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Self-reflection in cognitive behavioural therapy and supervision

Jan Prasko®¢, Petr Mozny"<, Miroslav Novotny©¢, Milos Slepecky®:, Jana Vyskocilova®

Objective. Supervision is a basic part of training and ongoing education in cognitive behavioural therapy. Self-reflection
is an important part of supervision. The conscious understanding of one’s own emotions, feelings, thoughts, and
attitudes at the time of their occurrence, and the ability to continuously follow and recognize them are among the
most important abilities of both therapists and supervisors. The objective of this article is to review aspects related to
supervision in cognitive behavioural therapy and self-reflection in the literature.

Methods. This is a narrative review. A literature review was performed using the PubMed, SciVerse Scopus, and Web
of Science databases; additional references were found through bibliography reviews of relevant articles published
prior to July 2011. The databases were searched for articles containing the following keywords: cognitive behavioural
therapy, self-reflection, therapeutic relationship, training, supervision, transference, and countertransference. The
review also includes information from monographs referred to by other reviews.

Results. We discuss conceptual aspects related to supervision and the role of self-reflection. Self-reflection in therapy
is a continuous process which is essential for the establishment of a therapeutic relationship, the professional growth
of the therapist, and the ongoing development of therapeutic skills. Recognizing one’s own emotions is a basic skill
from which other skills necessary for both therapy and emotional self-control stem. Therapists who are skilled in un-
derstanding their inner emotions during their encounters with clients are better at making decisions, distinguishing
their needs from their clients’ needs, understanding transference and countertransference, and considering an optimal
response at any time during a session. They know how to handle their feelings so that these correspond with the situ-
ation and their response is in the client’s best interest. The ability to self-reflect increases the ability to perceive other
people’s inner emotions, kindles altruism, and increases attunement to subtle signals indicating what others need or
want. Self-reflection may be practised by the therapists themselves using traditional cognitive behavioural therapy
techniques, or it may be learned in the course of supervision. If therapists are unable to recognize their own thoughts
and feelings, or the effects of their attitudes in a therapeutic situation, then they are helpless against these thoughts
and feelings, which may control the therapist's behaviour to the disadvantage of the client and therapist alike.
Conclusion. Training and supervision focused on self-reflection are beneficial to both supervisees and their clients.
The more experienced the supervisor is, the more self-reflection used in therapy and supervision.
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INTRODUCTION tention takes in whatever passes through awareness as
an interested yet unreactive witness. Self-reflection is not
Conscious understanding of one’s own emotions, feel-  attention that gets carried away by emotions, overreacting
ings, thoughts, and attitudes at the time of their occur- and amplifying what is perceived. Rather it is a neutral
rence, and the ability to continuously follow and recognize = mode that maintains self-reflectiveness even amidst tur-
them are among the most important abilities of thera- bulent emotions. To refer to an awareness of the thought
pists and supervisors. Boud et al.! defined self-reflection  process and of one’s own emotions, the terms metacogni-
as intellectual and affective activities in which individu- tion® and metamood, respectively, are used. In this text,
als engage to explore their experiences in order to reach  both will be referred to as self-reflection or self-awareness,
a new understanding and appreciation. Socrates’s rule  since in most cases cognitive and emotional reactions are
to “know thyself” is likely to be related to this essential  simultaneous and both occur at the same time during self-
prerequisite for lifelong wisdom - a constant awareness  reflection, like two sides of the same coin.
of one’s own feelings and an openness to them. Self- Self-reflection in therapy has been described as a cy-
reflection may also be characterized as non-reactive and  clic process in which the therapist critically assesses emo-
non-judgemental attention to our inner states’. Such at- tional and cognitive experiences, observes behavioural
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reactions, uses an inner dialogue and generalization to
achieve insight, and changes the original attitudes and
convictions concerning a therapeutic (or supervisory)
situation*®. In self-reflective awareness, the mind wit-
nesses and explores all experiences, including emotional
and physical reactions™.

METHOD

This is a narrative review. A literature review was per-
formed using the PubMed, SciVerse Scopus, and Web
of Science databases; additional references were found
through bibliography reviews of relevant articles. The
search included papers indexed by the web-based elec-
tronic databases mentioned above published prior to July
2011. Databases were searched for articles containing the
following keywords: cognitive behavioural therapy, self-
reflection, therapeutic relationship, training, supervi-
sion, transference, and countertransference. The search
was performed by repeated use of the words in different
combinations with no language or time limitations. The
articles were collected and sorted by relevance, and key
articles listed in the reference lists were also searched.
The review also includes information from monographs
referred to by other reviews. Thus, the article is a review
with conclusions concerned with self-reflection in cogni-
tive behavioural therapy and supervision.

THE SIGNIFICANCE OF SELF-REFLECTION

Self-reflection plays an important role in establishing
a therapeutic relationship®!'. Self-reflection in therapy
is a continuous process. Realizing one’s own inner ex-
periences is an essential skill, from which other skills,
knowledge, and attitudes necessary for therapy may stem.
These include the recognition of one’s role as a therapist,
acknowledgement of transference and countertransfer-
ence, emotional self-control, and continuous development
of therapeutic competencies'>!3.

In his Declarative-Procedural-Reflective (DPR) model,
Bennett-Levy'* provided a useful model for conceptual-
izing therapist skill development. The model identifies
three information processing systems'!:

1) The declarative system is a knowledge system founded
on an intellectual understanding of theoretical models
and their practical consequences'®. When applied to
self-reflection, it is the knowledge of what self-reflec-
tion and its significance are, how it may be trained,
etc. Although such knowledge is fundamental for other
systems, it is just a theory that cannot provide good
therapy practice without practical experiences.

The procedural system is a storehouse of skills, at-
titudes, and behaviours in action. It involves practical
competence, skills, and professional artistry. The sys-
tem is supplied through training and practical experi-
ence with clients.

The reflective system is crucial for ongoing skill devel-
opment". Its role increases mainly when the acquired

2)

3)
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declarative knowledge and procedural skills are insuffi-
cient because the current situation is complicated, the
client is resistant to previous approaches, or transfer-
ence and countertransference occur. The capacity for
self-reflection differentiates the average therapist from
the expert therapist'®. This system is mainly built by
supervision and regular self-reflection.

Therapists who are skilled in understanding their inner
emotions during their encounters with clients are better
at making decisions, distinguishing their needs from their
clients’ needs, understanding transference and counter-
transference, and considering an optimal response at any
time during a session'>?°. They know how to handle their
feelings so that these correspond with the situation and
their response is in the client’s best interest. Self-reflecting
therapists continuously recognize their own cognitive and
emotional functioning, and their emotional expressions
are cultivated’®. Knowing one’s own reactions becomes
a basis for independence, awareness of limitations, and
mood control. Self-reflection is particularly important
when working with difficult clients. Hoffart et al.?' ex-
amined whether therapists’ emotional reactions to their
agoraphobic clients mediate the effect of personality dis-
orders in patients and interpersonal problem behaviours
on the outcome of treatment. The severity of personality
disorder was significantly related to the therapists’ feelings
of insecurity. A higher level of therapist insecurity was
related to poorer treatment outcomes.

Jennings and Skovholt?? studied the personal charac-
teristics of master therapists to show that reflectiveness
plays a crucial role in their therapeutic functioning. These
master therapists appear to have emotional receptivity
defined as being reflective, non-defensive, and open to
even negative feedback. These experts typically desire to
learn and understand the ambiguous nature of their life
experiences and use self-reflection both in their therapeu-
tic practice and in their personal lives to better understand
themselves and others.

The ability to self-reflect also increases the ability to
perceive other people’s inner emotions, kindles altruism,
and increases attunement to subtle signals indicating
what others need or want>?*. Developing self-reflection
is particularly important, as studies have shown that as
many as 60% of clinical psychologists work with their
clients even at times when they feel unwell and their
work is not effective?. Training attention onto one’s own
emotions and the ability to self-reflect may increase the
ability to recognize personal discomfort, preventing any
negative impact on clients'”?’. Training self-reflection in
therapy is extremely important for beginner therapists,
since this skill aids in developing critical thinking and
ethical decision-making. From a transcultural perspective,
the therapist’s self-reflection is an integral component of
the process of establishing a relationship, sharing power,
and encouraging the client’s opinion. For culturally sensi-
tive practice, it is important to realize how the cultural,
ethnic, or racial identities of the client, supervisor, and
supervisee influence the therapeutic and supervisory re-
lationships?.
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Reflectiveness is frequently used as a synonym for
self-reflection. During teacher trainer programmes, it is
considered an essential element for developing the ability
to think critically?”?. It is also applied in medical®*® and
health care’ education. A study of nearly 200 medical
students showed that continuous reflection is one of the
key components of their training, enabling an increase
in their ability to learn more skills during their courses®.
Similarly, reflectiveness has been taught during the train-
ing of professionals caring for mentally disabled patients,
and for their supervision?33.

In summary, the ability to self-reflect improves both
procedural experience in the therapeutic process and the
clinicians’ ability to continually use their own emotions
to better understand the therapeutic relationship3*35.
Such ongoing self-reflection is similar to non-judgemental
awareness as applied in mindfulness techniques?®.

DEVELOPMENT OF SELF-REFLECTION

The general ability to self-reflect increases in the
course of the therapeutic training itself, and the ability to
self-reflect during therapy increases in the course of super-
vision*"3, Self-reflection may be practised by the therapist
using traditional cognitive behavioural therapy techniques
or may be learned in the course of supervision®*. When
practising self-reflection, a vicious circle may be used to
map one’s own reactions to the patient’.

One option is to record automatic thoughts regularly
after sessions, when therapists have enough time to con-
sider what was happening and what they actually want,
as well as why they react emotionally and behave in a par-
ticular manner. Another possibility is to use the downward
arrow technique to analyse the therapist's own schemata

for a better understanding of the attitudes that give rise to
particular thoughts, emotions, and behaviour'.

It is also possible to make notes about one’s thoughts
during therapy sessions or when reviewing recordings of
one’s sessions with the patient*. Initially, supervisees
are concerned about recording, since they feel insecure
about their skills and fear negative evaluation from oth-
ers as well as from themselves once they see the record-
ing* (Hawkins and Shohet 2000). Supervision is aimed at
providing the supervisees with a view of themselves that
may produce anxiety at first. In the course of supervision,
howeyver, supervisees usually get used to the process and
ignore the camera after several recordings are made. If
supervision is safe, encouraging, and respectful, recording
causes no problems after a short period of time'.

PROBLEMS WITH SELF-REFLECTION

If therapists are unable to recognize their own
thoughts and feelings, or the effects of their attitudes in a
therapeutic situation, then they are helpless against these
thoughts and feelings, which may control the therapist's
behaviour to the disadvantage of the client or even the
therapist*?. Therapists who are often driven by their emo-
tions are unable to escape them. They often do not realize
their feelings or cognitive reactions, and if they do it hap-
pens only after they act in a particular manner*. They are
controlled by their moods, often act in a countertransfer-
ence manner, and feel helpless in a therapeutic situation**.

Some people have problems with self-reflection. They
hate thinking about themselves, and have problems re-
cording what they think and what is happening in them
emotionally. This often results from mental avoidance.
Deeper self-reflection may bring thoughts and feelings

Behaviour

First, | raise my voice at the patient in reproach, then
| apologize. | say that | cannot handle the patient,
offer a referral to someone else. Then | am
extremely “nice” and empathetic, the session
structure becomes loose, no homework is assigned.

Situation Thoughts

| am critical of —} The patient is not suitable for therapy. He/she does not
the patient for care at all about it!
not bringing | cannot motivate the patient properly.
the Why do | pressurise the patient? | am horrible!
homework. | Once again, | am like my mother.
ask the | simply cannot handle difficult patients!
patient | will never be any good!
whether it is | will never become a good psychotherapist!
sensible to
continue with

Angry at the
the therapy. patient

angry at

oneself
Emotions regretful
sad
helpless
\ Tension, chest tightness, headache,
fatiaue. feelina like crvina.

Phvsical sensations

Fig. 1.
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A vicious circle of reaction to the patient during a therapy session.
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Table 1. Dysfunctional thought record - a therapeutic situation.

Facts against

Alternative
thought:
I believe 0-100%

Emotions:
Intensity 0-100%

Action:
What now
What next time

Situation Automatic Emotions: Facts for
thoughts: Intensity 0-100%
I believe 0-100%
Iam bored and  The patient Boredom 70% The patient
yawning as the keeps saying the Disgust 80% did not do the

patient uses the
same excuse

same things!
It goes nowhere!

Anger 60%
Contempt 50%

homework for
the third time.

The patient
keeps talking
about job dis-
missal; this is a

The patient talks
about what is
most stressful
and what cannot

Boredom 0%
Disgust 30%
Anger 20%
Contempt 0%

Now we will deal
with the most
serious problem.
During the next

again and again. The patient does The patient
not want to solve repeatedly skips
anything! sessions.
The patient feels The patient did
good about this! fewer exposures
than we had
planned.

new problem. be managed. sessions, I will
The patient has  Now the patient tackle both the
already done is disappointed agoraphobia and
many things and that despite the job problem.
improved alot.  much effort to

Now the patient fight phobia,

there is new
stress when look-
ing for a job.
The patient does
not feel good in
this.

is overwhelmed
by being dis-
missed.

The patient did
fewer exposures
but still quite a
lot of them.

The downward arrow - identifying schemata about oneself
‘What does this mean about me?

I cannot treat the patient!

What is so bad about this for me?

Core schema: [ am an incompetent therapist!

‘What would have to be done to make me feel competent?

To be competent, therapy with any patient must be perfect!

The downward arrow - identifying schemata about others
‘What does this mean about the patient?

The patient does that on purpose!

What is so bad about this?

The patients do those things to me on purpose!

‘What would have to be done to make a difference?

All patients should try hard to help me!

that the person prefers not to have. For example, they
might find that they are angry at others, or feel helpless,
sad, or anxious. Such people are told by their cognitive
and emotional schemata that they should not have such
thoughts and feelings, and they have to drive them away,
since these feelings represent weakness or unacceptability
for others®. The same is true for therapists in training.
However, blocks in self-reflection prevent understanding
of countertransference phenomena and may limit the abil-
ity to establish a good therapeutic relationship, since the
therapist is not aware of his or her own share in it*.

SELF-REFLECTION AND SUPERVISION

To a great extent, the therapist learns self-reflection
during the supervision process. Thus, the therapist's atti-
tudes and behaviour may be better utilized for the client's
benefit. During training and supervision, self-reflection
is continuously improved. Therapists who often use self-
reflection in their work gradually increase their ability
to self-reflect. Self-reflection is an important component
of the growth of supervisees’ clinical skills*. Therefore,
it is important that supervisors strengthen the ability to
self-reflect in supervisees. Unfortunately, it is more fre-
quent that supervisors automatically turn their attention
to the technical components of therapy and try to assess

them, neglecting supervisee self-reflection. However, if
insufficient attention is paid to supervisee self-reflection
during supervision, the supervisee may fall into the trap
of misunderstanding the client, and the therapy fails*.
All supervisees, irrespective of how they are trained, may
benefit from more attention paid to self-reflection®.

Feelings of insecurity and dissonance can make the
clinician insecure. These feelings are influenced by the
supervisor’s and supervisee’s personalities as well as by
the supervision environment. In the process of supervi-
sion, self-reflection is learned during a dialogue between
the supervisor and supervisee as they make a combined
effort to understand the supervisee’s emotional reactions
in a particular therapeutic situation or relationship, based
on how the supervisee understands the situation*®*. Self-
reflection may result in a new understanding of the situ-
ation and a new reaction to be used in clinical practice.
Simply, the supervisor and supervisee aim at a better
understanding of how the supervisee thinks, feels, and
behaves in interactions with the client, and then integrate
this understanding into the therapeutic process during the
sessions to come.

In a quantitative study of more than 100 mental health
professionals at five stages in their career, Skovholt and
Ronnestad®® found that the introduction of training of
continuous professional reflection may be a crucial factor
for gradual professional maturation. Moreover, practitio-
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ners who introduced reflective attitudes into their clinical
practice were able to create a supportive and open pro-
fessional environment and often discussed their practice
with their colleagues. In contrast, those who did not use
self-reflection often showed insufficient and fragmented
professional development.

Recordings of supervision sessions or colleague ob-
servations of supervision sessions may be important for
self-reflection®. Feedback from watching recordings may
show very clearly how the supervisor uses self-reflection.
Supervisors may avoid critical self-reflection by asking
the supervisees more and more questions or by respond-
ing with rather general or theoretical answers to ques-
tions. Sometimes, this is referred to as “game playing”.
Supervisors may avoid disclosing their own vulnerability
or try to decrease their level of anxiety and insecurity by
avoiding discussions about sensitive issues>2. Supervisors
may also avoid self-reflection, especially when they are
oversensitive or, conversely, insensitive to criticism, afraid
to show vulnerability, doubtful about supervision skills,
and afraid to admit their ignorance or uncertainty about
anything®**, The fact that a supervisor avoids critical re-
flection may be documented by an emphasis on theory
rather than discussion of personal or professional experi-
ences®’. Self-reflection in supervisors may be strengthened
by methods similar to self-reflection training for thera-
pists, such as records of vicious circles and automatic
thoughts or elaboration of cognitive schemata related to
countertransference.

So far, very little attention has been paid to which
strategies should be used to increase reflective attitudes in
trainees and supervisees. Before supervision is even initi-
ated, supervisors should reflect on their own attitudes to
the supervisee and clarify to themselves how they perceive
the new relationship and what emotions and feelings it
evokes. This self-reflection process also involves attention
to the cultural backgrounds of all participants - supervi-

sor, therapist, and client. If it is beneficial for therapy, the
supervisor may serve as a model for the therapist in how
to reflect one’s own deeper attitudes. At the beginning of
supervision, supervisees tend to be tense, anxious, and
insecure about their therapeutic role. However, they are
highly motivated to do their best*. New trainees may fear
supervisors’ opinions of their work, criticism, compari-
sons with other supervisees, etc. Initially, supervision is
typically characterized by a certain dependence on the
supervisor. However, this may be reduced by self-disclo-
sure, gradually creating a cooperative community of two
partners. Through their own self-disclosure, supervisors
usually inspire supervisees to be less afraid to self-disclose.
The following extract describes self-reflection at the begin-
ning of clinical supervision of a novice therapist undergo-
ing cognitive behavioural training.

Olga is a 28 year old psychiatrist who comes from a
farming family in a small village in Slovakia. She is the
oldest daughter, and took care of her two younger broth-
ers throughout her childhood. Olga’s mother, an efficient,
assiduous, and active woman, has always dominated the
family. These traits were inherited by Olga, who worked
hard academically and graduated from medical school.
Her family is very proud of her. One year after complet-
ing her studies, she moved to the Czech Republic to start
a career in clinical practice, get married, and enter CBT
training.

One of Olga's patients is a 24 year old named Ales.
He is of Romani ancestry, and grew up in a large and very
poor family. As a child, he often starved, wore ill-fitting
and worn clothing, and was beaten by his older siblings.
The family was dominated by the father, an alcoholic who
was frequently unemployed. The mother was submissive
and devoted, caring for her six children as well as she
could. She only occasionally stood up to the father, for
which she was beaten. Ales also worked hard academical-
ly, and graduated from a technical university. He does not

Stimulus:
Behaviour of the

supervisee

—

addressing some
of our core or
determined
schemata

determined rules

worth)

incompetence

Activation of core schema

Consequence:
Compensatory or

safety (avoidance)
behaviour to the supervisee

Activation of compensatory or avoidance

Security (I have to defend myself, control, secure, escape)
Acceptance (I have to punish him / persuade him about my

Appreciation (I have to show my competence / his

ta:

Security (I am threatened)
Acceptance (I am unacceptable)
Appreciation (I am incompetent)

Fig. 2. A chart of counter-
transference in supervision*
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have a partner. He became estranged from the Romani
community, but he does not feel he is good enough for
a white girlfriend. For four years, Ales has suffered from
frequent aggressive obsessions as part of an obsessive-
compulsive disorder.

Olga's supervisor is Roman, a 35 year old clinical psy-
chologist from Prague, who grew up in comfort as the
only child in an intellectual family of generations of uni-
versity graduates. His parents always competed with each
other to see who was right or more competent, who would
have the last word, etc. Despite constant arguments, they
stayed together and basically got on well. Roman got his
degree easily, with little effort. He never worked hard aca-
demically, but instead spent time on hobbies and with
friends in Prague pubs. Roman is currently single. His
previous partner left him for another man about three
months ago, after a long relationship.

Olga and Roman work in different wards of the same
facility. They seem attracted to each other. Once a week
for four months, Roman has supervised Olga’s therapy of
AleS. Roman is aware that Olga has only begun her psy-
chotherapy training and clinical practice. He realizes that
he, Olga, and the patient come from rather different en-
vironments, affecting their basic attitudes, needs, coping
mechanisms, therapy goals, ability to self-disclose, and in-
teractions. Moreover, each of them is currently in a differ-
ent life situation, which may also affect both supervisory
and therapeutic attitudes, as well as the patient’s attitudes.
Roman observes that Olga is very attractive, and sees that
this may influence both his supervision and AleS’s rela-
tionship in therapy. To avoid false preconceptions and to
understand Olga, and Ale$ in the background, as much
as possible, as well as to conceptualize Ale§’s problems
and the supervision of the therapeutic approaches used,
Roman has put much emphasis on Olga’s self-reflection
and on the guided discovery of her own attitudes towards
Ales and herself from the very beginning. As all the par-
ticipants have different cultural and psychosocial back-
grounds, Roman is persuaded that self-reflection will be
important for both Olga and himself, as it produces an
open basis to build on in further supervision and possibly
also in therapy.

During the first supervision session, Roman and Olga
discussed and agreed on a supervision contract. They
openly discussed conditions and limits, emphasizing
the need for open feedback on both sides and agreeing
to be honest under all circumstances and to eliminate
any “game-playing” should it occur. Roman used self-
disclosure as an opportunity to normalize self-disclosure
and personal reflection in the supervisory relationship
by being an example. Roman said that although he was
attracted to Olga, he would do his best not to let this
interfere with the supervision work. Olga admitted that
Roman was also attractive to her, but that she had never
thought of flirting because she had a satisfactory relation-
ship with her husband whom she loved. However, she was
concerned about Roman's intelligence and sophistication,
and feared appearing stupid because she was not as well
versed. She admired him both as a therapist and supervi-
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sor, which could prevent her from disclosing potential
problems. Bilateral self-disclosure helped to alleviate
Olga’s feeling of vulnerability. Roman also said that this
supervision was a personal challenge for him, since he
himself had to deal with the fact that he admired Olga
for another reason: as a person who had worked hard
academically. Since his school years, he had been preju-
diced against people who try hard, and had considered
them boring. But he realized that the attitude that “smart
people do not have to try hard, only dull people try hard”
was wrong and immature, protecting him from the fact
that he had never been determined enough to try hard.
Roman told Olga that he admired her for how hard she
had worked in her life and for what she had accomplished.
His grasp of culture actually was not his achievement, but
simply the result of having been born to a family in which
this was considered normal. What was not considered
normal, on the other hand, were hard work and strong
will, which were normal things for Olga. The contract
encouraged Olga to self-reflect and included a request
for discussing personal experiences in both therapy and
supervision. Olga informed Roman that she had only had
limited therapeutic experience, particularly in terms of
working with people suffering from obsessive-compulsive
disorder.

Roman realized that if his supervision was to help
both Olga and Ales, cultural and social differences should
be included. Therefore he asked Olga about her attitude
towards Romani people. She said that she had no prob-
lems with Ales, whom she considered very intelligent and
whom she admired for having worked hard academically.
However, during her childhood in Slovakia, she had many
Romani schoolmates whom she disliked. They were often
dirty, wore tattered clothes, and had lice. As an adult, she
thinks that she has no prejudices, as she now understands
that Romani people did not choose their fate, had a very
complicated history, and are under pressure to adapt to
the majority. However, she is a bit mistrustful of them,
fearing they may rob her. She has no such feelings with
Ales. Roman admitted to have similar mixed feelings
about Romani people. Rationally, he is persuaded that
they are people like him; he does not think he is more
valuable, and he also realizes that the maladaptive behav-
iour of some of them stems from the history of enforced
coexistence with the majority. On the other hand, he must
admit to a prejudice, mostly in connection with their crim-
inal behaviour, lack of hygiene, and cunning. As a child,
he was beaten and robbed by three Romani boys. On the
other hand, most of the violence he has encountered was
caused by white people. This part of the first supervision
session informed both Roman and Olga of their attitudes
and cultural beliefs concerning Ales’s background.

Then Roman asked Olga about her opinion of famil-
ial influences on Ale§’s attitudes. Olga especially notic-
es that Ales tries hard, as he probably has all his life.
Nevertheless, it is obvious that his education has put him
outside the Romani community, and he has failed to join
the white community. But Olga is very impressed by his
efforts, since she has also tried hard all of her life, and
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Ales had to work under much more difficult conditions
than she did.

It is apparent even in the beginning of the supervisory
relationship that the supervisor has a responsibility to
stress the role of self-reflection and set an example to
the supervisee. The importance of self-reflection may be
emphasized during the establishment of the supervisory
contract when discussing the supervisee’s motivation
and expectations. Later, regular everyday elaboration is
needed?’.

Watkins*® pointed out that the more experienced the
supervisor is, the more self-reflection is used, with the
supervisor's own experiences disclosed during supervi-
sion. Similarly, according to Dunne”’, if supervisees are
to learn to self-reflect well, the supervisor must also per-
form self-reflection. This model is crucial for supervisees’
training?. Thus, supervisors who fail in self-reflection, in
particular in multicultural orientation, also fail to explain
to supervisees how cultural, racial, and ethnic identity
affects the therapeutic and supervisory relationships?.
Understanding the cultural, social, political, ethnic, and
personal history of the supervisee before supervision is
initiated aids the supervisor in structuring the supervi-
sion environment much better, for better communication
of positive aspects and stimulation of personal growth.
According to the current transcultural theory in counsel-
ling, individuals with various cultural background may
perceive the supervisor’s signs of confidence and strength
differently®®. Persons from certain cultural groups may
prefer a directive supervisory approach, while others may
prefer a more liberal and individual approach®®. Moreover,
supervisors must be aware of the fact that cultural back-
ground may be associated with different vulnerability and
various styles of self-disclosure. Supervisors also need to
consider their own cultural identity and its impact on
what, as a result, they pay more or, conversely, less at-
tention to®.

CONCLUSIONS

Strengthening reflectiveness in supervisees is a valu-
able way of improving the development of clinical skills
as well as of helping them to continue their professional
growth throughout all stages of their career® 2. Training
and supervision focused on self-reflection are beneficial
to both supervisees and their clients.
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