


SCHEDULE OF SUBMISSION

The table shows the usual sequence of submission. If there are significant barriers to collecting the
appropriate materials for a specific format (for example, where it has proved impossible to record a
session and there is no material for a transcript-
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b) A range of severity and chronicity of presentation:

The meaning of terms such as severity and chronicity may vary across different client contexts, but
ideally the portfolio of reports should describe individuals with a range of presenting problems —
from acute onset through to serious and enduring presentations.

¢) A range of psychological approaches:

You should be able to demonstrate competence in more than one model of formal psychotherapy.
Bear in mind that in this context “model” is a reference to broad approaches - cognitive-
behavioural, psychody
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SUPPORT FOR WRITING THE REPORT

Involving your course tutor

You are strongly encouraged to discuss your ideas about the clinical report with your course tutor
before you start writing. Tutors can help you think about which of your current pieces of clinical
work seem most appropriate for a report, and which format is best suited to the write-up.

Tutors cannot look at a draft of the report though because it is an assessed piece of work.
However, they can discuss the proposed structure of the report; this is often extremely helpful in
helping trainees to think both about focus and content.

Role of your clinical supervisor

It is a good idea to discuss your plans for a clinical report with your clinical supervisor, since they will
be familiar with your ongoing work. However, although your supervisor's opinion is useful, the clinical
report is your work. This means that it should reflect your ideas, and may not (and does not need
to) include all the areas discussed with your supervisor.

As described on page 4, you need to show your supervisor the final version of your report, and they
need to sign and return to college a standard letter confirming that you undertook the clinical work you
describe. Bear in mind that the supervisor is not being asked to judge the quality of the work, only to
confirm that it reflects the work you carried out.

MAINTAINING CONFIDENTIALITY

Although markers will always pay due attention to confidentiality, it is absolutely essential that anyone
reading the clinical report should be unable to work out the identity of your client. Achieving this
requires great care, since it is surprisingly easy to include details that could (however inadvertently)
breach confidentiality. Some tips may be helpful:

1) Never use real names —
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2) 'The client lives in a large and run-down housing estate’ is better than:
The client lives in a tower block on a deprived housing estate in Dalston'.

5) Providing details of the history (for example size of family, ages and sex of family members,

occupation, timing of problem onset, specific details of the presenting problem) may provide
identifying information to somebody reading the report. This risk increases if the report
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GAINING CONSENT FOR RECORDING SESSIONS

Session recording should never take place without a client’'s consent. In considering whether to
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/clinical-psychology-doctorate/training-handbook/chapters/section25

Any queries relating to Clinical Report submission should be addressed to the responsible member of
the professional services team.

Using “Turnitin”
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It is good practice to report scores with confidence intervals (where these are available), as well as
standard scores/ percentiles/ descriptors.

Wherever such data is available, there should be an indication of the clinical implications of any
test results. For example, stating that a client has a BDI of 32 does not convey very much.

Reference to normative data will tell you that this indicates a fairly high level of depressive
symptoms. On this basis the score would be reported as:

"The client scorede
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References
Where relevant, you should cite pertinent literature. Bear in mind that the purpose of references is

to give academic authority to your assertions, and to guide the reader to the source of major ideas
that you are discussing. This should be done judiciously. We are not expecting a long reference
list, and more references do not necessarily make a report more authoritative — their relevance to
your discussion should be the basis for their inclusion. All in-text citations and the reference list
must be presented in line with APA guidelines.
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Content
Bearing in mind the general comments above, reports will usually include consideration of the

following:

The service context in which the referral took place, and the way in which this influences and
shapes decisions about the scope of the assessment and the assessment procedures.

How the assessment procedures used can answer the questions posed by the referral.

For example, if psychometric assessments were used, what were the reasons for choosing the
specific assessment? If the assessment was for psychological therapy, how and why was the
interview conducted as it was? If a client was assessed on a ward, and information gathered
from specific members of the ward team, what was the rationale for choosing who to talk to?
What cultural and contextual factors were identified, how did these influence the assessment,
and how did you take account of these in your understanding and approach to the work?
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The commentary should also be appropriately reflective: as well as noting what went well you
should also identify what did not go as well as intended, and try to account for these more
problematic moments. Bear in mind that a reflective commentary is not a matter of simple self-
criticism; it is more a matter of conveying your understanding of the ways in which the intervention
might have worked better — for example, suggesting a rephrasing that might have been clearer to
the client, or identifying possible reasons why the client might not have picked up on your
intervention in the manner which you expected.

You do not need to comment on every exchange between yourself and the client unless there is a
good reason for focusing at this level of detail.

iif) Reflections
The final section of the report will be a reflection on the material as a whole. This should include
points of future learning. It may also include reflections on, for example:

the relationship between your intentions and the actual impact of your interventions

your experience of trying to apply the specific theoretical framework

any specific difficulties or dilemmas you experienced during the session

how supervision informed the piece of work or decisions taken

Word count and transcripts
The word limit excluding the transcribed extracts is 3000 words. The transcript itself should be a
minimum of 400 words and a maximum of 1000 words

Guidelines on the recording

Although you do not need to submit the recording with the report, the examiners can ask for a copy,
and you should ensure that this is available should they request it. It should be of good quality and
the dialogue should be clear and audible.

Gaining consent for recording

Recording a clinical session requires the informed consent of the client. They must be made
aware that the recording and commentary will be listened to by supervisors and could be listened
to by third parties at the University, and that this may include an external examiner.

Consent forms for recording and for the use of clinical material in hich you expected.
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OPTIONAL REPORT 1: SINGLE CASE STUDY

Aim

The report is intended to give trainees the experience of conducting and writing up a piece of
clinical work using standard single case methods (these will be covered in your research methods
lectures). The aim is to demonstrate a systematic approach to monitoring client change over the
course of intervention, with frequent, possibly session-by-session, applications of a simple
guantitative measure of the client's behaviour or main problem.

Competencies to be demonstrated
The report allows you to demonstrate the ability to conceptualise and report on a piece of clinical
work within the single case framework.

What the markers will be looking for
The markers will be assessing the ability to design, conduct and report on an intervention using single
case methods.

Type of clinical material appropriate to this report

A clinical problem or situation where systematic monitoring of client change is integral to treatment
planning or intervention. The report should focus on a behaviour that can be quantified and measured
regularly (usually by self- or other- observation) and should involve the application of a defined
intervention. There will usually be clearly delimited baseline and treatment phases. The single case
method may be applied in terms of a classic ABAB design, or could use another approach.

Examples of suitable pieces of clinical work include a parent training intervention to reduce a
behaviour problem in a 4-year old child, a staff intervention to reduce challenging behaviour in a day
centre setting for adults with learning disabilities, the acquisition of new learning for a client in a
rehabilitation setting, or the monitoring of session-by-session change in a client with OCD.

Suggested content and structure
a brief introduction to the general problem being addressed, with a review of relevant
literature;
a description of the clinical background, relevant cultural and contextual considerations, the
details of the intervention, and a rationale for and a description of the methods of
measurement;
an appropriately developed formulation;
the results of the intervention, including a graph of the data (statistical analyses are not usually
needed);
a discussion of the outcomes. This should include some consideration of causality —
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OPTIONAL REPORT 2: ADVANCED ASSESSMENT REPORT

Aims

The aim of this report is to present a detailed account of a complex assessment, relating the work
undertaken to psychological theory and outlining the implications of the assessment for clinical
intervention.

Competencies to be demonstrated
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What the markers will be looking for
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OPTIONAL REPORT 5: AN IMPASSE IN A PSYCHOLOGICAL
INTERVENTION

Aim

The aim of this report is to focus on a piece of clinical work where there were significant difficulties
in implementing an intervention. There are various dictionary definitions of an 'impasse' - for
example, a situation that is so difficult that no progress can be made; a deadlock or a stalemate.
The word ‘impassable’ is derived from the word impasse — to mean (for example) a road or
passage having no obvious exit; like a cul-de-sac.

In the context of psychological interventions the word ‘impasse’ is used to indicate that a major
obstacle has emerged which, if not addressed, could represent a major threat to the maintenance
of therapeutic contact.

Examples of an impasse might be:
a client who had been making good and steady progress who suddenly becomes angry and
sullen for no reason that you can (initially) detect
a client who has been attending regularly who starts missing sessions for no clear reason
a client who readily agrees to carry out behavioural experiments in the session, but never
carries them out in practice
a client who says they can only continue if you are able to be a friend to them, rather than a
therapist

Impasses are not simple perturbations in the therapy — for example a single incident where the

client seems puzzled about something and you resolve matters very quickly. An impasse is usually
a major impedi2 841.921( )]TIETGNI000008871 0 595.32 841.92 rely*n5D00008871
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begin, and where intervention based on an understanding of these obstacles was critical in sustaining
contact. They could also consider situations where it becomes clear that difficulties in implementing an
intervention indicated the need for a major revision in the approach taken.

Reports that discuss unresolved impasses will be as welcome as those where the impasse is
overcome.

Suggested content and structure
This report will usually:
provide a brief introduction;
identify the nature of the impasse and review relevant clinical and theoretical literature;
describe the clinical context within which the impasse developed;
provide an account of relevant cultural and contextual considerations;
offer a formulation or hypotheses about why the impasse has emerged,
describe the ways in which resolution of the impasse was attempted; and
provide critical reflections, including a consideration of the outcome and any further steps that
may be recommended or proposed.

Additional material required

There are no specific requirements, but if necessary, additional material may be presented in an
appendix.
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a description of the clinical work being undertaken (describing the nature of the client's problems
and the approach the service is taking towards them), ), including a clear account of your role and
contribution to the work

a description of the formal (and informal) relationships between the professionals involved in the
clinical work

a description of the ways in which the team or agencies formulated the problem and the actions
required to manage these (including differences of view)

an account of the way that the work developed and the roles different professionals played in
its execution

a description of how the functioning of the inter-professional/ inter-agency system promoted or
impeded the efficacy of the work

a description of how the clinical work progressed and any outcomes from this work

a critical reflection on the work undertaken.
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OPTIONAL REPORT 7: A REPORT OF A CONSULTATION WITH
EXPERTS BY EXPEREINCE/CARERS?

Aims

The aim of this report is to present a detailed account of a consultation with experts by experience
(who could be direct consumers of health care, carers, or representatives from expert by
experience/service user/carer organisations).

The experts by experience who are consulted should not be recipients of direct clinical services
provided by the trainee.

Competencies to be demonstrated

This report allows you to demonstrate competency in setting up a consultation with experts by
experience that promotes respectful engagement and learning from them, while helping you to
understand the issues and values that are important to them, and the implications of these for
service delivery and service development.

The report allows you to show that you have been able to:
set up a consultation designed to help you and your service understand the perspectives of
experts by experience, and that enables experts by experience to present their ideas as experts
and/or equal stakeholders
implement and facilitate a collaborative discussion
derive a coherent account of the perspectives and values of experts by experience
relate the ‘position’ of the experts by experience to the viewpoint/assumptions of the
professional ‘system’ within which service users are being seen, and formulate reasons for any
differences
reflect on and apply any conclusions/implications from the consultation to your own practice as
well as that of the professional service
where relevant, disseminate insights/ information from the consultation to the service in a
professional and constructive manner

Criteria for the report (type of material)

It is a good idea to choose consultations where contact with experts by experience/service users or
carers has been meaningful, for example because it has contributed to a better understanding of
service needs and service delivery, or has implications for service redesign (which could mean
small but meaningful adjustments as well as suggestions for more significant change).

What the markers are looking for
The markers will want to see a detailed understanding of any theoretical, clinical and professional
issues raised by the consultation. They will also be looking for:
an account of the rationale for, and purpose of, the consultation
a description of how the consultation was set up, along with its format and content
any ‘insights’ gained as a result of the consultation and how these might be taken forward/
disseminated

Suggested content and structure
The report should include:
a brief introduction
a description of the service context
a description of cultural and contextual considerations
a description of the issues that prompted the consultation
a description of the way the piece of work has been conceptualised

2 Course expectations regarding service user consultations are detailed in the Training Handbook
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a description of how the consultation was set up (including any relevant correspondence), and
the rationale for the approach taken

a description of the ways in which relevant ‘ground rules’ were negotiated with the experts by
experience (e.g. around confidentiality, or the way in which feedback would be given)
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OPTIONAL REPORT 8: A REPORT OF A PIECE OF ‘LEADERSHIP’
WORK

Aims
The aim of this report is to present a detailed account of a piece of leadership work, which may be
conducted within teams or organisations.

Competencies to be demonstrated

This report allows you to demonstrate competencies in a range of areas, depending upon the
context in which you are working. This would be very different in a policy context and a
managerial/business context, or an NHS or social enterprise context, for example.

The report allows you to show that you have been able to implement at least some of the following
leadership competencies (you will not be expected to demonstrate ALL of the following - markers will
use their judgement as to which are most relevant to the piece of work you are presenting):
identify the contexts for change
demonstrate awareness of the political, social, technical, economic, organisational and
professional environment
understand and interpret relevant legislation, accountability frameworks, policy, and existing
evidence
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What the markers are looking for
The markers will want to see a detailed understanding of any theoretical, clinical, professional and
policy issues raised by the piece of work. They will also be looking for:
an account of the rationale for, and purpose of, the piece of work
a description of how the work was set up, along with its format and content
any ‘insights’ gained as a result of the work and how these might be taken forward/
disseminated

The work does not need to be ‘perfect’. Indeed, much can be learned from apparent ‘mistakes’ and
the identification and overcoming of obstacles, and this can be reflected upon in the account.

Suggested content and structure
The report should include:
a description of the organisation and/or policy context
a description of the issues that prompted the work
a description of how the piece of work was set up (including any relevant correspondence), and
the rationale for the approach taken
a description of the ways in which relevant ‘ground rules’ were negotiated with the participating
individuals and/or organisations (e.g. around confidentiality, or the way in which feedback
would be given)
a description of the procedures used to garner information, including any systematic procedures
a description of the conclusions drawn from the work
a description of the process of disseminating insights arising from the work
if relevant, an account of any planned changes made on the basis of the work
if relevant, any formal/informal evaluation of the impact of these changes
reflections on the process

Where relevant the report should also describe any changes in service delivery/design,
organisational change, and/or policy consequent on the piece of work.

You may draw upon a variety of theoretical material which includes but is not limited to:
clinical models and methods applied in organisational contexts
organisational psychology
management and economics texts
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