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The committee was asked to discuss creative interventions in supervision for the 2012 SACES pre-conference. Each committee member responded by addressing a particular area of supervision related to the following: procedures and resources, techniques and theory, and supervisor as person and professional. 
Procedures and Resources

Working with Minors

Eric Davis

Working with minors can be one of the most intimating and confusing aspects of both counseling and supervision. There is a constant need for information and materials to aid both supervisors and counselors in proper means for working with this diverse and high need population. The presenters have provided several documents that have been utilized in their work with minors and their parents to ensure clear and correct information has been provided regarding counseling services. Each of these forms can be edited to match the needs of your specific population and location. The documents include the following:

· A sample child intake form.

· A family problem solving plan.

· A self-supervision form.

· A termination agreement.

· A treatment form.

· A list of university supervision requirements.

Techniques and Theory

Reality Therapy and Supervision

Eric Davis

One of the most important aspects of being an effective counselor is to have a firm grounding in theoretical understanding. This fact holds true for supervision as well. It is imperative that supervision is based in a sound theoretical orientation to ensure there is a foundation for understanding and growth. Dr. William Glasser’s choice theory and reality therapy can provide such foundation.  The following components of Dr. Glasser’s can be adapted for use in supervision with counselors-in-training.

· Overview of Choice Theory (Glasser, 1998)

A. Humans choose all behaviors to meet basic needs (survival, power, freedom, fun, love and belonging, spirituality)

B. All issues are related to unhappy relationships

C. Belief that society function on external control psychology vs internal control psychology

D. Concept of quality world (people, things, beliefs we view as meaningful-provides valuable insight into a person’s worldview)

E. Concept of total behavior (acting, thinking, feeling, and physiology); disconnecting and connecting behaviors

· Reality Therapy Environment (Glasser, 1998; Wubbolding, 2000)

A. Relationship based in the present is primary and essential to exploration and growth (friendliness, fairness, and firmness)

B. Use of attending skills vital (listening, summarizing, etc.)

C. Use reframes, humor, self-disclosure, metaphors, themes, silence

D. Appropriate boundaries must be established

E. Allow consequences

F. Always follow-up and follow through

G. Primary goal is to help supervisee to increase choices

· Lead Management (Glasser, 1994)

A. Engage in discussion of what is quality performance

B. Model appropriate behavior and encourage input

C. Encourage self-evaluation of work

D. Encourage continual improvement

· Principles of Reality Therapy Supervision (Appel, 1985; Robey & Cosentino, 2012)

A. Supervisees are internally motivated (may be realistic, idealized, etc.)

B. Supervisees are motivated by needs (i.e. improving skills=power/control)

C. Supervisees will choose behaviors to meet these needs

D. Supervisors will model behavior that teaches flexibility and adaptability

· 5 Cycle Process of Reality Therapy Supervision (Peterson & Parr, 1989; Robey & Cosentino, 2012)

A. Pre-observation

B. Observation

C. Analysis

D. Feedback

E. Evaluation & brainstorming
· Technique (Wubbolding, 2000)

A. WDEP

1. Wants-explore, gain perspective, seek commitment

2. Doing-examine current behaviors, thoughts, and feelings related to the situation 

3. Evaluation-evaluate these aspects 

4. Planning-help develop plans to change these aspects to achieve the wants

B. This is a cyclical, measureable, and adaptable to person, approach, activity, etc.
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Using the Myers-Briggs Type Indicator (MBTI) in Supervision

Anita A. Neuer Colburn, PhD, ACS, NCC


Supervisors who are familiar with MBTI preferences can use this knowledge to enhance the supervision relationship in three different ways. First, knowledge of supervisee preferences can inform the manner with which certain supervision interventions are delivered, resulting in the supervisee feeling more “understood” by the supervisor. Second, supervisors and supervisees can use knowledge of one another’s typological preferences to enrich discussions about the quality of their supervision relationship. Finally, the supervisor can teach the supervisee about typological preferences so that the supervisee can teach MBTI to her/his clients.  


Adjusting the delivery of supervisory interventions may be more or less challenging, depending on the clarity of the supervisor’s own preferences. For example, an introverted supervisee might appreciate the chance to consider feedback on their counseling tapes before having a conversation about it, whereas an extraverted supervisor may be more comfortable viewing, giving feedback, and discussing in the same session. A supervisor with a preference for intuition may ask a supervisee a question like, “what do you feel is happening in this session with your client?” when the supervisee with a sensing preference actually needs more specific questions, and might be unsure how to respond to the supervisor’s query.  A supervisee with a preference for feeling may need her/his thinking supervisor to soften their approach when giving evaluative feedback.  Supervisors with a preference for perceiving may inadvertently irritate their judging supervisees by not being organized and not giving the supervisee more concrete information.


When supervisors and supervisees are both aware of the dynamics of psychological type and of their own MBTI preferences, this knowledge can be integrated into their ongoing discussions about the dynamics of the supervision relationship.  Knowledge of preferences should not used as excuses (i.e., “You know I can’t talk about feedback on the spot  - - I’m an introvert”); rather, such knowledge should be used to enhance communication about supervision dynamics (i.e., “I’d like you to think about this for a few minutes before saying anything, since I know that it’s easier for you to process on your own before responding” or “What is it like for you to be discussing this here in the moment instead of having time on your own to consider my input before responding?”).  For the developmentally advanced supervisee, knowledge of typological preferences can be used to help the supervisee develop their clinical skills in a more complete manner.


As supervisors and supervisees become more comfortable utilizing the lens of the MBTI to assess some of the dynamics in their own relationships, the supervisee may be ready to utilize knowledge of preferences with their clients – either to help enhance the therapeutic relationship, or to help clients better understand their own interpersonal relationships.  The supervisor can utilize parallel process to initiate this.  For example, if the supervisee is reporting a “disconnect” in their relationship with a client, the supervisor might suggest incorporating a lens of MBTI preferences to enhance the supervisee’s understanding of the relationship dynamics with their client.  Or, when the supervisee is frustrated about not being able to get their client to try a different “better” way of getting along with certain people in their life, the supervisor can facilitate conceptualization of the issue using the lens of MBTI and psychological type.  The supervisor might ask if the client’s difficulty is in any way similar to a preference-related misunderstanding that might have occurred previously between supervisee and supervisor.


The incorporation of MBTI in clinical supervision should be tempered with awareness of the supervisor’s own preferences, the development of the supervisee, and the development of the supervision relationship.
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Incorporating and Using the EMDR Targeting Sequence for Clinical Supervision

Jill Duba Sauerheber, PhD, LPCC, NCC, Reality Therapy Certified, EMDR Certified
Eye Movement Desensitization and Reprocessing, or EMDR is a comprehensive eight phase treatment approach which includes the consideration of (a) past experiences; (b) current anxieties and maladaptive responses; and (c) future plans for optimizing responses to the given triggers or presenting issue. EMDR has been found to be an effective technique in treating complex, as well as less troubling experiences. Furthermore, providers of EMDR are formally trained. However, while phase three of the structured protocol is meant target an issue for reprocessing, it also includes questions that can serve as a backdrop for discussion in supervision. That is, these questions can be used help supervisees consider their intra-personal process as it relates to their relationship to clients. The phrase three targeting sequence is outlined below (Shapiro, 2001, p. 17): 

· Image: What picture or image best represents the worst part of the incident? 

· Negative Cognition, or irrational believe: What words go best with that picture that express your negative belief about yourself now? 

· Emotions. Link the image and your negative cognition together. What emotions do you experience when you link them?  

· Body Sensation. Scan your body. What sensations are you experiencing when you link (repeat the Negative Cognition) and (mention the image)? On a scale of 0 to 10, with 10 being extremely disturbing and 0 being no disturbance, how disturbing is this for you? 

· Positive Cognition, or desired belief: When you bring up that picture, what would you like or prefer to believe about yourself now? On a scale of 1 to 7, with 7 being that you believe this to be true right now, how true is (repeat Positive Cognition)? 

This targeting sequenced was used in supervision. The follow case has been edited to maintain confidentiality. 

Case Example. Jana was about 2 months into her practicum when she began seeing a client diagnosed with diagnosed with Borderline Personality Disorder. During the beginning of this therapeutic relationship, Jana felt very connected to the client. In fact the client had told Jana that she was the “only therapist that ever paid attention” to her. Jana was excited about this. However, during the sixth session, the client accused Jana of ignoring her when she was waiting in the lobby before the session. The client told Jana that she “was just like the rest. Rude! Inconsiderate! And Incompetent!” About 10 minutes into the session, the client stormed out. Jana came to supervision that week feeling crushed. The supervisor listened and then introduced characteristics of Borderline Personality Disorder, specifically related to how this may play out in supervision. Jana agreed, stating that she learned about this in her diagnosis class. 

Jana returned to supervision the next week looking glum. She reported that she had a “terrible week and could not connect with her clients.” The supervisor asked Jana to close her eyes and focus on her breathing. She asked her to focus on a picture or image that best represents the worst part of the experience with the client. Jana responded, “her storming out the room and me just sitting there not knowing what to do.” The supervisor then asked her, “what words go best with that picture that express a negative belief about yourself. You can respond by filling in the blank, ‘I am _____.’” Jana was responded, “I am unlikable.” Then the supervisor asked her to link the image and “I am unlikeable” with any emotions that she is experiencing. Jana put her head down, and said, “sad. Very sad.” The supervisor was silent for a few moments and then said, “Let’s have you scan your body. What sensations are you experiencing right now when you link, ‘I am unlikeable’ with “her storming out the room and me just sitting there not knowing what to do.’ Jana wrapped her arms around herself and said, “I feel an empty sort of feeling in her stomach and my heart hurts.”  The supervisor gently instructed Jana to just sit in the experience. After a few moments Jana raised her head, recollecting with tears in her eyes, “Wow. I was really good friends with a neighbor girl. We ended up getting in a very big fight. It was mostly my fault. I felt really bad about it. I never had the chance to apologize. She left unexpectantly to live with her father. I never saw her again. I really feel bad about it. No wonder I feel so bad about this client walking off and leaving. I suppose though, the difference is that I did not intentionally do anything to hurt her.” The supervisor followed up with asking Jana, “when you bring up that picture, what would you like to believe about yourself.” Jana responded, “I am okay. I did not mean any harm.” She was silent and then spoke again, “This was not my fault.”

The insight that was initiated was two-fold. First, Jana realized that despite an event happening many years ago, she is still sad about it as an adult. Secondly, Jana was able to link this painful experience to how she was responding to a client. The supervisor and Jana might have a conversation about what Jana might do when she is triggered again in a similar way. Jana also has a structure to use when she is triggered by other clients in different ways. 
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Supervisor as Person and Professional

Promoting Personhood of the Counselor in Supervision

Corrine R. Sackett, Ph.D., LMFT

Personhood of the Counselor

“… the therapist should be, within the confines of this [therapeutic] relationship, a congruent, genuine, integrated person.  It means that within the relationship he is freely and deeply himself, with his actual experience accurately represented by his awareness of himself.  It is the opposite of presenting a façade…” (Rogers, 1992, p.828). Counselor transparency is crucial to clients opening up, and serves as a model for clients- relational learning from this can be translated to other relationships for client (Knight, 2012).

Personhood of the Supervisor

Supervisors engaging in use-of-self helps the supervisory alliance and promotes trust (Knox, Burkard, Edwards, Smith, & Schlosser, 2008; Ladany & Walker, 2003; Ladany, Walker, & Melincoff, 2001). It fosters an environment where counselor is more likely to be open and honest; including talking openly about the supervisory relationship especially when conflict and especially when supervisor talks about screwing up/vulnerabilities. This encourages counselor to be more open and honest (Knight, 2012).

Recommendations from Supervisees to Supervisors

· Trust that supervisee can handle the truth

· Be comfortable delivering the truth

· Supervisee needs to know you care about them

· Be observant of how they are and what kind of person they are, and see what they need 

· Ask- What are YOU thinking and feeling in session? 

· Model by being human in supervision

· Model immediacy in supervision

· Encourage peers to practice immediacy with each other 
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