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ABSTRACT: An important consideration in clinical psychology is that of professional quality. Having appropriate standards is not
enough; they must shape both the training of clinical psychologists and the work that they do. Therefore, all of the elements that
contribute to the professional quality of clinical psychologists, that is, competence, ethics, supervision, accreditation and regulation,
must function together. This critical integrative review sets out to explore the relationships between these elements. A record-
verified PubMed/MEDLINE search was conducted and, where appropriate, citation tracking of identified papers, a targeted search
for appropriate, peer-reviewed papers, and the most up-to-date information on the topics of accreditation and regulation in the US
and Canada, in Europe/EuroPsy, in the UK, in Australia, in South Africa, and from around the world, from the World Health
Organization, was undertaken. The resulting synthesis consists of 35 substantive peer-reviewed papers and 20 normative or
regulatory documents from across the globe. Six additional methodological sources informed the review process and critical
appraisal. Systematic reviews were assessed using AMSTAR 2 where appropriate, primary studies using design-relevant JBI criteria,
and policy and professional documents through an adapted documentary appraisal framework. Several common patterns emerged
across otherwise different professional and regulatory systems. Competence was viewed as something that develops over time,
depends on context, and must be demonstrated in practice. Ethics was not simply a body of rules but a professional capacity
expressed through judgment and action. Supervision served both to support development and to evaluate readiness for practice,
including its gatekeeping responsibilities, while regulation provided an ongoing structure for protecting the public beyond the point
of initial entry into the profession. Drawing these strands together, the review introduces the Competence-Ethics-Supervision-
Regulation (CESR) Quality Ecosystem and identifies four mechanisms through which its components are connected: alignment,
observability, feedback, and proportionality. Four testable propositions are proposed to support further empirical inquiry. Overall,
the findings suggest that quality depends less on adding requirements than on making the main parts of the professional system
work together. Strong links among education, supervision, assessment, regulation, professional learning, and service-user
experience are more likely to support safe, effective, culturally responsive, and trustworthy care.

KEYWORDS: clinical psychology; competency-based education; professional ethics; clinical supervision; professional regulation;
quality assurance

I. INTRODUCTION

Clinical psychology becomes most consequential in moments that cannot be resolved by a rule alone. A client may disclose serious
risk while fearing the consequences of help-seeking. A culturally meaningful expression of suffering may not fit neatly within a
familiar diagnostic category. A trainee may understand an intervention technically yet become rigid when the therapeutic
relationship is strained. A psychologist may be asked to use an artificial-intelligence tool whose convenience is clearer than its
evidentiary or ethical boundaries. In such moments, quality depends on a practitioner’s capacity to integrate knowledge, judgment,
relationship, humility, reflection, and accountability. Professional competence is therefore not simply what a psychologist knows;
it is what the psychologist can responsibly do with that knowledge in the presence of another person.

Education and regulation have historically been easier to organize around visible inputs than around the quality of professional
action. Degrees can be counted, curriculum hours specified, examinations administered, and codes published. These functions are
necessary, yet none is a sufficient proxy for safe and effective practice. The World Health Organization (WHO, 2024) now frames
health-practitioner regulation explicitly as a public-protection function connecting education standards, minimum competence and
conduct, registration, complaints, discipline, and public information. The accompanying evidence synthesis by Leslie et al. (2023)
reaches a similarly systemic conclusion while warning that causal evidence for particular regulatory designs remains limited and is
concentrated in high-income settings.

Professional psychology has undergone a parallel shift from exposure to competence. The Cube Model conceptualized competence
across foundational domains, functional domains, and developmental progression (Rodolfa et al., 2005), while the Competency
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Benchmarks translated this logic into behavioral indicators at successive stages of training (Fouad et al., 2009). The Competency
Assessment Toolkit further emphasized that complex professional capacities cannot be inferred defensibly from a single
examination, self-report, or supervisor impression (Kaslow et al., 2009). Accreditation and training frameworks in health service
psychology now make competence, ethics, supervision, and program quality explicit rather than peripheral (American Psychological
Association, Commission on Accreditation [APA-CoA], 2026; Canadian Psychological Association [CPA], 2023; Health Service
Psychology Education Collaborative, 2013).

The same movement has exposed a persistent structural problem: the main safeguards of professional quality are often administered
as if they were independent. Competence may belong to curriculum committees, ethics to codes and disciplinary processes,
supervision to placements, accreditation to education providers, and licensure or registration to separate regulatory bodies. Each
component can therefore be present on paper while the connections among them remain weak. Johnson et al. (2012) argued that
competence itself should be understood communally rather than as an entirely individual achievement, because professionals are
poor judges of their own limits when support, feedback, and institutional safeguards are absent. That insight is particularly important
for clinical psychology, where quality depends on relationships among trainees, supervisors, programs, employers, regulators,
service users, and the wider health system.

The need for integration has become more urgent as practice changes. Telepsychology, supported by longstanding professional
guidance (American Psychological Association [APA], 2013), digital assessment, Al-supported documentation, cross-border
practice, culturally diverse populations, and interprofessional care all enlarge the domain in which psychologists must recognize the
limits of their competence. Recent revisions reflect this pressure. APA revised its Standards of Accreditation in February 2026 and
approved new competency-oriented supervision guidelines in August 2025 (APA-CoA, 2026; APA, 2025). EFPA updated its Meta-
Code of Ethics and EuroPsy Regulations in 2025 (European Federation of Psychologists’ Associations [EFPA], 2025a, 2025b).
Australia aligned revised professional competencies, a new Code of Conduct, and new accreditation standards from December 2025
(Australian Psychology Accreditation Council [APAC], 2025; Psychology Board of Australia [PsyBA], 2025a, 2025b). In South
Africa, clinical psychology sits within a statutory registration system that links internship, community service, continuing
professional development, and independent practice (Health Professions Council of South Africa [HPCSA], n.d.-a, n.d.-b).

These developments invite a question that is larger than whether any one jurisdiction has the ‘best’ rules. What would clinical
psychology look like if competence, ethics, supervision, and professional regulation were intentionally designed as parts of one
quality ecosystem? The term ecosystem is used here to emphasize relationships, feedback, adaptation, and interdependence.
Competence without ethical judgment can become technically proficient yet unsafe. Ethics without competence can remain well
intentioned yet ineffective. Supervision without credible observation can become supportive while failing to protect clients.
Regulation without developmental feedback can establish a threshold without helping the profession learn.

Five questions guided the review: (1) How is professional competence defined, developed, and evidenced across contemporary
clinical and professional psychology frameworks? (2) How are ethical responsibilities embedded in training, supervision, and
practice rather than treated only as rules of conduct? (3) How is clinical supervision positioned as a mechanism for development,
evaluation, gatekeeping, remediation, and client protection? (4) How do accreditation, licensure or registration, continuing
competence, and complaints systems connect across the professional life course? and (5) What mechanisms connect these domains
strongly enough to justify an integrated quality-ecosystem model? The review culminates in the Competence-Ethics-Supervision-
Regulation (CESR) Quality Ecosystem and specifies testable propositions for research, education, supervision, and regulatory
reform.

I1. METHODS

A. Review Design and Methodological Rationale

A critical integrative review with structured evidence identification and comparative regulatory analysis was chosen because the
research problem spans evidence types that cannot be reduced to intervention trials. The relevant corpus includes empirical studies,
systematic reviews, competency models, accreditation standards, ethics codes, supervision guidelines, licensing and registration
requirements, and policy documents. Integrative review methodology is appropriate when diverse empirical and theoretical sources
must be examined together while their different epistemic status remains visible (Whittemore & Knafl, 2005). Critical review
additionally requires the synthesis to move beyond summary toward explanation, conceptual refinement, and the identification of
tensions or absences in the literature (Snyder, 2019; Torraco, 2005).

Methodological transparency was strengthened through a written protocol developed before the revised evidence identification and
synthesis. Because the review integrates purposively selected normative documents with heterogeneous scholarly evidence, it is not
presented as an exhaustive systematic review or as an effect-estimation review. The protocol specified the review questions,
eligibility rules, extraction fields, appraisal criteria, and procedures for evidence identification and version control. The principal
search and review decisions are summarized in Table | and described in the sections that follow.
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B. Conceptual Scope and Units of Comparison

The review focused on clinical psychology and on the closely related categories of health service or practitioner psychology where
jurisdictions regulate a broader professional title. To avoid treating unlike institutions as equivalent, the unit of comparison was
defined as a jurisdiction or transnational governance framework rather than a single organization. Seven benchmark contexts were
examined: the United States; Canada; Europe through EFPA/EuroPsy; the United Kingdom; Australia; South Africa; and the WHO
health-practitioner regulation framework. The benchmark set was purposive rather than statistically representative. It was selected
to capture variation in governance status, training pathways, accreditation arrangements, statutory authority, supervised practice,
entry-to-practice assessment, and continuing competence.

Within each context, organizations were classified by governance role: statutory regulator, programmatic accreditor, professional
association, examination or interjurisdictional body, professional certification framework, or international normative authority. This
distinction was essential. APA and CPA accredit programs but do not themselves license all individual psychologists; licensure in
the United States and Canada is jurisdictional, with the Association of State and Provincial Psychology Boards (ASPPB) providing
the EPPP and regulatory resources across member boards (ASPPB, 2026). EuroPsy is a cross-national certificate and benchmark
rather than a legal license, and EFPA explicitly states that national law remains controlling (EFPA, 2025b). WHO provides global
regulatory guidance but is not a regulator.

C. Search Strategy and Evidence Identification

The scholarly search was updated through 20 June 2026 and covered literature from January 2004 onward. The start date was chosen
because the 2004 Competencies Conference and associated publications mark a contemporary transition toward explicit
competency-based education, assessment, and supervision in professional psychology (Falender et al., 2004; Krishnamurthy et al.,
2004). Earlier sources were retained only when they remained foundational to a later argument. English-language sources were
included because the comparative documentary analysis required detailed interpretation of standards and legal-professional
terminology.

PubMed/MEDLINE was the bibliographic database executed and archived directly for this review. The search combined psychology
terms with five domains: competence and competency assessment; ethics and ethical decision making; clinical supervision and
remediation; accreditation, licensure, registration, and regulation; and continuing competence or quality assurance. Records were
verified at PMID and DOI level, and the search logic was checked against known eligible sources. To assess the likely disciplinary
coverage of the search, APA PsycINFO, Scopus, and Web of Science Core Collection were considered as possible sensitivity checks.
They were not searched, however, and therefore did not contribute records or retrieval denominators. Additional eligible literature
was identified through systematic-review harvesting, DOI and publisher verification, targeted scholarly retrieval, and backward and
forward citation chaining. The analytic corpus should therefore be understood as the product of structured and transparent integrative
evidence identification rather than an exhaustive four-database systematic search.

Backward and forward citation chaining was conducted from major reviews and competency papers, including systematic reviews
of clinical supervision (Kihne et al., 2019; Schreyer et al., 2025), ethics competence and education (Andersson et al., 2022;
Koskenvuori et al., 2019), and accreditation or regulation (Leslie et al., 2023; Levenson, 2017). Targeted searches were also used
for cultural competence, service-user involvement, remediation, direct observation, and digital or Al-related competence because
these issues cut across the four CESR domains.

The normative stream prioritized primary documents issued by the relevant organizations. Searches covered current accreditation
standards, competency frameworks, ethics or conduct codes, supervision guidance, supervised-practice rules, entry-to-practice
requirements, continuing professional development, complaints and disciplinary mechanisms, and public registers. Superseded
versions were excluded unless needed to explain a substantive transition. Currency and effective dates were rechecked against
issuing-body webpages on 25 August 2026.

Table I. Search and Review Architecture

Primary role in
synthesis

Structured title/abstract and Peer-reviewed Search logic  checked
keyword strategy; public | 2004-20 June against known eligible

PMID/DOl-level record | 2026 emplrlc_al, c_onceptual, sources; records verified
and review evidence

Evidence source Search / retrieval approach | Date window Transparency safeguard

PubMed/MEDLINE

verification by PMID or DOI
Considered as  possible Eﬁ;iﬂtlﬂor dissir;s:tim:y No interface hit counts,
PsycINFO, Scopus, | sensitivity — checks;  not | 2004-20 June and P y export denominators, or

Web of Science searched and not counted as | 2026 coverage claims attributed

. education/regulation
evidence sources to unexecuted searches
coverage
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Evidence source Search / retrieval approach | Date window sPyrrllir;ﬁa?l/s el n Transparency safeguard
No separate
Sﬁ;ﬁ‘;‘:}ard ]?rgfin fornv]\;a_lg: date limit | Locate influential and | All  included reports
Citation chaining \ning ! beyond cross-disciplinary verified by DOI, PMID, or
reviews, frameworks, and R .
. . eligibility sources publisher record
included studies
rules
Standards, legal-
. Official issuing-body | Current profgssmnal Governance status,
Normative / ; . requirements, . .
websites and  document | version at 25 e . version, effective date, and
regulatory sources s accreditation, ethics, .
repositories August 2026 - J supersession recorded
supervision, continuing
competence
Matrix-based within-context Convergence, Normative requirements
. . and cross-context coding; divergence, kept distinct from
Analytic synthesis . . — . . .
negative-case and interface mechanisms, and | empirical  effectiveness
analysis framework construction | claims

D. Eligibility Criteria

Scholarly sources were eligible when they addressed at least one of the following in relation to psychologists, psychotherapists, or
transferable mental-health professional education: development or assessment of professional competence; ethics as professional
capability; clinical supervision or supervisor competence; remediation and gatekeeping; accreditation or entry-to-practice quality
assurance; continuing competence; practitioner regulation; cultural responsiveness; service-user involvement; or digital and Al-
related professional risk. Empirical studies, systematic or scoping reviews, validated assessment studies, and influential conceptual
papers were eligible when the construct and professional-practice implications were sufficiently explicit.

Sources were excluded when competence was used only as a generic outcome label without professional-practice content;
supervision meant administrative management rather than clinical or professional supervision; the article was a commentary that
added no distinct conceptual contribution; or findings were too far removed from psychological or mental-health practice to support
cautious transfer. Normative documents were eligible when issued or formally endorsed by a body with recognized regulatory,
accreditation, certification, professional-standard-setting, or international policy authority and when they directly informed at least
one CESR domain. Marketing material, informal summaries, and superseded documents were excluded when a current primary
source was available.

E. Screening, Verification, and Version Control

Evidence selection was documented at source level. All sources retained for substantive synthesis were checked at full-record, full-
text, or issuing-body level, and doubtful items were excluded when professional-practice relevance, methodological traceability, or
normative authority could not be established. The final analytic inventory contained 35 substantive peer-reviewed scholarly sources
and 20 current normative or regulatory documents. Six additional methodological sources were used to design and appraise the
review but were not coded as substantive CESR evidence. Because the design was integrative rather than an exhaustive systematic
review, Figure 1 presents a source-level evidence-identification and analytic-audit flow rather than a conventional database-
denominator flow. It reports verified inclusion stages and the final analytic corpus without reconstructing search counts that were
not directly observed. Together, Table | and Figure 1 show how evidence was identified, verified, and assembled into the final
analytic corpus.

The review was conducted by a single author. Independent duplicate screening was therefore not possible. To reduce interpretive
drift, eligibility criteria and extraction fields were specified before cross-system synthesis; uncertain records were retained until full-
text review rather than excluded early; the benchmark corpus was re-read after the CESR framework was drafted; and claims of
effectiveness were checked against peer-reviewed evidence rather than inferred from the mere existence of a standard.
Methodological decisions were recorded contemporaneously in a decision log and source inventory.
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Phase

Scholarly evidence

Normative / regulatory evidence

Identification

PubMed/MEDLINE search executed and records
verified at PMID level; additional candidate
literature identified through systematic-review
harvesting, DOl/publisher verification, targeted
retrieval, and backward/forward citation chaining.
APA PsycINFO, Scopus, and Web of Science were
considered as possible sensitivity checks but were
not searched.

Current primary documents identified from official
regulators, accreditors, professional bodies,
certification frameworks, and WHO repositories.

Pre-screening
/ audit

Record-level relevance and source identity verified;
unexecuted database interfaces were not represented
as retrieval sources or reconstructed retrospectively.

Superseded, duplicate, non-authoritative, or purely
descriptive secondary webpages removed through
version and authority checks.

Candidate scholarly sources assessed against

Authoritative current documents assessed for

sources used for review design/appraisal and

Screening professional-practice  relevance, date/language | governance  status, scope, currency, and
criteria, and source-type eligibility. implementation relevance.
Full text or complete publisher/PMID record | Primary standards/guidance retained where they
Eligibility assessed; substantive claims retained only where | directly informed competence, ethics, supervision,
design and findings could be evaluated. regulation, or cross-cutting quality conditions.
35 substantive peer-reviewed sources included in
Included the analytic synthesis; 6 additional methodological | 20  current  normative/regulatory  documents

included in the comparative corpus.

excluded from thematic counts.
Note. The flow reports verified source-level evidence-identification and audit stages together with the final analytic inventory. APA
PsycINFO, Scopus, and Web of Science were considered as possible sensitivity checks but were not searched; accordingly, they are
not represented as retrieval sources.
Figure 1. Evidence Identification and Analytic Audit Flow. The figure reports verified evidence-identification stages and
final corpus counts; unexecuted database interfaces are not represented as retrieval sources.

F. Critical Appraisal

Appraisal was matched to source type. Systematic reviews and meta-analyses were judged with the logic of AMSTAR 2,
emphasizing protocol transparency, search adequacy, duplicate processes, risk-of-bias appraisal, and calibration of conclusions
(Shea et al., 2017). Primary empirical studies were assessed with design-appropriate JBI criteria, focusing on sampling,
measurement, confounding, analytic appropriateness, and alignment between data and claims (Aromataris et al., 2024). Narrative
or conceptual contributions were not assigned pseudo-quantitative quality scores; they were judged on conceptual clarity,
engagement with relevant evidence, and the distinctness of their contribution.

Normative and policy documents were appraised with an adapted textual-evidence framework drawing on JBI's approach to
narrative, opinion, and policy evidence (McArthur et al., 2025). Appraisal considered authority, accuracy, coverage, objectivity,
currency, significance, governance status, and implementation specificity. A statutory regulator's threshold standard, a professional
association guideline, and an international policy framework were therefore not treated as equivalent forms of authority. Appraisal
influenced the weight of interpretation rather than serving as a mechanical inclusion score. These dimensions are therefore stated
directly in the main text, and the Findings make clear how the principal scholarly evidence informed the interpretation.

G. Data Extraction and Comparative Synthesis

A structured extraction matrix captured, for each benchmark context, governance status; qualification route; competence domains;
ethics and conduct requirements; cultural and human-rights expectations; supervised-practice requirements; supervisor preparation;
direct observation or other performance assessment; entry-to-practice mechanisms; continuing professional development or
continuing competence; complaints and disciplinary functions; quality-improvement mechanisms; service-user or public voice; and
provisions related to digital practice. For scholarly sources, the matrix recorded design, population, construct, assessment approach,
principal findings, limitations, and the CESR function to which the source contributed.

Synthesis proceeded in five passes. First, evidence was coded within each of the four focal domains without harmonizing
terminology prematurely. Second, a within-context profile was prepared so that accreditation, licensure, certification, and
professional guidance were not conflated. Third, a cross-context matrix identified recurring functions, distinctive practices, and
negative cases. Fourth, interface coding examined what linked one domain to another—for example, whether competency standards
were used in supervision, whether ethics was assessed in observed practice, or whether complaints data could feed back into training.
Finally, abductive synthesis moved between cross-context patterns and scholarly evidence to construct the CESR Quality
Ecosystem. A component or mechanism was retained only when it was supported by recurrent cross-system convergence, a credible
empirical or theoretical rationale, and a plausible role across the professional life course.
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H. Ethics and Reflexivity

The review used publicly available standards, guidance, and published scholarship and involved no human participants or
identifiable personal data; institutional ethics review was therefore not applicable. Reflexively, the synthesis was treated as an
interpretation rather than a neutral inventory. The single-author position, English-language corpus, and emphasis on formal
professional systems could privilege regulatory visibility over less formal but culturally important forms of accountability. The
review therefore looked deliberately for negative cases, implementation constraints, service-user perspectives, and evidence from
lower-resource contexts rather than assuming that greater regulatory complexity necessarily represents higher quality.

111. FINDINGS

A. Evidence Profile and a Shared Quality Architecture

The analytic corpus contained 35 substantive peer-reviewed scholarly sources and 20 current normative or regulatory documents;
six methodological publications supported review design and appraisal but were not included in thematic evidence counts. The
scholarly evidence was strongest for competence development and supervision, where competency frameworks, placement studies,
systematic reviews, and a recent meta-analysis were available. Evidence was thinner for the causal effects of accreditation, licensure,
complaints systems, and continuing-competence requirements. Ethics literature supported ethical competence and active ethics
education, but measurement of ethical performance in live clinical work remained underdeveloped. Service-user involvement and
digital or Al competence emerged as important cross-cutting themes with growing but still uneven evidence.

Across the benchmark contexts, a stable quality architecture was nevertheless visible. Safe practice is expected to rest on
demonstrable competence rather than knowledge alone; ethical conduct is part of competent professional action; supervised practice
bridges formal education and independent responsibility; and accreditation, registration, licensure, certification, continuing
competence, or complaints processes provide forms of public accountability. The strongest systems do more than set thresholds.
They create feedback loops so that trainee performance, program outcomes, complaints, cultural safety, service-user experience, or
technological change can alter future training and practice.

Table 1. Comparative International Quality Architecture

Context / o L N
governance Competence Ethics Supervision Accredltatlon_ /Cont_lnumg D'St'n.Ct'V_e
status entry regulation |quality contribution

APA

profession-wide .

competencies; |APA Ethics ,:rlzgrams.accredlts Clear separation
United  States: |direct Code o between program
APA observation in|remains APA 2025 state/terrltorl_al .CE. - and accreditation and

I . : . competency-based | boards license | jurisdiction- . .

accreditation  + | practicum; operative S individuals: ifi | legal licensure;
jurisdictional master’s while Supervision individuals; EPPP SPECITIC rénewa strong
J ’ . ._|guideline used across | requirements
boards / ASPPB |doctoral, revision is ASPPB competency

internship, underway urisdictions infrastructure

postdoctoral )

accreditation

Ethics, law,

Foundational human Explicit Qualit

and functional [rights, Supervision is a CPA accredits Jurisdictional Improvement y
Canada:  CPA |competencies; |equity, functional roarams: CPD/quality staﬁ dard and clear
accreditation  + |reflective diversity and \competence  and proginciai/territori requirements; distinction
provincial/territo |practice, reconciliatio |core gl bodies license mobility between
rial regulators Indigenous n embedded |residency/practicu |. .~ arrangements L

. . : individuals accreditation and

interculturalism |in m process vary licensure

, technology accreditatio

n
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Supervision, and

Context / . .- Accreditation /| Continuing Distinctive
governance Competence Ethics Supervision . . I
entry regulation |quality contribution
status
Five years Structured
academic 2025 Meta- supervised - Cross-national
L. ) . . Continuing

. training plus|Code: practice with - benchmark

Europe: EFPA / R . EuroPsy professional .
1,500 hours |dignity/right | formative and e 2 supporting
EuroPsy . : certification does | development, e .
- supervised S, summative : b mobility  while
transnational S not replace|including !
e practice; competence, |competence ] . LT preserving
certification - s X national licensure |supervision/inte :
functional and |responsibilit |assessment; C national legal
. ; . . - rvision X
foundational y, integrity |supervisor training authority
competences specified
Threshold HCPC
. standards  for|conduct Regular Strong threshold-
United . L .
. ) safe and | standards supervision/mento |HCPC registration regulation model
Kingdom: HCPC . . . ) Mandatory CPD .
effective emphasize |ring expected; |based on approved : separating
statutory o S - and fitness-to- .

. practitioner dignity, supervision routes and . protected titles
regulation + . : Lo . practise .

. psychology; consent, intensity linked to |proficiency from ongoing
professional > framework

- scope-specific |scope  and|competence  and |standards scope-based
guidance e -
continuing accountabili |scope competence
proficiency ty
2025 Code
SLItS;TdUCt’ Supervised National Recent  system-
Australia: Eight threshold safet pathways and |registration  and|CPD, conduct wide alignment
PsyBA statutory | professional Y, supervisor examination; regulation, around public

. . human L e
regulation + | competencies rights responsibilities APAC notification/co |safety, cultural
APAC maintained gnts, linked to | accreditation mplaints safety, reflexivity

A boundaries, . . ! . .
accreditation across career - registration  and|aligned with | processes and digital

responsible - .
F training PsyBA standards practice
digital
practice
_ Statutory Illustrates a non
Professional- Internshi registration; European
South  Africa: |board Ethical rules P g ' Annual pathway linking
. - precedes clinical . . .
HPCSA education, linked to . . registration and|supervised
e Lo community service | psychology . .
statutory training and | disciplinary - ' : . |CPD training, public-

. Lo . and independent |includes internship . .

regulation registration authority s compliance service exposure
. registration and one year :
requirements - : and independent
community service .
practice
Minimum Does not prescribe | Guidance
competence as a Places
- one  psychology|addresses . .

. regulatory Minimum S s - Emphasizes professional
WHO: . supervision model; | education . -
. . function; conduct and - reform, regulation within
international . EQUIP links | standards, .

. EQUIP public- - . ; workforce, patient safety,
normative - : training and |registration, .

. provides interest g : equity and |workforce  and
authority A supervision to|complaints, .

competency obligations I system learning |health-system
observed discipline and

assessment D . goals

t00ls competence public information

Note. Primary sources: APA (2017, 2025); APA-CoA (2021, 2026); ASPPB (2026); CPA (2023, n.d.); EFPA (2025a, 2025b); HCPC
(2023, 2024); BPS (2025); APAC (2025); PsyBA (2025a, 2025b); HPCSA (n.d.-a, n.d.-b); WHO (2024, 2026).

B. Competence Is Developmental, Contextual, and Observable

Across the reviewed frameworks, competence is not adequately captured by possession of knowledge. The Cube Model and
Competency Benchmarks describe professional development as a progression across foundational and functional domains rather
than a single end-state (Fouad et al., 2009; Rodolfa et al., 2005). Psychological assessment was already framed in this way at the
2004 Competencies Conference, with attention to what learners need to demonstrate rather than simply what they have studied
(Krishnamurthy et al., 2004). This developmental logic is reflected in placement research: Deane et al. (2018) found a stepped
pattern of competency growth across consecutive clinical placements, with domains developing at different rates. The practical
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implication is that competence assessment should locate a learner’s current level, specify the next developmentally appropriate
level, and identify the evidence that will demonstrate progress.

Complex capability also requires multiple forms of evidence. The Competency Assessment Toolkit argues for triangulation because
written knowledge tests, self-report, supervisor ratings, work samples, portfolios, standardized cases, and direct observation each
illuminate different dimensions of performance (Kaslow et al., 2009). Gonsalvez et al. (2013) showed that standardized vignettes
can reduce some forms of rater bias in placement assessment. Direct observation is especially important because case discussion
filters clinical work through the trainee’s own recall and framing. Observation through live work, recordings, simulation, or
structured role-play brings timing, relational responsiveness, risk recognition, and behavior into view.

Competence is also contextual. APA’s Ethics Code links boundaries of competence to education, training, supervised experience,
consultation, study, and professional experience (APA, 2017). Australian and Canadian standards give increasing visibility to
culturally responsive practice, reflexivity, digital technologies, and human rights (CPA, 2023; PsyBA, 2025b). EFPA now includes
digital/information and communication technology, self-care, individual and cultural differences, ethics, science, and collaboration
among foundational competences for supervised practice (EFPA, 2025b). These developments challenge the idea that graduation
confers a permanent and context-free competence. Competence must be renewed as populations, technologies, roles, and evidence
change.

This is particularly consequential in lower-resource settings. Alipanga and Kohrt (2022) used the WHO/UNICEF EQUIP approach
to redesign clinical psychology training at Makerere University around explicit competencies, assessment methods, faculty
preparation, staged evaluation, feedback, and continuous quality improvement. The case demonstrates that competency-based
education need not be a high-resource regulatory luxury; however, implementation depends on assessor capacity, faculty
development, feasible observation methods, and local adaptation.

C. Ethics Is an Enacted Professional Capability

Ethics codes remain essential, yet ethical practice rarely arrives as a perfectly matched rule. Psychologists must recognize morally
relevant features, identify whose interests and rights are at stake, anticipate harms, manage competing duties, and explain why a
chosen course of action is defensible. The competence literature therefore treats ethics not as an appendix to clinical skill but as one
of its foundations (Hanson & Kerkhoff, 2011; Handelsman et al., 2005). EFPA’s 2025 Meta-Code makes the same point structurally:
ethical principles are expected to inform education, supervision, intervision, and professional practice rather than only disciplinary
response (EFPA, 2025a).

The empirical literature supports active rather than purely declarative ethics education. Andersson et al. (2022) found that ethics
education can strengthen learners’ readiness to recognize and respond to ethically difficult situations, while Koskenvuori et al.
(2019) showed that ethical competence remains conceptually heterogeneous and incompletely measured. Meta-analytic work
outside clinical psychology similarly suggests that ethics instruction can improve ethical knowledge and decision-related outcomes,
but effects depend on design and evaluation quality (Watts et al., 2017). This educational position is also consistent with framing
evidence-based practice as an ethical responsibility that joins research evidence, clinical expertise, and the person receiving care
(Babione, 2010). The unresolved challenge is transfer: a learner may perform well on an ethics examination yet fail to notice a subtle
boundary, power, or cultural issue in live practice.

Ethical competence is therefore relational as well as cognitive. Clinical psychologists hold expertise, access to sensitive information,
and institutional authority in relationships that often involve vulnerability. A technically sound intervention can still be unethical if
consent is weak, cultural meaning is ignored, data use is opaque, or boundaries are exploited. Conversely, respect for autonomy
does not require avoidance of difficult conversations about serious risk. Ethical maturity involves knowing when to consult, when
to seek supervision, when to refer, and when one’s own functioning or scope has become a risk to professional judgment (Johnson
et al., 2012; Wise, 2008).

The same logic applies to digital and Al-mediated practice. Al may support documentation, information synthesis, or simulation,
but it can also introduce automation bias, confidentiality concerns, data-governance problems, diminished professional judgment,
and uncertainty about accountability. Van Zyl (2026) argues that sustained Al use may affect psychologists’ competence, ethical
reasoning, professional identity, relational functioning, and wellbeing. Current regulatory frameworks are beginning to mention
digital practice, but competency assessment has not matured at the same pace. A quality system should therefore ask not whether a
psychologist has used Al, but whether the psychologist can evaluate the tool’s evidence, limitations, data pathway, bias, client
implications, and effect on professional judgment.

D. Supervision Connects Development, Evaluation, and Client Protection

Clinical supervision occupies a distinctive position in the quality ecosystem because it is simultaneously relational, educational,
evaluative, and protective. Milne (2007) defined supervision empirically as a formal, work-focused relationship designed to support,
develop, and evaluate professional work. Falender et al. (2004) went further by defining supervision itself as a competency requiring
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knowledge, skills, values, ethical and legal awareness, responsiveness to diversity, and lifelong development. Experience as a
clinician, in other words, is not sufficient evidence of competence as a supervisor.

Contemporary standards increasingly make supervisor competence explicit. APA’s 2025 guidelines organize clinical supervision
around the development of supervisee competence and protection of clients, the public, and supervisees (APA, 2025). EuroPsy
specifies not only supervised practice but expectations for supervisor experience, supervision training, formative and summative
assessment, regular feedback, and action when competence fails to develop (EFPA, 2025b). The Generic Supervision Assessment
Tool provides one example of an effort to make supervisor competence observable and discussable (Hamilton et al., 2022).

The evidence base is becoming stronger but should remain carefully calibrated. Kiihne et al. (2019) found only 15 empirical studies
across 19 publications and concluded that supervision research lagged behind psychotherapy research in methodological rigor.
Barrett et al. (2020) found only four eligible quantitative studies focused on evidence-based practice and scientist-practitioner
competence in psychology training. The 2025 systematic review and meta-analysis by Schreyer et al. substantially expanded this
evidence base: 32 studies met inclusion criteria, with 13 entering meta-analyses. Effects on therapist competence, therapeutic
alliance, and patient symptoms were promising but heterogeneous; stronger effects appeared in some comparisons with passive
controls. A correction was published in 2026 and was checked during this review (Schreyer et al., 2026). The responsible conclusion
is not that supervision ‘works’ in all forms, but that structured supervision has plausible clinically meaningful effects while the
active mechanisms, optimal intensity, and model-specific effects remain incompletely resolved.

Feedback and deliberate practice help specify those mechanisms. Weallans et al. (2022) identified recurring principles for effective
supervisory feedback, including timeliness, specificity, credible observation, learner engagement, and action planning. Nurse et al.
(2025) found preliminary support for deliberate practice in psychotherapy skill development but emphasized the small and
heterogeneous evidence base. These findings support a shift away from supervision that relies exclusively on retrospective case
narration. Review of recordings, rehearsal, role-play, focused behavioral targets, repeated practice, and follow-up observation can
make development more visible.

The hardest supervisory function remains gatekeeping. Supervisees need sufficient psychological safety to disclose uncertainty and
mistakes, while supervisors must make credible judgments about readiness to progress. If evaluation is hidden, concerns may emerge
late and feel arbitrary. If evaluation dominates every encounter, uncertainty may become unsafe to disclose. Competency-based
supervision offers a more defensible middle path: expectations are explicit, evidence is sampled from multiple sources, feedback is
timely, remediation is structured, and restriction is used when risk cannot be reduced. Vacha-Haase et al. (2019) provide practical
guidance for individualized remediation, while O’Donovan et al. (2011), Gonsalvez and Calvert (2014), and Gonsalvez and Crowe
(2014) emphasize the need to connect supervision quality with credible competency evaluation. Client protection and trainee dignity
are therefore not opposing values; good governance must hold both.

E. Accreditation and Professional Regulation Must Be Distinguished and Connected

One of the clearest findings from the comparative analysis is that accreditation, certification, registration, licensure, and regulation
cannot be used interchangeably. Accreditation concerns the quality of education or training programs. Certification recognizes that
an individual has met specified standards but may not itself confer legal authority to practise. Registration is formal entry onto an
authorized professional register, while licensure is legal permission to practise within a jurisdiction. Professional regulation is
broader still, encompassing entry standards, protected titles or scope, conduct, continuing competence, complaints, discipline, public
information, and regulatory reform.

The United States illustrates why this distinction matters. APA-CoA accredits master’s and doctoral health service psychology
programs, doctoral internships, and postdoctoral residencies, but legal licensure is granted by state or territorial boards (APA-CoA,
2026; APA-CoA, 2021). ASPPB develops and administers the EPPP on behalf of member psychology boards in the United States
and Canada, while each jurisdiction determines its own licensure requirements (ASPPB, 2026). Canada is similarly decentralized:
CPA accredits professional psychology programs, whereas provincial and territorial regulators license individual psychologists
(CPA, 2023; CPA, n.d.). Treating APA or CPA accreditation as if it were national licensure would therefore obscure the actual
governance architecture.

The United Kingdom and Australia offer more centralized statutory models. HCPC standards define threshold proficiency for entry
and continued registration and operate alongside standards of conduct, performance, ethics, and continuing professional
development (Health and Care Professions Council [HCPC], 2023, 2024). Professional guidance from the British Psychological
Society further reinforces the role of competence, formulation, lived experience, and appropriate supervision within psychological
assessment practice (British Psychological Society [BPS], 2025). Australia links PsyBA professional competencies and conduct
requirements to national registration, while APAC accredits psychology programs within a framework explicitly oriented to public
safety and cultural safety (APAC, 2025; PsyBA, 2025a, 2025b). South Africa offers another statutory model: HPCSA regulates
psychology education, training, registration, and practice, and clinical psychologists progress through internship and a period of
community service before independent practice (HPCSA, n.d.-b).
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EuroPsy occupies a different category. Its 2025 Regulations specify at least five years of academic psychology education followed
by one year or 1,500 hours of supervised practice and continuing professional development, but the certificate does not replace
national law or licensure (EFPA, 2025b). This makes EuroPsy valuable as a mobility and quality benchmark while also illustrating
the limits of transnational standardization. WHO, in turn, functions at a meta-regulatory level: it identifies education standards,
minimum competence and conduct, registration, complaints, discipline, and public information as core regulatory functions, while
emphasizing that regulatory design must also consider workforce availability, equity, and health-system performance (WHO, 2024).
Accreditation should therefore be understood as the earliest major quality interface, not the entire regulatory system. Levenson
(2017) noted that accreditation can become overly focused on inputs unless it remains connected to outcomes and public need.
Contemporary standards increasingly require programs to demonstrate competence, placement quality, due process, and
improvement. Yet entry to practice still presents a measurement problem. Written examinations efficiently sample knowledge,
supervisor ratings offer ecological relevance but may contain halo or leniency effects, and direct observation or portfolios provide
richer evidence at greater cost. A high-stakes decision is most defensible when multiple sources converge rather than when one
proxy carries the entire burden.

F. Continuing Competence and Learning after Registration

Registration or licensure marks a threshold, not the end of competence development. Practice scope changes, knowledge becomes
outdated, technologies alter workflow, and personal or organizational pressures may impair judgment. HCPC requires registrants to
maintain standards relevant to their current scope; EuroPsy connects independent practice with continuing professional
development, including supervision or intervision; and Australian competencies are framed as thresholds relevant to both initial and
continuing registration (EFPA, 2025b; HCPC, 2023; PsyBA, 2025b). Wise (2008) similarly argued that maintaining competence
involves active professional development and self-care rather than simple attendance at continuing-education events.

A striking asymmetry remains: supervision before independent practice is widely formalized, whereas ongoing supervision after
registration is less consistently required. This matters because autonomy increases at the same point that day-to-day professional
decisions become less visible. The CESR perspective therefore treats consultation, peer supervision, formal supervision, outcome
monitoring, and reflective review as risk-sensitive resources rather than as signs of deficiency. A mature quality system should make
it normal for experienced clinicians to seek another professional mind when uncertainty, complexity, new technology, or changing
scope warrants it.

G. Culture, Service-User Voice, and Working Conditions Are Quality Conditions, Not Add-ons

Standardization improves transparency, but clinical work is culturally situated. CPA’s explicit attention to Indigenous
interculturalism and reconciliation, Australia’s cultural-safety requirements, EFPA’s rights-based ethics, and the South African
emphasis on responsive and equitable psychological care show different attempts to make context part of professional standards.
Cultural-competence training can improve provider knowledge, attitudes, and skills, although the evidence base remains
methodologically uneven and patient-level outcomes are less often tested (Chu et al., 2022). The lesson is not that one jurisdiction’s
cultural formulation should be exported. It is that every competence framework needs room for cultural humility, language, power,
history, community accountability, and the social conditions that shape distress.

Service-user involvement is also more than a courtesy. Reviews of mental-health professional education show that involvement of
people with lived experience can influence students’ understanding, attitudes, empathy, and interpersonal learning, while also
revealing persistent power asymmetries in deciding whose knowledge counts (Happell et al., 2014; Kalocsai et al., 2024). In the
current benchmark systems, service users are more visible in consent, complaints, public information, and patient-safety language
than in the direct design of competency frameworks or assessment. CESR therefore treats service-user voice as a cross-cutting
condition of quality rather than a fifth regulatory bureaucracy.

Practitioner wellbeing must be handled with similar care. Reflexivity, self-care, fitness to practise, supervision access, and workload
matter for public protection, but they should not be reduced to individual resilience obligations. A psychologist’s capacity to think
carefully is shaped by caseload, organizational culture, administrative burden, access to consultation, and psychological safety.
Quality systems that monitor individual conduct while ignoring system-generated risk may mislocate responsibility.

IV. BUILDING THE CESR QUALITY ECOSYSTEM

A. From Four Domains to Four Connecting Mechanisms

The comparative synthesis supports an integrated proposition: competence, ethics, supervision, and regulation are most useful when
understood as mutually reinforcing functions. Competence defines what practitioners should be able to do. Ethics orients how those
capabilities are used in relationships marked by trust, vulnerability, and power. Supervision provides a relational setting in which
competence and ethical judgment can be observed, challenged, developed, and, when necessary, restricted. Regulation establishes
thresholds, accountability, public information, and pathways for redress. The novelty of CESR lies not in claiming that these four
domains are new, but in specifying the interfaces through which they become a quality system.
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Four mechanisms emerged from the synthesis. Alignment means that the same core expectations appear across curriculum,
assessment, supervision, entry-to-practice decisions, and continuing competence rather than changing vocabulary at each boundary.
Observability means that high-stakes claims of competence are supported by evidence of actual performance, not only declarative
knowledge or self-report. Feedback means that information about performance, outcomes, complaints, remediation, service-user
experience, and new risks can travel back to the parts of the system capable of learning from it. Proportionality means that oversight
is calibrated to risk, developmental stage, workforce realities, and context rather than assuming that the most restrictive possible
rule is always the safest.

QUALITY EMERGES FROM CONNECTIONS AND FEEDBACK, NOT FROM ANY SINGLE STANDARD

COMPETENCE | > ETHICS
Defines what practitioners Orients judgment, power,
must be able to do duties, and human dignity
%
CLIENT SAFETY
i Effective care ¢ dignity
E Public trust
| v
SUPERVISION REGULATION

Develops, observes, assesses,
and remediates competence

Sets thresholds, accountability,
and continuing competence

Cross-cutting conditions: evidence ¢ cultural responsiveness ¢ reflexivity ¢ digital competence ¢ continuous improvement

Figure 2. The CESR Quality Ecosystem for Clinical Psychology. Quality is centered on client safety, dignity, effective care,
and public trust; evidence, cultural responsiveness, reflexivity, digital competence, and continuous improvement operate
across all four domains.

B. Testable Propositions
To move CESR beyond an organizing diagram, the framework generates propositions that can be examined empirically. These

propositions concern mechanisms at the interfaces rather than the simple presence or absence of standards.

Table 111. Cesr Mechanisms and Testable Propositions

Mechanism Interface Proposition Possible indicators Main risk if absent
P1. Competency standards will | Cross-setting  rating
Competence < | influence practice more strongly | coherence; Standards remain
Alighment supervision < | when supervisors and assessors use | progression validity; | symbolic while local
assessment the same observable behavioral | remediation judgments dominate
anchors across training stages. specificity
P2. Ethical standards will predict .
. Observed ethical .
safer practice more strongly when L Ethics becomes a
s . .| reasoning; .
- Competence <> | ethical judgment is assessed within ; course  requirement
Observability . - standardized .
ethics observed clinical performance rather | 7. i . rather than a clinical
. dilemmas; client- ..
than only through declarative ) capability
safety incidents
knowledge tests.
P3. Quality improvement will be
.. stronger where concerns, | Curriculum revisions;
Supervision YRS . o Systems learn only
. complaints, remediation outcomes, | recurrence of
Feedback regulation — X : .| after harm and repeat
- and service-user feedback are | complaint themes; ;
education . - - preventable failures
systematically returned to training | remediation outcomes
and supervision systems.
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Mechanism Interface Proposition Possible indicators Main risk if absent
P4. Risk-proportionate regulation
will  achieve  better  public-
protection/workforce balance than | Access, workforce | Over-regulation
L Regulation < | maximal restriction when entry, | supply, complaint | restricts access; under-
Proportionality . L . ;
workforce/context | oversight, and continuing- | rates, equity, cost, re- | regulation  weakens
competence  requirements  are | entry outcomes public protection
matched to demonstrable risk and
available resources.

C. Quality across the Professional Life Course

A life-course view makes the ecosystem operational. Early training should define developmental competencies and teach ethical
reasoning in context. Practicum should add direct observation, structured feedback, explicit supervision agreements, and fair
remediation. Readiness for independent practice should be triangulated across knowledge, observed performance, supervised
experience, professional behavior, and scope awareness. After registration, continuing professional development should respond to
actual practice needs, with consultation or supervision available in proportion to risk and novelty. Regulators and accrediting bodies
close the loop when aggregate information about complaints, workforce gaps, examination performance, placement quality,
technology, cultural safety, and service-user experience informs revised standards.

This distinction clarifies the relationship between quality assurance and quality improvement. Quality assurance asks whether a
defensible minimum has been met. Quality improvement asks what the system is learning and what should change next. The first

protects a floor; the second keeps the ecosystem alive.

Table Iv. Cesr Quality Functions Across the Professional Life Course

. . . Ilustrative
Stage Competence Ethics Supervision Regulation / QA evidence of quality
Foundational Simulation, Performancg-based
Program . coursework;
science, Consent, rehearsal, . .
entry and I : - Accredited curriculum, faculty | structured
communication, | boundaries, observation, . . o
early : . standards, transparent progression | simulation;
i reflection, rights, power developmental
training documented
culture feedback
feedback
Regula_r . Observed
Assessment, supervision; . N
. . . sessions/recordings;
. formulation, Ethics direct . L
Practicum / | . - . . Placement quality, due process, | formulations;
intervention, embedded in | observation; . . . L
placement - : C . remediation, gatekeeping supervisor  ratings;
risk, live decisions formative and o
. . . remediation
relationship summative
outcomes
assessment
Knowledge test plus
. . Final observed/portfolio
Readiness Integration ;
Judgment competence C A evidence,
for under within  scope | evaluation and Registration/licensure/certification supervised
independent | complexity and N P P using triangulated evidence pen
. . and limits responsibility experience,
practice uncertainty X
handover professional
behavior
Ongoing Peer Needs-based CPD;
consent, . .
Competence rivac consultation outcome data; peer
Independent | maintained (F:)ulturgl, or formal | CPD/continuing competence, | review;
practice within evolving humilit supervision public register, practice standards | documented
scope NIy, according to consultation;
ethical . . ;
. need/risk practice audit
consultation
Trend analysis;
System Individual and Falrnes§, . Target.ed_ Complaints, discipline, re-entry, recurr(_enc.e
. proportionality, | remediation or N - reduction;
learning /| system gaps - accreditation review, regulatory . .
I A transparency, restriction curriculum change;
remediation | identified - - . reform .
client voice when required service-user
feedback
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V. IMPLICATIONS FOR EDUCATION, SUPERVISION, PRACTICE, AND POLICY

A. Clinical Psychology Education

For education providers, the main shift is from mapping content to mapping development. A curriculum may cover
psychopathology, assessment, intervention, research, ethics, and diversity while remaining unclear about what a trainee should be
able to do by the end of each stage. Competency maps should therefore specify observable developmental outcomes and show where
each capability is introduced, rehearsed, observed, assessed, remediated, and revisited. Behavioral anchors should not turn education
into a checklist; used well, they create a shared language for richer conversations about judgment and growth.

Assessment should become more ecological and cumulative. Written examinations remain appropriate for scientific knowledge and
legal or ethical principles. They should be complemented by structured clinical simulations, standardized cases, observed
interviewing, formulation exercises, intervention demonstrations, reflective portfolios, and supervisor evaluations. WHO and
UNICEF’s 2026 EQUIP compendium is relevant beyond non-specialist care because it demonstrates how competency assessment
can be embedded in training and supervision around observable helping behaviors (WHO, 2026).

Programs should also normalize the possibility of difficulty. Problems of professional competence are not rare anomalies, and
delaying concerns until a final placement can increase harm. Clear progression criteria, early feedback, documented support, and
fair remediation pathways protect both trainees and clients. Remediation may involve additional observation, deliberate practice,
closer supervision, reduced case complexity, targeted ethics work, or a temporary restriction in activities. Where risk remains
unacceptable despite appropriate support, gatekeeping is a professional responsibility.

B. Supervisor Development and Governance

Competency-based education cannot be sustained if supervisor development remains informal. Supervisors need preparation in
learning and development, observation, feedback, evaluation, ethical and legal responsibility, cultural and power dynamics,
documentation, remediation, and the management of dual roles. Supervisor competence should itself be reviewed, not assumed from
years of clinical experience. Validated tools such as the GSAT can support a common language while leaving room for professional
judgment (Hamilton et al., 2022).

Organizations must also protect the conditions in which supervision can work. Time repeatedly interrupted by service pressure,
supervision based only on verbal summaries, or high-stakes decisions made without explicit criteria will undermine quality even
when individual supervisors are committed. Quality assurance should therefore examine the supervision system: supervisor
qualification, caseload and time allocation, frequency, access to direct observation, documentation, procedures for concerns,
supervisee feedback, and mechanisms for reviewing supervision itself.

C. Professional Regulation and Continuing Competence

For regulators and professional bodies, CESR argues against one-time credentialing as the dominant image of professional quality.
Registration is meaningful because it establishes a public threshold; it should not be interpreted as a permanent declaration of
competence for every future role. Scope changes, new technologies, evidence updates, personal circumstances, and organizational
pressures create new learning needs. Continuing-competence systems are more credible when practitioners identify needs, undertake
relevant learning or consultation, apply learning in practice, and evaluate its consequences rather than merely accumulating
attendance hours.

Regulatory response should also be proportionate. Not every concern requires punishment, and not every competence gap can be
solved by education. Systems need clear pathways for advice, remediation, supervised return to practice, conditions on practice,
restriction, and discipline. Public protection is strengthened when clients can understand practitioner status and complaint routes;
trust is also strengthened when regulation demonstrates fairness, transparency, learning, and attention to unintended workforce
consequences.

D. Emerging and Reforming Regulatory Systems

Jurisdictions in which clinical psychology is expanding faster than its regulatory infrastructure face a different problem from mature
systems: they need enough structure to protect the public without importing requirements that cannot be sustained. The Makerere
case shows that competency-based clinical psychology education can be built around locally feasible observation and continuous
improvement (Alipanga & Kohrt, 2022). WHO’s regulatory guidance similarly emphasizes proportionality, workforce availability,
equity, and implementation capacity rather than regulatory maximalism (WHO, 2024).

A staged architecture is therefore more defensible than wholesale transplantation. Early priorities may include a national competency
framework, clear definitions of professional scope, accredited training expectations, structured supervised practice, preparation and
recognition of supervisors, defensible entry-to-practice evidence, an enforceable ethics/conduct framework, and public information
about practitioner status. Continuing competence, complaints analysis, re-entry processes, and quality data can then mature with the
workforce and regulatory institutions. Cultural adaptation must begin at framework design rather than be added after standards are
imported.
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VI. RESEARCH AGENDA

The review reveals an imbalance between the sophistication of professional standards and the strength of evidence about their
downstream effects. Supervision research has improved substantially, yet heterogeneity remains high and few studies trace pathways
from supervisory process to client outcomes (Schreyer et al., 2025). Regulation research faces an even larger challenge because
reforms occur within complex systems and are rarely amenable to controlled designs (Leslie et al., 2023). CESR therefore treats the
ecosystem itself as an object of research rather than assuming that each component has already been validated.

Six priorities follow. First, competence-validity studies should test which combinations of written, observed, portfolio, and
supervisor-based assessment predict safe and effective early-career practice. Second, supervision research should identify
mechanisms and moderators, including direct observation, feedback quality, alliance, deliberate practice, supervisor competence,
and dosage. Third, ethical competence needs performance-based measures that can distinguish knowledge of rules from recognition
and management of ethical complexity in real work. Fourth, regulatory research should examine whether complaint, remediation,
and re-entry data feed back into accreditation and whether that feedback reduces recurrence. Fifth, cultural responsiveness and
service-user participation need evaluation at the level of behavior and outcomes rather than representation alone. Sixth, digital and
Al competence requires rapidly updateable standards that can assess evidence appraisal, data governance, bias, transparency,
accountability, and the preservation of professional judgment.

Implementation research is equally important. High-resource models may fail in settings with few supervisors or large treatment
gaps. Comparative work should examine phased and risk-based approaches, including cost, feasibility, equity, workforce supply,
unintended effects, and public trust. Service users should participate in this research as partners rather than only as outcome sources,
because quality systems are ultimately justified by the safety, dignity, accessibility, and usefulness of the care people receive.

VII. LIMITATIONS

Several limitations qualify the review. First, the benchmark contexts were purposively selected and remain weighted toward
formalized professional systems in high-income jurisdictions, although South Africa and the Ugandan implementation case broaden
the comparative lens. The corpus therefore cannot represent the diversity of clinical psychology education and regulation worldwide.
Second, scholarly evidence identification was structured but was not designed as an exhaustive four-database systematic search.
PubMed/MEDLINE was executed and archived directly, while additional coverage came from citation chaining, systematic reviews,
DOI and publisher verification, and targeted retrieval. APA PsycINFO, Scopus, and Web of Science were considered as possible
sensitivity checks, but they were not searched and were not counted as evidence sources. This design is appropriate to a critical
integrative review but may have missed relevant literature and does not support claims of database-level comprehensiveness.
Third, the review was conducted by one author, so independent duplicate screening, extraction, and coding were not available.
Predefined extraction fields, repeat reading, a decision log, negative-case analysis, and source-type-specific appraisal reduced but
did not eliminate interpretive bias. Fourth, normative and empirical sources cannot answer the same question. A regulation can
demonstrate legal obligation or professional consensus; it cannot prove that the rule improves client outcomes. Conversely, a local
supervision trial cannot establish the optimal design of a national regulatory system. The CESR framework should therefore be read
as a theory-informed synthesis and research heuristic, not as a validated causal model.

Finally, the source landscape is unusually dynamic. APA’s Ethics Code is undergoing comprehensive revision, Al-related practice
is changing quickly, and regulatory rules for cross-border and technology-mediated practice continue to evolve. The review date is
therefore part of the evidence. Future updates should treat version control as a substantive methodological requirement rather than
a bibliographic detail.

VIII. CONCLUSIONS

Clinical psychology asks practitioners to meet people at vulnerable points in their lives and to use specialized knowledge without
losing sight of the person who gives that knowledge meaning. A profession worthy of that trust needs more than competent
individuals and more than well-written standards. It needs an environment in which competence can be developed and observed,
ethical judgment can be practiced, supervision can be supportive and accountable, and regulation can protect the public while helping
the profession learn.

Across the benchmark contexts, there is substantial convergence around developmental competence, ethically bounded practice,
structured supervised experience, public-protection thresholds, and continuing professional development. The systems differ,
however, in legal authority, training routes, supervision expectations after registration, and the strength of feedback from service
users and regulatory data. Within the limits of a purposive and predominantly formal regulatory corpus, the CESR Quality
Ecosystem makes these connections explicit.

Its central claim is deliberately modest: quality is not produced by adding more requirements. It is produced when competence,
ethics, supervision, and regulation are connected through alignment, observability, feedback, and proportionality. For educators,
this means designing development rather than only delivering curriculum. For supervisors, it means creating relationships in which
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uncertainty can be spoken while competence can still be judged. For regulators, it means balancing thresholds with learning, cultural
context, equity, workforce realities, and public accountability. The ultimate measure of a quality system is not how complete its
documentation appears, but whether people can receive psychological care that is safe, effective, respectful, culturally responsive,
and worthy of trust.

DECLARATIONS
Funding: No external funding was received for this work.
Conflict of Interest: The author declares no conflict of interest.

REFERENCES
1) Alipanga, B., & Kohrt, B. A. (2022). Competency-based pre-service education for clinical psychology training in low- and
middle-income countries: Case study of Makerere University in Uganda. Frontiers in Psychology, 13, 924683.
https://doi.org/10.3389/fpsyg.2022.924683
2) American Psychological Association. (2013). Guidelines for the practice of telepsychology. American Psychologist, 68(9),
791-800. https://doi.org/10.1037/a0035001
3) American Psychological Association. (2017). Ethical principles of psychologists and code of conduct (2002, amended
effective June 1, 2010, and January 1, 2017). https://www.apa.org/ethics/code
4) American Psychological Association. (2025). Guidelines for clinical supervision in health service psychology.
https://www.apa.org/about/policy/guidelines-clinical-supervision
5) American Psychological Association, Commission on Accreditation. (2021). Standards of accreditation for health service
psychology: Master’s programs. https://www.apa.org/research-practice/standards-guidelines
6) American Psychological Association, Commission on Accreditation. (2026). Standards of accreditation for health service
psychology. https://www.apa.org/ed/accreditation/standards-of-accreditation.pdf
7) Andersson, H., Svensson, A., Frank, C., Rantala, A., Holmberg, M., & Bremer, A. (2022). Ethics education to support
ethical competence learning in healthcare: An integrative systematic review. BMC Medical Ethics, 23, 29.
https://doi.org/10.1186/s12910-022-00766-z
8) Aromataris, E., Lockwood, C., Porritt, K., Pilla, B., & Jordan, Z. (Eds.). (2024). JBI manual for evidence synthesis. JBI.
https://synthesismanual.jbi.global
9) Association of State and Provincial Psychology Boards. (2026). EPPP candidate handbook: Examination for Professional
Practice in Psychology. https://asppb.net/wp-content/uploads/EPPP-Candidate-Handbook 01.2026.pdf
Australian  Psychology Accreditation Council. (2025). Accreditation standards for psychology programs.
https://apac.au/wp-content/uploads/2025/12/APAC-Accreditation-Standards-for-Psychology-Programs-effective-1-
December-2025.pdf
11) Babione, J. M. (2010). Evidence-based practice in psychology: An ethical framework for graduate education, clinical
training, and maintaining professional competence. Ethics & Behavior, 20(6), 443-453.
https://doi.org/10.1080/10508422.2010.521446
12) Barrett, J., Gonsalvez, C. J., & Shires, A. (2020). Evidence-based practice within supervision during psychology
practitioner training: A systematic review. Clinical Psychologist, 24(1), 3-17. https://doi.org/10.1111/cp.12196
13) British Psychological Society. (2025). Assessment, formulation, and diagnosis guidelines (adults).
https://doi.org/10.53841/bpsrep.2025.rep188
14) Canadian Psychological Association. (2023). Accreditation standards for doctoral and residency programs in professional
psychology (6th rev.).
https://www.cpa.ca/docs/File/Accreditation/CPA%202023%20Accreditation%20Standards_EN_Web.pdf
15) Canadian Psychological Association. (n.d.). Licensure (regulation) of the practice of psychology. Retrieved August 25,
2026, from https://cpa.ca/practice/practiceregulation/
16) Chu, W., Wippold, G., & Becker, K. D. (2022). A systematic review of cultural competence trainings for mental health
providers. Professional Psychology: Research and Practice, 53(4), 362-371. https://doi.org/10.1037/pro0000469
17) Deane, F. P., Gonsalvez, C. J., Joyce, C., & Britt, E. (2018). Developmental trajectories of competency attainment amongst
clinical psychology trainees across field placements. Journal of Clinical Psychology, 74(9), 1641-1652.
https://doi.org/10.1002/jclp.22619
18) European Federation of Psychologists’ Associations. (2025a). Meta-code of ethics. https://www.efpa.eu/resource/meta-
code-of-ethics/
19) European Federation of Psychologists’ Associations. (2025b). EuroPsy regulations 2025.
https://www.efpa.eu/sites/default/files/2025-10/EuroPsy%20Regulations%202025_1.pdf

10

~

IJIRME, Volume 05 Issue 08 August 2026 WWW.ijirme.com Page 1066



http://www.ijirme.com/

Building A Quality Ecosystem for Clinical Psychology: Integrating Competence, Ethics, Supervision, and
Professional Regulation

20) Falender, C. A., Erickson Cornish, J. A., Goodyear, R., Hatcher, R., Kaslow, N. J., Leventhal, G., Shafranske, E., Sigmon,
S. T., Stoltenberg, C., & Grus, C. (2004). Defining competencies in psychology supervision; A consensus statement.
Journal of Clinical Psychology, 60(7), 771-785. https://doi.org/10.1002/jclp.20013

21) Fouad, N. A., Grus, C. L., Hatcher, R. L., Kaslow, N. J., Hutchings, P. S., Madson, M. B., Collins, F. L., Jr., & Crossman,
R. E. (2009). Competency benchmarks: A model for understanding and measuring competence in professional psychology
across training levels. Training and Education in Professional Psychology, 3(4, Suppl.), S5-S26.
https://doi.org/10.1037/a0015832

22) Gonsalvez, C. J., Bushnell, J., Blackman, R., Deang, F., Bliokas, V., Nicholson-Perry, K., Shires, A., Nasstasia, Y., Allan,
C., & Knight, R. (2013). Assessment of psychology competencies in field placements: Standardized vignettes reduce rater
bias. Training and Education in Professional Psychology, 7(2), 99-111. https://doi.org/10.1037/a0031617

23) Gonsalvez, C. J., & Calvert, F. L. (2014). Competency-based models of supervision: Principles and applications, promises
and challenges. Australian Psychologist, 49(4), 200-208. https://doi.org/10.1111/ap.12055

24) Gonsalvez, C. J., & Crowe, T. P. (2014). Evaluation of psychology practitioner competence in clinical supervision.
American Journal of Psychotherapy, 68(2), 177-193. https://doi.org/10.1176/appi.psychotherapy.2014.68.2.177

25) Hamilton, S. J., Briggs, L., Peterson, E. E., Slattery, M., & O’Donovan, A. (2022). Supporting conscious competency:
Validation of the Generic Supervision Assessment Tool (GSAT). Psychology and Psychotherapy: Theory, Research and
Practice, 95(1), 113-136. https://doi.org/10.1111/papt.12369

26) Handelsman, M. M., Gottlieb, M. C., & Knapp, S. (2005). Training ethical psychologists: An acculturation model.
Professional Psychology: Research and Practice, 36(1), 59-65. https://doi.org/10.1037/0735-7028.36.1.59

27) Hanson, S. L., & Kerkhoff, T. R. (2011). The APA Ethical Principles as a foundational competency: Application to
rehabilitation psychology. Rehabilitation Psychology, 56(3), 219-230. https://doi.org/10.1037/a0024206

28) Happell, B., Byrne, L., McAllister, M., Lampshire, D., Roper, C., Gaskin, C. J., Martin, G., Wynaden, D., McKenna, B.,
Lakeman, R., Platania-Phung, C., & Hamer, H. (2014). Consumer involvement in the tertiary-level education of mental
health professionals: A systematic review. International Journal of Mental Health Nursing, 23(1), 3-16.
https://doi.org/10.1111/inm.12021

29) Health and Care Professions Council. (2023). Standards of proficiency: Practitioner psychologists. https://www.hcpc-
uk.org/standards/standards-of-proficiency/practitioner-psychologists/

30) Health and Care Professions Council. (2024). Standards of conduct, performance and ethics. https://www.hcpc-
uk.org/standards/standards-of-conduct-performance-and-ethics/

31) Health Professions Council of South Africa. (n.d.-a). Continuing professional development. Retrieved August 25, 2026,
from https://www.hpcsa.co.za/cpd

32) Health Professions Council of South Africa. (n.d.-b). Registration overview. Retrieved August 25, 2026, from
https://www.hpcsa.co.za/overview-registration

33) Health Service Psychology Education Collaborative. (2013). Professional psychology in health care services: A blueprint
for education and training. American Psychologist, 68(6), 411-426. https://doi.org/10.1037/a0033265

34) Johnson, W. B., Barnett, J. E., EIman, N. S., Forrest, L., & Kaslow, N. J. (2012). The competent community: Toward a
vital reformulation of professional ethics. American Psychologist, 67(7), 557-569. https://doi.org/10.1037/a0027206

35) Kalocsai, C., Agrawal, S., de Bie, L., Beder, M., Bellissimo, G., Berkhout, S., Johnson, A., McNaughton, N., Rodak, T.,
McCullough, K., & Soklaridis, S. (2024). Power to the people? A co-produced critical review of service user involvement
in mental health professions education. Advances in Health Sciences Education, 29(1), 273-300.
https://doi.org/10.1007/s10459-023-10240-z

36) Kaslow, N. J., Grus, C. L., Campbell, L. F., Fouad, N. A., Hatcher, R. L., & Rodolfa, E. R. (2009). Competency assessment
toolkit for professional psychology. Training and Education in Professional Psychology, 3(4, Suppl.), S27-S45.
https://doi.org/10.1037/a0015833

37) Koskenvuori, J., Stolt, M., Suhonen, R., & Leino-Kilpi, H. (2019). Healthcare professionals’ ethical competence: A scoping
review. Nursing Open, 6(1), 5-17. https://doi.org/10.1002/nop2.173

38) Krishnamurthy, R., VandeCreek, L., Kaslow, N. J., Tazeau, Y. N., Miville, M. L., Kerns, R., Stegman, R., Suzuki, L., &
Benton, S. A. (2004). Achieving competency in psychological assessment: Directions for education and training. Journal
of Clinical Psychology, 60(7), 725-739. https://doi.org/10.1002/jclp.20010

39) Kihne, F., Maas, J., Wiesenthal, S., & Weck, F. (2019). Empirical research in clinical supervision: A systematic review
and suggestions for future studies. BMC Psychology, 7, 54. https://doi.org/10.1186/s40359-019-0327-7

40) Leslie, K., Bourgeault, I. L., Carlton, A.-L., Balasubramanian, M., Mirshahi, R., Short, S. D., Care, J., Cometto, G., & Lin,
V. (2023). Design, delivery and effectiveness of health practitioner regulation systems: An integrative review. Human
Resources for Health, 21, 72. https://doi.org/10.1186/512960-023-00848-y

IJIRME, Volume 05 Issue 08 August 2026 WWW.ijirme.com Page 1067



http://www.ijirme.com/

Building A Quality Ecosystem for Clinical Psychology: Integrating Competence, Ethics, Supervision, and
Professional Regulation

41) Levenson, R. W. (2017). Clinical psychology training: Accreditation and beyond. Annual Review of Clinical Psychology,
13, 1-22. https://doi.org/10.1146/annurev-clinpsy-021815-093559

42) McArthur, A., Cooper, A., Edwards, D., Klugarova, J., Yan, H., Barber, B. V., Gregg, E., Weeks, L., & Jordan, Z. (2025).
Textual evidence systematic reviews series paper 3: Critical appraisal of evidence from narrative, opinion, and policy. JBI
Evidence Synthesis, 23(5), 833-839. https://doi.org/10.11124/JBIES-24-00293

43) Milne, D. (2007). An empirical definition of clinical supervision. British Journal of Clinical Psychology, 46(4), 437-447.
https://doi.org/10.1348/014466507X197415

44) Nurse, K., O’Shea, M., Ling, M., Castle, N., & Sheen, J. (2025). The influence of deliberate practice on skill performance
in therapeutic practice: A systematic review of early studies. Psychotherapy Research, 35(3), 353-367.
https://doi.org/10.1080/10503307.2024.2308159

45) O’Donovan, A., Halford, W. K., & Walters, B. (2011). Towards best practice supervision of clinical psychology trainees.
Australian Psychologist, 46(2), 101-112. https://doi.org/10.1111/j.1742-9544.2011.00033.x

46) Psychology Board of Australia. (2025a). Code of conduct for psychologists.
https://www.psychologyboard.gov.au/Standards-and-Guidelines/Professional-practice-standards/Code-of-conduct

47) Psychology Board of Australia. (2025b). Professional competencies for psychologists.
https://www.psychologyboard.gov.au/Standards-and-Guidelines/Professional-practice-standards/Professional -
competencies-for-psychology

48) Rodolfa, E., Bent, R., Eisman, E., Nelson, P., Rehm, L., & Ritchie, P. (2005). A cube model for competency development:
Implications for psychology educators and regulators. Professional Psychology: Research and Practice, 36(4), 347-354.
https://doi.org/10.1037/0735-7028.36.4.347

49) Schreyer, B., Leithner, C., Eilers, R., Gossmann, K., & Rosner, R. (2025). The effects of clinical supervision on supervisees
and patient outcomes in psychotherapy: A systematic review and meta-analysis. Frontiers in Psychiatry, 16, 1705578.
https://doi.org/10.3389/fpsyt.2025.1705578

50) Schreyer, B., Leithner, C., Eilers, R., Gossmann, K., & Rosner, R. (2026). Correction: The effects of clinical supervision
on supervisees and patient outcomes in psychotherapy: A systematic review and meta-analysis. Frontiers in Psychiatry,
16, 1764015. https://doi.org/10.3389/fpsyt.2025.1764015

51) Shea, B. J., Reeves, B. C., Wells, G., Thuku, M., Hamel, C., Moran, J., Moher, D., Tugwell, P., Welch, V., Kristjansson,
E., & Henry, D. A. (2017). AMSTAR 2: A critical appraisal tool for systematic reviews that include randomised or non-
randomised studies of healthcare interventions, or both. BMJ, 358, j4008. https://doi.org/10.1136/bmj.j4008

52) Snyder, H. (2019). Literature review as a research methodology: An overview and guidelines. Journal of Business
Research, 104, 333-339. https://doi.org/10.1016/j.jbusres.2019.07.039

53) Torraco, R. J. (2005). Writing integrative literature reviews: Guidelines and examples. Human Resource Development
Review, 4(3), 356-367. https://doi.org/10.1177/1534484305278283

54) Vacha-Haase, T., ElIman, N. S., Forrest, L., Kallaugher, J., Lease, S. H., Veilleux, J. C., & Kaslow, N. J. (2019).
Remediation plans for trainees with problems of professional competence. Training and Education in Professional
Psychology, 13(4), 239-246. https://doi.org/10.1037/tep0000221

55) van zyl, L. E. (2026). The unintended negative consequences of artificial intelligence use for psychologists. Frontiers in
Psychology, 17, 1729050. https://doi.org/10.3389/fpsyg.2026.1729050

56) Watts, L. L., Medeiros, K. E., Mulhearn, T. J., Steele, L. M., Connelly, S., & Mumford, M. D. (2017). Are ethics training
programs improving? A meta-analytic review of past and present ethics instruction in the sciences. Ethics & Behavior,
27(5), 351-384. https://doi.org/10.1080/10508422.2016.1182025

57) Weallans, J., Roberts, C., Hamilton, S., & Parker, S. (2022). Guidance for providing effective feedback in clinical
supervision in postgraduate medical education: A systematic review. Postgraduate Medical Journal, 98(1156), 138-149.
https://doi.org/10.1136/postgradmedj-2020-139566

58) Whittemore, R., & Knafl, K. (2005). The integrative review: Updated methodology. Journal of Advanced Nursing, 52(5),
546-553. https://doi.org/10.1111/j.1365-2648.2005.03621.x

59) Wise, E. H. (2008). Competence and scope of practice: Ethics and professional development. Journal of Clinical
Psychology, 64(5), 626-637. https://doi.org/10.1002/jclp.20479

60) World Health Organization. (2024). Health practitioner regulation: Design, reform and implementation guidance.
https://www.who.int/publications/i/item/9789240095014

61) World Health Organization. (2026). Ensuring quality in psychosocial and mental health care (EQUIP): Compendium of
competency assessment tools. https://www.who.int/publications/i/item/9789240121041

IJIRME, Volume 05 Issue 08 August 2026 WWW.ijirme.com Page 1068



http://www.ijirme.com/

