peer group supervision. In phase 2, all clinical staff within the
health service setting were nurses registered with the Australian Health
Practitioners Regulation Agency (AHPRA). The nursing role titles included Clinical
nurse, Nurse manager, Clinical nurse consultant, Nurse educator and Nurse
navigator. These role titles reflect nursing positions that demonstrate leadership
in clinical decision making and some roles demonstrate advanced specialised

knowledge and experience (Queensland Health, 2020).

Invitations to participate in Phase 1 and Phase 2 was inclusive of all grades
of registered nurse. No grade five registered nurses volunteered to participate in
Phase 2 of this research project (See section 9.9 Strengths and Limitations).
Grade five registered nurses may be less frequently recruited or employed in the
community health setting due to the complexity of the patient group and the
autonomous nature of the nursing positions. Clinical nurses working in community
health frequently have skills and knowledge acquired in the acute sector prior to
recruitment to the community setting. Likewise, Clinical nurse consultants, Nurse
managers and Nurse navigators have extensive clinical experience and may also

have additional tertiary qualifications.

All participants must have participated in peer group supervision for more
than six months to allow for the establishment of groups and processes. One
voluntary participant was included in the study who did not meet the six-month
participation requirement. The inclusion of this nurse was discussed with the
supervisory team. The participant was included as they had completed the peer
group supervision education as required by the organisation but had not yet been
able to join a group. This participant added to the conversation about peer group
supervision experiences from yet another unique perspective that was relevant to

the research question.
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As is appropriate for qualitative research, no pre-determined sample size
was set, and participant numbers depend on voluntary enrolment in the research
and consideration of the concepts of the sufficiency and richness of the data and
how it related to the methodology and aims of this study (Braun & Clarke, 2019;
Malterud et al., 2016; Sim et al., 2018). Moules et al. (2015) note a contrast where

“hermeneutic inquiry begins in saturation, with a topic that is already overloaded”
(p.83).

The sample of participants for Phase 1 consisted of thirteen nurses and

in Phase 2 a total of eighteen nurses. Whilst this may seem a potentially large

sample size for phenomenological methodologies (See section 9.9 Strengths and
Limitations), it was determined necessary to ensure rich accounts from which
meaning could be understood (Hennick et al., 2017; Moules, 2002). As Hovey et
al. (2022) state, “hermeneutics is shaped by the belief that while any interpretation
cannot embrace the whole of a story, concerning a given topic of interest, this very
particularity contributes to interweaving the individual story with other stories of

the same experience for a more complete community of understanding” (p. 7).

5.5 Ethical considerations

Multiple steps were taken to ensure that the rights of the participants were
upheld and that the research was ethical (Polit & Beck, 2014). During both phases,
ethical approval was sought and obtained from the participant’s health service
organisations (LNR/2019/QWMS/51406) and (HREC/2021/QMS/72302). Ethical
approval was also obtained from the University of Southern Queensland (UniSQ)
(H21REAO069). Participants were provided with an information sheet that supplied
relevant details on how the research was to be conducted (See Appendix B & D).
All interviews were recorded as per the ethics application. However, where
interviews were conducted over Microsoft Teams due to participant preference or
Covid-19 pandemic restrictions, all cameras were turned off to preserve

anonymity.
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Participation was voluntary and could be withdrawn at any time with no
penalty. In the event of participant withdrawal, the data collected remained with
the researcher and was stored as per the data requirements of the university.
Following the provision of the research details, participants were asked to sign a
written consent form. Consent information included how the participant remained
anonymous, how confidentiality was maintained (including the location of
interviews away from work areas) and how information would be used and stored
(Gerrish & Lathlean, 2015). Ethics progress reports were completed and approved

as per the university and health service requirements.

5.6 Positioning the researcher

Barron et al. (2017), suggest that it is important to be explicit in describing
the position of the researcher. As highlighted in the Methodology Chapter 4,
prejudices or presuppositions are described by Gadamer as the knowledge
brought to a particular experience by the researcher (Gadamer, 1975/2013;
Moules et al., 2015). Prejudices can either close off or encourage openness to a
subject and therefore must be acknowledged and brought to the fore. As Moules
(2002) states “I cannot remove my subjectivity from my work, but I can take it up
with a sense of responsibility in recognizing how it translates into the way | listen

to my participants, what | hear, what stands out to me, and how | interpret it” (p.12).

The positioning of the researcher began prior to Phase 1. The researcher
implemented and participated in peer group supervision when employed as a
Nurse educator within the regional health service. However, this employment and
participation in peer group supervision ceased prior to the commencement of the
Phase 1 research study. In Phase 1 the researcher was previously employed in
the community health setting and therefore was known to senior nursing staff and

some participants in a professional capacity.
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In Phase 2 of the research, the researcher was not an employee of the
health service. This was seen to be an advantage when building rapport as nurses
were talking to someone outside their workplace. Initially, there were nurses who
were known professionally to the researcher through education networks. These
nurses provided support for the research project including recruitment though their
roles in nursing management. Participant recruitment stagnated briefly when the
key contacts were redeployed due to the Covid-19 pandemic or went on extended

leave.

In Phase 2, the researcher had prior knowledge of the phenomenon
however, there was limited knowledge of the settings, governance structure,
processes and strategies that were employed in the implementation of the
selected peer group supervision model. The researchers' understanding of the
community health context enabled rapport to be developed with the nursing staff.
The researcher had prior experience and knowledge of the New Zealand
Coaching and Mentoring peer group supervision model utilised in the health
service. This allowed the researcher to understand terminology such as the “tools
and the little blue book” when described by the participants. The handbook was
provided with the New Zealand Coaching and Mentoring model training. The tools
were suggested formats for providing peer group supervision and were outlined in
the participant handbook. This insider knowledge aided rapport development and

allowed the interview to flow uninterrupted.

The researcher acknowledged that existing presuppositions may have
arisen from prior peer group supervision experience and the results of the Phase
1 research. These were addressed through the following:

A detailed description of the researchers’ positioning within the research was
documented.

A pre-interview using semi-structured participant interview questions was
discussed with the supervisory team prior to both phases of the research.
Reflective journalling (Meyer & Willis, 2019) and follow-up discussions occurred

with the supervising team prior to participant recruitment to uncover potentially
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closed prejudices/presuppositions regarding Phase 1 research results and
subsequent Phase 2 participant recruitment.

Throughout data collection, the researcher journaled and discussed with the
supervisory team any arising presuppositions.

Member checking of the written interview transcripts was offered to each
participant to ensure that the data collected aligned with the experience of each
participant.

Following data collection, the researcher independently analysed and then
discussed the data meaning and analysis outcomes with the supervisory team
through a process of conversation and dialogue prior to the determination of

interpretations arising.

5.7 Data collection

The premise of data collection in hermeneutic methodology is to seek out
the everyday experiences of the nurses as they participated in peer group
supervision. The everyday then stands out and through conversation and
dialogue, the essence of peer group supervision is revealed and understood in
this context. As discussed in Chapter 4 Methodology, free discussion of the peer
group supervision topic including nursing context and historical perspectives was
encouraged through semi-structured face-to-face or digital interviews (Creswell,
2016; Gerrish & Lathlean, 2015; Holloway et al., 2017; Polit & Beck, 2014). These
open-ended questions were followed up as required through prompts or requests
for further examples in practice (Moules et al., 2015; Polit & Beck, 2014).
Participants were encouraged to share their experience, their examples in practice
and their story. Open ended questions specifically sought a shared experience of

peer group supervision in practice.

The interview length was approximately one hour duration to ensure
courtesy to busy clinicians (Creswell, 2016). Interviews were audio recorded, with
the consent of the participant. Participants were informed that the purpose of the
audio recording was to avoid potential distraction/disruption to the conversation

through researcher note-taking and to ensure a completely accurate account of
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the interview when transcribed verbatim. An interview guide was developed to

assist with the flow of the interview. (See Appendix A and C).

Examples of open-ended questions provided to the participants included:

e Can you share with me your experience of peer group supervision?

e Can you share with me your understanding of peers within peer group
supervision?

e Can you describe the positive and negative dynamics of your peer
supervision group?

In hermeneutics the conversation cannot be inhibited or pre-empted
therefore whilst the guide was utilised, questions flowed from listening and
responding to the participants' insights. The researcher followed or led depending
on the conversation with the intent of keeping the topic in focus (Moules et al.,
2015) as it related to each participant’s experiences in practice. Prompting was
used to engage in greater depth and detail of the topic with words like, please
elaborate more, continue with your story, you mentioned... can you share more of

what this means...

5.8 Data Analysis

Data analysis sought to gain an understanding of the experience of
community nurses and their interaction in peer group supervision. Interpretation
of the experience (data analysis) began with being open to the possibilities arising
from dialogue with the participants (Moules et al., 2015). Following the interview,
the researcher journaled notes and thoughts about the individual interviews to
ensure no part of the conversation was omitted (Phillippi & Lauderdale, 2018). The
researcher then listened to the recordings in their entirety to get an overall sense
of what the participant was saying about the peer group supervision experience.
This process familiarised the researcher with the content of the interviews as a
starting point to data analysis. This initial descriptive analysis is presented in
Chapter 7 and then further analysed interpretatively and presented in Chapter 8.
The inclusion of both descriptive and interpretive analysis enabled the essence

expressed to be shared in its entirety.
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A transcriptionist was employed to transcribe the de-identified interviews
verbatim. Whilst it was offered to participants, only a few took up the offer to review
their transcript for accuracy. Upon receipt of the transcript, the researcher re-read
each interview in its entirety. Each interview was read in the same order that the
interview was conducted. This made sense to the researcher as there was the
ability to go back to the presuppositions and the themes generated from the
previous interviews. The meaning was evolving and growing with each new
interview iteration. Figure 15 provides a visual representation of the hermeneutic

data analysis process.

Figure 15: Hermeneutic data analysis

NVivo release 1.5.1. was used to continue a more formalised data analysis
process. All interviews from Phases 1 and 2 were included in NVivo. Coding
commenced by reading and re-reading each. Journalling of memos in NVivo
occurred simultaneously with the reading to note any thoughts, feelings,
presuppositions, and “ah-ha” moments. From this, line-by-line coding occurred.
Coding was initially completed by the researcher and then discussed with the
supervisory team. Initial themes arose from the codes. (See Appendix E) These
themes were interpreted through an iterative process of going back and forwards

between the text and the researcher’s presuppositions.
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5.9 Chapter summary

The purpose of this chapter was to provide an outline of the design used for this
research project. The design elements discussion included research setting, ethical
considerations, participants, data collection, and data analysis. The following chapter begins by

describing and sharing the findings of the peer group supervision research.
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CHAPTER 6: PAPER 2 PHASE 1 RESULTS

6.1 Introduction

Chapter Five outlined the peer group supervision research design and identified
how the rich experiential data was to be collected and analysed. This chapter presents
findings from Phase 1 that shared the participants’ voices from an Australian regional
community health service. The structured New Zealand Coaching and Mentoring
model of peer group supervision provided the foundation for this peer group
supervision research. An interpretative hermeneutic approach was utilised to explore
the experience of peer group supervision. Thirteen community health nurses
participated in the study, sharing their experiences through in-depth interviews. The
results revealed the value and impact of quality of peer group supervision. This
uniqueness of this research is that it provides different perspectives of peer group
supervision including the benefits and the challenges. The chapter is presented as a

publication with findings published in the Journal of Nursing Management.

Phase 1: Tulleners, T., Taylor, M., & Campbell, C. (2021). Peer group clinical
supervision for Community Health Nurses: Perspectives from an interpretive
hermeneutic study. Journal of Nursing Management. DOI:10.1111/jonm.13535 (7
citations)
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6.3 Links and implications

Chapter six outlined the findings from Phase 1 that heard the participants’
voices from a regional community health service. The article findings published in the
Journal of Nursing Management identified two significant findings. Firstly, it was
identified through sharing the participant experience that professional sustenance and
value could be gained through participating in peer group supervision. This was
significant because it demonstrated that participants gained personal and professional
benefits from the peer group supervision experience. However, the second significant
finding identified that there were game changes that needed to be considered if peer
group supervision was to be optimised. The game changers related to rules and group
dynamics and as mentioned in the published article could impact the benefits
identified. Importantly these aspects had not been well articulated in the literature.
These findings and the subsequent implications they could have for the
implementation of peer group supervision by nursing decision makers formed the

impetus for Phase 2.
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CHAPTER 7: FINDINGS: THE EXPERIENCE OF PEER
GROUP SUPERVISION

“Unlike seeing, where one can look away, one cannot 'hear away' but must
listen ... hearing implies already belonging together in such a manner that one is
claimed by what is being said."

Hans-Georg Gadamer

7.1 Introduction

Chapter 7 presents the horizon of peer group supervision as experienced by
the participants in Phase 2 of the research. Phase 2 incorporates the learnings
established from Phase 1 and extended participant interviews into a tertiary
community health service. Phase 1 findings raised questions about peer group
supervision, identifying that all was not yet known and there were elements that had
not yet been considered. Consequently, Phase 1 formed the basis for Phase 2 of the
research. In this chapter Phase 2 is presented as a descriptive narrative of the Phase
2 findings. The descriptive narrative invites us to listen to the voices of the participants
as they share their unique perspectives of peer group supervision history, context, and
culture. Where there is shared collective meaning among participants, the individual

participant number is not identified.

This depiction of this descriptive narrative demonstrates congruence with the
methodology where the voices and conversation of the participants is what creates
meaning. | have presented the narrative description in the following way to avoid losing
or overpowering the participant voices. This chapter reveals the essence of the
essential structure of the phenomenon of peer group supervision through the collation
of the voice through the sharing of the anecdotes and quotes from participants. Initial

meaning is derived and will be hermeneutically analysed and presented in Chapter 8.

The descriptive analysis commenced with a manual initial analysis of the data.
Naive reading of the transcripts commenced. Following the subsequent naive reading,
the researcher developed wall posters to visually represent the individual horizons of
the participants (See Figure 16). This highlighted elements that were calling the

researcher's attention.
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Figure 16: Participants’ individual horizons

From this, additional posters were developed outlining the initial meaningful
assumptions (See Figure 17)

Figure 17: Participants’ meaningful assumptions
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From the iterative process of reading and re-reading the 18 participant
interviews, 21 codes were initially generated. High-level analysis of the themes
continued with further conceptualising the themes into 16 codes (See Appendix
E). The aim of each code was to encapsulate the understanding of the essence of
peer group supervision for the nurses. Re-reading of the whole and the parts of
the text continued. Single phrases or sentences provided insight and meaning into
the whole experience. The parts and whole provided back-and-forth commentary
(Schwartz-Shea & Yanow, 2015) that continued until the overarching

interpretations emerged.

The interpretations that emerged from the data analysis identify there is a peer
group supervision foundation. The foundation interpretation is explored through
“Professional obligations, Participation is important including finding peers, and Peer
group supervision attendance” (Section 7.4, 7.41, 7.4.2, 7.4.3 and 7.4.4). This
foundation supports the pillars of both the unique individual and the unique group. The
descriptive narrative is presented utilising the interpretation headings as illustrated in

Figure 18 with two areas for consideration — the unique individual and the unique

group.
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Figure 18: Nursing peer group supervision

The unique individual interpretation is described through the headings “For me,
About me and Beyond me” (Section 7.5 to 7.5.8). The unique group interpretation is
described through the headings “My peers, Our rules, Working together (Section 7.6
to 7.6.3) and Broken trust” (Section 7.7).

7.2 Peer group supervision context

We begin the narrative with a description of the research participants. Through
this description, the reader is introduced to the participants, identifying where insights
and perspectives arise. The participants had diverse clinical backgrounds. One of the
unique aspects of nursing is that within one career, nurses can have many different
roles/positions. Some participants had worked extensively in the current health service
whilst others were new to the health service, the teams and in some cases the public
health system. Some of the clinicians held unique roles that if disclosed in detail here
would allow them to be identified, therefore, to protect the participants’ anonymity only

general teams’ and role titles are shared.
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Collective experience is captured in Table 3 where over 200 years of
knowledge, skill and practice are identified from the collective clinical experience of all

clinical nurses, navigators, educators, and managers. Table 3 shares this context.

Nursing Nursing Role title Nursing teams Collective
Grade years of
nursing
experience
6 Clinical Nurse Chronic conditions, transition care | 18 years
7&8 Clinical nurse consultant, program, refugee health service, | 204 years
Nurse navigator, Nurse wound care and acute care athome. | approximately
educator, Nurse unit
manager

Table 3: Participants’ Collective Experience.

In this peer group supervision context, all participants worked within one health
service. All were educated and trained in the New Zealand Coaching and Mentoring
model by the health service Nurse Educator and used this model for their peer
supervision groups. Some interview participants were members of the same peer
supervision group however several different peer supervision groups are represented.
Despite these commonalities, every experience the participants described was
unique, every horizon different to another’s. The interviews began with participants
sharing information about their current roles/positions within the health service. This
set the scene for understanding the participants’ unique experiences and the
perceptions through which they viewed the process of peer group supervision in their

practice.

7.3 Nursing peer group supervision practice

The overarching pillar in Figure 18 is an arch connecting the individual and the
group and represents nursing peer group supervision. Participants were asked to
identify and describe the peer group supervision phenomenon. When asked in the
interview how they might describe peer group supervision, the participants did not

have a rigid definition but rather outlined a collection of concepts and ideas.
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From the participants’ quotes, key elements emerge. The first key element was
the arch linking themselves and the group. The arch is significant because it reflects
the participants descriptions of self and the group being interwoven as will be
demonstrated in more detail throughout this chapter. In describing peer group
supervision, they shared words such as safe, confidential, support, sharing, feedback,
reflection, and perspectives. Together these words create a powerful picture of what
peer group supervision was for them. It is asserted that no two descriptions were
identical because each participant experienced peer group supervision uniquely. The
words and anecdotes and their meaning for participants are shared in greater detail
throughout this chapter.

The participants described connecting with their peers and sharing not just
clinical situations but also their values. This means that peer group supervision is more
than just a clinical handover or case discussion. There was value in having a place to
reflect on practice and bounce ideas off each other without being judged. Participants
described the richness in coming together with very diverse peers and each member
bringing their expertise to share. This initial description highlights the descriptive
analysis and forms the initial stage of data analysis. One participant described being
thankful for the opportunity to share no matter what the situation (Participant 1).Many
of these key elements are described in greater detail throughout this chapter with the

initial elements shared in Figure 19.
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Strong netwarks and shared values. it has that real safe space feel to it a supportive forum where you
No judgement at all (Part 1) where you can have those difficult can discuss things that have
conversations that you may find in happened or issues (Part 11)
other places difficult (Part 10)
Always client focused (Part 15)
We must start making it a
Nursing priority, whether you find the
it just enhances your role and right group or find the right
enhances your knowledge (Part 6) peer group supervision practice time, place, all those things, all
the dots connect (Part 3)
I think it's on exceptionally valuable You get to connect with other .. @ place where you can go to
time that isn't protected enough colleagues that you get to network bounce off issues with, not
{Part 18) with and sustain those networks. expecting them to solve your
It's a friendship as well. it's issues (Part 17)
building those bonds (Part 14)

Professional development and reflection (Part 8) It's fitting our needs (Part 16)

Figure 19: Nursing peer group supervision practice

7.4 The foundation of peer group supervision

The base of the pillars of peer group supervision was constructed to form a
strong foundation. Learning more about the foundation and its makeup is key to
understanding the link between the individual, the group, and the organisation. From
the participants accounts participants describe the elements that impacted their peer
group supervision experience. These elements came up again and again and shared
commonalities across the participants yet were not related to the individual or the
group. It is asserted that these sharing’s form the foundation or base of peer group
supervision practice. Four sections of the descriptive narrative provide insight into the
participants’ experiences adding to the interpretation of “the foundation of peer group
supervision”. The four sections include professional obligations, participation is

important, finding peers and peer group supervision attendance.

7.4.1 Professional obligations

The foundations of peer group supervision begin with the professional
obligations of the nurses. Individuals juggled professional obligations in prioritising
peer group supervision and clinical practice demand. Participants described instances

where they would cancel peer group supervision and prioritise patient/client care.
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A descriptive summary is provided in Figure 20 that shares the reasons,
rationales and justification for cancellations or postponements. Participants saw
themselves as missing out on non-clinical time due to the needs to the patient coming
first. Several participants noted that this was different for allied health colleagues.
There was comparison and commentary that allied health clinicians would always

prioritise supervision (either one-to-one or peer group) over clients.

Figure 20: Professional obligations

Allied health was noted to “do it better than us” (Participant 17). Occasionally it
was perceived that the nurse in the multidisciplinary team would then attend to the
patient whilst the allied health staff went to supervision. In contrast, another participant
noted that nurses create their own barriers when they compare time for themselves
with time for their patients. Two participants described nurses as needing to “give

ourselves permission to engage” (Participant 1 & Participant 18).

118



The perception of many of the participants was that the needs of nurses always
come last. This idea of nurses coming last is interesting to consider. Especially as this
contrasted with the perception that peer group supervision was supported by nursing
management. Indeed, none of the participants verbalised the directive to look after
their patients at the expense of protected peer group supervision time. Therefore, this
obligation comes from the nurse and their own instinctive priorities. When presented
with pressing patient needs it is identified that most nurses will prioritise the patient
above all else. Likewise, if peer group supervision did not meet the participants needs
at the time it was easy to put it lower on the priority list. This element raises the point
about understanding the priorities of other health professionals and the need to

understand why and how they prioritise supervision practice.

7.4.2 Participation is important

Participation in peer group supervision was deemed an important foundation
for the group and the individual. There was unanimous agreement about who should
participate in peer group supervision. The participants described peer group
supervision as being transferable to all nursing areas (clinical and non-clinical) and
stated it should be available to all nursing grades. It was considered important for all
grades of nursing from executive levels to undergraduate nurses and assistants in
nursing (AINSs) to be provided with the opportunity to participate. The participants were
forthcoming with the reasons why all nurses should participate. It was suggested that
peer group supervision may standardise practice amongst nurses. Other participants
suggested that not feeling like you were on your own and having opportunities to reflect

were important for all nurses.
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An important point made by the participants was that nurses should be given
the opportunity to participate. Opportunity can be presented in several ways, firstly
opportunity implies that there is free will about participating which may not always the
case. In this research, most participants described being encouraged by their line
managers to participate. In contrast one person reported their group being told it's time
to start going again to peer group supervision (Participant 4). These examples
demonstrated that opportunity may be seen as compulsory in some instances similar
to the requirements of mandatory training. The implications are that participation that
carries mandatory requirements may impact the outcomes of peer group supervision

and should therefore be carefully considered.

Whilst the participants had limited reservations about who should participate, it
was suggested that lower grades for example Registered, and Clinical Nurses be
provided with additional support such as how to manage conflict within the group, or
rostering support. The specific support needs of these nurses were not identified
however was noted to depend on the engagement of staff in the problem-solving

process. Figure 21 shares the participants' thoughts on “who” should participate.
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Figure 21: Participation is important

7.4.3 Finding Peers

A major barrier reported by some participants was finding a peer group. In this
health service there was a formal process of peer group identification. Peer
supervision groups were based on the level of nursing grade and most participants
were allocated based on this grade. Groups could be composed entirely of Clinical

Nurses or Nurse Navigators.

Participants reported a lack of information regarding where to find peer groups
and knowing whether they were a suitable grade. For some this was not an issue but
for others it was perceived to be a significant barrier. Knowing if existing groups had
vacancies was difficult with greater need for organisational and managerial support
noted in participant discussions. Finding peers should not be person dependant as

this can lead to disruptions when that person is no longer available.
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Participants also reported informal processes for group allocation. Some
participants described how they incidentally found their group by talking with
colleagues. Others were invited by colleagues who were made aware they were
looking for a group. Others made their own groups when they felt there no-one else to
join. One participant identified being at a separate site where no groups were available
and thus felt they were missing out on the experience (Participant 2).

Another challenge was wanting to be in a group but not being allowed to, due
to differences in nursing grade. There were different ideas about who could be peers
within a peer supervision group, and it was not always nurses that were included. The
participants described wanting to include allied health professionals and nurses from
different grades. Finding peers is a barrier that can greatly impact the experience of
peer group supervision. It is also a barrier that can be mitigated with careful planning.
Further work is needed in this area to articulate better the circumstances where health
professionals may work in groups across disciplines. A summary is provided in Figure

22 that shares the challenges encountered when finding peers.

Figure 22: Finding peers
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7.4.4 Peer group supervision attendance

Participant attendance varied across the health service. This section of the
narrative description relays the positive and challenging aspects of the participants'
peer group supervision attendance. The participants' description of their peer group
supervision attendance is shared in Figures 23a and 23b. There were significant
variations in the length of time participants had been utilising peer group supervision.
Some participants had attended peer group supervision for many years and for others
it was only months. On average nurses within this health service had attended peer
group supervision for three years. One participant had attended the peer group
supervision education program but was yet to commence in a group (Participant 2).
This was a source of frustration that had no timeline for resolution. The participants
noted that length of time attending did have an impact on peer group supervision.
Attendance impacted on group cohesion, feeling safe and outcomes of the group
which are reflected and explored further in the descriptive analysis presented in

section 7.6.1.

The biggest organisational and personal challenge that nurses faced was the
Covid-19 pandemic. This was a time of great uncertainty for everyone and was a time
of great change for the participants. The research participants were concerned about
their patients and colleagues. The stress of caring for extremely vulnerable patients
during a pandemic took its toll. Additionally, participants worried about their own health
and potentially impacting the health of their families. Not only were workplaces
disrupted, rearranged and staff redeployed but education and training were put on
hold. This caused a conflict as it was an organisational expectation that only educated
participants could attend peer group supervision therefore a lack of education
opportunities posed yet another challenge to attendance. No alternative options were

provided, and training remained unavailable to staff.
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Prior to Covid-19 all groups met face to face regularly (usually monthly). During
the Covid-19 pandemic peer group supervision ceased for everyone. At a time where
support and reflection on practice could have been most important, it was considered
that there were insufficient resources such as time and personnel to continue with the
practice. At the time of the interview, some participants had yet to fully restart. This
was interesting as the reasons were two-fold. Firstly, some participants did not miss
going to peer group supervision and therefore were not keen to restart. Others did
miss peer group supervision but reported workplace barriers for recommencement
such as not being released (Participant 17). This proved to be difficult in terms of the
practicalities of interviewing an individual, however, staff volunteered to participate in
the research despite not restarting their peer supervision groups. For some, this time
of reflection aided their acknowledgement of the need for peer group supervision as

an outlet for professional reflection and team support.

Participants cited logistical barriers as impacting on their peer group
supervision attendance. For some, travelling to attend the group and then securing
parking was a barrier. For others, it was finding a quiet, private space to ensure
confidentiality and safety during peer group supervision. For this reason, some
participants met at a café which opens the discussion about content of peer group
supervision and what can be discussed and where. It was clear that attendance cannot
be at the expense of confidentiality and participants respected that their conversations
were confidential and reflective, not to be shared beyond the peer group.

Not being able to meet face-to-face proved challenging at times. Some
participants described how they learnt new skills and embraced the chance to connect
with others using technology such as TEAMs meeting. Whilst others noted the
increased isolation and disconnect associated with the lack of face-to-face contact
with peers. Nurse management support was described by the participants as a pivotal
enabler for attendance. No participants in this research reported management support
as a barrier although some participants viewed attendance as an expectation rather
than an option. The following narratives in Figures 23a and 23b highlight the duration,

enablers, and challenges to attendance.

124



I started, | received training back in
2015. 5o, | have continued in that same
peer groug since thot time. Up until
COVID kicked in, we were meeting every
month. We haven't met since March last
year because we're all redeployed many
times. Lockdowns made it difficult, and
people are tired. They're fatigued (Part

the only time I've done peer group
supervision is since I've been in this role,
and | hod not done anything like this
previously ..we've been running it now
since, | think maybe June this year. we've
tried to get a few of our meetings an site,
and I'm mare of a fan of that. I've still not
odjusted to the world of Teams and

it's the only ploce that we've done it It's
probably about five years, maybe a bit
mare. we just meet af a cafe.__every
maonth. We just do it. We just make it
(Part 11)

1)

computer meetings (Part 10}

1 think it's been obout 5 years that Fve
been involved in peer group supervision.
It's o monthly thing (Part 16)

, I did my training back in 2013, (Part 1
Someone left, and @ new persan came
in and we weren't allowed to keep
going until that person had training.
So, they weren't allowed to do the
peer supervision. 5o, it kind of fell
over. we just got together when we
could and talked and Teoms'd a lot,
but nothing formal.... hod to wait ontil
everyone had done the troining before
we could do it. 5o, | think we've done
three now (Part 13)

I've done it as a clinical nurse probably
about 10 years ago as a NUA |,
probably about four years ago. | got an
invite to join theirs. | think it's kind of
Jfallen away Probably the only other
hurdle, ond it’s the distances in
travelling. It's logistics, | suppose. Yeah.
It's difficult | suppose for me now,
because I've used a lot of the M5 Teams
for meetings and stuff. | feel
comfortable (Part 5)

At least five years, maybe. The we're
meeting actually once o month...we
stopped probably for, | dan't know,
six, seven months or something, but
we restarted a few months ago.... that
creates a problem of who travels
where to accommodote, because then
it's not only one hour of the group. It's
the travel time on top of it as well.
Then | think that's the barrier to that
to really guarantee the time for it and
be very clear with the traveling. My
NUM doesn't warry. | just said, "Na,
I'm going to peer supervision. | don't
think they care. | think they want us to
attend, but | don't know if she knows
who attends or not (Part 12}

1 think we've had, like three meetings
before COVID and | think I've been to o
couple since. And then the COVID hit
and there were no workshops for o
while for people to go and have their
course done. (Part 7)

Figure 23a: Peer group supervision attendance
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They do definitely encourage it. And if
you are constantly missing them, | think
they'd talk to you and work through,
“Why are you missing it? What's going
on? How can we help you if your
workloads too big? What's going on?"
They do really make it a priority for us to
get there and to get that peer support,
which is very good because | know a lot
of places don't (Part 13)

We didn't do much at all last year, so
probably two years previous to that. |
think so because we didn't meet at all
last year. It was just from March on was
Jjust too hard, way too hard, because
we're all so busy and it’s crazy. And up
until March, | guess we were doing it
last year. (Name) expects it. We hadn't
started this year and she said it was
time we started, so off we went (Part 4)

Probably about seven years ago. Then
we had a bit of a break, well | had a bit
of a break. So, I've had probably about
two years where we've been saying
we're going to do it and we never got
around to doing it and that's when we
were told we needed to get something
up and running. it took a while becouse
of the COVID stuff. Teams meetings
have made it a lot easier.... it cuts
down all that travel time if we're all in
different places. You don't have to
waorry about traveling to a meeting,
parking, and doing all that stuff (Part
8)

Well, that's been a bit of a letdown. We
were going to a peer supervision
group... That was knocked on the head
by our team leader at the time) we
couldn't do peer group supervision with
them and also because they hadn't done
the course.... we ended up going to
(Place name). But that fell apart

1 have been doing it for a few years. |
stopped it the last year, but | was doing
it for a few years.... some teams don't
value it and they don't release their staff
to go to peer supervision (Part 17)

we've been doing peer supervision for
about five years... it's probably been
about four months since we've had our
peer supervision. We usually have at
least five people come. So, we were
told we had to all be at level to attend
peer supervision. Sometimes, actually a
physical location to have supervision
can be a problem, especially at the
moment. The hospital’s under
renovation or redevelopment. So,
finding our safe place. We've got to
maintain that privacy and
confidentiality (Part 15)

I've had successful experiences for
several years. But for us...here in the
community, it's only been a few
months. | mean, yes, you do lose a little
bit of that face-to-face discussion. But
through Teams, | suppose it just gives
us the ability to be able to meet in one
place at one time and people can make
time availoble (Part 6)

1'd say at least three or four years, | think
I've been doing peer group | mean, the
last 18 months has been a bit hit and
miss with COVID and availability and
who's working on site, and all those
kinds of things. It was a very long and
challenging 18 months... So that just all
fell to the wayside for a little bit, but
we're sort of back on track now (Part 9)

I've been going for quite a few year. in my old role... 1 was involved in peer
group supervision. So, | reckon time gets away, but it would be easily three
or four years, or actually more. Once a month. Probably, about an hour to
an hour and a half (Part 3)

because it was only one nurse ever
organising it. it was very difficult to go
there because of parking issues (Part 14

Figure 23b: Peer group supervision attendance

7.5 The unique individual

WT The unique individual pillar interpretation identifies that

v -

peer group supervision is “For me, About me and Beyond me”.

The following descriptive narrative provides insight into the
u::,e about | interpretation “For me” through three concepts: a new lens,
Jindividual me
support and restore and a safe place.
Beyond The interpretation “About me” is described through the
k‘*‘; m

following: owning my story, peer group supervision purpose and

two-way street. The final interpretation “Beyond me” is described through two

concepts: we are in this together and not just for me.
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7.5.1 For me: A new lens

The participants described positive or beneficial elements of the peer group
supervision experience. The elements they described included what made them
attend, participate in, and return to, peer group supervision. As the perspective of the
individual participant is unique, perceived positives or benefits varied. Figure 24
shares a collection of participant responses describing the individual benefits

participants perceived they had gained.

This research shared a new lens from peers that provided participants with
support and encouragement. The new lens helped participants to clarify how they
have, and could, manage situations. The participants reported that sometimes the new
lens affirmed they were doing well and had done everything possible for the patient.
Importantly the new lens provided objective feedback. The participants' backgrounds
allowed them to share knowledge from differing perspectives. The opportunity to view

a situation through a new lens was powerful.

Participants described having lightbulb moments. They described seeing things
in a way they would never previously have considered due to their horizon of
experiences. One participant noted that even when the information was not relevant
to their role, the new lens provided by other peers was still useful. There was
recognition that even if the participant peer were working in the same role, they

conducted their role differently and they “nursed” differently.
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Figure 24: For me: A new lens
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7.5.2 For me: Support and restore

Each participant described numerous stories of support. One participant
described how they felt good both physically and mentally after attending peer group
supervision and felt the loss of this support when unable to attend (Participant 1). The
participants described how they were supported by their peers in their nursing roles
especially when they were novices in the role. This restorative function was noted

frequently in the participant interviews.

One participant’s narrative highlighted that the peers did not need to solve their
problems to provide support, they just needed to listen and provide a different
perspective. Participants recognised that at times they did not need as much from the
group as others and would defer their turn to focus on someone else. Participants
supported each other through the sharing of successes and good news and through
the harder times of losing patients. The support peers provided to each other built

participants' confidence in their abilities.

The participants described how during the early days of the Covid-19 pandemic
they were able to support each other through all the changes that were occurring. The
participants then experienced cessation of peer group supervision during Covid-19.
When asked if they missed peer group supervision the responses were interesting.
Some described missing the support and feeling like there was a void. Others felt they
were too caught up in the pandemic to miss peer group supervision initially however
as time passed, they missed their previous opportunity to meet with peers. Some
participants reported they did not miss peer group supervision and were non-committal
about the practice however this appeared to be a minority of nurses. Figures 25a and
25b, share the anecdotes and stories from participants relating to the unique

individual, for me; support and restore.
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I'm quite new to the role, I'm able to lean
on some people that, most of these
people have been in the role
substantially longer than me, which is
great. It's more than just that moment,
that it opens up more conversations
straight after it {(Part 10)

The experience has been really positive,
they're not in amongst the same issues
as us, but they see what's going on and
they're just interested and supportive.
They're not trying to sofve my problems.
They're just there to listen ond actually
do make some, "How about you try this.
Have you tried that?" So yeah, they're
not just giving me the, "It'll be okay,"
speech. You get actually someone
listening to the issue you've got and
looking at it from the outside. | suppose
vou don't feel fike you're struggling on
your own with your own struggles at
work with restructuring. You hear people
have their own and it's not just you, and
it's nice to have those smart women that
are in your corner. You do feel supported
fPart 11)

Support and

Restore

As | soid, we didn't meet last year
and | didn't miss it. Nice, the
group coming together. That's
probably what [ enjoy the most. |
have as much as | need (Part 4)

The number one, | would think is the
linkage, but if you have a problem, they
could help you. ! think the support of the
others as well, that it's not only about
you. Sometimes somebody talks longer.
Not everybody has allocated time. If
somebody has bigger problems, we're
just all trying to help that. And it is
encouragement, like a  personal
encouragement  for  each other,
professional and personal as well. Very
experienced, very supportive (Part 12)

Figure 25a: For me: Support and restore

social stuff is still really important as
well. Probably it's a self-affirmation that
I'm doing a good job, I'm okay. Yep, |
might've made a bit of a misstep there,
but overall, I'm doing okay. I'm delivering
the care. I'm doing what's appropriagte.
Sa, | think for myself, I've been nursing
for ... years, but | still need to hear I'm
doing o good job and I'm doing okay.
Someone still needs to tell me, "You're
okay doing it. You're on the right track.”
So, I get a lot out of that. ! think we all
see the worth in peer supervision, but we
also see the worth in each other that, oh
yeah, you've been around the traps. | can
absolutely share with you and you will
not lead me up the garden path where i
go, I'm not doing that. instead, you'll
actually give me something that'li help
nourish me and I'll go, okay, | can do that.
fPart 18)

It’s easy 1o fook in than actually bave the
probilem yourself. Sa that's very valuable
in peer group supervision, I feel. And you
get ta connect with other colleagues that
you gel o nelwork with ond swustain
those netwoarks. And o me, it’s a
friendship as well. You develop thot
Sfriendship that, okay, youw know whao they
are. And 50, it’s building those bonds with
other, not only services and they get to
Kknow whao you ore and vice versa, but it's
building that strength and support for
ONOTReEr AUrse or Nurses (Part 14)

1 felt actually guite ill becouse | wasn't
getting my monthily top up of good vibes.
Ewery time we get togetier, | fust feel like
"ve hod this totol body mossoge. T just
Feel well. And it doesn't matter what
stary | Bring, it's irrefevant to I'm just so
chankgil and gratefil for that space (Part
I)

saovme of the other giris that were
regularly missing out, it was ke, "0, '
busy. ™ "T'm busy. " And you kind of felt like
sowing to them. “WeN, yeah. You'll
ahways be busy, but this Is part af helping
you manage the busy and help coping
with the busy.™ But weah, sometimes it
gets crazy, and you just con't walk away,
so that wos hard. | was loving it ond it
was good that they were supporting it,
and { think that helped moke it o really
good experience (Part 5)

I ao, yeah. I do (miss it). | also think a really
Important part of peer supervision is seaing
each other, because that o me it's really
good, the thowught of I've got this protected
tivire, and { con go and talk to a peer who

can pravide e with insights and support to
manage effectively on o daily basis (Part 2

I think that's why it's so important to howe
that peer suppart and pecer Supervision,
because honestly, some things we're
doing and some things We're seeimg or
being exposed to, we've got no one to
wnpock that with. And things hawve been
towgh for ol of us, so it's been really good
warking on that, especially some aof us
hawve lost sorme clients, not from COWVID,
Just other things, chronic disease or
cancers gnd stuff. 50, thot's had a ol on
o fot of us. (Part 13)

i certainly do (miss it} becouse that is our
time to debrief and make sure thot were
il on the same trajectory with how we're
manoging our ciient logd. And it's realiy
Junny too, becouse the times thot you
cancel it is wihen your workiood's the
gregtest, which s when you reaglly
probably need that peer support. But it's
aiso g supportive rofe for the younger
people  coming through think it is
definitely the support of your group to
know thot you're doing the best that you
oo o for yowr client, for the best client
outcome {Part 15)

I think in terms of support, that wos qguite
good. I guess none aof the sessions that
we've done 've ever been bogged out
Nobody's ever said, “Well, | don't think
you showld be doing that.™ It's glways
been meant with good intentions,
anything thot people howve said. Just a bit
of encourogement ond sSupport that
you've done all you can, and it probabily
wowldn't have gone any other way, or
any diffferent way. | think | wowld always
try and support other collecgues and
that with kind words (Port 8)

iIt’s been helpful for me, but 'd have to be
honest and =ay nat really (missing peer
group supervisiorn), onless | howve got
sammething really burning. But if ! do haowve
savmething, | know that { can call on the
group to meet ar another time. (Part 3

I fowund it to be a very positive experience.
I guess it's gbviously dependent too, |
think on the individuals in the group. but
I think for the vast majority of the people
and the vost majority of the time, it is a
positive experience. But f think it's a good
outlet and it's good. And we're pretty
good. It's just the way the conversation
Sflows that makes it feel ke theyre just
listening and swpporting rother than
criticising decisions or guestioning, that
sort af thing it's nice because sometimes
you think, maybe I'm doing something
wirang (Port 9)

my ecxperience has been I found the
group very supportive. IT was o good
place to reflect on your own proctice.
There are times that you do get feedback
after doing @ session that it depends o
how you take it, but of course, it's said i
o positive way, but sometimes people
take it o bit differently. But mostly, it's
been good. | think its just to be
Lransparent With your own feelings. So, |
think it's thot of being real in the
conmversation. That's what [ found
challernging in the beginning. But | think
because peaple around you in the grouwp
were pretfiy supportivie and they weren't
Jjudgmental, that was o good thing to
draw you owut. If | didn't howve peer
supenvision anymore, wouwld | miss P
Yeoh. | will miss it, time to get together
with the peers and talk about your waork.
{Part 7}

Figure 25b: For me: Support and restore

i would howve never stepped up into the
-—. roles that I've done if I hodn't hod the
confidence built from something like this.
{Part 15}
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7.5.3 For me: Safe place

Peer group supervision was described by most participants to be a safe place.
Participants described peer group supervision as a safe place to talk about issues
without fear of judgement. One participant noted that this lack of judgement would
continue into the future as well as the present situation (Participant 16). Some
participants described safety as being linked to self-confidence and whether

participants were able or willing to share information and be vulnerable.

Confidentiality was a very important aspect of safety. What was said in the room
needed to stay in the room. Safety meant that information shared was not talked about
outside the session. At the same time, one participant observed that you cannot stop
people from talking (Participant 14). Some participants reported that it was the peer
group supervision model that kept it a safe place because of the prescriptive structure
for sessions. The tool kit provided by the New Zealand Coaching and Mentoring model
provided a stop sign that members used to indicate that the story stops in the group
and does not go outside unless required for patient or nurse safety. Likewise, many
group members reported having a signed agreement that outlined the rules of
engagement for sharing information. Setting baseline ground rules was seen as a

need for participants.

Being safe in peer group supervision did not mean the group agreed with
everything that was shared. Figure 26 share the participant comments relating to
safety. Safety in the group meant being able to receive feedback that was honest and
transparent. Importantly most participants reported it was a safe enough environment
to disagree with each other. However, safety came with a note of caution from some
participants. Knowing a group was safe did not always come from the first session but
rather the sense of safety developed incrementally (Participant 16). Participants
described trust as building over time as the members got to know each other
(Participant 8). For some, there was a feeling of caution regarding confidentiality and
what the participants thought could and should be brought to peer group supervision
(Participant 9).
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I was leoking for o safe ploce to go, that
peer  support from people of my
organisation. | sow it was really that
trusting safe space olfowed thot give
and take in learning and sharing. We
hod someone join after someone had
left___it took them some time to feel like
they were part of the group... 50 we had
to make lots of effort to make them feel
safe. | think what | like obout it is
normally the group, what's soid in the
room stoys in the room. No gossiping.
Ng chotting afterwards. [It's in that
room. It's done (Part 1)

Certainly, it has that real safe spoce feel to
it where you con have those difficult
conversations. But do | feel trust in the
room when everyone’s around? Yeah,
absolutely and | don't hove ony doubts
that everyone in the room is genuine and
is there for genuine reasons, which is
good. But there's parts of it where you're
not sure whether... And that's hard to put
into words. Because we've had a few hit
and misses with how well it's been
orgonised or not orgonised, it's still
probably a bit earty in the journey (Part
140)

And becouse it'’s confidential, it's quite a
sgfe environment to get some support
and debrief, really. Yeah, 100%. Yeah, it
is_ It's a really good group. (Part 11)

It's confTidential, | never hear thaot people
talk about it outside the group. It's quite
confidential in the group (Part 12)

It is o ploce where youw con spegk
candidly, unless it's ogreed upon, we
take action further (Part 15)

1 still think we clunk glong o bit. ft's not
real... but it is good becouse we're at o
safe space. We can really talk about stuff
that we know won't go any further, and
just be honest (Port 13)

And | never feit at all that anything | did
take, if | did toke it was going to go
anywhere eise either too. | felt guite
secure in thot environment as well |
didn‘t feel like someone was going to tell
my story elsewhere. 5o, | hod trust in the
group, and | think the processes were
really good. (Part 17}

Safe Place

I get wary obout when things get
written down. | don't feel you have a
Jfree taik. | think maybe if you're doing
peer supervision, maybe a
confidentiality or make it be known. |
mean, obviously what's in the group
stays in the group. Thot's a given, but |
mean, you can't stop people from
talking. (Part 14)

I suppose it's just knowing the peaple in
your group. There was a stage where |
was g little bit worried about what |
would soy. But | just hod to trust that
we'd set up the rules and that whatever
haoppened in supervision stoyed in
supervision | haven't had anything o say
otherwise. | haven't goi any regson to
doubt amy confidentiality (Part 3)

I would never think... 5o, | always taught
right from when | wos 16 and starting
that nothing left the building. And 50, |
Jjust assume everybody doess that. |
would never think that anything goes
home (Part 4)

I think peer group supervision for me is @
sgfe spoce io talk to my peers aobout
areas of my practice that [ really would
like to heor whot other people are
thinking. It's very safe and I think the
formal opprooch in peer group
supervision keeps it safe. And | guess this
was O safety net built over time. It didn't
happen from the very first meeting. |
think the confidentiality thing, that's o
big difference between hawving a debrief
session with o colleague gfter a situation.
It Becomes an unspoken ground rule that
you know that what you talk about there,
that you're not going to be judged for
future times you work together with
these colleagues. | don't think I was ever
taught to be vulnerable to feedbock, so
never to put myself out there. | wos
always a bit fearful of what sort aof
Sfeedback you'd get. (Part 16)

I would hove to say initially we probabiy
didn't, but I think becouse we've goi @
Jfeel for each other, and we've now been
a group for two years. The group has
probably been cohesive for at least the
last year. That trust in each other has
improved to the point thot you can be
vilnerable amongst it. And you con say
to them, "I have no idea how o move
forward from this. Con you please help
me? [ guess the human being in all of us
doesn't want to show ourselves as being
vulnerable initially. {Part 18]

1 feit comfortable. Yeah. | didn't howve any
particulor concerns. No, because [ felt it
was so structured and very upfront at
every session_ | felt if there was o breoch,
that it would be dealt with within the
group. If there was something felt to
have occurred, | felt it would have been
dealt with. I felt foirly trusting that it was

Sairly well structured and valued. (Part 5)

Figure 26: For Me: A safe place

7.5.4 About me: Owning my story

A key theme arising from the participants sharing was the need for ownership
and accountability. Owning peer group supervision implied this was each participants
own individual story. This was mentioned frequently by participants and included
different aspects. Owning the process began with attendance. Participants described

reorganising their workload, prioritising time, and showing commitment.
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Commitment manifested in various ways. For example, participants reported
that showing up for all sessions and not just participating when something was
needed, demonstrated ownership of the peer group supervision story. Likewise, the
seemingly simple act of answering a phone during peer group supervision was
interpreted by others as not showing ownership. Frustrations arose when it was
perceived that other participants in the group did not “step up” and show the same
level of commitment. Some participants took this aspect very seriously and described
this as being vital to the experience. For participants, owning peer group supervision
was associated with being prepared to achieve an outcome. However, being prepared
meant different things to different participants according to their horizon. Some
participants liked to have everything meticulously documented and journaled prior to
attending. Whilst other participants preferred to think “off the cuff’ and prepared just

prior to the group session.

Owning the peer group supervision process meant deciding what participants
would do with the feedback provided by the group. Participants reported that owning
their stories meant they could decide whether to accept or reject the information
provided. Sometimes participants described having the mindset of “thanks but that’s
not how | do things”. Participants also believed that owning their peer group
supervision story meant being mindful of what to share with peers. All participants
worked with patients/clients with complex care needs. The nurses selected and
carefully considered the stories they brought to peer group supervision. Not only were
they mindful of confidentiality but they were mindful of the potential impact to others
from vicarious trauma. Figure 27 shares the participants' perspectives of what owning

their peer group supervision meant to them.
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Figure 27: About me: Owning my story

7.5.5 About me: Peer group supervision purpose

Each participant held a different perspective and horizon. One participant
described the risk of peer group supervision turning into something other than its
intended purpose (Participant 10). Several participants described using peer group
supervision for the purpose of debriefing. Some identified that peer group supervision

had been a forum to “whinge and moan” and that this was not the purpose.
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Other participants described it as ‘protected time’ to share with peers or a
platform for mentoring. Sometimes patrticipants described peer group supervision as
a place to vent. One participant suggested that it would be hard for new people to
understand the purpose if they had not attended the educational training and learned
about the structure (Participant 11). Participants agreed that they needed to know why
they were there and what they hoped to achieve. If there was a lack of purpose the
peer group supervision session could quickly change into something else such as a
venting session as previously described. Participants described a lack of purpose as
contributing to their dissatisfaction with peer group supervision. Figure 28 shares the
descriptions of peer group supervision purpose.

1 suppose maybe I'm guilty of using it a
bit more as o mentor. It's o very cilase
relotionship, ism't it, between a
Mmentoring and g peer group supervision?
But if you're going to get in o group and
whinge about it and not do anything
productive about it, that’s when it
becomes dongerous. And if you're going
to go inte your group and complain
about operational stuff and not do
anything, that's not whot it's about
either. Maybe really hove a firm
understanding of why you were daing it.
It's not just another meeting. it's not a
meeting that you have to attend. It's not
a mandotory you hove to be doing
supervision, so just go and sit in @
meeting and do it. But why was it set up?
What are you going to gain from it? And
how are you going to make sure you're
going te gain from it? So, if everyone hos
that sort of  philosophy  and
understanding, hopefully then it'l be
productive but why was it
recommended? There has to be a reason
(Part 3)

It started off os o moaning, whinging
session, which is how it used to be. [
think it's being used o bit like o meeting
at the moment. because there's certain
principles ground  peer  group
supervision. And it aiso helps you
understand the purpose of it, why you
do it {Part 8).

You have to do the training first. Because
it's hard to grasp the purpose of it unless
you've had thot insight that there is some
Structure abput it, and it's just not @
whinge fest, you know? (Part 11)

It does a lot aof different things, peer
group supervision. Your education, your
support netwark, your debriefing. (Part
14)

| think becouse this is now for us, sort of
a KPI ond a recammendation. | don't feel
like this is made a priority to anybody.
Which is sod becouse there is lots of
things, we could get out af it. That's
probably wrong. I'm sure it is a priority,
but not for the right reasons {Part 13)

It's meont to be about the correct
parameters. [ you want to debricf on
something and download, that's o totally
different thing {Part 17)

We do use it os o mentaring forum.
Where peer supenvision should be more
of that debriefing, mentaring and
supportive role (Part 15)

Peer group
supervision
purpose

Meaning? It's o great debriefing session.
We all affload guite well (Part 4)

So, the clinicions that are there are
actually there for the right reasons, not
because they don't want to be there
(Part 6}

Figure 28: About me: peer group supervision purpose

I think it's like any meeting. I think there
needs to be some sort of outcome of it or
something that you're achieving out of
it, rather than just sitting there, and
taiking. I think if it's not as structured as
1 think it potentially should be, then |
think there's always that tendency for
people to go off course a bit. And you get
inta that, it’s almaost like a corridor chat
or a tearoom chat rather than in this
protected time thot we're really trying to
focus ourselves on for a porticular
reason (Part 10)

Because to me it's reaily good, the
thought of I've got this protected time,
and | can go and talk to a peer who can
provide me with insights ond support to
manage effectively on a daily basis {Part
2)
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7.5.6 About me: Two-way Street

Participants reported that a key element of peer group supervision was the
feedback they received. A different perspective from peers was valued and identified
as pivotal for learning. However, it was not just the feedback that participants valued
but also the contribution that they could make to others. Owning peer group
supervision was important from the point of view of gaining something from the
experience to make it worthwhile. Of equal importance to the participants was sharing
learnings and stories with peers. Participants shared their descriptions of give and
take.

For most participants, helping peers was just as important as being helped. Not
having something to contribute or feeling that you were not adding value to the other
participants caused concern. Not experiencing the two-way street left participants
feeling dissatisfied. There was acknowledgement that sometimes peers needed more
time or support and their need for peer group supervision was greater. It was at times
like these that the two-way street meant putting others' needs above your own. Figure

29 shares the participants' experience of the give-and-take of peer group supervision.
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Figure 29: About me: Two-way street

7.5.7 Beyond me: We are in this together

The participants' descriptions articulated that they felt they were in this together.
Words like “not alone” and “supported” were often part of the peer group supervision
description. The participants reported that they were “on the same page” and their
peers understood the challenges they were facing. Several participants described their

peers as speaking the same language and this came across as being very important.
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There was common understanding and acknowledgement of the skills peers
had when sharing information. Participants checked in and supported each other when
it was noticed they were struggling so they did not have to feel they were alone. Figure
30 shares a sample of commentary from participants as they relate to the theme, we

are in this together.

Figure 30: Beyond me: We are in this together
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7.5.8 Beyond me: Not just for me

Peer group supervision was noted by the participants to be bigger than just
them and they expected both personal and professional outcomes. Participants
described how the knowledge and learning they gained from peer group supervision
was to provide quality, safe patient care. The participants described how useful peer
group supervision was for sharing with colleagues. They shared their successful and
less-than-successful moments. One participant described wanting to share the good
news because they did not want their peer group supervision to always reflect
challenging situations (Participant 1). In Figure 31 participants describe their

accountability to themselves, their peers, the patients, and the organisation.

Figure 31: Beyond me: Not just for me
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7.6 The unique group

The unique group pillar interpretation identifies that peer group

sl o . o
) ibs! g supervision is impacted by the dynamics and functioning of the group.
The following descriptive narrative provides insight into the
The

wnique iNterpretation “the unique group” through the following: My peers, Our

o rules, Working together and Broken trust.

7.6.1 My Peers

The identification and allocation of peers was an important part of the
experience. Participants shared their experience of identifying allocated peers.
Section 7.4 (The foundation of peer group supervision) outlined the challenges that

could be experienced by participants when trying to find peers within a peer group
supervision model. This section describes who peers are in this context as determined
by the participants and what this means to their experience of peer group supervision.
In this section, the participants share their horizon and perspective on who they believe
to be peers.

Peers came to their groups through a variety of methods. Some participants
described being allocated to a peer group. In these cases, the participants reported
the process of determining who were their peers was made at an organisation level.
There was no reported consultation with the participants about this allocation. Several
participants described knowing who they considered to be peers but faced barriers
forming groups. In one instance the participant described not being allowed to join with
certain peers because they were a different nursing grade to them (Participant 13).
Other participants were invited by nurses of the same grade to join their peer group.
Participants described the membership in groups as remaining relatively stable once

allocated or invited. Once the group was settled peers tended to remain.
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Several participants described themselves using words like “misfit” and “motley
crew”, because they did not belong anywhere else and therefore were peers by default
(Participants 1 & 16). Another participant identified taking an allied health member into
their group as they did not have anywhere else to go (Participant 11). This person was
described to be a peer in the group even though their discipline and years of

experience were vastly different.

Some peers were very comfortable and held similar if not the same roles and
accountabilities which meant people were on the same page. In contrast peers who
came from different areas were valued because of the different spheres that they
worked within. Peers who didn’t know each other found it took time to build rapport
within the group and therefore trust and safety took longer to develop. Some peers
went beyond the peer’s description and described themselves as friendship groups.
Working with peers who were friends could be either positive or challenging. Positive
as it felt comfortable but challenging because it could become a social group rather
than the reflective professional group it was intended. No participants reported having
a line manager in their peer group. This was important not only because the New
Zealand Coaching and mentoring model of peer group supervision advised against
this but because of the perceived “un-peerness” of the manager/clinician dynamic.

Figures 32a & 32b share the diversity and variations of peers.
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Figure 32a: My Peers
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Figure 32b: My Peers
Group size was described by participants as impacting their peer group

supervision experiences and thus forms part of the “My peers” interpretation. There
was no consensus on group size reported in the participants' descriptions. The peer
group supervision model used by the participants recommends four to six members in
a group. The participants described the size of their groups and provided insight into
the benefits and challenges of the supervision experience. Some participants
suggested that three peers would be acceptable and even provide an intimate

connection whilst others thought that this small a group of peers would not be effective.
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In contrast, some participants were in the same group yet reported vastly
different experiences of the group size. Some participants reported feeling
overwhelmed by the large group of peers for example up to ten people. Whilst other
participants reported benefits and richness coming from so many peers all together.
There was consensus among the participants that group size can alter the experience
and needs to be considered. Figure 33 shares the experiences of participants in

different-sized groups.

Figure 33: Group size matters

7.6.2 Our rules

Rules, boundaries, and structure are linked to psychological safety for
members. Throughout the interviews, participants described their rules, their use and
the positive and challenging aspects of using rules in their groups. Several participants
from one group described how the initial absence of rules led to disorganisation and
frustration for group members. The participants then described how this prompted
them to develop rules about who would take on the facilitator role each month and
manage the logistics of organising the group. Some participants reported their group
strictly followed the rules whilst others reported a more relaxed approach.
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Rules were important for order in groups. Some participants reported that it was
preferable to refresh the rules especially when new people were joining the group.
Several participants noted that the rules helped the group stay on track and allowed
everyone to have an opportunity to contribute. One participant noted that rules kept
dominant personalities from taking over (Participant 7). This descriptive narrative
indicated that rules around confidentiality are highly valued by the participants. The
participants described whether to refresh the rules and under what circumstances.
There was inconsistency in this area with one participant stating their group looks at
the terms of reference yearly. Whilst others commented that reviewing rules should be
done but wasn'’t. Figures 34a & 34b share the wide variation and usage of rules within

the groups.

Figure 34a: Our rules
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Figure 34b: Our rules
7.6.3 Working together

The unique group interpretation of working together highlights this separate yet
intertwined aspect of peer group supervision. The group cannot exist without the
individual and without the group there is no peer supervision. This section of the
narrative description revealed the experiences of participants working together in their

unique groups.
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As mentioned in the “My peers” section, entry into the groups was either
allocated or self-selected. Participants noted that once a group was established, it was
sometimes challenging having new members join. One participant noted that it can
take a while for new members to feel part of the clique (Participant 1). This participant
described the importance of trying to make the new member feel safe so they can
participate. Interestingly another participant described how their experience of being
new to a group resulted in feeling intimidated when the other members talked about
unknown people and situations. One participant described the group selection process
that endeavoured to find nurses of similar roles and responsibilities in the hope that
the group would be a good fit for them (Participant 3). In this group, all members were

asked to decide who should be invited to join to ensure group agreement.

Likewise, a participant in another group noted that their dynamics changed
when someone new joined the group. New people took time to adjust to the group and
vice versa. This was related to getting to know both the people in the group and the
process of peer group supervision. Participants that interrupted sessions by answering
their phones in the session, were perceived to not “own” the process. A particular
participant noted that it took a while to do so but they eventually raised the issue with
the entire group and subsequently, the person left (Participant 1). This was thought to
be a good decision and the participant noted that group functioning improved. The
participant commented that speaking up can be hard for a nurse of a higher grade so
wondered how less experienced clinicians would manage this situation (Participant 1).

The initial implementation of groups was sometimes described as being clunky,
disorganised, and regimented and participants stated that it can take a while for groups
to find their rhythm and function (Participants 8 & 10). One participant described the
process of getting to know each other as being prolonged by circumstance (Participant
8). In this instance, the participant described the group as being thrown together with
members not working together regularly. Participants who have been in groups for
years described being relaxed, and less rigid with each other and the peer group
supervision process. Participants mentioned how talk in the group was at first
superficial then developed into deeper trust as time went on. Conflict external to the
group impacted trust between some members. The participant described this issue as

being unresolved and noted the group just moved on (Participant 16).

147



Personalities were acknowledged as a part of the working together narrative. It
was noted that some participants share responses quickly in the group whilst others
take time to think about and formulate a response. Likewise, some participants share
frequently, whilst others contribute less often. Feeling comfortable in the group was
perceived to facilitate this sharing and flow of information. Participants noted that some
members dominated the conversation when there were no rules or boundaries. The
session facilitator was seen to be the enforcer of these rules. Strong personalities were
described but not always in a negative context when sharing terminology of

personalities within the group.

Participants described finding it difficult to discuss group protocol issues with
their peers. Participants stated that it was difficult to tell someone that you preferred
them to come to the group all the time and not just when they had something to talk
about. It was noted that it was also difficult to have the courage to say that this is not
working for me. One participant noted that their group had been together for two years
and cohesive “for at least the last year”, noting that cohesiveness takes time and effort
(Participant 18). Another participant noted that there were always going to be negative
people within groups however they did not describe how to resolve this (Participant 2).

Participants described a reliance on one person to organise the group which
could be perceived as unequal and problematic. Sometimes this was only identified
because a member said they were no longer going to do the role. Other participants
noted that their groups “fell over” when the key people were not present demonstrating

a reliance on the individual rather than the collective responsibility.

The participants narratives demonstrate that working together is complex.
There can differences in the way people prepare and share within the group and this
can be rewarding or frustrating. Working together can feel secure or intimidating
depending on the members in the group and the length of time the group have been
working together. Participants shared a narrative that expressed it can be uplifting or

tedious and take time to determine your place in the group.
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The descriptive analysis demonstrates that having clarity of expectations and
roles can aid the group to work together. It also demonstrated that issues within the
working group are not always easy to resolve. The same could be said for all groups
however when there are expectations of safety and trust, this becomes an imperative
for the peer supervision group. The nuances of working together collated from the
participants narratives highlight the need for consideration prior to group formation
rather than waiting to deal with issues when they arise. Figures 35a, 35b & 35c¢ share

the highs and lows of participants working together in peer group supervision.

Figure 35a: Working together
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Figure 35b: Working together
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Figure 35c: Working together
7.7 Broken trust

The final description outlined occasions when things did not go well with peer
group supervision. This section brought forward my presuppositions. | was not naive
enough to believe that every peer supervision group would be perfect, but | had not
personally experienced broken trust and therefore was apprehensive about what | was
hearing. Whilst the descriptions were minimal, they were potent in effect. There were
incidents where rules were broken, and the individual felt it was not a safe experience.
That descriptions of broken trust were hard for some participants to share was
reiterated through their nonverbal expression and behaviour. Not all situations
occurred within the group however it was acknowledged that outside conflicts

overflowed and impacted the peer group supervision experience.
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One participant described the rule of confidentiality being broken (Participant
1). The story shared within the peer group supervision session was heard outside the
group and the associated commentary led the participant to be concerned. The
participant described how this changed their trust in the person who shared the story,
but they refused to let it change their experience of peer group supervision. The
participant described how they opted not to discuss the incident with the person as it

was a good news story (Participant 1).

Another participant described feeling uncomfortable about what they perceived
to be an incongruence between what was said within the group and what actions were
observed outside the group (Participant 17). Whilst the description was not elaborated
upon the incongruence was unpalatable enough to result in the participant leaving the
group. The final description of broken trust was a participant who shared a disturbing
story of feeling culturally unsafe in the workplace and then finding themselves in the
same group as the other nurse who had caused these feelings (Participant 13). They
described how it changed their experience as they shut down and did not share. There
were feelings of anxiety that led to the participant eventually leaving the group. Figure
36 shares the infrequent yet impactful experiences of broken trust.

Figure 36: Broken trust

152



7.8 Chapter summary

The experience of nurses participating in peer group supervision has been
described through their shared narratives. The descriptive analysis shares the
participants' own words and the collective voice of the words spoken. The narratives
highlight that there can be the same people in the same group yet the way they
experience peer group supervision is unique to their horizon. This chapter has
reported on concepts and elements of peer group supervision such as support, safety
and group dynamics and has shared the context of participants in relation to
themselves and as participants in groups during peer group supervision practice. The
challenges, priorities and benefits have been descriptively shared. The next chapter
shares the results from a deeper analytical perspective through themes and their

contextual meaning.

Participant anecdotes were collated into initial concepts and provide a context
for the participant voice shared through their interviews. Data drilling and codification
through an iterative data analysis process refined the initial concepts into themes that
became clear as the analysis progressed. The results of Phase 2 strengthened the
initial themes that arose in Phase 1 and provided additional insight into the impact of
peer group supervision on community health nurses. The results of the analysis are

further outlined in the publication presented in Chapter 8
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CHAPTER 8: PAPER 3 PHASE 2 RESULTS

8.1 Introduction

Chapter 8 shares the findings from Phase 2 of the research. The descriptive
analysis has been shared and this chapter further shares the interpretive analysis.
Themes were identified, condensed, and analysed alongside the presuppositions of
the researcher. Understanding and meaning arose to form a new horizon of what is
peer group supervision. Each of the themes and resulting implications in practice are
included in the final publication of my thesis. The interpretation and results of Phase
2 of the research are shared in an article published in the Nurse Education in Practice

journal.

Tulleners, T., Taylor, M., & Campbell, C. (2024). Contribution of peer group
supervision to Australian nursing practice: An interpretive phenomenological study.
Nurse Education in Practice. DOI: 10.1016/j.nepr.2024.103903
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8.2 Published paper 3
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ARTICLEINFO ABETRACT

Feywords: Aime To provide insight into peer group supervision practices through understanding the lived experience of
Clinical mupervision community health nursas.

Experiences Bockgroemd: The recent Covid-19 health crisiz highlights the importance of supportive mechanisms to sustin and
Nmm retain nurees in the workforee. While the support of quality clinical supervizion for registered marses i= recog-

nized, the benefits and challenges of peer group supervision are less clearly artdeculated.

Diesign: Murzes" experiences of peer group supervizion in an Australian tertiary health zervice were explored uzing
a (Fadamerian philosophical hermeneute approach.

Method: Semi-structured in-depth interviews were conducted in 2021 and provided nurzes with the opportunicy
to zhare their experiences of using the New Zealand Coaching and Mentoring Model of peer group supervizion.
The study included a tol of 31 nurze participants acros: multiple community health contexts. Interview dam
ware analyzed uszing 2 hermensutic appreach from which themes aroze

Findings: The findings demonsrated that strong peer group supervision foundations that include personal and
professional preparation and active participation are eszential Dual pillars of “the unigue individual™ and “the
unigue group” with responsibilities identifted in each pillar that enable interactions and weorthines: in peer group
supervizion practice. The foundations and pillars support peer group supervision in nursing practice to provide a
mechanizm for reflection, support and profeszsional guidanee.

Conclusions: Peer group supervizion is a worthy, contributory process in commumity health nursing when
implementation proceszes are supported and teams are educated and prepared. Percepdons of peer group su-
pervizion are wnique and varied across individualz. The individual experience has an impact on the group
experience and vice versa. Knowledge of the process and group by participants is required to enable profeszional

Peer group cupervizion

1. Introduction demands prompt nurses to question if pesr group supervision would
increasze efficiency, enhance the provizion of person-centred care and
provide the supportive guidance often sought, or just add to an already

overburdened workload.

Peer group supervision participation benefits nurses through the
provision of opportunities to reflect and respond to cliniesl and organ-

izatonal demand in the workplace [Bernard and Goodyear, 2010;
Schumann =t al., 2020: Salomonszon, 2023). However, pocr group su-
pervision 15 neither widespread in its use nor well understood in nursing
practice. Recommendations to embed climesl supervision into nursing
practice (Australian College of Nursing, 201%; Sasb et al., 202]1) prompt=s
guestions from crganisabions, managers and clinicians about the time,
preparatory work and potential beneficial outcomes. Competing

This resesrch extends on previous findings that identified benefits
and “game changers™ that influenced the peer group supervizion expe-
rience (Tulleners =t al | 2021). This paper providez mmsights regarding
pects and group dyvnamics when participating in pesr group supervision
to inform nurse decision-makers considering implementation into
practice. This paper shares the benefits and challenges of implementa-
tion and recommends strategies for success.
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2, Background

In mental health nurzing contexts, clinical supervizion practice has
been used for several decades (Cutcliffe et al., 2018). In settings such as
community health, Allied hezlth clinical supervizion reflective pmctil:e
iz likewise well-established (Fuipers et zl., 2013; Pager ef al, 2018
Deezpite having multidizeiplinary teams the roles, rexponxﬂ:-ﬂmes amd
implicatons in practce for murze:z in thiz context are very different
Beflective practice iz not ressrved for any specific discipline and op-
portunities exist for NIrees to USe pesr group supervizion 25 3 mechanizm
for support, guidance and practice improvement.

Group and peer group supsrvizion are terme used interchangeably in
the clinical supervision literature (Baza, 201%; Blomberg et al., 2016).
Peer group supervizion entailz collegizl networks where no designated
farilitator iz present. Peers meet, discuszs, explore and recommend as a
profeszional group without quidance or support from managers or fa-
cilitatorz. In thiz model, the abzence of designated leaders iz managed
internally with each member maintaining a supervizee and supervisor
role and no one person assuming responszibility for the supervizory tasks.
‘Whereas in group supervizion, the prezence of a facilitator or supervizor
iz identified (Bamard and Goodyear, 2019

Peer group supervision develops collegial networks whilst exposing
members bo diverse perspectives (Tullensrs et al., 2023). The process
provides a space for increased self-awareness and resilience building,
whilst decreazing stresz levelz. It alzo zllows for nonjudgmental feed-
back to be shared whilst exploring challenging epizodes of care (Barron
etal., 2017; Beal et al, 2017; Dungey et al., 20200,

Du]leuges of the peer group supervizion mode] inclode losing foows,
sharing incorrect information, unresclved conflict, differing perzpec-
ves on what constme:s conribution, leaders inadvertently emerging
and power differenfizls (Lewiz etal., 2017; Mills and Swift, 2015; Pelling
and Armstrong, 2017; Somerville et al., 2019} Peer group supervision is
often zeen as an advanced adjunct to receiving individual clinical zu-
pervision rather than a standalone practice (Bernard and Goodyear,
2015). More information and evidence are required to enzble nurse
decizion-makers to consider peer group supervision 2= an option.

21 Aim

To provide insight into peer group supervision practicez through
understanding the lived exparience of community health nurses.

2.2 Methodology

An interpretive phenomenclogical approsch guided by Gadamer's
philesophical insights was zelected to explore the experiences of peer
group supervision for commmumity health murses. Congruency of this
methedological approach and peer group supsrvizion iz evidenced by
the way Gadamer describez understanding of phenomenon ocourring
through conversation and dialegue. Understanding alzo occurs through
acknowledgement of the topic’s presuppositions or pre-understandings.
Presuppositions can either enhanee or hinder understanding of the topic
and therefore cannot be ignored (Gadamer, 2013). The researchers’
PrEsuUppositions arse from previous peer group experiences that ceased
prior to the rerearch. The presupposidons of the rezearcher aided un-
derstanding of both procezzes and languags uzed by the participants.

Semi-souetured in-depth interviews with registered nurzes who had
Experience in pesr groUp SUpervizion practces in at least the last szix
months were engaged in the rezearch Data analyziz uzed the herme-
neutic circle, moving back and forth between the presuppositions, parts
and the whole of the text until meaning was uneovered in key themes in
the data (Lawm, 2008; Suddick et al., 2020). Interpretations emerged
allowing the participants experiences to be understood through dislogue
with their story that shared their experiences az new horizon (Gadamer,

2013).

Nurse Edurarion in Fractice 75 (2024) 103903
2. Method

3.1. Parficipants

Partripants were recruited from two Auwstralian health service pro-
viders that uze peer group supervizicn in the workplace. The health
sarvices included a large tertiary provider and a regional provider of
zarvices, Eighteen and thirteen participants respectively were recruited
from the health services. Purposive sampling with mnowballing was uzed
to recruit participants. Information sassions were conducted with Murse
managers and email invitations were sent to all st=ff. Staff responded
direcdy to the researcher and no further engagement ocourred with the
manager (Table 1]

3.2 Data collection

Interviews were conducted face to face or via Microzoft Teams to
align with participant preferences and,/or Covid-10 contact restrictions.
Open-ended quesdons and prompts developed by the rezearch team with
a zemi-stuctured approach were used to provide opportunity for in-
depth discussion of experjienees (Moules and Taylor, 2021). Interviews
were audic recorded with consent and were approsdmatsly one hour in
duration. Although not methodologically required, participants could
review the verbatim tanscribed interviews for accuracy prior to
analyzis.

3.3 Interview guestion examples

Can you share with me your experience of peer group supervizion?

‘What iz your understanding of peers within peer group supsrvizion?

Diescribe the positive and challenging dynamiecs of your peer super-
vizsion group?

2.4, Data analysis

Understanding of the phenomenon begins with naive reading of the
whole text Reading and re-reading continues the analyziz
until the whole is understood. Key themes arize from the sum of the parts
aiding interpretation of the topie (Lioules, 2015} NVivo release 1.5.1
was used for coding of themes and joumaling of the researchers’ pre-
suppositions. Following Gadamer (2013, continmal movemant between
presuppositions and the participant experience allowed the researcher
to enter and stay in the hermenentic circle and this process ocourred
until themes were identifted and line by line coded. Coding was initgally
completed by the researcher and then dizcussed with the supervizory
team. Codification of data cecwrred untl no new themes emerged. Fig. 1
represants the Gadamerian philozophical data analyzis approach.

3.5. Rigour and credibility
Rigour and credibility in reporting the findings from thiz gualitatgve
rezearch was supported through transparency when acknowledging

rezearcher presuppositions and uwsing the Standards for Repordng
(malitative Research: a synthesiz of recommendations (SRQR]) (07 Brien

Table 1

Number of participants recruited, and their nursing role ditlas.

Thome  Momber of participests  Mursing rolas reprasonted

recnsted

1 1= Faegistarad Mursa, Clindcal Iarsa, Murse
Blanager, Climical Murse Consaltamt, Juarse
Educator, and FMurse Practiticoer

. 18 Climica] Murse, Murse Manager, Climical Murse
Cansaltant, Marse Educator, Murse Navigatar
and MNurse Fractitionar

Tl A
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Fusion of horizons

Themes confirmed Participant
interviews
Data analysis NVive Ongoing
15.1.
tarpratation Maive
reading
Interpretation
commenced

Fig. 1. Gadamerian philosophical dats analywiz approach (Image source Arek Socha from Pixabay).

etzl, 2014).

3.6, Findings

Participant engagement in peer group supervizion varied from those
new to the process to those with years of experience. Some participants
raported sustained peer group supervizion experiencas whilst others had
2 newly formed horizon:

“It"z probably been flve or six yvears since we siarted peer group su-
pervizion” (Participant 11} “It has only been a few months™
(Participant 5]

Optimal nurzsing peer group supervision occurs when there is
sAmultansgus support between the participantz and the peer group su-
pervision practice. This research sharez the benefit= and challenges

Nursing

peer group supervision practice

7 b 4

iy & g

% -

The The

unigue unigue
individual group

» N 2N

supervision

Fig. 2. Peer group supervision practice

aszociated with developing and sustaining the practice of murzing peer
group supervision. (Fig. )

The first interpretation exploras the foundation of peer group =u-
pervision. Foundations provide the basiz on which the practice of peer
group supervizion iz possible. Weak or unstable foundations z=t peer
group supervizion up for failure. The foundation supports the “unique
individual and the unique group”. This foundation of peer group su-
pervizion interpretadons arizing from the datz analysiz contains the
following elements.

3.7, Foundafion

3.7.1. Professional obligetions

Providing excellent patient care iz ingrained in profeszsional nursing
identity. Patient care or cliniral work iz prioritzed over pesr group su-
pervizion, potentially to participants detriment. In contrast, other health
profeszionals were perceived to prioritze and “drop everything™ for
supervizion (Snowdon et al., 20207 “Nurzes, I think don 't pozsibly walue it
enpugh and don’t put enough Eme aside, mesing a3 o profession™ (Partici-
pant 17} Time zpent participating in peer group supervision iz less
valued as a contribution to mursing practice: I think the biggest bomiars iz
overnoming our own prejudice fowards & Wi would [ progect time for
myzelf? I can see two clisnt in two hows"™ (Participant 18) “We ahwaoy:
come lost” (Participant ).

3.7.2 Porticixation is important

Participation iz a prerequizite for realizing benefits (Gonge and Buuos,
2015). Partcipants believed peer group supervizion should be available
to all murzes who wizsh to receive it, from undergraduates onwards
{Ausmalian College of Muring, 2019) and should be a mandated pro-
fessional expactation: "I todally belisve that all murses should be given the
opportumity. [ believe that for everyone that wantt b0 aocess it, we need to
make it qvzilable The professional foundations include the culture of su-
pervizion” (Participant 1). Dezpite logistics such as rostering, peer group
supervision was teen to be mansferable to any area of clinical practice: “T
ocan't say how much it would be walued to hove it mondoted for afl moses,
regordiess of what grade, regordiess of level™ (Participant 13).

3.7.3. Finding peers

Peers are an eszential foundation, however, participants encountered
organizational barriers to finding a group: "So, I @z yet haoven't been
suceessfl in being able to zet ap oy knd of peer group” (Participant 2).
Some participants had received the prerequizite maining on the MNew
Zealand Coaching and Mentoring model, were eager and commimed but
were unable to locate a group becanse of unavailability or lack of
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knowledge on vacancies: “That's probably the ondy thing, finding out which
groups are going and who's in the groups” (Participant S5).

.74 Amendance muItters

Organizational support to atmend peer @OUD SUPEIVISION WaE 85561-
tial oo promote long term attendance: “We've definitely had mpport for
thiz cwrment group, it feels very mupported from owr bosses’ pergpective”
(Participant 10). Despite organizational support, redeployment, Covid-
19 lockdowms, fatigue, rostering, technology, travel/parking and back-
filling murzes were 2l identiflied as challenge: to anendance. Barriers
arose when nurzes lacked education in the peer group supervizion modal
or were not deemed peers in terms of nurzing level. Antendance alzo
related to the perceived wvalue of the group in aszistdng with the work
challenges. One participant noted: “Vou'D ahways be busgy, but iz is part
of helning vou marugge the Beesy and help coping with the busy” (Participant
5L

The foundatcena] components identified that peer group supervision
practice can be a zafe, confidential space where shared values prioritize
reciproeal, stuchred feedback. Nursing peer group supervizion practice
can potentiate profeszional reflection leading to insight learming and
changes to practice. However, consideration of the unigue individual
znd the umigque group that make up the exchange are critical themes that
arose.

Omece the foundation was established, the need to identify the chal-
lenges and experience of the individual and the group became critical
parameters to the snecess or demize of peer group supervision in com-
munity health nurzing practice. Two themes amse in thiz context: “the
unigue individual and the unigque group™. These themes were identdfied
&= supporting the practice of peer group supervision and collectivaly
mazy be z0lid and robust, however each alone cannot support peer group
suparvizion. The individual iz pivotal o the group experience and vice
werza and any irregularities or inconsiztencies in either theme poten-
tially have an impact on the individual, the group and ultmately the
practce.

375 The umique indhvidual

Reprezentation of the themes iz visualized az pillars arizing from the
established foundational support. The first pillar provides the overall
key interpretation of the unigue individual MNursez may be peers in
grade, work in the zame location and follow the same model yet will
Experience peer group supervizion uniguoely. They are unigue in what
they bring, gzin and contribute to peer group supervision. The unigue
individual comprizes the interpretations through three subcategories of
“For me, About me and Beyond me™ (Fig. 3.

. .1_. .
f """'r For

‘TI" me
T_h . About
unigque
individual -
Beyond
me

£

Fig. 3. The unique individual
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From the data analyzis arose the following interpretations and sub-
categories. “For me” iz reprezented by: A new lens, support and restore
and a zafe place. “About me” iz represented by: Owning my story, peer
group supervision purpose and two-way sreet “Beyond me” is repre-
sented by Wa are in this together and not just for mea.

3.8 Suboategory 1: for me

381 Forme anew e

Participantz identfied benefit from zeeing things through someons
elze"s “lenz”. A new lens provided a fresh perzpective and promoted
inzight “You think of it in a completely different waor that vou hadn't
thought about it and that might be the thing that gives vou that Lghufeldh
momett” (Participant 10). There iz objective affirmation that correct
decizions are made: “Sometimes you do change the way you aoproach
something .... Bur sometimes it gfftrme that what you think s right ic right”
{Participant 18).

Different perzpectives assizted in enhaneing the nurse’s reflectve
proceszz, Anew lens helps nurses go beyond what they knew and enabled
problem-zolving approaches from a different angle: “Like lookdng through
tht different lens of how they support their clienty it ke an aha momsnt™
(Participant 13}. Thiz encouraged creative thinking to find solutions not
previcusly realized. Richness aroze from sharing experiences and ideaz
thus influencing cwrent and fuhwre practice in community health
murzing. One participant noted: “No one perzon can Anumw everytiing. At
the end of the day your patierdt care iz only o= good a2 the amount gt you
ko ™ (Pardcipant 2).

3.8.2 For me support and restore

Peer group supervizion restored and supported staff personally and
professionzlly regardless of experience or grade: “It iz encounmgement,
perzonal encouwrggement for each other, professional and personai as well™
(Participant 12}. Manifestatons of support and restoration were expe-
rienced mmigquely by the individuzl. Some reported an overzll zense of
support whilst others linked support to specific sitnations such as the
losz of & client “Honeztly, some things we e doing and some things we 're
seging or being expozed o, we 've gof o one to urpack that with So, that's
had a toll on a ot of we™ (Pardeipant 1.5).

Support and inspiration were derived from connecting with peers,
tmilding networks and friendzhipe. Peer support, enhaneed participants"
confidence regarding patient care: “It’s just the way the cormvarsaton fmes
that makes it feel ke they ‘re jfust lstening and mpporting rether than oriti-
cising decisions or guesfoning” (Participant #). Some participants re-
ported “mizsing” the peer support when work priorities took
precedence. One participant noted: “the $mes that you cancel it = when
your worklsads the greatest, which iz when you really probably need Shat peer
support ™ (Parteipant 15).

3.8.3. For me safe place

Participantz reported confidentiality and trust allowed them to ex-
press vulnerability without fear of jodgement “Tt"s a safe place for people
to tolk about ary chollenges they might be foring™ (Partcipant 7). It gave
them confidence to ask for help and to hawve difficult conversations:
“That frust in each other has improved to the point that: you can be vulnerabls
omongzt it And you oan say fo themy, T huove no ideg how o move forward
Jfrom this. Can you please help me? (Participant 12

However, individuals’ levels of confidence take time to develop
within a group and can have an imparct on safety and tust “Tt's very safe
and [ thini: the formal approack in peer groap supervizion keeps it safe I guers
thiz wirs @ safely net budt over fme It didn't happen from the very first
meeting ™ (Participant 16). Being safe meant different things to differant
participants and did not always come quickly or at all. Vulnerability
related to feeling les: experienced than peers. Being wulnerzble and
zeeking feedback may not come naturally for some nurzes and lead to the
individual holding back until a safe environment was perceived: “Tt'
nothing to do with them, it"s all me. I'm the omne with the fssue So, [ guese it's
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probably just time and it s probably @ we get o ovow each other a bit better ™
(Participant 8). Whilst the peer group supervizion stucture helped,
there were no absolutes sbout when, how or if the individual will fesl
zafs making the determinaden that safery was an individual constuet
znd linked to both the overarching themes of the unique individual and
e unigue group.

3.9 Subsotegory 2: dhout me

391 About me (Wing MOy siory

Crvning peer group supervizion meant committing to the proeess and
prioritizing attendance: “That was what I owned from doy one. You need to
conTt that fis it frportant, ... vou need o plan (Partcipant 1; I think itz
abowt being true fo that and just keeping that space That's owr time™
(Participant 8). Participant= prepared what to bring, determined how
the story unfolded and decided what outcome was desired. Inmvesting
dme znd energy meant there was an expectation of an ocuteome: “IF
you ‘re going to ivest the time, then what do your want fo get out of it and how
are you going o moke sure that happenz?™ (Participant 3). Barriers to
OWIing pecr group supervision were insttmtonal or individual such az
redeployment or personal capacity. Mot ovming the process had re-
percuszions for the individual and group experience such az dizen-
gagement or disruptien to the group funetioning: “T mean the ondy one
that can make it happen iz me ™ (Participant 14).

302 About me peer group SLDETVITION DRIpOsE

Whilst owning vour peer group supervizion was deemed mportant
(Fitzpatrick et al, 2015), understanding the purpose was essental
(Drizenll et al, 2019} "There's certain principles ground peer group -
penvizion And it aleo helps yvou understand fhe purpose of i wi vou do it”
(Participant ). Whilst participants reported variations in purpose, thers
was generzlized consensus that it was protected dme to reflect on
practice: “Really have a firm understanding of why you are dodng it It"s not
Juest another meeting” (Participant 3.

3.9.3. About me DWWy street

Pear group supervision required give and take or as one participant
stated a “paying it back™ approach: “T might think, well, I'm fine thiz Sme,
Eret somebody else might want to get g bit of support” (Participant 5). A zafa
ousting space confirmed participants were not alone and could benefit
from shared learning: ~T think definitaly, it a bwo-wiay strest. You need o
be able to be comfortable to speak, but equally hmee something to comtribute
and provide some spport™ (Participant 5. Participants wanted to receive
objective, honest, ansparent feedback Open disouzzion was vahoahls
even if thare was dizagreement as thiz challenged action and change: “T
don't eare if it's a dizegrecing dizcussion, oo lomg as @5 a discizson”
(Participant 18). It was important to feel that contribution was being
made and that value was gained by 21l members of the group. Mot
contributing or value adding to the discuszion cansed concern.

324 Beyomd me: we are in this together

Providing murzsing care for complex patients iz challenging in a
prezszured health care environment such as during the Covid-19
pandemic (WMabin and Bridges, 2020). The knowledge that there was
support and collegizlity, not to solve problems, but to have aceess to
peers who understood the simaton, the context and the health language
was empowering. Enowing somecne understood helped participants feal
lesz izolated and alome: “You won't be judged because we hove all been
there” (Partcipant 15}). Even when physically zeparated, they were in
the zame “space,” spoke the rame language and they “got it” Peer group
supervizion changed participants” perspectives of where they fit
together: “They know exectly where [ am comeEng from, we'Te not on our
own” (Participant 12).

3.9.5. Beyond me: not just for me
Peer group supervizion went beyond the nurses involved: “We are

Nurse Edurofion &1 Procticg 75 (2024) 103903

always potendt focused” (Participant 6). The experience brought
accountzbility, 3 patient forus and a desire to share and celebrate pos-
itive ztories. Shared experiences were seen a:s valuable for patents,
colleagues and the profession

3048 The unigue groum
The finzl theme and second pillar dezeribe the key interpretation,

“the unique group ” broadly defined as no two groups are ever the zame.
Like the “unique individual" pillar, cracks or weakness in thiz pillar will
compromize the practce of peer group supervizion. Key areas emerging
were the subcategories: My peers; owr rules; working together and
broken tmst (Fig. 4%

397 The wigle Froup: MOy DEETs

Pardripants were inspired by, in awe of and often supported by
peers: T definitely consider them noy peerz, they 're just giants in roy mond
I've learnit 20 meich from them (Participant 13). Peers (usually of the same
grade] zelf-zelected, weare invited, or were allocated to groups. However,
not all peers were equal. For some, the diversity of experiences in groups
where there were varving levels of seniority, was preferred. For others,
the difference in experience was perceived to be too diverse and instead
of a2dding wvalue, led to decrezsed feelings of “peer-ness™ or even

Self-zalertion of membership to & group enhanced the participant
exparience and was preferred. The total number of peers within 2 group
had an impact, both positively and negatively. Fewer than three peers in
the group membership posed challenges for outcomes. Participants re-
ported that too many peers were simultanecusly overwhelming or
enriching due to the mumber of perspectives.

308 The wdgue group: our rules
Following the rules contributed to peresived safety and satizfaction

) ol
'-I-T-r‘
The

unique
group

Fig. 4. The unique group.
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in pesr group supervizion. Several participants concurred and found
setting group mle: was useful: “Cne of the rulez of the gowp &= that
whatever is spoken in hare i confidentiol unless of course itz something thot
you probubly need b discuss with your supertors ™ (Participant 7). Partici-
pant: uzed consent forms, agreements and allocated roles within the
group.

Many groups adapted the rules and structure to suit their needs,
sometimes abandoning the rules entirely: “Althouegh you can move around
the boundaries of peer group supervision, [ think it's fmportant to stick o the
i principles aboeet everybody can e g 2ay and i's not ol about o
Dpeople in the room "™ (Participant 8). Rules helped groups “s@=y on rack”
znd keep personalities in check to provide equal opportunity for
contribution. Begularly revizsiting and evaluating the rulez was sug-
gested but not often implemented: “T think we need &0 go back bo the rules
and let’s refforce them It been a while ™ (Participant 1).

3.0.8. The unique groap: working together

Participants who did not “own™ their peer group supervizion were a
souree of frustration in groups. Being comfortable to spezk up with peers
Zbout thiz took courage. Power imbalances within groups were zeen,
even when memberz were techniczlly peers. Thiz was atoributed to
widely different experiences or personalities. Various levels of experi-
ence added to the group kmowledge but for some, there was fear of
judgement due to position and perceived power balance or imbalance.
When rulez were not part of the stuchure, dominant personzlities
potentially contributed more than otherz. Az the group dynamic devel-
oped, participants revealed more of themselves: “The hirman being i ail
of ws does 't want b0 show curzelver oz being vuinerable inftiofly. The group
has probably been cohesive for af leqst the loet yvear (Participant 15}

Cme participant likened group functoning as @king “baby steps.”
Members can tzke time to adjust to different group styles. The group
forms over time and trust builds with sharing: “Other people 'z perzomal-
ittes are ahways challenging because they 're not you™ (Participant 3. Dif-
ferences in opinion were welcomed, however personality conflicts wers
Eometmes seen o cause cracks to form in thiz pillar, having an impact
on the experience. There was acknowledgement that izzues such as
negabvity, noncommitnent or confribution were not discussed or
rezolved. Instead, is=zmez were often accepted az “part and parcel” of
groups.

In thiz leaderless model, leaders did emerge either through experi-
ence, taking on adminizorative @sks or keeping the group on track: “So,
it always lovded on fhizs one peson and thot showldn't be the case™
(Participant 4). The ramifications of informal leaderzhip in a leaderless
group required consideration. Likewize, evaluation of groups for sags-
faction and “fAt of memberz" was inconszistent It was asumed that
slence meant consent, potentially to the detriment of the group. Having
the right fit for the group was imperant: “It's o opportumily o work ot if
thay e the right fit for the waoy it = sructured " (Participant 9). Participants
acknowledged that peer group supervizion may not suit EVery person
and that should be amcepted: “Muoybe I didnt haove the might group of
pecple” (Participant 17).

3.9.10. The unigue groug: hroken fost

Infrequently, despite best intentions, souwemre and rules, broken
ust can shatter this pillar cansing irreparable damage ~I could never
ever have comfidence in arrything that I 2qid from there on to her, hecause the
treest wips brodeen” (Participant 1), Groups sometimes falt like an unsafe
plare for some participants. Feeling safe within a group requires cultural
safety, confidentizlity, trust and respect for everyone within the group.
For zome, it was considered an area where more work, orientation and
ground rules were needed to build trust in teames: “T've sometimes foumd
that what some people were saying didn 't mumtch what I knew ™ (Participant
17).
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4. Dizcussion

From thiz research two major conchisions arose. Firstly, it is the
unique namre of peer group supervizion that separatez it from other
reflective practces. Secondly, reflection iz powerful and peer group
supervizion holds great possibilities. Peer group supervizion practce for
community health nurses iz realized through the alignment of multple
aspects of foundations, zelf and group that lead to benefitz for mirses,
patients and the profeszion. Smong foundations are the building blocks
of the peer group supervizion experience. If not considered during
planning and implementation, the souchire will fail. Components of 2
zolid foundation include developing a peer group supervizion culbore
from the undergraduate murze level onwards (Felton et al., 20012) and
enzuring all narses who want to participate, may do so0 with support
given to assist with peer group identification (Bermard and Goodyear,
20190,

Izzues relating to participation can undermine the foundations (Buus
et al, 201E; Howard and Eddy-Imiztme Z020]. Therefore, supporting
and wvaluing the conoributon of peer group supervizion from the indi-
vidual and organizational perspective is required (Colthart ezl | 2018
The rezearch identifies that strong foundationz do not guarantes effec-
tive outcomes. The interplay betwsen the pillars either supports or
destahbilizes peer group supervision practce.

The participantz described support and different perspectives as
pivomal to their professional reflection. Feedback provided a new lens
through which to affirm decizion making or to challenge morses to think
differently about their practice (Chud et al., 2021; O'Neill et al., 2023
FReflection with “others™ countsracts the nurses” personal filters facili-
tating joint rather than merely individual leaming (Davy: and Beddos,
20200 Confidendality, oust and a non-judgementz] atmosphers equated
with a zafe place where morzes could be vulnerable and share their ex-
periences (Feerick et al., 2021; Harvey et al, 20200,

However, benefit= are not realized through paszive attendance. Thiz
study described the importance of cwning the process in a way not
previously articulated. Mew kmowladge iz identified in the foundations
of anendance matters and finding peers that add a fit to the team and
team dynamics. Peers and an absence of supervisor experts makes peer
group supervision unigue. Locating peers iz a foundational priority but
determining whether they are oue pesrs requires consideration (Fuipers
et al., 2013). A logistically easy option is allocating nurses in “peer
groups” according to their grade. However, experiences can be vastly
different and power balances unequal (Baza, 201%; Mills and Swift,
2015).

The interplay between the group and the individual iz powerfol,
therefore establishing the right peer group memberzhip iz essential
{Lawiz et al.,, 2017). For thiz to oocor foundational constucts of team
btuilding, group elf-determination and oial and error dizcuszions were
needed. The development of groups, tmest and pozitive, honest relations
took tme and perseverance. Howewver, participants noted that when
achieved the pogitive outcomeas of the peer group supervizion approach
could not be underestimated. Group formation and functioning changes
and evolves over time (Johnzon and Johmeon, 2017; Tuckman and
Jenzen, 1977; Vaida and Serban 2021). Forsyth (2014) suggestz all
groups requoire cohesion to exist. Absence of tust and cohesion iz
identified as a threat to the group that can also fracture the mmigue in-

Group dynamics have an impact on group longevity, individual
zatizfaction and potentially lead to poor supervizion experiences (Lewiz
et 21, 2017 The model uzed by participantz provided a strucoore
designed to mitigate group izsues (Mew Zealand Centre for Ceaching and
Mentoring, Z012). Despite these structures, group dynamics provided
challenges. Initially groups felt dizjointed and disorganized az peers
determined their role within the group, ezpecially if memberz were
unfamiliar to each other. Establizhed groups nodeed changes in dy-
namics in the presence of new members.

‘Whilst positive cubromes ware azsoriated with eohesion (Somervills
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et al., 2019), not all groupe achieved thizs (Forsyth, 2014). Peer group
supervizion models that include structure, rules and evaluaton help
support participants (Pager et al | 2013). However, using a souctured
model does not guarantee effective peer group mapervizion for all.

Finally, nurzes cannot “zet and forget” peer group supervizion Itiza
live and fluid process that may benefit from regular evalnation and re-
wview to sustain the momentum (Colthars et al., 2018).

When the foundations were zat and the subcategories enacted, the
unique individual was able to develop, belong to a group, explore dif-
ferences and have a more lateral approach to decizion making and
reflective practice. When the unigue group establizhed it norms, iden-
dfied itz boundaries and a zafe group culture prevailed, positive reflec-
tve approaches and strategies were borm, and =taff felt supported. The
worthiness of peer group supervizion was confingent on establishing
=zolid foundations, leamning and acceptng the unigue zelf and gaining
inzight and practice in group formation and participation.

5. Limitations

A small proporton of male participants in the research (n=2) may be
2 limitation however this iz reflective of the current morsing workforee
(Anstralian Government, 2022} The sample size of participantz may be
perceived as a limitation; however, the contribution of their experience
iz valuable and consiztent with the methodological philosophy.

6. Conclusion

Thiz research provided insight into the lived experienced of com-
munity hezlth nursez participating in peer group supervizion. The
regearch demonstrated that peer group supervision could be a valoable
and viable option for nurse managers to implement with all nurzing
staff. Understanding who ourzes identify as peers iz important as is the
option of zelf-zelection into groups. Knowledge that no two groups are
the zame is important and equipping staff with the knowledge and =kills
o develop and sustain peer group supervision practice is a worthwhile
venmre. Individuals and groups have the power to have an impact on
personal and professional nursing practice. The challenge for mirses and
nurse decizion -makers is to hammess this power to better understand,
own 2nd progres:s MIEng peer group supervision practice.
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8.3 Links and implications

Chapter 8 shared findings from the experiences of nurses participating in peer
group supervision in a tertiary heath service. The article identified that there are both
positive and challenging aspects of being an unique individual within an unique peer
supervision group. The implications arising from this research concluded that each
pillar (the unique individual and the unique group) could be strong and robust but alone

cannot support optimal peer group supervision.

The interplay and interconnection between the pillars must not be
underestimated. Likewise, nothing could stop the dual pillars from potentially cracking
if the foundations are weak and unstable. The findings of this research have important
implications for nurse decision makers as it demonstrates that individuals alone cannot
guarantee success but that an all of organisation approach is required. The following
chapter discusses the Phase 2 findings in detail and clearly discussed their

implications for both the individual nurses and nurse decision makers.
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CHAPTER 9: SUMMARY AND DISCUSSION

“Understanding does not occur when we try to intercept what someone wants to
say to us by claiming we already know it”.

Hans-Georg Gadamer

9.1 Introduction

This research aimed to explore the experiences of nurses participating in peer
group supervision to better understand the benefits and challenges associated with this
model. This chapter provides a discussion of research findings and their relation to the
existing literature. New knowledge is presented and shared that specifically highlights the
role of the individual and the group in peer group supervision. The sharing of this new
knowledge provides key elements for organisational consideration when implementing

peer group supervision in practice.

For context and clarity this chapter begins with a summary of each phase of the
research. Phase 1 of the research is briefly summarised with key findings highlighted and
the rationale for Phase 2 provided (Section 9.2). This is followed by a brief summary of
the highlighted Phase 2 findings (Section 9.3). Following these summaries, the research
findings and conclusions are discussed in relation to contemporary peer group
supervision literature with the implications of this research asserted (section 9.4).
Sections, 9.5, 9.6, 9.7 and 9.8 further continue this insightful discussion of all elements of
peer group supervision practice. The strengths and the limitations of the research are
explored (Section 9.9) then recommendations and guidelines for the future direction of
peer group supervision are presented (Section 9.10). Implications for future research

(Section 9.11) are outlined. Finally, the research conclusion is provided (Section 9.12).

9.2 Phase 1 summary

The research question that guided this hermeneutic interpretive study was: “How
might the phenomena of peer group supervision be understood through the lived
experience of nurses participating in a peer group supervision model?” Specifically,
interpretations regarding benefits, challenges and the impact and influence of peers and

groups were explored.
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Phase 1 formed the background for this research and began by exploring the
experiences of nurses participating in peer group supervision in an Australian regional
community health context. The participants were registered nurses from Grade 5 to Grade
8. The research findings indicated that participants viewed peer group supervision from
their own unique horizons. The interpretations from the findings indicated that “there is
value in undertaking peer group supervision” (Tulleners et al., 2021. p.4). It was identified
that commitment was required to realise this value. Other aspects associated with the
perceived value were that nurses could share good news stories and feel that they were

not alone in their practice.

Nurses engaged in the research sought and experienced learning and feedback.
The findings indicated that nurses experienced “professional sustenance”. This was
gained through building confidence, developing trust, and experiencing confidentiality and
support. However, the participants also described “game changers” that could influence
the peer group supervision experience. These were articulated through the

interpretations, “follow the rules and group matters” (Tulleners et al., 2021 p.7). Whilst

this initial research project identified these game changers, the research raised further
qguestions. The research identified that whilst peer group supervision has positive
outcomes, further consideration of the impact of the game changers was required. Finally,
the research identified that there was more to know and explore about the phenomenon
of peer group supervision, particularly in relation to group matters and the individual.

9.3 Phase 2 summary

The Phase 1 research findings prompted the dialogue on peer group supervision.
Phase 1 “lifted the lid” on nursing peer group supervision but acknowledged that whilst
providing some answers, it raised questions that required deeper exploration. The
literature revealed a paucity of research that sought to understand peer group supervision
from the nurse’s perspective (Bulman & Francis, 2016; Fakalata et al., 2020; Harker et
al., 2015; Johnson, 2016). Specifically, no previous research had explored the
participants’ experiences through a Gadamerian philosophical approach. Phase 1
concluded that more information was required to guide both organisational and individual

nursing decision-making about peer group supervision.
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Phase 2 recruited nurses working in a tertiary health service where peer group
supervision had been an established practice amongst allied health disciplines (Kuipers
et al., 2013; Pager et al., 2018) and nursing professionals for several years. Participants
in this phase of the research were nurses from varying grades who participated in peer
group supervision as part of the health services' lifelong learning continuum (Queensland
Health, 2018).

The participants' experiences were explored to reveal the meaning of nursing peer
group supervision. The findings in Chapter 7 and Chapter 8 revealed that peer group
supervision practice has many possibilities. The essential constructs of peer group
supervision practice are the Foundation, the Unique individual, and the Unique group.
Optimal peer group supervision practice is possible when all elements of peer group

supervision are supported and aligned.

9.4 Discussion and implications of the research

Two major conclusions arose from the findings and interpretations of this research.
The first conclusion is that peer group supervision is unique. Peer group supervision
is distinct from other clinical supervision models and therefore needs to be considered
differently. It is distinct and unique just like the nurse participants who utilise it. This
research clearly demonstrates that the principles and practices applied to clinical
supervision and group supervision cannot be automatically applied to this model.

The distinct difference is found in the presence/absence of a designated expert or
supervisor; that is, peer group supervision does not include a designated leader or
supervisor. The literature describes the roles and responsibilities of the supervisor and
supervisee as being pivotal to the supervision experience (Bernard & Goodyear, 2019;
Salomonsson, 2023). Factors such as supervisor style, behaviours and use of power and
self-disclosure affect the supervision alliance and outcomes (Bernard & Goodyear, 2019;
Hawkins & McMahon, 2020). The supervisor provides focused one-to-one feedback,
guidance, evaluation, and support through their roles and responsibilities as gatekeeper
for the profession. They also provide role modelling, education, and mentorship (Barnett
& Molzen, 2014; Bond & Holland, 2011; Pelling et al., 2017; Watkins & Milne, 2014).
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In the traditional and often preferred one-to-one model, there are no competing
interests or opinions from peers. In contrast, my research highlights that the peer group
approach to clinical supervision has potentially many competing interests and opinions.
These can simultaneously have a positive or negative impact both professionally and
personally. This research indicates that there is interconnection between the individual
and the group matters, and the constructs of the group are crucial factors for the success
or otherwise of the peer group supervision practice. Establishing group norms and
behaviours is discussed and asserted as being foundational in peer group supervision.

The review of the literature demonstrated the interchangeable use of the terms
group and peer group supervision (Golia & McGovern, 2015). This misnomer can be
misleading for nursing decision-makers as group supervision requires a designated
supervisor to guide the process. For this reason, my research emphasises the importance
of understanding the concepts of peer group supervision. This is important because
positive or negative experiences can be attributed to supervisor input (Shin, 2021). If peer
group supervision is to be implemented, it must be understood that positive or negative
experiences are attributed to all members of the group as each participant holds dual
roles of supervisee and supervisor. My research reframes this element, increasing clarity
for decision makers. In peer group supervision the inclusion of group rules and guidelines
contributed to successful peer group supervision. My research found that organisational
interference in determining groups and the construct of groups led to mixed success.
Some groups lacked synergy between members and participants left groups because of

guestions surrounding trust and respect.

The research outcomes reveal that there is limited understanding at the health
service and the individual level, of the implications of this distinction regarding the
presence/absence of a supervisor on the individual participants and the group. The
literature does not describe any clinical supervision model as superior or inferior but rather
as having pros and cons (Bernard & Goodyear, 2019; Bond & Holland, 2011; Watkins &
Milne, 2014). However, ignoring or making assumptions about the different models could
result in a poor or inadequate supervision experience for the nurse (Bond & Holland,
2011). The absence of a designated leader in peer group supervision means the
individual must be cognisant of fulfilling the dual roles of supervisee and supervisor.
These roles are distinctive and if done well, lead to supportive quality peer group

experiences.
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The implications of this model are not clearly understood by all nurses, and |
recommend that support is needed to find the balance between these roles to both
experience and facilitate effective peer group supervision. Support can be internal or
external. Internal from appropriately trained peers and external support from nursing
management. Managers supported the concept of peer group supervision in the clinical
area of their charge. They did not however engage in the conversations or practices of
peer group supervision. So, although supportive to the process, managers remained
external to the reflective processes that participants engaged in. Staff provided each other
support through an active engagement in reflective practice in each of the designated
peer group supervision sessions. Collectively, the research identified that both support
from managers and peer staff was needed for the process to be fully implemented in
practice.

9.5 Peer group supervision practice

The second major conclusion is that the overarching interpretation emerging from
the research findings is that peer group supervision in nursing holds great possibilities
to potentiate professional growth through reflection on practice. Reflection with
others is powerful in uncovering the subjective truth of the here and now and exposing
dissonance between theory and practice through multiple views. This interpretation aligns
with the research methodology because to “have a horizon means not being limited to
what is nearby but being able to see beyond it” to what is possible (Gadamer 1975/2013,
p. 311).

The findings highlight the fact that no single element guarantees successful or
effective peer group supervision. Rather there are collective elements that create
opportunity and the possibility of an optimal experience. This research outlined nursing
peer group supervision practice as being optimised when key elements of
protected time to reflect in a safe, confidential environment were supported by

strong leadership and governance.
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Most importantly peer group supervision is enhanced when nurses can reflect
and receive feedback from multiple perspectives that could impact their practice,
particularly from peers where a relationship of trust and respect has been formed. Peer
group supervision practice was further optimised when peers and group dynamics were
considered. My research identifies that peer group supervision success cannot be
guaranteed, however with careful consideration, personal and professional growth can

be achieved.

In 2012, Borders suggested the evidence of peer group supervision effectiveness
was “barely or not quite yet” there (p.69). Surprisingly despite the evidence of further peer
group supervision research since this time, the literature does not appear to categorically
state “we are there”. The aim of this research was not to specifically prove effectiveness
however the implications are that peer group supervision knowledge will be enhanced
through the experiences of nurses. This research provides greater insight into the needed
or preferred relationships of participants particularly with respect to the needs of the
individual practitioner and their engagement and fulfilment in groups.

9.6 Foundation

From the research findings emerged the interpretation of the peer group
supervision foundation. The peer group supervision experience rests on and arises from
the foundations which are important for success. Without solid foundations, the peer
group supervision experience may be inappropriate or unattainable (Golia & McGovern,
2015). There are four elements to the foundations. The first element relates to the
“professional obligations” which impact nurses' peer group supervision. Multiple
participants felt prioritising patient care was appropriate and indeed they felt obligated to
“‘drop everything” in response to patient needs a sentiment shared by the social work

participants in the Nickson et al. (2016) study.

This research finding whilst not clearly articulated by participants in the nursing
peer group supervision research literature may be reflective of the nursing ethos of caring
(Karlsson & Pennbrant, 2020). Gonge and Buus (2015) study of group supervision found
that prioritising supervision over workload could attract disapproval from colleagues.
Whilst not expressing disapproval per se some participants did comment on their allied

health colleague’s attendance.
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It is recommended that ground rules for engagement be established. These rules
are not generic and are part of the relationship formed between the individual and the

group at the formation or time of joining.

The foundational element of “professional obligations” has multiple considerations.
For example, workload and patients’ needs frequently came first whilst the nurses’ needs
were shared by participants as being a secondary consequence. This attitude toward
professional obligations whilst admirable could potentially lead to nurses experiencing
stress and burnout (Dall’Ora et al., 2020). Whilst time and workload are frequently raised
as challenges in the peer group supervision literature (Bulman et al., 2016; Dungey et al.,
2020; Fakalata et al., 2020; McPherson et al., 2016; Nickson et al., 2016) linkage to the
potential outcomes may not be recognised by all nurses. This was indeed reflected in the

participants’ responses.

Unsurprisingly, when research participants did not find value in attending peer
group supervision, they would prioritise their professional obligations and work activities.
This perceived prioritisation aligns with clinical, group and peer group supervision
literature (Buus et al., 2018; Dilworth et al., 2013; Kenny & Allenby, 2013; Koivu et al.,
2012; McPherson et al., 2016). Future consideration highlighting the benefits of peer
group supervision and professional growth needs to be an organisational and
personal consideration. My research demonstrates that it is insufficient for individuals
alone to identify the benefits of peer group supervision. To be perceived as valuable,
endorsement of peer group supervision as an opportunity for professional growth needs

to be an all of organisation approach.

Preventing stress and burnout are reported in the literature to be functions of
clinical supervision (Feerick et al., 2021; Martin et al., 2021. p.21). The concern is that
nurses may experience a paradox whereby their professional obligations and prioritising
of work activities could lead to nonattendance at peer group supervision leading to
potential stress and burnout (Gonge & Buus, 2015). Making time as opposed to finding
time has been suggested by Fowler (2013d) as a positive attribute with successful peer
group supervision. Some of the participants in this research recognised that competing
demands of workload could result in the cancellation of peer group supervision and

therefore scheduled their sessions accordingly.
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This level of flexibility may not be possible in all nursing contexts and this research
suggests it is an important element for consideration and discussion in groups at regular
intervals. Interestingly, allied health professionals were perceived to value and attend
peer supervision regardless of patient needs (Thomas & Isobel, 2019). This prioritisation
by allied health could be related to differences in workload and/or professional differences
where supervision is an unquestioned expectation. As this study concerned nursing
exclusively, no allied health participants were included in this research, so any discussion
is speculation. What is known is that nurses for whatever reason feel they cannot prioritise
in the same way. (Masamha et al., (2022) suggests clinical supervision may not be viewed
as “real work” by the nursing profession. Whilst the research participants did not articulate

this viewpoint, they did highlight that patients come first.

As a participant in the study by Thomas & Isobel (2019) commented “There’s a
huge problem with nurses handing over responsibilities” (p.156). This could be especially
relevant for nurses who are working in autonomous roles where there are limited options
for “handing over responsibility”. The implications of these findings are that peer group
supervision, like clinical supervision (Colthart et al., 2018; Cook et al., 2020; Hawking &
McMahon, 2020) needs to be accepted as a legitimate and essential aspect of nursing
practice and organisational culture. Whilst the experience of participants in this research
supports this premise it goes beyond this to state categorically that nurses need to
understand the benefit peer group supervision can have for their patients.

The foundation's second element is “participation is important”. This is vital as
there can be no benefits if there is no participation (Counselman, 2013). Participation in
clinical supervision for all nurses is highly recommended by both the national (Australian)
and international (United Kingdom) health services (Australian College of Nursing (ACN),
2019; Key et al., 2019; McCarthy et al., 2021; Nursing and Midwifery Council, 2018).

The research participants were unanimous in their opinion that peer group
supervision was transferable to all clinical contexts and grades of nursing. In agreement
with the peer group supervision literature, the participants felt that the benefits from peer
group supervision could be derived regardless of experience levels (Mills & Swift, 2015;
Toros & Falch-Eriksen, 2021; Tulleners et al., 2021). Despite this belief, peer group
supervision is still not an established expectation in nursing practice. This reinforces the

second conclusion that there is a continued lack of familiarisation and understanding of
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the concepts of clinical supervision generally and more specifically with peer group

supervision.

Research participants reported a lack of peer group supervision experiences prior
to entering the nursing workforce. To build a culture of clinical supervision through health
policy change as suggested by Butterworth (2022), nurses need to be introduced to the
concepts when they are in the undergraduate stage of their career. Early familiarisation
assists with setting up an expectation of participation upon entering the workforce
(Dungey et al., 2020; Murphy-Hagan & Milton, 2020; Stone et al., 2019) and aids proactive
management of stress (Dungey & Bates, 2021). This can be problematic if the workforce
Is unprepared to offer protected time for reflection (Driscoll et al., 2019). The implications
of research such as Butterworth’s (2022) is that consideration needs to be given to
incorporating clinical supervision into nurses' lifelong learning continuum prior to entering
the nursing workforce and within the early graduate year timeframe following completion

of the initial study.

Developing awareness of peer group supervision concepts whilst a good start, is
not equivalent to participation. Opportunities for protected time are essential. A secondary
consideration is whether these opportunities will be mandatory or voluntary. Data analysis
of the experience of community nurses identified that peer group supervision may provide
the opportunity for reflective practice, but this does not mean that participants see benefit
in participating. There needs to be responsibility from both sides. That is management
drivers for nursing managers to prioritise and provide the opportunity to staff and
secondly, for nurses to act on this opportunity for their own and their patients’ benefit. As
the nursing workforce has an ageing demographic further consideration is needed to
realign and construct teams suitable to the level of experience, culture, and expertise to

gain consensus and teams of trust and respect.

The next element of the foundations was “finding peers”. This aspect has not been
clearly articulated in the peer group supervision literature but was identified in this
research as a major barrier to effective peer group supervision. If nurses cannot find their
peers, then participation is impossible. Difficulty in locating peers creates frustration and
may lead to reluctance to participate.
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Participating with peers without similar understanding or values can have either a
positive or negative impact. This research articulated that individuals must feel safe and
valued with peers for the relationship to be positive. This did not mean that constructive
feedback was not positive rather the relational link of comfort, safety and values was
needed in positive peer relations. Trust and respect were seen in all interactions that

resulted in positive outcomes.

The organisational system for finding peers needs to be considered at the
implementation stage and needs to be built into policies and procedures rather
than being person or position dependent. Systems need to provide a way for peers to
a) identify groups who have vacancies and are accepting new members or b) identify
individuals who are looking to form a new group. There is the need to provide
opportunities to have a meet and greet with peers and within groups before a
collective decision is made relating to the final group members. Group composition
and group matters were recognised as complex and was deemed an important part of the
success of peer group supervision in practice.

The final element of the foundation is “peer group supervision attendance”. Nurses
cannot reap personal or professional benefits without frequent and consistent attendance
(Counselman, 2013). However, there is conjecture and debate in the clinical supervision
literature about what constitutes optimal frequency (Brunero & Lamont, 2012; Francke &
de Graaff, 2012) and what the benefits of consistent attendance are for example

decreased sick leave (Tuck, 2017).

Participants of group clinical supervision in Davey et al. (2020), noted “significantly
lower intolerance to uncertainty and less performance hindering anxiety” (p.13). The peer
group supervision model used by participants in this research suggests one and a half to
two hours for four to six members (New Zealand Coaching and Mentoring, 2012). Whilst
there is no clear guidance in the peer group supervision literature, lessons learnt from
clinical and group supervision indicate attendance needs to be frequent (Gonge & Buus,
2015; Howard & Eddy Imishue, 2020) to be beneficial and to maintain momentum and
group safety (Counselman, 2013; Kenny & Allenby, 2013; Saab et al., 2021).
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Research participants were Advanced Practice Nurses who had a degree of
flexibility when organising their peer group supervision. Yet they still experienced
challenges related to attendance. Buus et al. (2018) in a study on group clinical
supervision found the expectation to attend outside of work hours, created a barrier. This
was consistent with both peer group supervision literature (Dungey et al., 2020) and the
findings of my research where some participants found it difficult to attend due to their
rostered days off. One participant found that the peer group sessions were frequently
scheduled on rostered days off. This led to forced non-attendance and created an image
of the lack of importance in the process. Consideration of who is in the group and when
they can attend needs to be considered in the initial stages of organisational design and

implementation.

Supervision principles suggest it is an opportunity to “wash off the grime of the
work in the boss’s time” (Hawkins & McMahon 2020. p.70). The literature supports this
concept of having protected time to attend peer group supervision (Bulman et al., 2016;
Fakalata et al., 2020; Tulleners et al., 2021). My research findings correspond with the
broader clinical and group supervision literature in reporting that organisational support
is essential for attendance irrespective of the model chosen (Andersson, 2013; Blomberg
et al., 2016; Davis et al., 2022; Gardner et al., 2021; Martin, 2016; McCarthy et al., 2021,
McPherson et al., 2016; Pager et al., 2018).

Results indicated no one time suited all participants and disengagement was seen
when peer group supervision occurred on a rostered day off. This highlighted a need for
flexibility on times for peer group supervision and also the need for professional
engagement in the process. This requires both the individual and organisational
commitment to be successful. Our results stress the need for greater integration and an

inclusive process that encourages personal accountability in self-development.

In clinical contexts where rostering and control over workload are less flexible,
attendance can be variable (Cookson et al., 2014; Dawber, 2013; Reschke et al., 2021,
Tuck, 2017). This element of the foundations needs to be considered at the
implementation stage. Research participants noted relatively stable group membership.
Once established some groups had the same membership for years.
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If the peer group supervision model needs to have variable membership to
accommodate nurses on rotating shifts, consideration must include how groups manage
the changing dynamic of an open group. Brunero & Lamont (2012) suggested open
groups can affect trust and noted that closed groups-maintained longevity. There is
limited discussion in the peer group supervision literature about the benefits and

challenges of closed or open groups.

Finally, attendance needs to include frequency, duration, and location. The
selected model may provide guidelines on some of these aspects however nurses need
to be able to adjust to meet their requirements. This research asserts there are twofold
considerations required. Firstly, the location/environment of the group needs to
ensure there are no inadvertent breaches of patient confidentiality. Secondly, the
location needs to be deemed conducive for nurses’ safe self-disclosure (Smith et
al., 2012). There are many aspects that can impact the foundation of peer group
supervision. Not all factors and risks can be mitigated however the implications of this
research show that careful planning in the implementation stages is required to ensure
the foundations are initially solid. Frequent evaluation thereafter of the foundation is

required for the ongoing stability of peer group supervision.

9.7 The unique individual

My research discusses the unique individual pillar as essential to the practice of
peer group supervision. Without the individual, there are no peers and there is no group.
As Regan (2012) states “the individual is the reason for the group” (p.5 Author italics
only). This research has demonstrated that each nurse is unique. No two horizons are
identical because each nurse’s history, education, context, and positions held vary
depending on the person (Gadamer, 1975/2013). It is logical that peer group supervision
will be experienced uniquely. The unique individual comprised the interpretations, “For
me, About me and Beyond me”. This correlates with Napan’s (2021) suggestion that peer
group supervision tends to “develop a liberating culture which is self-determining, self-

directing and self-renewing” (p.272).
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The interpretation, “For me” emerged through three elements of “a new lens,
support and restore and a safe place”. Firstly, nurses in this research were able to view
their practice through “a new lens”. This is important as the participants identified that
they wanted to do the best for their patients and colleagues. For these participants, the
ability to increase their knowledge and skills through multiple perspectives was powerful.
This finding about “a new lens” highlights the importance of this element and adds to what
is already known about the benefits of group or peer group supervision (Counselman,
2013; Gardner et al., 2021; O’Neill et al., 2022; Homer, 2017; O’'Neill et al., 2019;
Valentino et al., 2016).

There are several interesting aspects that arise from this interpretation. Nurses
participating valued the different perspectives even when they held no relevancy at that
time. Having a fresh view of a situation can have a major impact and regardless of
experience, clinicians described “lightbulb moments”. My research results suggest that
an important principle of peer group supervision is being open to, and receptive to new
perspectives. Insight and transferable learning are outcomes of reflection on practice
which the clinician then internalises and utilises for the next relevant clinical situation
(Davys & Beddoe, 2020).

No one person can have all the answers and as Gadamer (1975/2013) notes
people view the world through their own prejudices and presuppositions. Nurses practise
according to their history, context, and culture so this opportunity to view things differently
adds richness to their practice. Dialogue and conversation, the key elements of peer
group supervision do not imply unthinking agreement but rather the opportunity to
challenge and create new ideas or affirm existing ones. Gadamer (1975/2013) describes
understanding as not just the point where you assertively state your viewpoint but instead
where views and opinions are transformed. Every nurse attending peer group supervision
had their professional practice potentially transformed through this new lens or

perspective.
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For me, this research has shared overarching professional benefits for individuals
that participate in peer group supervision. The learnings from peer group supervision still
appear to be in their infancy in the profession where no current established norm is seen
broadly across the sector. More work is needed in this area to ensure the carriage of
professional responsibility and reflection into future practice. As Napan (2021) asserts
“Peer supervision makes practice more intentional and enables necessary space and
time for reflection and reflexivity that can transform good practitioners into exceptional
ones” (p.274). An important research implication is that perspectives are not just for the
present but should also lead to new thinking and “reflecting forwards not backwards”
(Hawkins & McMahon, 2020. p.22).

“Support and restore” correlates with the literature that describes the restorative
aspects of all models of clinical supervision (Cook et al.,2020; Darra et al., 2016; Feerick
et al., 2021; Love et al., 2017; MacLaren et al., 2016; Wallbank, 2013). The restorative
benefits of peer group supervision were clearly articulated by participating nurses. The
support was personal, and this agrees with the literature where peer group supervision is
described as supporting clinicians dealing with the challenges of their profession (Beal et
al., 2017; Bulman et al., 2016; Counselman, 2013; Johnson, 2016: Martin, 2020; Mills &
Swift, 2015; Nickson et al., 2016; Nielsen & Davidsen, 2017; Salomonsson, 2023;
Tulleners et al., 2021).

For nurses this can include the emotional burden of care which has never been
more obvious than during the Covid-19 pandemic (Carnesten et al., 2022; Kelley et al.,
2022; Labrague, 2021). Interestingly, despite support and restoration being identified as
a benefit of the peer group supervision experience, the response to its absence during
the pandemic was varied. There were nurses who felt the absence keenly, those who felt
the lack of support only after they managed the changes of the pandemic and those who
did not miss it at all. This spectrum of experiences demonstrates that although support

and restoration are benefits, not all nurses described that.

Research participants articulated the professional support they gained through
developing collegiality and networks which is congruent with the literature (Bell et al.,
2014; Calcalterra & Raineri, 2020; Dungey et al., 2020; Gardner et al., 2021; Martin et al.,
2021; Nielsen & Davidsen, 2017; O’Keefe & James, 2014).
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Support increased the nurse’s self-efficacy and normalised their situational
responses (Atik & Erkan Atik, 2019; Davis et al., 2022; Fitzpatrick et al., 2015; Sundgren
etal., 2021). The finding of support and restoration in this peer group supervision research
was not surprising. However, the important implications from this research are that
support, and restorative elements should not be taken for granted or assumed to be an
outcome of peer group supervision. As the individuals needs for support and
restoration are so unique, the way in which it is provided needs to be considered
and evaluated.

Safety in peer group supervision is essential for the individual to share of
themselves and their practice. The frequency with which research participants used the
word “safe” when describing peer group supervision emphasises its importance. The
literature highlights the differences in what safety can mean to the individual. For
example, the individual may feel safe when ground rules are used (Kuipers et al., 2013),
safe to share vulnerabilities in confidence, be challenged and feel safe from judgement
(Calcaterra & Rainieri, 2020; Dungey et al., 2020; Neilsen & Davidson, 2017) and safe

from repercussions such as shame (Schumann et al., 2020).

The presence or absence of safety is clearly important in peer group
supervision. A lack of safety might potentially lead to superficial reflection or the absence
of reflection (Thomas & Isobel, 2019) whereas the presence of safety can stimulate
curiosity to learn more (Heffron et al., 2016). Napan (2021) notes that as clinicians
become increasingly senior it can be hard to demonstrate vulnerability, therefore having
a safe place to express this is critical for professional growth. This concept links with the
discussion surrounding group factors and includes the need to be aware of vulnerability

within group individuals and group formation.

This research demonstrates aspects of peer group supervision that contribute to
members feeling safe. For example, participants reported feeling safe when the group
had structure, a view supported by the literature (Dungey & Bates, 2021; Wenocur et al.,
2021). Models of peer group supervision such as the structured peer group supervision
model and the New Zealand Coaching and Mentoring model utilise contracts, rules and
structured formats designed to mitigate potentially unsafe behaviours such as advice-
giving and judgement from occurring (New Zealand Coaching and Mentoring, 2012;

Schumann et al., 2020). Counselman (2013) also suggests that consistency amongst the
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group membership contributes to feeling safe enough to take risks, which could be a
compelling argument for the utilisation of groups with a closed membership. The regularity
with which safety is mentioned within both these research findings and the literature
indicates that this is a significant point of discussion.

Unsurprisingly safety is based on respect for each other (Lewis et al., 2017).
Research participants identified safety through their unique horizon which varied from
person to person. Just because peer group supervision is safe one day does not
guarantee its safety forever. A link to vulnerability, trust and respect is apparent and the
interplay of competing priorities and personal values and professional attributes is
acknowledged at varying times in the research. The interplay that connects each element
safely and supportively is needed. The implications of this research are that all aspects

of safety must be considered and reviewed frequently by the peer group.

The next part of the discussion focusses on the interpretation “About me”. This
encompassed the elements of “Owning my story, Peer group supervision purpose and
Two-way Street”. The peer group supervision story is powerful. The premise of peer group
supervision is that nurses direct their own stories (Napan, 2021). Individuals decide how
their story is best shared with the group. Participants in this research used a model of
peer group supervision that encouraged the principles of “sifting and sorting” information.
This principle meant that once the participant shared their story, it was up to them to sift
and sort what information they deemed useful to take and what would be left behind
(McNichol, 2008; New Zealand Coaching and Mentoring, 2012).

Owning your peer group supervision also means being accountable for your story,
for example thinking about and preparing what you wish to gain or contribute. This is
consistent with the work of Bernard and Goodyear (2019) who suggest that the
preparation should be the same as for supervisor-led supervision. Owning your story also
means being accountable for any actions required post peer group supervision. As
Proctor (2008) states “We are also, both within our profession and in the wider world,
accountable to our human peers” (p.5). Napan (2021) goes further and suggests this is

“owning your truth” (p.273).

179



Journalling was used by some participants to prepare their stories whilst others
prepared in the car on the way to the session (Raterink, 2016). How preparation occurred
was not a concern but just that it did occur (Andersson, 2013). What this research adds
to the knowledge on peer group supervision, is that owning your peer group supervision
means taking the lead. It means owning the entire process from setting the rules to being
part of the group. The literature describes commitment as being important within
supervision generally (Tuck, 2017; Tulleners et al., 2021) but commitment is only part of
the story. An important highlight of this research is that you may be committed to attending

for yourself but there is also the commitment to participate and contribute.

My research found that peer group supervision attendance may be seen as an
imperative or a key performance indicator. Even if there is a compulsion to attend, the
nurse still owns their contribution and participation. The degree of participation and
contributions made are up to the individual and may vary. Thomas and Isobel, (2019)
noted that it was difficult to tell if a group member was reflecting as it is not always obvious.

The implications are that peer group supervision may offer individuals the
possibility of reflection on practice, but it is up to the person how they utilise this
opportunity. Further, the implications of this research are that owning the peer group
supervision story is not just the responsibility of the individual. All levels of the health
service from clinician through to decision-makers should contribute to “owning it" Although

as Heffron et al. (2016) notes this can require time to “acculturate and sanction” (p.631).

The purpose of peer group supervision was an area where the participants held
differing viewpoints but most agreed that understanding the purpose was important.
Whilst the participants used words like mentoring, and debriefing they also identified that
the New Zealand Coaching and Mentoring model outlined reflective practice as the
purpose of peer group supervision. This research identified that a lack of
understanding regarding the purpose of peer group supervision led to undesirable
outcomes such as moaning and venting that could be seen to waste the participant’s
valuable clinical time. It is insufficient to state that individuals alone must understand the
purpose. This research highlights that clarity of purpose is vital for both the
individual and the nurse decision-makers if peer group supervision potential is to

be realised.

180



Finally, peer group supervision is a “two-way street”. This is the major difference
between peer and one-to-one models of clinical supervision. In this research, the
participants took what they needed for themselves and then considered what they gave
to their peers. Peer group supervision supports bidirectional professional growth through
plural viewpoints (Mills & Smith, 2015; Toros & Falach-Eriksen, 2021). My research
results extend on previous understanding and share that owning the process meant you
did not just attend and expect to receive all the benefits. Frustration was felt by
participants in this research when colleagues were perceived to only attend when they
wanted something. This was felt to contravene the spirit of the supervision experience.
What my research demonstrates is that there are expectations of peer group supervision.
The implications of the “two-way” street need to be considered during the formation of the
group. Members need to be made aware that whilst there is an expectation of gaining
individual benefits from peer group supervision, of equal importance is the expectation of

participation and contribution to others.

Research participants were aware of the vicarious trauma that could occur through
the sharing of patient stories. Therefore, the details of what was shared were cautiously
screened to protect peers. What was interesting but not surprising in this research was
the altruistic nature of nurses. There were several occasions where the nurses put their
stories on hold as a colleague was perceived to have a greater need to share. Nurses
who did not have anything pressing to share would acknowledge they were there purely

to support their peers. This aspect is not clearly articulated in the literature.

The final unique individual interpretation was “Beyond me”. The elements crucial
to this interpretation are that “we are in this together and it is not just for me”. Research
participants frequently highlighted that peer group supervision made them feel they were
not alone or isolated in their practice. The research participants felt understood by the
other nurses. This finding is consistent with the peer group supervision literature as being
an important aspect of the peer group supervision model (Amanvermez et al., 2020;
Bailey et al., 2014; Dungey et al., 2020; Homer, 2017; Nickson, et al., 2016; Tulleners et
al.,, 2021; Wenocur et al.,, 2021). My research extends the concept of support and
guidance to one of belonging and looking beyond just the self to the professional self. The
nurses in this research were not an “island” and this was important. Recommendations
relating to onboarding, meet and greet and a getting-to-know-you phase with group

formation are needed to ensure the basic foundations arising in the research are
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addressed in the early stages of group formation. Participants felt the knowledge,
skills and networks gained through reflecting on their practice enhanced their ability to
meet the patient’s needs and increased their professional understanding of and standing
with patients. The implication is that peer group supervision benefits are felt beyond the

individual.

9.8 The unique group

Peer group supervision is a distinct model due to the interaction between the
individual and the group. Groups are powerful (Hawkins & McMahon, 2020)
and experiences within the group can make or break the experience for the individual and
vice versa. The interpretation of the unique group is comprised of the elements “My peers,

Our rules, Working together, and Broken trust”.

As discovered in this research, the notion of peers in a peer group supervision
practice is complex. The foundational interpretation discussed the importance of
accessing and finding peers. This unique group interpretation extends upon the
foundation to discuss who are ‘peers’. One definition of peers is “one that is of equal
standing with another” (Merriam-Webster, 2021). The research participants had unique

horizons when it came to discussing their experiences with peers.

Some participants in this research were allocated to groups with nurses of the
same grade and role. Other participants identified peers as being at the same grade but
working in very different roles for example managerial or clinical. Still, others reported
coming together as peers because they did not readily “fit” anywhere else. Significantly,
nurses who were in managerial roles were not in the same peer groups as their
subordinates. This is important as the presence of managers in group or peer group
supervision could alter the group dynamic and inhibit staff from speaking freely (O’Neill
et al., 2019; Gardner et al.,2022). This correlates with the clinical supervision literature
that recommends the separation of those in organisational management from those in

supervisory roles (Bifarin & Stonehouse, 2017; Cookson et al., 2014; Martin et al., 2014).
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Whilst the dictionary defines peers as having equal standing not all peers are equal
(Mills & Swift, 2015). This research found that peers may be the same grade for example
clinical nurse but within the group, there could be a novice nurse and a nurse who has
worked in the role for many years. The differences in experience and knowledge can
create an unequal power balance and the peer is then no longer a peer (Beal et al., 2017,
Mills & Swift, 2015; Somerville et al., 2019). Differences in experience can lead to
perceptions of inferiority and intimidation as was experienced by participants in this
research and supported by Wilkinson’s (2015) narrative experience of peer group
supervision. This research identified that power imbalance can change the dynamics of
a peer group. This concept was not articulated in the literature. The importance of
individuals feeling a sense of belonging and a sense of fit in the group cannot be
underestimated. Therefore, | recommend that the composition of groups be discussed
openly and opportunities to opt out of groups be offered if the “peerness” if not

appropriate.

Alternatively, differences in experience can add immense value to the clinician’s
knowledge and skills through sharing of information (Newman et al., 2013; Taylor, 2014;
Thomas & Isobel, 2019; Valentino et al., 2016). Familiarity with peers in groups has both
positive and negative effects. Chui et al. (2021) discussed the relationship between being
close to peers and learning from them. With the suggestion that closeness, whilst leading
to a sense of belonging and a decrease in conflict, does not necessarily equate to learning
and self-efficacy. My research noted that familiarity amongst peers allowed for
understanding how others may respond or react to a situation. However, peers may not
be willing or able to speak up and challenge each other because of perceived
ramifications to the existing relationship. The implications are that constrained
participation in peer group supervision can be superficial or potentially damage

relationships.

This research noted that peer group size can impact upon the experience.
Newman et al. (2013) noted that the structured peer group supervision model was useful
for both small and larger groups. Whilst the peer group supervision model used by the
participants in this research provided guidelines of four to six members per group, this

recommendation was not always followed, and numbers varied greatly.
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Some participants in this research found that when there were too few peers the
experiences shared were not diverse enough whereas too many peers became
overwhelming. This finding is consistent with Hawkins & McMahon (2020) who
recommend five to six members being the optimal size. Circumstances make group size
difficult to control at times therefore | recommend that consideration of size at the

commencement of peer group supervision may optimise the experience for members.

Surprisingly the discussion on peers has not been clearly articulated in the
literature and yet is an important element found in my research. There is no clear
consensus in the literature on who constitutes peers, how many members should be in a
group nor is there clear guidance on whether groups should allocate members or allow
for self-selection. The implications of this research are that whilst it may be
convenient to select nursing peers based on grade alone, more in-depth
consideration may be required to realise optimal experiences and sustained peer

group supervision practice.

The next element of the unique group interpretation discusses “Our rules” within
peer group supervision. Structure and rules are a predominant feature of the peer group
supervision model used in this research (New Zealand Coaching and Mentoring, 2012).
Heffron et al. (2016), suggest structure is like a stabilising force where “one might use the
edge to catch a breath in the deep end of a pool, the frame can continue to lend stability
along the way” (p.631). This aligns with the literature that suggests that group members
benefit from a structured approach that may include contracts and rules (Dungey et al.,
2020; Kuipers et al., 2013; Newman et al., 2013; Mills & Swift, 2015; Somerville et al.,
2019).

The structure and rules allowed the participants in this research to have equal
opportunity for presenting their stories. The structure limited the responses that peers can
give, to avoid judgment and advice giving which can be potentially detrimental to
confidence and self-efficacy (Nielsen & Davidsen, 2017). Rules and structure assist with
safety, confidentiality, and trust, all of which are vital for effective peer group supervision.
Rules and structure may be a part of a model however this does not guarantee they will
be followed or maintained.
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The nurses in this research described a variety of interpretations, some individuals
followed the rules diligently, whilst others reported that the rules were confining, stopped
the flow and provided barriers to peer group supervision which concurs with the literature
(Harker et al., 2015; McKenny et al., 2019). Other participants in this research found that
their group dynamic meant they were able to find value from the experience without rigidly
following the rules. Participants also reported differences in the way information was
shared and processed amongst peers. For example, some participants processed
information more slowly and therefore shared less frequently. This led to both individual
frustration and the group being deprived of valuable information. It can also be interpreted

by others as non-participation which again leads to dissatisfaction (Lewis et al., 2017).

Participants in this research used contracts and agreements provided by the New
Zealand Coaching and Mentoring peer group supervision model. Models with built-in
resources such as these, benefit nurses in that they do not have to develop these on their
own. My research highlights the benefit of standardising processes across groups and
organisations. This can be especially useful if nurses move between groups.

The participants used a model that encouraged members to regularly evaluate
groups however there was inconsistency in reviewing group rules. Part of owning your
peer group supervision is contributing to the development and evaluation of group rules.
The implications of this research are twofold. Firstly, if nurses do not contribute and the
rules are seen to be imposed, they may be less likely to conform to them. Secondly, the

rules or structure need to be frequently reviewed to ensure they are still fit for purpose.

The next element in the unique group interpretation is “Working together”. My
research has demonstrated there is great value to be found in the sharing and receiving
of multiple perspectives from nursing peers. However, there is limited evidence in the
literature on how best to implement and maintain peer group supervision for nurses. Even
when a structured step-by-step model is utilised there is always variation. There is a
deviation from the process simply because of human nature, and as such, people
interpret things through a unique lens. Therefore, it is important to consider group
functioning and how working together may impact the peer group supervision
experience (Tulleners et al., 2023).
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Whilst stages of group development are not always identified in the peer group
supervision literature there is evidence of characteristics of several different stages. For
example, Tuckman and Jensen (1977) describe the stages as forming, storming,

norming, performing and adjourning. These stages are characterised by the following:

Stage Characterised by:

Forming Relationship establishment and orientation

Storming Conflict and resistance to group influence

Norming Ingroup feeling and cohesiveness develop
Performing Structure can now be supportive of task performance
Adjourning The termination stage

Table 4: Stages of group development Tuckman (1965. p.396) & Tuckman & Jensen, (1977)

In this research, participants noted that it took time for them to get to know each
other especially when they only came together for peer group supervision. This could be
likened to the forming stage. Other participants in this research describe cohesion as
developing over time which may be similar to the norming stage. Likewise, a group may
be functioning to their preferred methods, then someone leaves, or a new member joins
the group. The group may then go through a period of uncertainty where everyone is
unsure until the group eventually resets (Johnson & Johnson, 2017). As Hawkins &
McMahon (2020) note group development may fluctuate between the stages at various
times.

The impact of this research is that it may be beneficial for groups to consider
stages of development, how this may impact the group and what steps can aid
group functioning so they can anticipate and if necessary, manage any arising
situations. Agreement around new member integration and management is
recommended (Counselman, 2013; Nielsen & Davidsen, 2017; Tulleners et al., 2023).
Consideration needs to be given to the management of the adjourning process including
people leaving or the group disbanding so that the group itself is maintained. Group
stages and functioning require consideration as does group dynamics. Proctor
(2008) notes that peer supervision groups are unique and have the capacity to be
“potentially ground-breaking” (p.4). Further, she describes peer supervision groups as
being somewhat like siblings in that they have the “dynamics of cooperation as well as of
competition” (Proctor, 2008. p.4). Any discussion on the impact of group dynamics must

be balanced with strengths and deficits identified.
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Lewin’s (1951) group theory described the formula “B=f (P, E) that implies the
behaviour (B) of group members is a function (f) of the interaction of their personal
characteristics (P) and the environment (E)”. Thus, groups are “more than the sum of the
individual members” (Forsyth, 2018. p.21). This aligns with the principles of peer group
supervision. The dynamics that occur within peer supervision groups are powerful and
can have a positive or negative influence. Group dynamics can determine how long
groups will stay together, how the individuals within the group relate to each other and if
not considered can be detrimental to the individual and group (Counselman, 2013;
Somerville et al., 2019; Tulleners et al., 2023). Staff education, support, mentorship and
supporting procedures are needed to provide a scaffold for nurses using peer group

supervision in practice.

The previous element “Our rules” described how rules and structure can assist
participants to feel safe, be confident to share and be vulnerable to improve outcomes for
themselves and their patients. It could be suggested that the rules and structure in peer
group supervision are the de facto group supervisors. The structure outlines what
members do, when they do it and how they respond. However, the inclusion of rules does

not guarantee that they will be followed or used.

Where peer group supervision models may falter is with determining what to do
when the structure cannot contain the group personality or dynamics and cohesion is
threatened. Forsyth (2018) describes cohesion as indirectly signalling “the health of the
group” (p.135). Additionally, Johnson and Johnson (2017) note members will stay in the
group, take part, and try to recruit new members if cohesiveness is high (p.99). Group
cohesion is identified as desirable in the peer group supervision literature. Somerville et
al. (2019) noted that group cohesion was associated with better group goals and task
achievement, whilst Johnson (2016) suggested cohesion may be related to the
establishment of common ground. When discussing group clinical supervision, Reschke
et al. (2021) also note that cohesion is linked to attendance. The more you go the greater

the likelihood of group cohesion.
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However, attendance is only one factor. An additional consideration is the part
personalities play in group dynamics and cohesion. Everyone’s personality is unique and
can contribute to the group experience in different ways. Lewis et al. (2017) explored
group members' personality types as a method for enhancing understanding and
recognising the individual contribution that personalities make to the dynamics of a group.
This research is not suggesting every group undergo personality testing however
consideration of personality types may aid understanding. This type of assessment is
usually completed during a leadership course making the connection for staff between
their professional development and leadership development aligned with their

professional reflective self.

Peer group supervision is a leaderless model therefore peers have equal standing
thus creating a dilemma about who manages the group. Bailey et al. (2014) note that
leaders can emerge and that this can be preferred by group members. Bailey et al. (2014)
note further that leaders do not have to be authoritarian or experts but can be non-
hierarchical which would be appropriate in this peer group supervision model. My
research findings shared a mixed response to leadership and the responsibilities of
individuals in groups. Participants in this research reported that personality conflicts did

occasionally occur.

What was interesting was that often issues within the groups were not addressed
or even spoken about. This aligns with the findings of the systematic review by the authors
(Tulleners et al., 2023). It was suggested that people will be people, and this is just part
of being a group. Not every person will get along with everyone but how might this mindset
impact peer group supervision? Not all conflict is negative. As Johnson & Johnson (2017)
suggest it is possible to create “conflict positive” groups that encourage, support and work
through conflict in a positive way. As one participant in my research noted it may be that
this group is not right for this person and nurses need to accept this possibility. Proctor
(2008) suggests “ground rules that spell out responsibility for group maintenance and
repair, as well as co-responsibility for ‘good enough’ practice, give permission for any
member to address what is problematic if it is interfering with good work” (p.10). The
implication of this research is that group dynamics need not be feared but likewise,
they cannot be ignored.
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The final point of discussion is “broken trust”. There must be a balance between
the individual and the group horizons for peer group supervision to be a valuable
experience. Whilst not a frequent occurrence, participants identified experiences where
trust was irrevocably broken. Broken trust in groups has consequences. The outcomes
resulting from broken trust range from caution about what to share with the group to
disengagement mentally or physically from the group. Prevention of harm to participants
needs to be an important consideration in the peer group supervision process. This
research identified that trust could be broken in several ways. Confidentiality was
breached despite the peer group supervision model rules about sharing information
outside the group. Discussion in the hallway that is not positive can be detrimental to the

ongoing experience. This is especially true if it is not addressed by the group.

Trust could also be broken when the cultural norms of the group do not feel safe.
This is an element that is not clearly articulated in the literature. Another area of broken
trust was incongruence. Participants reported discussions and perspectives that peers
perceived to be different from those behaviours exhibited outside of the group setting.
This could lead to conflict especially where there was no resolution or discussion. It can
be very challenging for peers (or not peers) to speak up about areas of broken trust with

participants in this research identifying that it would take courage.

The literature reports harmful supervision can happen and can be detrimental to
not only the current experience but also set up anxiety and concerns about future
supervision to the point where people will not engage due to past experiences (Cook &
Ellis, 2021). What is interesting is that the literature is scant and not forthcoming on this
element and how to mitigate it for nurses. It would be unlikely that incidents were not
occurring, yet it is not widely reported. The implications of this research are that harmful
peer group supervision can and does happen and must be considered when

implementing this model.

Overall, this discussion demonstrates the following conclusions.

1. The possibility of peer group supervision practice is unique. It does not and cannot
rely on one factor alone.

2. The elements of the foundation, the unique individual and the unique group must

be considered to provide the optimal peer group supervision experience.
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3. The characteristics of both the individual and the group play critical roles in the

optimisation of peer group supervision.

9.9 Strengths and limitations

The strength of this research is that it has been guided by a Gadamerian
philosophical approach. The congruence between this philosophy and peer group
supervision are obvious in the emphasis that both place on the power of language and
dialogue in facilitating understanding. Likewise, there is congruence between nursing and
hermeneutics as Moules et al. (2011) note “these disciplines have recognised that their

practices are already deeply hermeneutic” (p.2).

As mentioned previously, Gadamer did not provide a method for conducting
hermeneutic research therefore sample size was determined by rigorous determination
to provide rich description and insight into the phenomenon. A strength of this research
is the sample size of thirteen participants in Phase 1 and eighteen participants in Phase
2 that were utilised to aid understanding of peer group supervision. Through the
participants' voices, there is strength in the ability to provide insight into a model of clinical
supervision that is not well articulated. Insights of peer group supervision from the
literature came together with the context and horizons of the research participants to form

a new horizon of understanding.

A definite strength is seen in the way nurses shared all aspects of their experiences
including the positive and challenging aspects. This helps decision-makers understand
all elements that need to be considered when embarking on peer group supervision
implementation from both a professional and humanistic viewpoint. A limitation is that
many of the participants were in advanced practice roles and if they experienced
challenges in managing group dynamics then this may have ramifications for the success

of novice nurses.

Limitations are also the smaller number of male nurse opinions in the research
which could potentially influence the outcomes. Despite changes in nursing culture, it
currently remains a predominantly female workforce. However, a strength is that the
insights provided will resonate with non-advanced practitioners or even novice nurses of

any gender identification.
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Limitations are noted in the health service site selection for the research. Only two
health service sites were represented in Phase 1 and Phase 2 of the research. However,
homogeneity was modified through the diversity of the participants’ clinical contexts. A
final strength is that this research has clearly detailed the implications for nursing peer

group supervision practice and provided clear recommendations for implementation.

9.10 Recommendations for Nursing Policy and Practice

This section acknowledges that nurses are currently participating in or providing
peer group supervision. Recommendations are provided in this section for decision-
makers of nursing policy, nurse managers and nurses to consider how to incorporate or
improve peer group supervision practice. From these recommendations, 10 guidelines
have been developed. These guidelines expand on the recommendations and
demonstrate how they may manifest in nursing practice. This research has explored the
experiences of nurses participating in peer group supervision. Through this sharing of
experiences, it is identified that the potential benefits to nurses’ professional growth from
peer group supervision outweigh the potential challenges. However, organisations and
nurses need to determine what is the most appropriate and effective peer group
supervision implementation strategy to mitigate potential challenges. The findings and

recommendation guidelines from this research seek to aid this determination.

My research suggests that peer group supervision practice is optimised by
consideration of the foundation, individual and group pillars. Nurses and nurse decision-
makers need to recognise the possible benefits of peer group supervision and embrace
the practice as their own. This means not just as an adaptation from the helping
professions but what the peer group supervision story is for nurses (Butterworth, 2022).
On an individual level, nurses need to own their peer group supervision story. This means

considering what they will bring, contribute, and gain.

The first recommendation is that nurses and nurse managers underpin peer
group supervision with a strong foundation. This means valuing time out to reflect on
practice through peer group supervision. It is real work and should be seen as such (See
Guideline 1). Nurses need to shift their thinking to make time for supportive practices such
as peer group supervision. It must be viewed with the same importance as “mandatory
training and annual leave” (Fowler, 2013d p.1322). To shift perceptions, nurses and nurse

decision-makers need to clearly communicate the purpose of peer group supervision for
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their context to provide clarification on the benefits, avoid misunderstanding of the

process and optimise peer group supervision experiences (See Guideline 6).

The Australian College of Nurses (ACN) recommends instilling the importance of
supportive practices such as peer group supervision from the health policy level down
(ACN, 2019). Recommendations for the implementation of peer group supervision are
supported by regulatory authorities however the practical implementation of peer group
supervision in practice in the clinical setting of community health is more complex. The
foundations required need to be strong, a lens inclusive of the unique individual and the
unique group require a delicate balance for success. Therefore, supporting and driving a
culture of clinical supervision in nursing is vital for implementation and acceptance by
nurses (See Guideline 2). To achieve this, it is recommended that health services review
their lifelong learning policies to ensure professional reflection is included. These
research findings suggest that all nurses regardless of history, context or position held
may benefit from peer group supervision. Therefore, it is recommended that all nurses
from undergraduate through to experienced clinicians have access to education
on the principles of peer group supervision and are supported to participate if they
wish to (See Guideline 3).

Supporting the inclusion of clinical supervision models early in a nurse’s career
may optimise acceptance and utilisation. It is recommended that careful consideration
be given to options for peer group supervision education pre-registration for
nursing students and first-year graduates (Felton et al., 2012; Power & Thomas, 2018).
This should include peer group supervision principles being incorporated into relevant
undergraduate nursing curricula and graduate programs (See Guideline 3).

Barriers were experienced by participants when finding their peers. It is
recommended that health services develop and provide efficient, easy-to-use
systems for locating education opportunities and peer groups. Participants in this
research concurred with a suggestion by Sloan and Grant (2012) who recommended the
use of a database to track and locate groups. Multiple barriers were identified within my
research. It is recommended that nurses consider the barriers to attendance and
manage what is within their control such as where they locate their group and
advocate for assistance with those barriers outside their control, for example

rostering (See Guidance 5).
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It is important for nurses and nurse decision-makers to consider who peers are to
optimise peer group supervision. Itis recommended that nurses be consulted on their
preference for peer selection and where possible accommodated. This is where
nurses need to be creative and assertive in their solutions or be offered options such as
self-selection or allocation to groups (See Guidance 4). Martin et al. (2018) notes that “a
one size fits all approach does not work for clinical supervision” and this sentiment

likewise applies to peer group supervision (p.9).

Another important finding arising from this research is that peer group supervision
is a safe environment where nurses can benefit from reflecting with their peers. To
optimise the outcomes, and to benefit from the multiple perspectives and richness of peer
group supervision, nurses must be open to receiving and giving constructive feedback. It
is also recommended that nurses be aware of the safety of their group and call out unsafe
practices when they see them. The premise of peer group supervision must be to do no
harm and nurses must advocate for this experience to be safe for all.

If there are instances of broken trust or harmful peer group supervision, there must
be a group and organisation-wide approach to managing this (See Guideline 8). To aid
optimal peer group supervision experiences, this research found that considering how
groups work together is important. Careful selection of a peer group supervision model
may assist with rules, structure, and dynamics and may mitigate some but not all potential
issues (See Guideline 7). Therefore, group functioning, and dynamics must be
considered by both the individual and the organisation when planning,

implementing, and evaluating peer group supervision.

Nurses and nurse decision-makers should not assume that the presence of a peer
group supervision model will manage all group dynamics and functioning. In fact, Borders
(2012) suggests that effectiveness equates with the skills of the group members.
Therefore, nurses need to be supported and provided with the knowledge and skills to
assist them to experience optimal peer group supervision. Skills may include how to
reflect on practice for professional growth and how to develop conflict-positive groups
where conflict is discussed and worked through (Johnson & Johnson, 2016). This is
important as managing group functioning could benefit group cohesion and aid longevity
(See Guideline 8).
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Another finding from this research suggested that evaluation was not frequently
undertaken. Regular evaluation is key, and it is highly recommended that it be embedded
in the peer group supervision process. A common mistake may be that groups are very
diligent with the setting up and the getting the “front end” details right but not in developing
a process that assesses how the group is continuing to function (Lewis et al., 2017) (See
Guideline 9).

Group termination requires consideration from commencement to conclusion. It is
important when beginning peer group supervision to also consider how it might end. This
does not mean the group is expected to fail or disband but rather to consider that the
initial group membership may change for example nurses resign, go on parental leave,
or get promoted and there will be an inevitable movement among staff. The group needs
to decide from the beginning how they will manage these changes to the dynamics of the

group when these events happen.

Endings can also occur when someone recognises that the group is not for them.
This may be due to different personalities within the group, or the group is not meeting
their needs. The group needs to first set up expectations that this is not necessarily
negative. The group needs to determine how they manage these situations. For example,
will they try to resolve the issues, or will they just accept that some people need to leave?
It is also important to consider traumatic endings such as during the Covid-19 pandemic
when nurses left the groups as they were redeployed indefinitely. It is recommended that
groups consider how they might manage unforeseen situations and future proof their peer
group supervision. The identified ten guidelines for per group supervision based on the
findings from this research and in congruence with already known literature is presented
in Table 5.

Principles for Peer Strategy
Group Supervision (PGS)
Foundations
1. Peer group supervision Each Health care organisation should:

(PGS) should be valued as | « Provide nurses with “Statements of peer group supervision
“real work”. value” highlighting the benefits to personal and professional
Nursing peer group practice.

supervision practice should | e Allocate time and support for staff attendance at PGS
be recognised as part of a
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nurse's lifelong learning and
have equal importance as
elements such as
mandatory training and

annual leave

2. A culture of reflective

practice is supported

Healthcare organisations should support a culture of reflective

practice through:

Incorporating reflective practice into lifelong learning
Assessing for institutional culture for PGS. Assessment tools
such as STAMINA (Osborn (2004) in Bernard & Goodyear
(2019) can be utilised for this process

3. PGSis for all nurses

To ensure PGS is available for all nurses who wish to attend the

following should be provided:

Accessibility of information and education on PGS for all grades
of nurses

Opportunities for all grades of nurses to participate regardless
of nursing context, for example, acute or non-acute clinical
areas.

Inclusion of PGS principles into undergraduate curriculum for

e.g.: in the Professional transition to practice capstone courses

4. Suitable peers are provided

To optimise successful PGS the following is essential:

Provide nurses with the option of being placed in a group or
self-selecting their peers

Nurse managers are not to be included in groups with
subordinates.

Nurses need to be made aware of group vacancies and
locations and so forth. For example, using up-to-date PGS
databases. Systems should not be person dependent.

5. Attendance for all

Barriers to attending PGS should be minimised through the

following:

Support from nursing management to attend for example aid
nurses to incorporate PGS into their nursing roster.

Provide timely education prior to commencement in a group for
example if face-to-face training is not available for several
months the nurses should have options for online training so as
not to delay attendance.

Health service provision of quiet and safe/confidential locations
Options for minimising travel are explored for example the use

of technologies if deemed appropriate by the group members.
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Principles for the Unique Individual and the Unique Group

6. Clear peer group

supervision purpose

The purpose of PGS should be clearly understood by all nurses.

Health care organisations should:

e Develop a PGS implementation document that clearly states
the purpose of PGS in their healthcare context

e Ensure the purpose aligns with any existing current guidelines
for example the Office of the Chief Nursing and Midwifery Office
(OCNMO) Clinical Supervision Framework for Nurses and
Midwives (State of Queensland (Queensland Health), 2021)

e Individual nurses should ensure they understand the purpose of

PGS as outlined by the organisation

7. An appropriate PGS model
is selected

Appropriate model selection is essential and should be identified

early in the planning process. Model selection should consider:

e Types of PGS models available for example the New Zealand
Coaching and Mentoring model or the structured peer group
supervision model and suitability of the implementation for the
organisation

e The inclusion of rules/ structure, contracts, and agreements

e The consideration of tools built in to standardise PGS across
the organisation for example evaluation tools

e Group size, frequency and duration of PGS

8. Supports a safe alliance
between group members

Group member personalities and group dynamics can impact group

functioning and retention. It is important to provide the following:

* Provide education on the dual roles of how to supervise and be
supervised

* Provide support and training on positive conflict resolution
alongside the PGS model training

* Provide PGS champions for assistance with resolving conflict

* Provide information on group stages and dynamics

e Ensure PGS is culturally safe for example include education
and training in the PGS model training

e Clear articulation of who to escalate concerns to for example
the nurses' line manager

9. Evaluation determines

efficacy

To determine effectiveness for group members and the

organisation:

e Evaluation must be standardised and a regular part of the
supervision model

e Reporting timelines and requirements must be determined

10. PGS ownership is for
everyone

Ownership of PGS is for all involved from policy makers to
individual nurses.
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e Healthcare organisations and health services will provide PGS
as an option for nurses and make it available with the
appropriate support, for example a PGS coordinator

¢ Individual nurses will own their PGS as demonstrated through
their participation, preparation and contribution

e  Groups will own their PGS as demonstrated through the

provision of a safe environment for individual nurses to enhance

their clinical practice

Table 5: Guidelines for the implementation of peer group supervision

9.11 Recommendations for future research

This research has provided insight into the experience of peer group supervision
through the voices of nurses participating. The benefits and challenges of peer group
supervision have been articulated through this research however future research may
further add to peer group supervision knowledge. This research explored peer group
supervision at two Australian sites therefore further research could explore additional
contexts.

Future research including evaluation studies of nursing peer group supervision is
necessary, especially as Bernard and Goodyear (2019) suggest “evaluation could be
viewed as the nucleus of clinical supervision” (p.222). Research into evaluation could
potentially include the development of tools specifically designed to evaluate peer group
supervision, model selection and reasons for selection. Research detailing the education
and training of nurses in the enactment of these models could also be valuable (Bernard
& Luke, 2015). The interview data from this research could potentially inform a survey
instrument used to explore and compare models of peer group supervision. From this a
guantitative study could be developed which would greatly enhance decision-making for
nurse managers on the practical and organisational management practices needed for

implementation of peer group supervision.

Future research on the effectiveness of open (rotating membership) versus closed
(fixed membership) groups is also required. Finally, the conundrum of the correlation
between peer group supervision and the impact on patients has not been resolved and
exploring this would be beneficial for nurses and nurse decision-makers. Future research
could explore an association between nurses' level of job satisfaction and patient care

satisfaction. That is, look for a way to operationalise this idea.
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9.12 Conclusion

The aim of this research was to explore the experiences of nurses participating in
peer group supervision. The research utilised a two phased approach with nurse
participants who provided insight into their personal peer group experience. A
Gadamerian philosophical approach guided the research to assist with understanding this
phenomenon. The research findings demonstrated that the individual gained new

perspectives and support from their peers.

There is commentary in the literature expressing concern about the
implementation and effectiveness of peer group supervision (Martin, 2017). Part of the
issue is that nurses have been trying to fit a square peg into a round hole by trying to
mould a concept that has been used in the helping professions into something suitable
for nursing. As McCaffery & Moules (2016) note “nurses cannot resist picking at a wound
of self-identity” (p. 3). Proctor (2001) in Butterworth (2022) states “each group of
professionals- need to develop supervision training, models and skills which are
immediately useful and practicable in their own tasks and responsibilities” (p.21). My
research suggests it is time we looked at peer group supervision through the nursing lens
and articulate how can we make this “for and about us”. It is time for nurses to own peer

group supervision.

Davey (2006) in Moules et al. (2015) asserted, “hermeneutics is not aimed at
simply understanding or interpreting events in the world, but as a result of such
understanding, the world (or parts of it) are necessarily changed” (p.190). It could be
argued that this research might not change the world, but the hope is that it may be a
catalyst for change in nursing and professional reflective value. The results demonstrate
that there is a need for changing the way in which nurses view and own their peer group
supervision for both their own professional and personal growth and wellbeing. The
nurses’ voices in this research provided insight into the experiences of peer group
supervision. These insights aided in understanding of considerations that must be taken
into account to optimise the possibilities of peer group supervision practice. There are a
multitude of factors that need to be considered during implementation to achieve optimal

practice.
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It may seem easier to offer one-to-one traditional clinical supervision or group
supervision. Having a designated supervisor may appear to be a sensible decision. After
all, if a supervisor can be educated to manage the group dynamics and keep everyone
on track and take on the leadership role then why would managers consider any other
form of clinical supervision? The reality is that supervisors do not come with a written
guarantee. There can still be issues with group dynamics, broken trust, lack of respect

and participants being unclear on their purpose.

Additionally, there is the extra consideration of who the supervisors will be and how
they will be sourced and educated. Professional courtesy is suggestive that peer-led
supervision is empowering and rewarding whereas many other roles in nursing require
orders and permissions from other disciplines. Owning and engaging strategies provide

a powerful tool for positive behaviour changes.

There is no one method that guarantees effective peer group supervision. It follows
that optimal peer group supervision cannot be achieved through the efforts of nurses or
nurse managers alone. It requires a coordinated top-down and bottom-up approach with
input and consultation from all nurses involved. Therefore, implementing and sustaining

this valuable practice requires careful consideration.

My research concludes that peer group supervision is identified as a positive,
constructive, and powerful tool that can be peer-led. Nurses seek and desire the
independence to constructively reflect with peers and with structure, peer group
supervision is identified as a positive motivator and outlet for participants in the research.
As nurses engaged in the process, reward was derived from the effort to engage. The
ultimate reflection was one of a self-led, self-identified and self-owned approach where
group support, guidance and mentorship were reciprocated. What is clear is that there is
a need for peer group supervision, there is a desire for reflection and a willingness to

identify professional and personal inclusions to a productive reflective process with peers.
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APPENDIX A: PHASE 1 PARTICIPANT INTERVIEW
QUESTIONS

. To start the interview can you please tell me what your role is in the organisation?
How long have you worked here?

Have you worked within the community health sector before this position
with West Moreton Hospital and Health Service (WMHHS)? If so, what was your
previous experience like?

. You work in the community health setting where a model of PGS exists. In your
own words share with me how you would define peer group supervision.
. The registered nurse role has responsibilities within registration and employment
standards. For example, Standard 1.2 of the RN standards of practice states the
RN develops practice through reflection on experiences, knowledge, actions,
feelings and beliefs to identify how these shape practice. The model used here at
WMHHS to facilitate reflective practice is peer group clinical supervision (PGS).
Can you share with me your experience of PGS?
. Can you share an example of a situation that demonstrated the positive
aspects of PGS? Take your time and share all the aspects that you regard as
a. important,
b. what worked,
c. what benefits you can identify,
. Can you share an experience where you have had concerns with PGS?
Take your time and share all the aspects that you regard as
a. important,
b. what didn’t work,
c. what challenges did you identify,
. Knowing that you understand and work in an environment where PGS is normal
practice, can you share with me your perspective on the transferability of PGS to
other settings?
. There are many influences within the workplace. Some make our roles easier and
some pose barriers. Can you tell me about what influences the registered nurse

role regarding peer group clinical supervision?
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APPENDIX B: PHASE 1 PARTICIPANT INFORMATION
SHEET/CONSENT FORM

Non-Interventional Study - Adult providing own consent.

Title of Project: Peer group clinical supervision for Community Health Nurses
(CHNSs): A proposed interpretive phenomenology study.

Name of Researcher: Mrs Tracey Tulleners- University of Southern Queensland
Name of Associate Researcher: Dr Melissa Taylor- University of Southern
Queensland

Research site name: Ipswich Community Health- West Moreton Hospital and Health
service (WMHHS)

Part 1 What does my participation involve?

1. Introduction

You are invited to take part in this research project about the lived experience of

Community Health nurses (CHN'’s) participating in peer group clinical supervision

(PGS) in a regional health service”.

Participation in this project will involve your participation in a face-to-face interview for

the purpose of:

e Participation in this research project will involve participants being interviewed by the
principal investigator about their lived experience of being a Community Health
nurses (CHN’s) participating in peer group clinical supervision (PGS) in a regional
health service.

e This Participant Information Sheet/Consent Form tells you about the research
project. It explains the procedures involved. Knowing what is involved will help you
decide if you want to take part in the research.

¢ Please read this information carefully. Ask questions about anything that you don’t

understand or want to know more about.

e Participation in this research is voluntary. If you don’t wish to take part, you don’t

have to.
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If you decide you want to take part in the research project, you will be asked to sign
the consent section. By signing it you are telling us that you:

+ Understand what you have read

« Consent to take part in the research project

+ Consent to the tests and research that are described

+ Consent to the use of your personal and health information as described

You will be given a copy of this Participant Information and Consent Form to keep.

What is the purpose of this research?
The intention of the research is to explore the lived experience of Community Health
nurses (CHN’s) participating in peer group clinical supervision (PGS) in a regional
health service. The information gathered will attempt to identify challenges, benefits
and any possible organisational challenges as seen by the clinical staff.
It is presumed that the PGS model improves the support processes to registered
nurses in the community health setting however these experiences have not been
documented.
Minimal research has focused on the experience of PGS for semi-
autonomous/autonomous clinicians such as community health nurses.
It is anticipated that the significance of the research project is seen in knowing the
first-hand experience of staff utilising the PGS model to support their professional
practice.
By participating in this research, you are providing key information into the lived
experience of Community Health nurses (CHN’s) participating in peer group clinical
supervision (PGS) in a regional health service.
The results of this research will be used by the researcher Mrs Tracey Tulleners to

obtain a Master of Science- Advanced Research.

What does participation in this research involve and what do | have to do?
Participation in this research project will involve participants being interviewed by the
principal investigator about their lived experience of being a Community Health
nurses (CHN’s) participating in peer group clinical supervision (PGS) in a regional
health service.

The interviews will be approximately one (1) hour in duration. These interviews will

be in the form of a selected number of open-ended questions related to the topic of
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the lived experience of PGS. The interviews will be conducted in a quiet location
convenient to your workplace, to avoid excess travel.
The interview will be video recorded and later transcribed into written form. You will
be sent a written copy of the interview so that you can verify the accuracy of its
contents and change or add to your responses.
All information gathered within the interview will remain confidential and at no stage
will your name or any identifiable information be required. Data analysis utilizes de-
identified data only and all interviews will be allocated a code only.
All collected information both by recordings and written word will be stored securely
in a locked filing cabinet and in a password protected computer file only accessible
by the principal researcher.
The principal researcher will independently analyse the data and discuss data sets
and analysis outcomes with the supervisory team through a checking and auditing
process prior to the determination of concepts arising.
There are no costs associated with participating in this research project, nor will you
be paid.

Do | have to take part in this research project?
Participation is entirely voluntary. If you do not wish to take part, you are not obliged
to.
If you decide to take part and later change your mind, you are free to withdraw from
the project at any stage. Any information already obtained from you will be
destroyed.

What are the possible benefits of taking part?
The benefit of the research is in documenting the experience of RNs engaged in
PGS to further improve and inform the contribution of PGS in practice in the
community health setting.
The significance is in learning more about staff experience by hearing directly

from the staff engaged in the PGS model in the community health context.

What are the possible risks and disadvantages of taking part?
To minimise any risk to you, you will be sent the transcript or the interview once it
has been completed and given the opportunity to verify, clarify or make any

additions that you see appropriate.
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7.

What if | withdraw from this research project?
Your decision whether to take part or not to take part, or to take part and then
withdraw will not affect your relationship with the University of Southern Queensland
or your workplace with West Moreton Hospital and Health Service.

Please notify the researcher if you decide to withdraw from this project.

Part 2 How is the research project being conducted?

1.

3.

4.

What will happen to information about me?
All information gathered within the interview will remain confidential and at no stage
will your name or any identifiable information be required. Data analysis utilizes de-
identified data only and all interviews will be allocated a code only.
All collected information both by recordings and written word will be stored securely
in a locked filing cabinet or in a password protected computer file only accessible by
the principal researcher.
Complaints
The research has been approved and will be monitored by the University of
Southern Queensland Human Research Ethics committee. If you have any
guestions or concerns about the research at any time, you can raise these with the
Ethics officer using the contact details set out below.
If you have any ethical concerns with how the research is being conducted or any
gueries about your rights as a participant, please feel free to contact the University
of Southern Queensland Ethics Office on the following details:
Ethics and Research Integrity Officer
Office of Research and Higher Degrees
University of Southern Queensland
West St Toowoomba 4350
PH: 4631 2690
Email: ethics@usqg.edu.au
Who is organising the research?
This research project is being conducted by Mrs Tracey Tulleners
Who has reviewed the research project?
All research in Australia involving humans is reviewed by an independent group of

people called a Human Research Ethics Committee (HREC). The ethical aspects of
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this research project have been approved by the HREC of West Moreton Hospital
and Health service and University of Southern Queensland.

e This project will be carried out according to the National Statement on Ethical
Conduct in Human Research (2007). This statement has been developed to protect

the interests of people who agree to participate in human research studies.

5. Further information and who to contact

The person you may need to contact will depend on the nature of your query.

Should you have any queries regarding the progress or conduct of this research, you
can contact the principal researcher:

Mrs Tracey Tulleners

School of Nursing and Midwifery

University of Southern Queensland
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Consent Form - Adult providing own consent.
Title of Project: Peer group clinical supervision for Community Health Nurses
(CHNSs):proposed interpretive phenomenology study.
Name of Researcher: Mrs Tracey Tulleners- University of Southern Queensland
Name of Associate Researcher: Dr Melissa Taylor- University of Southern Queensland
Research site name: Ipswich Community Health- West Moreton Hospital and Health
service (WMHHS)
Declaration by Participant

| have read the Participant Information Sheet, or someone has read it to me in a language
that | understand.

| understand the purposes, procedures and risks of the research described in the project.
| have had an opportunity to ask questions and | am satisfied with the answers | have
received.

| freely agree to participate in this research project as described and understand that | am
free to withdraw at any time during the project without affecting my future studies or
employment.

| understand that | will be given a signed copy of this document to keep.

| confirm that | am over 18 years of age.

Name of Participant (please print)

Signature Date

Name of Witness to Participant signature (please print)

Signature Date

* Witness is not to be the investigator, a member of the study team or their delegate. In the
event that an interpreter is used, the interpreter may not act as a witness to the consent
process. Witness must be 18 years or older.

Declaration by Senior Researchert

| have given a verbal explanation of the research project; its procedures and risks and |
believe that the participant has understood that explanation.
Name of Principal Researcher (please print)

Signature Date

T A senior member of the research team must provide the explanation of, and information
concerning, the research project. Note: All parties signing the consent section must date their

own signature.
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Form for Withdrawal of Participation - Adult providing own consent.

Title of Project: Peer group clinical supervision for Community Health Nurses (CHNS):
A proposed interpretive phenomenology study.

Name of Researcher: Mrs Tracey Tulleners- University of Southern Queensland
Name of Associate Researcher: Dr Melissa Taylor- University of Southern
Queensland

Research site name: Ipswich Community Health- West Moreton Hospital and Health
service (WMHHS)

Declaration by Participant

| wish to withdraw from participation in the above research project and understand that
such withdrawal will not affect my employment with WMHHS or my relationship with the
University of Southern Queensland (USQ).

Name of Participant (please
Signature

In the event that the participant’s decision to withdraw is communicated verbally, the

Senior Researcher will need to provide a description of the circumstances below.

Declaration by Senior Researchert

| have given a verbal explanation of the implications of withdrawal from the research

project, and | believe that the participant has understood that explanation.

Name of Senior

Researcher' (please print

Signature

T A senior member of the research team must provide the explanation of and
information concerning withdrawal from the research project.

Note: All parties signing the consent section must date their own signature.
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APPENDIX C: PHASE 2 PARTICIPANT INTERVIEW
QUESTIONS

1. To begin with, can you please tell me what your role is in the organisation?
How long have you worked here?
Have you worked in any other Hospital and Health Services (HHS) that offer PGS?
If so, where and for how long

2. You work in the (insert clinical area title) setting where a model of PGS exists. In
your own words can you please share with me how you would define peer group
supervision?

3. The registered nurse role has responsibilities according to registration and
employment standards. For example, Standard 1.2 of the RN Standards of
Practice states: the RN develops practice through reflection on experiences,
knowledge, actions, feelings and beliefs to identify how these shape practice. The
model used here at Metro South Hospital and Health Service (MSHHS) to facilitate
reflective practice is peer group clinical supervision (PGS). Can you share with me
your experience of PGS?

4. Can you describe your PGS group?

a. You've told me about your role, what roles do the other
members of your peer group have?
b. How does someone become a member of your PGS group?

5. Can you share with me your understanding of peers within PGS?

a. What does it mean to be a ‘Peer’?
b. What responsibilities come with being a peer in your
experience?

6. Can you describe the positive and negative dynamics of your PGS group?

a. What seems to work well in your group?
b. What sort of things might cause tension from time to time?
c. How are differences resolved?

7. Can you share an example of a situation that demonstrated the positive
aspects of PGS? Take your time and share all the aspects that you regard
as:

a. Important,
b. What worked?
c. What benefits you can identify,
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8. Can you share an experience where you have had concerns with PGS?
Take your time and share all the aspects that you regard as:
a. Important,
b. What didn’t work?
c. What challenges did you identify?

9. Knowing that you understand and work in an environment where PGS is normal
practice, can you share with me your perspective on the transferability of PGS to
other health care settings?

a. Do you think this model could be used in a range of settings?
b. What barriers do you think might exist to its being taken up in places
where it is not currently used?

10. There are many influences within the workplace. Some make our roles easier and
some pose barriers. Can you tell me what the influences on the registered nurse
are in regard to peer group clinical supervision here?

a. What are the challenges to PGS in this workplace?

b. Does anything to need to be modified/updated? If so what?
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APPENDIX D: PHASE 2 PARTICIPANT INFORMATION
SHEET/CONSENT FORM

Non-Interventional Study - Adult providing own consent.

Title of Project: The interpretation of Peer Group (clinical) Supervision in nursing: An

interpretive phenomenological study

Name of Researcher: Mrs Tracey Tulleners- University of Southern Queensland

Name of Associate Researchers: Associate Professor Christina Campbell and Dr

Melissa Taylor University of Southern Queensland (USQ)

Research site name: Metro South Hospital and Health service (MSHHS)

Part 1 What does my participation involve?

1.

Introduction

You are invited to take part in this research project to explore peer group clinical

supervision (PGS) through the lived experience of nurses patrticipating in a PGS

model.

This Participant Information Sheet/Consent Form tells you about the research project.
It explains the procedures involved. Knowing what is involved will help you decide if
you want to take part in the research.
Participation in this project will involve your participation in a face-to-face interview for
the purpose of being interviewed by the principal investigator about your lived
experience of being a nurse participating in a peer group clinical supervision (PGS)
model in a tertiary health service.
Please read this information carefully. Ask questions about anything that you don’t
understand or want to know more about.
Participation in this research is voluntary. If you don’t wish to take part, you don’t have
to.
If you decide you want to take part in the research project, you will be asked to sign
the consent section. By signing it you are telling us that you:

+ Understand what you have read

« Consent to take part in the research project

You will be given a copy of this Participant Information and Consent Form to keep
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What is the purpose of this research?

The intention of the research is to explore the lived experience of nurses participating
in peer group clinical supervision (PGS) model in a tertiary health service. The
information gathered will attempt to identify challenges, benefits and any possible
organisational challenges as seen by the clinical staff.

It is presumed that the PGS model improves the support processes to registered
nurses in healthcare settings, however these experiences have not been clearly
documented.

It is anticipated that the significance of the research project is seen in knowing the
first-hand experience of staff utilising the PGS model to support their professional
practice.

By participating in this research, you are providing key information into the lived
experience of nurses participating in peer group clinical supervision (PGS) model in a
tertiary health service.

The results of this research will be used by the researcher Mrs Tracey Tulleners to
fulfil the requirements of the Doctor of Philosophy (PhD).

What does participation in this research involve and what do | have to do?
Participation in this research project will involve you being interviewed by the principal
investigator about your lived experience of being a nurse participating in peer group
clinical supervision (PGS) model in a tertiary health service.

The interviews will be approximately one (1) hour in duration. These interviews will be
in the form of a selected number of open-ended questions related to the topic of the
lived experience of PGS. The interviews will be conducted either in a quiet location
convenient to your workplace, to avoid excess travel or via videoconferencing
platforms such as Zoom.

The interview will be video recorded and later transcribed into written form. You will
be sent a written copy of the interview so that you can verify the accuracy of its
contents and change or add to your responses.

All information gathered from the interview will remain confidential and at no stage will
your name or any identifiable information be required. Data analysis utilises de-
identified data and all interviews will be allocated a code only.

All collected information both by recordings and written word will be stored securely in
a locked filing cabinet and in a password protected computer file only accessible by

the principal researcher.
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The principal researcher will independently analyse the data and discuss data sets
and analysis outcomes with the supervisory team through a checking and auditing
process prior to the determination of concepts arising.
There are no costs associated with participating in this research project, nor will you
be paid.

Do | have to take part in this research project?
Participation is entirely voluntary. If you do not wish to take part, you are not obliged
to.
If you decide to take part and later change your mind, you are free to withdraw from
the project at any stage. Any information already obtained from you will be destroyed.

What are the possible benefits of taking part?
The benefit of the research is in documenting the experience of RNs engaged in
PGS to further improve and inform the contribution of PGS in healthcare practice.
The significance is in learning more about nurses ‘experience by hearing directly
from nurses engaged in the PGS model in the tertiary healthcare context.

What are the possible risks and disadvantages of taking part?
To minimise any risk to you, you will be sent the transcript of the interview once it has
been completed and given the opportunity to verify, clarify or make any additions that
you see appropriate.

What if | withdraw from this research project?
Your decision whether to take part or not to take part, or to take part and then withdraw
will not affect your relationship with the University of Southern Queensland (USQ) or
with your workplace, Metro South Hospital and Health Service (MSHHS).
If you decide to participate, but later to withdraw from this project, please notify the

researcher.

Part 2 How is the research project being conducted?

1.

2.

What will happen to information about me?
All information gathered from the interview will remain confidential and at no stage will
your name or any identifiable information be required. Data analysis utilises de-
identified data and all interviews will be allocated a code only.
All collected information both by recordings and written word will be stored securely in
a locked filing cabinet or in a password protected computer file only accessible by the
principal researcher.

Complaints
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3.

The research has been approved and will be monitored by the University of Southern
Queensland Human Research Ethics committee. If you have any questions or
concerns about the research at any time, you can raise these with the Ethics Officer
using the contact details set out below.
If you have any ethical concerns with how the research is being conducted or any
queries about your rights as a participant, please feel free to contact the University of
Southern Queensland Ethics Office as follows:

Ethics and Research Integrity Officer

Office of Research and Higher Degrees

University of Southern Queensland

West St Toowoomba 4350

PH: 4631 2690

Email: ethics@usqg.edu.au

Who is organising the research?

This research project is being conducted by Mrs Tracey Tulleners

4.

5.

Who has reviewed the research project?

All research in Australia involving humans is reviewed by an independent group of
people called a Human Research Ethics Committee (HREC). The ethical aspects of
this research project have been approved by the HREC of Metro South Hospital and
Health Service and University of Southern Queensland.

This project will be carried out according to the National Statement on Ethical Conduct
in Human Research (2007). This statement has been developed to protect the
interests of people who agree to participate in human research studies.

Further information and who to contact

The person you may need to contact will depend on the nature of your query.

Should you have any queries regarding the progress or conduct of this research, you can

contact the principal researcher:

Mrs Tracey Tulleners

School of Nursing and Midwifery

University of Southern Queensland
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Consent Form - Adult providing own consent.
Title of Project: The interpretation of Peer Group (clinical) Supervision in nursing: An
interpretive phenomenological study
Name of Researcher: Mrs Tracey Tulleners- University of Southern Queensland
Name of Associate Researchers: Associate Professor Christina Campbell and Dr
Melissa Taylor University of Southern Queensland (USQ)
Research site name: Metro South Hospital and Health service (MSHHS)

Declaration by Participant

| have read the Participant Information Sheet, or someone has read it to me in a language
that | understand.

| understand the purposes, procedures and risks of the research described in the project.

| have had an opportunity to ask questions and | am satisfied with the answers | have
received.

| freely agree to participate in this research project as described and understand that | am
free to withdraw at any time during the project without affecting my future studies or
employment.

| understand that | will be given a signed copy of this document to keep.

| confirm that | am over 18 years of age.

Name of Participant (please print)

Signature Date

Name of Witness to Participant signature (please print)

Signature Date

* Witness is not to be the investigator, a member of the study team or their delegate. In the
event that an interpreter is used, the interpreter may not act as a witness to the consent
process. Witness must be 18 years or older.

Declaration by Senior Researchert

| have given a verbal explanation of the research project; its procedures and risks and |
believe that the participant has understood that explanation.
Name of Principal Researcher (please print)

Signature Date

T A senior member of the research team must provide the explanation of, and information
concerning, the research project. Note: All parties signing the consent section must date their

own signature.
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Form for Withdrawal of Participation - Adult providing own consent.

Title of Project: The interpretation of Peer Group (clinical) Supervision in nursing: An
interpretive phenomenological study

Name of Researcher: Mrs Tracey Tulleners- University of Southern Queensland

Name of Associate Researchers: Associate Professor Christina Campbell and Dr

Melissa Taylor University of Southern Queensland (USQ)

Research site name: Metro South Hospital and Health service (MSHHS)

Declaration by Participant

| wish to withdraw from participation in the above research project and understand that
such withdrawal will not affect my employment with MSHHS or my relationship with
the University of Southern Queensland (USQ).

Name of Participant (please
Signature

In the event that the participant’s decision to withdraw is communicated verbally, the

Senior Researcher will need to provide a description of the circumstances below.

Declaration by Senior Researchert

| have given a verbal explanation of the implications of withdrawal from the research

project, and | believe that the participant has understood that explanation.

Name of Senior Researcher®

(please print)

Signature

T A senior member of the research team must provide the explanation of and
information concerning withdrawal from the research project.

Note: All parties signing the consent section must date their own sign
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APPENDIX E: CODING PROGRESSION EXAMPLE

Coding 1 Coding 2 Coding 3 Coding 4 Coding 5
Employment Employment Employment Participant roles The unique
position position position individual
Give and take Give and take Recommendations | Peer group For me

supervision
practice
Group dynamics Group dynamics Not for everyone There needs to be | About me
value
Size matters Exposure The Art of PGS Recommendations | Beyond me
Group rules Size matters There needs to be | Not for everyone The unique group
value
Is PGS vital Group rules The cohesive The foundations Working together
group
Not for everyone Is PGS vital Group dynamics Attendance Our rules
matters
Other sources Not for everyone | Peers Finding peers My peers
Own your PGS Other sources Size matters Participation is Broken trust
important
PGS attendance Own your PGS Group rules Professional The foundations
obligations
PGS is not just for | PGS attendance | The ugly- Broken | The unique group | Professional
us trust obligations
Safe place PGS is not just for | The foundations Broken trust Participation is
us important
Shared values Safe place PGS attendance My peers Finding peers
The Art of PGS But cautious Professional Our rules Attendance
obligations matters
The bad (barriers | Shared values Where are our Working together | Recommendations
to PGS) peers
The good The Art of PGS Who should Size matters Not for everyone
(benefits) participate
Future me There needs to The unique The unique Peer group
be value individual individual supervision
practice
The purpose of The bad (barriers | About me About me There needs to be
PGS to PGS) value
The ugly- Broken | The good Own your PGS My story Participant roles
trust (benefits)
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We are in this Future me PGS is two way There is purpose
together
Where are our Miss it The purpose of Two way street

peers PGS

Who is in my They understand | Beyond me Beyond me
group

Who should The purpose of PGS is not just for | Not just for me
participate PGS me

The ugly- Broken

We are in this

We are in this

trust together together
We are in this For me For me
together

Where are our New Lens New Lens
peers

Who is in my Safe place Restore me
group

Who should But cautious Safe place
participate

Support and
restore

But cautious

They understand
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