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BUILDING CAPACITY IN REFLECTIVE PRACTICE: A TIERED MODEL OF STATEWIDE
SUPPORTS FOR LOCAL HOME-VISITING PROGRAMS
CHRISTOPHER L. WATSON, ANN E. BAILEY, AND KAREN J. STORM

University of Minnesota
This preliminary study examines an initiative to further develop capacity in reflective practice among public health home visitors and
their supervisors. A Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Expansion Grant to the Minnesota Department of Health funded
the development of a tiered structure to support reflective practice within county public health agencies throughout the state. Study data revealed a
general consensus among individuals at all levels of the county programs that state supports were adequate to implement reflective practice. Although
there were no significant changes in home-visitor and supervisor scores on a standardized measure linked to reflective functioning and reflective
practice, a majority of home visitors and supervisors perceived that their knowledge and skills in reflective practice had increased during the evaluation
period. A standardized measure of employee burnout did not reveal significant changes in either “depersonalization” (indicating burnout) or “personal
accomplishment” (a mitigating factor in burnout) subscales; however, home visitor “emotional exhaustion” subscale scores did increase over the
evaluation period. In contrast to the subscale results, home visitors reported a sense of accomplishment in their reflective work and that they value
“releasing” emotions in a safe environment during reflective supervision.

ABSTRACT:

Keywords: reflective practice, reflective supervision, burnout, statewide system capacity building, home visiting
RESUMEN: Este estudio preliminar examina una iniciativa para desarrollar más capacidad en la práctica con reflexión entre quienes hacen visitas a casa como parte de la salud pública y sus supervisores. Los fondos de una Donación para la Expansión de Visitas Maternales, de Infantes
y Temprana Niñez a Casa (MIECHV) al Departamento de Salud de Minnesota (MDH) se usaron para el desarrollo de una estructura de niveles para apoyar la práctica con reflexión dentro de las agencias de salud pública de los condados a través del estado. La información del estudio revela un consenso general entre los individuos a todos los niveles de los programas de los condados de que los apoyos del estado fueron
adecuados para implementar la práctica con reflexión. Aunque no se dieron cambios significativos en los visitantes a casa y los puntajes del supervisor en cuanto a una medida estándar asociada con el funcionamiento reflexivo y la práctica con reflexión, la percepción de una mayorı́a de
los visitantes a casa y supervisores es que su conocimiento y habilidades en práctica con reflexión habı́a mejorado durante el perı́odo de evaluación. Una medida estándar del agotamiento del trabajador no reveló cambios significativos en las sub-escalas de “despersonalización” (indicando
agotamiento) o de “logros personales” (un factor mitigante en el agotamiento); sin embargo, los puntajes en la sub-escala de “sentirse emocionalmente exhausto” aumentaron a través del perı́odo de evaluación. En contraste con los resultados de sub-escalas, los visitantes a casa reportaron
un sentido de logro en su trabajo con reflexión y que ellos dan valor a “dejar salir” las emociones en un ambiente seguro durante la supervisión
reflexiva.

Palabras claves: práctica con reflexión, supervisión reflexiva, agotamiento, aumento de la capacidad del sistema estatal, visitas a casa
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RÉSUMÉ: Cette étude préliminaire examine une initiative pour développer plus profondément la capacité à la pratique de réflexion chez les visiteurs
à domicile du domaine de la santé publique et leurs superviseurs. Une bourse d’expansion offerte par le Département de la Santé de l’état américain
du Minnesota pour le programme de Visite à Domicile Maternelle, du Nourrisson et de la Petite Enfance a financé le développement d’une structure
pyramidale afin de soutenir la pratique de réflexion au sein même des agences de santé publique des comtés au travers de l’état. Les données de l’étude
font état d’un consensus général entre les individus à tous les niveaux des programmes des comtés selon lequel les soutiens de l’état étaient insuffisants
pour ce qui concerne la mise en oeuvre de la pratique de réflexion. Bien qu’il n’y ait eu aucun changement dans les scores des visiteurs à domicile et
des superviseurs sur une mesure standardisée liée au fonctionnement réflexif et à la pratique de réflexion, une majorité des visiteurs à domicile et des
superviseurs a perçu que leurs connaissances et leurs compétences en pratique de réflexion avaient augmenté durant la période d’évaluation. Une mesure
standardisée de surmenage des employés n’a révélé aucun changement, que ce soit dans la sous-échelle “dépersonalisation” (indiquant un surmenage)
ou dans la sous-échelle “la satisfaction personnelle” (un facteur mitigent pour le surmenage). Cependant les scores à la sous-échelle “épuisement
émotionnel” du visiteur à domicile a augmenté durant la période d’évaluation. En contraste avec les résultats de sous-échelle, les visiteurs à domicile
ont fait état d’un sens de réussite dans leur travail de réflexion et du fait qu’ils apprécient le fait de “lâcher” leurs émotions dans un environnement
sécure durant la supervision de réflexion.

Mots clés: pratique de réflexion, supervision de réflexion, surmenage, surcapacité au niveau de l’état aux Etats-Unis, visites à domicile
ZUSAMMENFASSUNG: Diese vorläufige Studie untersucht eine Initiative zur Förderung der reflexiven Praxis bei Hausbesuchern des öffentlichen
Gesundheitssystems und ihren Supervisoren. Die Fördermittel an das “Minnesota Department of Health” (MDH) zur Ausweitung des “Maternal,
Infant, and Early Childhood Home Visiting” (MIECHV) finanzierten die Entwicklung einer gestuften Struktur, die dazu diente, die reflexive Praxis
in den Bezirksgesundheitsämtern im ganzen Staat zu unterstützen. Die Studiendaten zeigten einen allgemeinen Konsens unter den Personen aller
Ebenen der Bezirksprogramme: dass die staatlichen Unterstützungen adäquat waren, um die reflexive Praxis umzusetzen. Auch wenn sich mittels einer
standardisierten Erfassung keine signifikanten Veränderungen in den Werten der Hausbesucher und Supervisoren bezüglich des “Reflective Functioning”
und der reflexiven Praxis zeigten, nahm die Mehrzahl der Hausbesucher und Supervisoren wahr, dass sich ihre Kenntnisse und Fähigkeiten in der
reflexiven Praxis während des Untersuchungszeitraums erhöht hatten. Ein standardisiertes Verfahren zum Burnout von Mitarbeitern zeigte keine
signifikanten Veränderungen in den Subskalen “Depersonalisierung” (was auf Burnout hinweist) oder “persönliche Leistung” (ein mildernder Faktor
in Burnout), allerdings stiegen die Werte der Subskala “emotionale Erschöpfung” bei den Hausbesuchern über den Zeitraum der Untersuchung an.
Im Gegensatz zu den Ergebnissen der Subskalen berichteten die Hausbesucher von einem Erfolgsgefühl bei ihrer reflexiven Arbeit und dass sie die
“Freigabe” von Gefühlen in einer sicheren Umgebung während der reflexiven Supervision schätzen.

Stichwörter: reflexive Praxis, reflexive Supervision, Burnout, landesweiter Aufbau von Systemkapazitäten, Hausbesuche
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* * *
This preliminary study explored both the processes and outcomes of a statewide initiative implemented by the Minnesota
Department of Health (MDH) to build capacity in reflective practice within county-based, public health home-visiting programs.
To accomplish this goal, MDH staff developed a tiered system
of mentoring, consultation, and reflective supervision. This article
contributes a summary of Minnesota’s model of statewide support
and the findings of an implementation study evaluating the model.
Reflective supervision is theorized to have a dual role:
improve practitioner intervention efficacy through adoption of reflective practice principles and provide support for practitioners
whose work can arouse strong emotional reactions (Osofsky, 2009;
Parlakian, 2002). The model grew out of the interdisciplinary infant mental health (IMH) field (Fitzgerald, Weatherston, & Mann,
2011; Larrieu & Dickson, 2009; Weatherston, 2001) and is rooted
in the theory that learning happens in the context of relationships
(Fenichel, 1992; Weatherston & Barron, 2009; Marsili & Hughes,
2009). The mutually created relationship of trust that develops during reflective supervision supports the kind of reflective interaction
necessary for high-quality IMH practice (Kaplan-Estrin & Weatherston, 2005; Weatherston & Barron, 2009; Weatherston, Kaplan,
Estrin & Goldberg, 2009; Heller & Gilkerson, 2009).
Use of reflective supervision as a form of ongoing professional
development is growing rapidly within disciplines and programs
serving infants and toddlers at risk and their families, including
home visiting, early intervention, and Early Head Start (Gilkerson,
2004; Gilkerson & Ritzler, 2005; Heller, Jozefowicz, Reams, &
Weinstock, 2004; Norman-Murch, 2005; Schafer, 2007; Weatherston et al., 2009). Reflective supervision supports home visitors and
other practitioners who seek to understand underlying thoughts,
beliefs, and emotional responses of a baby’s caregiver as well as
their own (Gilkerson & Ritzler, 2005; Neilsen Gatti, Watson, &
Siegel, 2011; Tomlin, Weatherston, & Pavkov, 2014; Weatherston,
Weigand, & Weigand, 2010).
As reflective supervision has grown in use, there have been
efforts to evaluate it. Some have sought to define and operationalize
the process (Ash, 2010, as cited in Gallen, 2013; Tomlin et al.,
2014; Watson, Gatti, Cox, Harrison, & Hennes, 2014) while others

have measured its impact (Ash, 2010, as cited in Gallen, 2013;
Harrison, 2014; Watson & Neilsen Gatti, 2012). Since reflective
supervision is embedded within programs, it also is important to
consider the implementation process to determine the extent to
which the particular inputs and processes of a system impact the
efficacy of the reflective supervision model. To our knowledge,
few studies have explored the implementation process of using
reflective supervision to build reflective practice within statewide
or national systems.
MDH PROGRAM AND EVALUATION GOALS

The goals of MDH home-visiting programs are to “foster healthy
beginnings, improve pregnancy outcomes, promote school readiness, prevent child abuse and neglect, reduce juvenile delinquency,
promote positive parenting and resiliency in children, and promote family health and economic self-sufficiency for children and
families” (Minnesota Department of Health Family Home Visiting Program, n.d.). Home visitors face a range of challenges in
their work, including the risk factors with which families can be
struggling (poverty, food and shelter insecurity, violence in their
communities, adjustment to a new culture, etc.) and the intimacy
and intensity inherent in entering families’ homes to provide support (Lane, 2011; Schafer, 1992; Weatherston & Tableman, 2002).
As the work can arouse intense emotions which can lead to burnout,
reflective supervision can mitigate the impact by helping to clarify
the practitioner’s work scope (Harrison, 2014).
The major goal of the MDH statewide initiative was to successfully establish reflective supervision within home-visiting programs to improve the individual effectiveness of practitioners and,
hence, overall program quality. An additional hypothesized outcome of that effort was a positive impact on home-visitor and supervisor feelings of support and efficacy, and a decrease in stress,
emotional strain, and burnout. The following research questions
were addressed:
RQ1: Were the state supports offered by the MDH sufficient for
implementing reflective practice?
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RQ2: Did supervisors and home visitors who participated in reflective supervision gain new knowledge and skills?
RQ3: Do home visitors and supervisors report less burnout and
increased confidence and successful achievement in their work
as a result of participation in reflective supervision?
These three questions, which were part of a broader evaluation of the capacity-building model, focus on gaining insight
into both the knowledge/skill-building and supportive aspects of
reflective supervision as well as the logistical aspects of building
and maintaining this practice at the local level through statewide
agency leadership and resources. The capacity-building initiative described in this article grew out of an earlier effort, a
mentoring process for a small group of home-visiting supervisors. We will first describe this initial program and then provide
more detail about the subsequent capacity-building initiative.
PROJECT DESCRIPTION
The Initial Mentoring Project

In 2009, with funding from the Administration of Children and
Families, the Minnesota Department of Health (MDH) developed
and implemented an individualized reflective practice mentoring
process for a cohort of eight volunteer supervisors. The goals of
this mentoring process were to promote the supervisors’ capacity in reflective supervision of their home-visiting staff and to
raise awareness and competence in staff related to the provision of
relationship-based, reflective interventions for families. At the end
of the mentoring process, both supervisors and home visitors reported positive impacts such as an increase in their self-ratings on
specific reflective practice-related capacities (J. Hennes, personal
communication, May 6, 2013).
The Current Study

The Maternal Infant and Early Childhood Home Visiting
(MIECHV) Program, created by the federal government as part
of the Affordable Care Act of 2010 (Secretary, H.O. (2015). vhealthcare-workforce.pdf, p. 1245), offered states an opportunity
to compete for funding to further support home visiting. States were
allowed to design their own programs to accomplish this goal. The
MDH viewed reflective practice and reflective supervision as important components of quality home-based programs. Its earlier
success in supporting reflective supervision for home-visiting supervisors provided evidence for the MDH to propose a project that
placed a unique emphasis on reflective supervision as the primary
means to support reflective practice within local home-visiting programs across the state. Figure 1 provides a visual representation
of the MDH reflective practice capacity-building program. The
tiered delivery structure supports a parallel process of promoting
reflective practice.
Minnesota counties were assessed in the areas of maternal and newborn health (i.e., inadequate prenatal care, substance
exposures, interbirth intervals, breast-feeding), child injury (i.e.,
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maltreatment and emergency department visits), and economic
self-sufficiency (i.e., uninsured, low maternal education, Medicaid
births, unemployed). Those counties found to have populations at
the highest risk were invited to participate in the MIECHV Expansion Project. Minnesota programs funded through the MIECHV
grant could choose to use either or both MDH-approved national home-visiting models—Nurse Family Partnership (NFP)
and Healthy Families America (HFA)—for participation in the
MIECHV Expansion Project.
Terminology used to refer to reflective processes and functions are frequently confusing. For the purposes of this study,
reflective supervision refers to the regular, ongoing support given
by onsite supervisors to the home visitors in their program and
is a strategy to increase reflective capacity. Reflective consultation
refers to the support given by the two MDH mentors to the local
IMH consultants and the support given by the IMH consultants to
the onsite program supervisors. Reflective practice is the application of a reflective stance and principles in day-to-day work with
families.
The tiered program was implemented in 19 sites across the
state. Ten sites met the definition of rural (a population of under 30,000), and the other 9 sites met the definition of urban or
suburban. Of the 19 sites, 6 were new to reflective practice, and
13 had varying levels of prior experience with reflective practice.
Evaluation of the project occurred over a period of 18 months.
METHOD
Design

Researchers employed three methods of gathering data for this
mixed-methods evaluation. A survey instrument and standardized
measurements provided quantitative data, and interview protocols
gleaned qualitative data from study participants.
Survey. The research team developed a 30-item survey in collaboration with the MDH mentors and with attention to the literature on
reflective supervision. The project advisory committee, a group of
home-visiting supervisors and program managers with extensive
experience in the field, provided further input. The survey, given
to both supervisors and home visitors, asked questions related to
participants’ perceptions of their knowledge of key principles of
reflective practice discussed in the literature, their attitudes and
beliefs about reflective practice, their use of reflective practice in
their work with families, and demographic information.
The survey was given at the beginning of the project to determine a baseline. Participants completed the survey online via the
Qualtrics survey software system. The initial administration of the
survey demonstrated little variability among supervisors or home
visitors (Most rated themselves fairly high across the items.), so
the items were revised for the second administration to ask more
directly about their perceived change in skills and knowledge over
the length of the project. Thus, the 30-item survey did not serve as
a pre/post tool but instead was a posttest measure.
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FIGURE 1.

Minnesota’s tiered model to build capacity in reflective practice.

Standardized measures. Supervisors and home visitors completed
two standardized measures associated with the three research questions noted earlier, which were administered at the beginning, middle, and end of the evaluation period.
The Kentucky Inventory of Mindfulness Skills (KIMS; Baer,
Smith, & Allen, 2004) was used as a proxy measure of reflective
functioning. It is a 39-item self-report inventory for the assessment
of mindfulness skills such as observing, describing, acting with
awareness, and accepting without judgment.
The Maslach Burnout Inventory (MBI; Maslach, Jackson,
& Leiter, 1996) is a 22-item survey with three scales: (a) Emotional Exhaustion (EE; i.e., the draining of emotional resources),
(b) Depersonalization (DP; i.e., negative, cynical attitudes toward
one’s recipients), and (c) Personal Accomplishment (PA; i.e., the

tendency to evaluate oneself positively, particularly with regard
to one’s work with recipients). A person who evidences burnout
would typically score high in emotional exhaustion and depersonalization, and low in a sense of accomplishment.
Interviews. Research team members interviewed supervisors, IMH
consultants, and grant administrators twice, once at the beginning
and once at the end of the evaluation period. Grant administrators
were asked if they thought there had been adequate training for the
supervisors and home visitors to fully implement reflective practice, and whether they believed that their agency had the resources
necessary for implementing reflective practice. IMH consultants
were asked what reflective practice knowledge and skills were
most needed by home visitors, what resources would help them in
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TABLE 1. Demographic Characteristics of Supervisors and Home Visitors
Race

Supervisors
(n = 26)
Home
Visitors
(n = 66)

Age

Level of Education

Areas of Expertise

45–64

Some
College/
A.A.

B.S./
B.A.

Post
Grad

Public
Health/
RN/LPN

Social
Worker

31%

69%

0%

58%

42%

77%

19%

Psychologist (4%)

59%

41%

9%

70%

21%

80%

6%

Community Health
Worker (1%)
Marriage and
Family Therapist
(1%)
Parent Educator (1%)
Sociologist (1%)
Business (1%)

White

Hispanic/
Latino

Other

25–44

96%

0%

4%

100%

3%

0%

providing consultation to agencies, and what ideas they had for additional training related to reflective practice/reflective supervision
that would be helpful for supervisors and home visitors. Supervisors were asked about the mentoring that they received in reflective
supervision, whether they were comfortable with and able to apply
the principles of reflective supervision, and about their perspectives
on the impact that reflective supervision has had on home visitors’
work with families. Home visitors were interviewed once, at the
end of the evaluation period. They were asked how reflective practice supports their learning and growth and change in families, and
if it helps them deal with stressful aspects of their work.
As with the survey questions, the research team developed
the interview protocols with attention to the literature on reflective
supervision and practice, and with input from the project advisory
committee. Whereas the survey questions probed for respondent’s
familiarity with and use of specific components of reflective practice, the interview questions were open-ended, allowing respondents to talk about aspects of reflective supervision and practice
that are most salient to them. Questions focused on participants’
perspectives on how participating in individual and group supervision supports their learning, how it has influenced their work,
the effects of applying reflective practice skills in their work, what
impact reflective supervision has had on their feelings of effectiveness, and whether it has been helpful in dealing with stressful
aspects of their work.

Participants

Participants in this research included 2 MDH mentors, 11 IMH
consultants, 18 grant administrators, 30 supervisors, and 120 home
visitors. The total number of home visitors who participated in the
project was 140. The number of supervisors and home visitors
engaged in the evaluation process changed across the evaluation
period due to attrition and hiring practices. In addition, although
counties agreed to participate in evaluation activities as a condition
of acceptance of MIECHV funds, there was no way in which to

Other

enforce consistent participation by supervisors or home visitors,
and one of the grant administrators did not participate in the study.
The two MDH mentors were the foundation for the MIECHV
Project infrastructure. They held clinical licenses in marriage and
family therapy and in clinical social work, respectively, and had extensive experience in providing reflective consultation. In addition,
they were endorsed in Culturally Sensitive, Relationship-Focused
Practice Promoting Infant Mental Health (IMH-E) by the Minnesota Association for Infant and Early Childhood Mental Health.
Endorsement is a competency system developed by the Michigan
Association for Infant Mental Health used to build and recognize
workforce expertise (Weatherston et al., 2009).
The MDH provided MIECHV funds for home-visiting programs to contract with IMH consultants to provide reflective consultation on a monthly basis to supervisors and to either lead or
co-lead monthly case consultation with the home visitors. The 18
grant administrators managed the MIECHV funding, with varying
levels of involvement with the home-visiting programs.
Table 1 provides demographic characteristics of supervisors
and home visitors. The home-visitor group was bifurcated in terms
of experience, with 29 home visitors reporting 3 years or less
experience and 20 reporting more than 10 years of experience.
Nine home visitors had 4 to 6 years of experience, and 8 had
7 to 10 years of experience. In terms of experience with reflective
practice, 5 home visitors had less than 1 year, 36 had 1 to 2 years
of experience, 10 had 3 to 5 years of experience, 12 had 5 to
10 years of experience, and 3 had more than 10 years of experience.
Thirty-three of the home visitors worked with families in the
metropolitan area. Seven home visitors worked with families in
cities with a population greater than 30,000, 11 worked in towns
with 30,000 to 6,000 people, and 15 were in towns with a population of less than 6,000. Table 2 provides data on the number of
supervisors and home visitors who responded to the measures and
survey at each point throughout the evaluation period.
The research team developed a sample of home visitors to
be interviewed using a stratified, random sampling process. A list
of home visitors was developed for each site, and every other
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TABLE 2. Number of Measures/Survey Respondents by Employee Type
and Time
Time 1 (n)

Time 2 (n)

Time 3 (n)

Employee Type (N) Measures Survey Measures Survey Measures Survey
Home Visitors
Supervisors

95
30

120
35

102
33

n.a.
n.a.

82
26

66
26

n.a. = not applicable.

TABLE 3. Number of Interviewee Types and Times
Employee Type
Home Visitors
Supervisors
Infant Mental Health Consultants
Grant Administrators

TABLE 4. Survey Question 3: For Each Principle of Reflective Practice
Listed Below, Please Rate How Much Your Knowledge Has Changed
Over the Grant Period

Beginning (n)

End (n)

n.a.
30
11
18

60
28
11
18

n.a. = not applicable.

home-visitor’s name was chosen, so at least one home visitor
from each site participated in an interview. The sampling was proportional to the number of home visitors per site (Patton, 2002).
Table 3 provides information on the types of employees, the numbers of interviewees, and the time frame when each interview was
conducted.
Analysis

Quantitative. Frequencies, percentages, and means were calculated for all measures. Repeated measures analysis of variance
(RM-ANOVA) tests were conducted for the KIMS and the MBI to
examine linear change over time.
Qualitative. Interviews were transcribed and analyzed for themes
using NVivo (Version 10) (Bazeley, 2007). Major themes were
identified first, with subthemes identified during the second round
of coding. Themes were confirmed by reviewing interview answers
across questions. In addition, interview data were analyzed through
bricolage (Kvale & Brinkman, 2008; Patton, 2002) or ad hoc (Miles
& Huberman, 1994) techniques. Bricolage techniques rely less on
systematic categorization and conversation analysis and more on
working from an overall impression of what the data say, going
back to interesting passages, sometimes counting statements about
different responses to a particular issue, suggesting metaphors for
key understandings, noting patterns and themes, seeing plausibility, making comparisons, and building a logical chain of evidence.
Interrater reliability of NVivo coding and identification of themes
was established through comparison of coding completed by the
three research staff for two of the interviews. Subsequent reliability checks were conducted throughout the project through team
examination and discussion of the data.

My Knowledge
Reflective Practice Has Greatly
Principle
Increased.

My Knowledge
Has Somewhat
Increased.

My Knowledge
Has Stayed About
the Same.

Create a Safe,
Trusting
Relationship
Attend to Parallel
Process
Pause and Reflect
Explore Different
Perspectives
Consider Behavior
in the Context
of Relationships
Explore Thoughts
and Feelings
Pay Attention to
Self-Regulation
and
Coregulation
Maintain a Clear
Sense of Roles
and Boundaries
Value the
Importance of
Repair in
Relationships
Pay Attention to
My Experience
and How It
Influences My
Practice
Develop
Collaborative
Relationships
Keep the Baby in
Mind

RESULTS
Sufficiency of State Supports

Direct state supports for reflective practice came to programs
through three primary forms: training, mentoring by the MDH
mentors and reflective consultation from the IMH consultants. Indirect support came from reflective supervision supported through
funds from the MIECHV Project.
Training, mentoring, and consultation. Survey data indicated that
60% of home visitors reported that they received training in
reflective practice through the NFP and the HFA models, and 50%
reported that they received training from the MDH mentors who
traveled around the state delivering training during the first year of
the project. The majority of home visitors stated that they received
training on the 12 principles of reflective practice delineated in
the survey (see Table 4). Supervisors reported receiving reflective
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practice training through multiple sources: the MDH (53%), the
NFP/HFA models (55%), mentoring from the MDH (47%), and
mentoring from IMH consultants (64%).
Interviews with home visitors revealed that they were nearly
evenly split in their opinions about the adequacy of the amount
of training in reflective practice they had received. Roughly half
of them reported that the amount of training in the theory, principles, and practice was about right whereas the other half indicated
that it was too little training and that in some cases it came too
late, as they did not have access to training given by the MDH
mentors until several months after they had begun participating in
reflective supervision and were expected to begin practicing using
a reflective stance. Some home visitors spoke of their interest in
having additional or “refresher” training in reflective practice and
on motivational interviewing. Others mentioned mental health as
a topic about which they would like more training while others
voiced their opinion that they were participating in such a volume
of training connected to the home-visiting models that it was difficult to try to integrate additional knowledge and skills into their
work at the same time: “I really appreciate the training. It’s just a
lot to take in . . . because on top of that, we’re trying to maintain
our caseload and go out and visit people. And so it’s been hard in
that respect.”
Supervisors and IMH consultants had several ideas for other
trainings that they believe home visitors and supervisors need once
basic training access is in place. Topics that were mentioned for this
supplementary training included unique issues of premature babies,
maternal depression, maternal mental health, chemical substance
abuse, adolescent parents, adult and infant attachment, cultural understanding, and mindfulness. In addition, supervisors expressed
the desire to participate in an ongoing group for supervisors who are
providing reflective supervision to help them advance their knowledge and assist them in meeting challenges of their reflective work.
The consultants said that access to a basic level of reflective practice training and IMH training should be available on an ongoing
basis for new staff members.
Supervisors stated that the following additional resources
would be helpful in implementing reflective practice: greater administrative support; guidance and access to relevant topics, journal
articles, bibliographies and other literature that they could use to
increase their knowledge and skills; and having someone embedded within their program who was trained as an IMH specialist and
a reflective supervisor.
Financial support. Interviews with grant administrators revealed
that there were adequate resources from the state to implement
supports to build reflective practice:

. . . expansion grant dollars that carved out the money are probably the
most beneficial thing that we could have had. It would be a lot harder
to decide where that funding would come from if we didn’t have that
identified specifically . . . . the amount factored into the MIECHV grant
has provided us really good access to what we need.
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Some administrators, however, indicated that without
MIECHV to support it, continuation of system supports for reflective practice may be at jeopardy: “With the MIECHV grant, we
have (sufficient financial resources). If we did not have that grant,
(reflective supervision) would probably be something that would
be very challenging to keep.”

Change in Supervisor and Home-Visitor Knowledge and Skills

Three strategies (a standardized measure, a survey, and interviews)
were implemented in this study as a preliminary way of gauging
change in supervisor and home-visitor knowledge and skills in reflective practice and their application of those skills and knowledge
to their practice.
As stated previously, the KIMS is a mindfulness measure that
was used in this study as a proxy measure for reflective functioning. Repeated measures analysis of variance tests revealed no
significant changes across time on KIMS scores.
Data regarding supervisors’ and home visitors’ perceived
change in skills and knowledge of reflective practice were collected via the surveys at posttest. Table 4 contains the question
from the survey that asks participants to indicate how much their
knowledge of 12 reflective practice principles has changed over the
grant period. A majority of supervisors (n = 26) reported that their
knowledge of all 12 principles had “greatly increased” or “somewhat increased.” They reported the greatest perceived change in
their knowledge of “attend to parallel process,” “consider behavior
in the context of relationships,” and “pay attention to my experience and how it influences my practice.” Home visitors (n =
66) reported the greatest change in their knowledge of “pause and
reflect,” “pay attention to self-regulation and co-regulation,” and
“keep the baby in mind.” As with the supervisors, a majority of
home visitors (reported that their knowledge of all 12 principles
had “greatly increased” or “somewhat increased.” They reported
the least change in “create a safe, trusting relationship,” “maintain
a clear sense of roles and boundaries,” “value the importance of
repair in relationships,” and “develop collaborative relationships.”
We asked both supervisors and home visitors to indicate
the extent to which they perceived a change in their use of the
12 reflective practice principles over the grant period. A majority of supervisors reported that their use of all 12 principles had
“greatly increased” or “somewhat increased.” They reported the
greatest change in their use of “explore different perspectives,”
“consider behavior in the context of relationships,” and “pay attention to my experience and how it influences my practice.” A
majority of home visitors reported that their use of all 12 principles
had “greatly increased” or “somewhat increased.” They reported
the greatest change in “pause and reflect,” “consider behavior in
the context of relationships,” “explore thoughts and feelings,” “pay
attention to self-regulation and co-regulation,” and “keep the baby
in mind.” They reported the least amount of change in “create a
safe and trusting relationship” and “maintain a clear sense of roles
and boundaries.”
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TABLE 5. Home Visitors’ Perceptions of Their Level of Adoption of
Reflective Practice Principles

In My Case
Conference Group
Individually With My
Supervisor
Working With Families

Not Yet in Practice

Emerging

Fully Implemented

3

25

38

3

25

38

1

36

29

In addition to rating their change in knowledge and skills and
use of reflective practice principles in their work, home visitors
were asked more specifically about the degree to which they had
adopted reflective practice principles in different contexts: in their
case conference group, individually with their supervisor, and in
working with families. Table 5 provides their perceptions about the
extent to which they have adopted these principles in these three
contexts.
Interview data provided more specific information regarding
what knowledge supervisors and home visitors felt that they had
gained over the evaluation period. Interviews with the supervisors and home visitors elicited five themes connected to reflective
practice: pause and reflect (slowing down and listening); wondering, not fixing; parallel process; a focus on the baby; and going
deeper.
Pause and reflect (slowing down and listening). Pause and reflect
was the most prevalent theme that emerged through interviews with
supervisors about the knowledge and skills that they had acquired.
In general, supervisors were aware of the importance of slowing
down the dialogue and reflecting with the home visitor, and that
when they did slow down, the home visitor was able to see the
issue differently. For example:
I’d say our consultant is especially skilled in helping us slow down and
really look at the core of the issue so that we’re not too quick to react with
the peripheral things, like the concrete stuff. But to really slow down and
look at the meaning of what’s happening.

Home visitors also expressed the principle of pause and reflect
and identified the power of this skill. Home visitors spoke about
pause and reflect in terms of both their own personal processing
of their work and their processing with families. For example, in
terms of their own personal processing:
So for me to be calm and being aware of my own self, really that’s a skill
that I think, you know, we’ve learned through the reflective practice of just
minding what we’re doing to help model that for (families).
Because I am a teacher, and I tend to be impulsive sometimes. And so
I’ve learned to curb that and be really comfortable with quiet. And then
I’ve also really tried to practice summarizing what I hear them saying and
reflect back to them. You know, “tell me if this is right . . . .”

Wondering, not fixing. A second and related theme, “wondering,
not fixing,” is the skill of creating a safe environment for collaborative exploring so home visitors and families can find their own
understanding. One supervisor noted, a supervisor said, “I’m curious by nature, so being curious with them about why clients react a
certain way or reflecting with a nurse on how to change behaviors
is—it’s challenging, but it’s very interesting.”
Related to reflective functioning, supervisors noted their efforts to wonder so that the home visitors were able to explore the
perspectives of the family and baby. For example:
Being able to explore—kind of look back and explore and look forward
at the same time, but look back and explore our experiences to learn
from them. And maybe not even learn from them isn’t really the goal.
Sometimes it’s just being in the moment and being able to look at it from
different perspectives.

Parallel process. Both supervisors and home visitors used the term
“parallel process,” evidencing their awareness of the concept regarding the way in which one relationship can influence and “mirror” another. As one supervisor said:
The parallel process is happening. I’m hoping that I’m holding a space
and providing the support in such a way that the nurse will go and do that
with the family, and then the family will go do that with the children and
down the road.

A Focus on the Baby. Evident throughout the data was a focus on
the baby. Supervisors and home visitors reported a more intentional
conversation within the families about the well-being of babies. For
example, a supervisor stated:
. . . with some of the families we see, they have a hard time focusing on
the children or focusing on—and so with reflective practice, we bring it
back to that relationship between the mother and the child or children and
help them focus on that.

A home visitor said:
And it helps bring back really what this baby’s experiencing and how you
can see it through the baby. You know, they talk about the—can’t think
of the word, but, like, the evidence or, you know, the baby can show you
what is going on in that family.

Going deeper. Finally, the theme of “going deeper” connects many
of these skills and areas of knowledge. Going deeper for these
respondents involved both looking for causes and meaning for
the behaviors in families and also looking at one’s own behavior
for understanding one’s response to situations. For example, a
supervisor shared:
The digging deeper. Like, once I get them to kind of open up . . . how do
I take it to that next step and get to that next level? How did baby respond
when Mom did this or, you know, and then how do I elicit more past that?

And a home visitor said:
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FIGURE 2.
(n = 15).

Supervisors’ mean Maslach Burnout Inventory (MBI) subscale scores
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end). RM-ANOVA tests were conducted to test for change in subscale scores over time for both the supervisors and the home visitors. There were no significant differences in supervisors’ EE
scores, F(2, 15) = .420, p = .665, Wilks’s EE = .947, DP scores,
F(2, 15) = 1.324, p = .295, Wilks’s DP = .850, or PA scores,
F(2, 15) = .540, p = .594, Wilks’s PA = .933, during the evaluation period. There also were no significant differences in home
visitors’ DP scores, F(2, 55) = .149, p = .862, Wilks’s DP =
.995; or PA scores, F(2, 55) = .260, p = .772, Wilks’s PA =
.991, during the evaluation period. There were, however, significant
differences between home visitors’ EE scores, F(2, 55) = 4.649,
p = .014, Wilks’s EE = .855, suggesting that home visitors’ EE
did increase over the evaluation period.
Based on the responses to interview questions regarding
burnout, supervisors saw their role as facilitating home visitors
in relieving stress by providing a safe place to express emotions in
both individual supervision and case consultation. For example:
I think it’s the biggest stress reliever to know that you have somebody that
is going to be present and listen to you and help you think through things
so that the stress will hopefully level out or be a little bit less . . . there’s
a collaborative partner there that at least will help hold some of that stress
and some of those hard things with you that you don’t have to be in it
alone.

Supervisors also understood that relieving stress can lead to
being able to see the situation in another way, discovering a different perspective. For example:

FIGURE 3. Home visitors’ mean Maslach Burnout Inventory (MBI) subscale
scores (n = 57).

Or I’m digging deeper into, maybe, my own experiences and why I’m
reacting the way I’m reacting. And maybe getting—understanding better
so that you have some type of resources to move forward in a more
intentional way. I need to implement some strategies to regulate myself,
whether that be breathing, relaxing my muscles, being in tune with what’s
going on with my body so that I can tune into that other person.

Reported Levels of Burnout

Supervisors and home visitors completed the MBI three times
throughout the length of the project. As described earlier, the MBI
is made up of three subscales: EE, DP, and PA. It was expected
that as a result of implementing reflective practice, home visitors
and supervisors would report lower levels of burnout, which would
translate into lower scores on the EE and DP subscales and higher
scores on the PA subscale. Figure 2 shows the mean subscale scores
for supervisors, and Figure 3 shows the mean subscale scores for
the home visitors.
Fifteen supervisors and 55 home visitors completed the MBI
over the three data-collection periods (i.e., beginning, middle, and

A safe place to try to find new perspectives that are helpful to, like, calm
down stress and sort of normalize some of the emotion or understand
where some of that emotion is coming from helps a lot. Or you can go
away with maybe some strategies to deal with the stress.

Releasing. This relieving of stress is what Harrison (2014) proposed to call “releasing” in her model of the practitioner’s experience of reflective supervision. According to Harrison’s model,
“releasing” results in: feeling heard/validated/affirmed, a reduction
in feelings of isolation, and coregulation through containment. It
helps the home visitor, as a study participant described it:
. . . get this off my chest and kind of de-escalate, but at the same time
allows (me) to air it out and . . . sometimes when I’m just saying things
out loud, I get the answers to what I want to do or how I could proceed
without any input from the other person.

Feelings of personal accomplishment. Burnout is mitigated by
feelings of personal accomplishment in one’s work, which was
another of the strongest themes about reflective practice that came
through in interviews with home visitors. For example, a home
visitor said: “It just makes me feel like my job is accomplishing
something . . . . it makes my work meaningful and fascinating, to
be honest.”
Interview responses demonstrated the importance to the work
of both the supervisors and the home visitors of support provided
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in a safe environment. This support also is evidenced in the home
visitors reports of a sense of personal accomplishment in their
work.

DISCUSSION

In recent years, there has been rapid growth in the use of reflective
practice and of reflective supervision as a strategy to support it.
To date, there have been few studies that evaluate the process of
building the capacity of systems to provide and sustain reflective
practice.
Three research questions guided this study of a statewide
capacity-building project in home-visiting programs. They focused
on exploring the sufficiency of state support for reflective practice, measuring whether participants increased their knowledge and
skills in reflective practice and determining if the project activities
mitigated staff burnout and led to increased feelings of confidence
and successful achievement in their work. Mixed research methods
included use of a survey developed for the project, three additional
standardized measures, and extensive interviews with participants
who held various roles within the system.

RQ1: Were the state supports offered by the MDH sufficient for
implementing reflective practice?

Regarding the sufficiency of state supports, there was a general
consensus among home visitors, program supervisors, IMH consultants, and grant administrators that state supports were adequate
to implement reflective practice during the evaluation period. Although many said that training, in addition to financial support, was
adequate, they voiced interest in additional training opportunities.
They noted that access to both initial training and ongoing or “refresher” training should be readily available. Ongoing availability
to foundational training is a logical answer to the issue of the mobility of the home-visiting workforce. Additional training topics
suggested by study participants included unique issues of premature babies, maternal depression, maternal mental health, chemical
substance abuse, adolescent parents, adult and infant attachment,
cultural understanding, and mindfulness. These topics reflect the
diverse and numerous challenges of the home-visiting profession.
Although administrators reported that the state financial support was sufficient, they expressed concern about whether their
programs will be able to sustain reflective practice if the MIECHV
Program or other funding for it is discontinued. A follow-up study
could explore the ways in which programs maintained efforts to
support reflective practice without the MIECHV Project support.

RQ2: Did supervisors and home visitors who participated in
reflective supervision gain new knowledge and skills?

Survey data revealed that a majority of both supervisors and home
visitors perceived that their knowledge and skills in reflective practice had increased during the evaluation period and that they had

increased their use of 12 reflective practice principles during that
time.
Home visitors reported that their knowledge and skills of “pay
attention to self-regulation and co-regulation” and “keep the baby
in mind” increased the most. They reported a smaller increase in
“create a safe, trusting relationship,” suggesting that they already
may have been experiencing that environment in their work or
that they need to pay more attention to building relationships. In
addition, they reported that their knowledge has stayed about the
same for “maintain a clear sense of roles and boundaries” and
“value the importance of repair in relationships.” It may be that
home visitors already had a sense that they were implementing
these principles or, again, that they need to further develop their
knowledge and skills in these areas.
The lack of significant results on the KIMS mindfulness
measure could be due to one or more causes: the short projectimplementation period, insensitivity of the measures, a bad fit between the measure and the goals of the project, or because some
elements of reflective practice were not influenced by the project
activities. Five themes of increased knowledge and skills emerged
from home-visitor and supervisor interview data: (a) pause and
reflect/slowing down and listening; (b) wondering, not fixing;
(c) parallel process; (d) a focus on the baby; and (e) going deeper.
There is consensus in the literature that these are among the primary
elements of reflective supervision and practice. The emergence of
these themes in response to open-ended questions in the interview
protocol suggests that they were particularly salient for supervisors
and their home-visiting staff members, and demonstrates the extent
to which they have integrated important components of reflective
practice in their work. When asked to rate their level of adoption
of reflective practice principles, the majority of home visitors reported that they had “fully implemented” the principles or that they
were “emerging” in their work in the context of case conferencing,
individual interactions with their supervisor, and their work with
families.
RQ3: Do home visitors and supervisors report less burnout and
increased confidence and successful achievement in their work as a
result of participation in reflective supervision?

Supervisors see their role as facilitating home visitors in relieving
stress by providing a safe place to express emotions and that relieving stress can lead to being able to discover a different perspective
on a situation. Likewise, home visitors talked about the importance
of having the opportunity to express their thoughts and feelings in
a safe environment. This “releasing” of stress is the starting point
in reflective work, according to Harrison’s (2014) model of the
supervisee’s experience in reflective supervision.
Home visitors reported feelings of personal accomplishment
in interviews when talking about burnout. Feelings of personal
accomplishment are a mitigating factor for stress. However, an increase in home-visitor scores on the emotional exhaustion subscale
of the MBI over the course of the project suggest further exploration
of that result, which may be due to incomplete implementation of
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reflective practice, to reflective practice not being as effective as
proposed, or to increasing needs of the families being served by
home-visiting programs, as was reported in the interviews.
Strengths and Limitations

One strength of this study is the use of a mixed methodology,
which allowed studying the capacity-building project from different points of view. For example, although the survey might suggest
that home visitors are well on their way to fully adopting reflective
practice, interviews suggest that there is still progress required for
it to be fully implemented. Another strength of the study is the
sampling process that was used. All 19 MIECHV programs had
the opportunity to participate. For the interviews, we made sure
that every program had a number of interviews proportional to the
amount of their staff involved in the MIECHV. In addition, every
level of the infrastructure was represented in the interviews: the
MDH staff, IMH consultants, grant administrators, supervisors,
and home visitors. A third strength is the richness of the qualitative interviews. Having a rich set of interview data allowed us to
see how supervisors and home visitors perceived their adoption of
reflective practice, which to some extent mitigates the lack of a
reliable and valid measure of reflective practice.
The very short timeline of the project was a major drawback.
The project length was initially set at 3 years. However, when
Minnesota was chosen to participate in the MIECHV Expansion
Project, the state legislature ended its session without approving
acceptance of the federal funding. It was not until the following
session that acceptance of the funding was approved, and as a result,
the evaluation period was truncated to 18 months. It is generally
agreed that implementation of new practices requires at minimum
of 2 years, so it is not surprising that the quantitative measures
did not demonstrate significant change over the short evaluation
period.
Another weakness of this study included the self-report nature of all data collected. The lack of any observational measures
or other means of obtaining data limits the certainty of our conclusions. In addition, although it was constructed with input from
individuals with significant experience in home visiting, the survey was not piloted before being implemented, and changing the
survey instrument for use as a pre-/posttest to a posttest only weakened the data derived from it. The changes in home-visiting staff
members and the lack of a means to insure that all program staff
at each MIECHV site participated fully in the evaluation process
were additional constraints on the data collection.
Despite the aforementioned limitations, the data suggest that
the infrastructure of the expansion project built capacity in the
use of reflective practice. The MDH appeared to be successful in
building a statewide infrastructure in support of reflective practice.
Implications for Future Research

Development and implementation of measures to determine reflective skill development and implementation would make it possi-
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ble to more accurately track reflective practice capacity-building.
Work is under way on a research tool, the Reflective Interaction
Observation Scale, that may contribute to this effort (Watson, Harrsion, Hennes, & Harris, 2016). In addition, longitudinal research
charting the development of reflective practice within programs
and systems and more in-depth exploration of the “implementation drivers” (Wallace, Blase, Fixsen, & Naoom, 2008) would
be helpful in understanding the mechanisms and phases of adoption of reflective practice and provide further data about the best
way to support its implementation. With the growing utilization of
reflective supervision and other strategies to build capacity in reflective practice within diverse early childhood systems, there are
ample opportunities to do groundbreaking work in this area.
This study was a preliminary examination of the infrastructure for reflective practice that is being built across the state of
Minnesota within home-visiting programs. It provides a description of the tiered model of capacity building within a statewide
system so that others may consider implementing some or all portions of it. The study also contributes an evaluation model that
targeted specific areas of desired change, including knowledge,
skills, mindfulness, working alliance, and elements of burnout. In
addition, the study adds to the nascent body of research that is
defining and illuminating the experiences of reflective supervisors
and the supervisees with whom they work.
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