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SECTION 1:

Doctoral Course in Clinical Psychology

Core Purpose, Values and Philosophy

Core purpose

The core purpose of the training course is to produce clinical psychologists trained to
a high standard in academic, clinical and research domains, enabling them to meet
the standards described by the HCPC Standards of Education and Training and
Standards of Proficiency and the accreditation criteria of the British Psychological
Society for Chartered status, and to qualify them for work within the National Health
Service (NHS) and in other clinical settings.

Values

The values of the Course are aligned with those set out in the following codes, all of
which can be found on the Course website:

 the HCPC Standards of Conduct
 the BPS Code of Ethics and Conduct
 UCL Student Disciplinary Code
 the NHS Constitution
 Health Education England’s (2021) Position Paper on Aligning Clinical

Psychology Training to the Priorities of the NHS Long-Term Plan

The values embodied in these codes are reflected at all stages and in all domains of the
programme – in its application processes, in the content and delivery of the teaching
programme, in clinical placements and in the professional and personal support offered
to trainees.

The NHS constitution sets out some core values which can be summarised as follows:

 putting clients first and involving everyone who is relevant to their care
 speaking up in the client’s interests when things go wrong
 affording respect and dignity to clients, their families and fellow professionals,

valuing them as individuals and respecting their aspirations and commitments
 offering resources to the benefit of the whole community and ensuring that people

are not excluded or discriminated against
 offering high-quality, safe and effective care
 offering care that is compassionate and responsive to the needs of clients, their

families and carers
 improving health and well-being and people’s experience of the NHS



Philosophy

1. The Course has a pluralistic ethos: it aims to expose trainees to a variety of
approaches within clinical psychology rather than just one. This is designed to ensure
that trainees can respond flexibly to the demands that will be made of them in a
rapidly changing NHS.

2. The Course aims to promote strong links between theory and practice and is
organised to ensure that the clinical, academic and research components of training are
well integrated. Reflecting this concern:

a) Diversity in teaching methods is encouraged, matching the method to the
material to be taught.
b) Skills teaching is integrated within the academic programme, along with the
use of experiential teaching methods.
c) Trainees are encouraged to adopt a hypothesis-testing approach to their work
and to adopt a thoughtful and critical approach to the use of research evidence
concerning the effectiveness of therapeutic techniques.

3. The Course endeavors to enable trainees to achieve high standards of clinical
competence. To ensure high quality and relevance to the field, teaching is organised by
a mixture of academic staff and clinical psychologist practitioners, many of whom have
a national reputation in their fields.

4. The course aims to prepare trainees for systemic leadership, helping students
develop a range of capacities that will enable them to drive service improvement in their
clinical careers.

5. The Course aims to promote good practice in teaching and research across a wide
range of specialties, and to ensure that teaching of specialities with recruitment
difficulties is of the highest quality.

6. The Course tries to ensure that trainees can practice effectively and equitably in the
context of the diversity that characterises clinical populations in London and the UK
more widely. The promotion of equal opportunities in the selection of trainees and in
teaching is an important feature of the Course philosophy, and a theme of the
programme. Further, the development of our trainees’ cultural competence is a crucial
element of the programme, to foster their development as practitioners who can
understand and help address cultural and social inequalities.

7. The Course aims to ensure that trainees develop a professional role that is both
active and collegial, and hence a capacity to understand the roles and approaches of
professional colleagues, and an ability to maintain good working relationships which
promote the psychological well-being of clients.

8. The Course aims to foster an awareness of, and a responsiveness to, the needs of
service users and carers, both through its teaching and by encouraging trainees
routinely to consult with service users in order to understand their perspectives and
needs.

9. As is consistent with the learner-led model of teaching appropriate for students at this
level of training, the Course aims to be responsive to feedback at all levels of its
organisation. The Course aims to ensure that its systems of assessment and evaluation
of trainees also accord with best practice in this area and that trainees are involved in
the assessment process.
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10. The Course aims to foster an enthusiasm for learning and an openness to
questioning, in teaching, in clinical practice and in research. Trainees are encouraged to
follow up their interests and to develop personally over the three years of training.

11. The Course aims to make research an integral part of training by developing
trainees’ capacity actively to make use of available research, and equipping them
with
the skills to contribute to the evidence-base of the profession. The Research
Department of Clinical, Educational and Health Psychology has an
internationally recognised research programme and trainees are encouraged to work
with members of staff to maintain the same high standards for their own research

12. The Course aims to be responsive to its purchasers (Health Education North
Central and East London) and to Clinical Psychology services in the London region who
offer supervision to trainees and employment to graduates from the course.

14. It is widely recognised that clinical psychology training can be stressful and the
course endeavours to ensure that good sources of support are available to trainees. As
is consistent with the general course philosophy, no one approach is favoured, but
rather a variety of systems (including access to personal therapy) are offered.

The standards set out above are those by which the Course wishes to be judged.
The measure of our success is our capacity to enable trainees to develop personal
and professional competences congruent with our aspirations, and to become
effective practitioners who can apply their skills for the benefit of service users and
carers and go on to shape clinical practice and research in the future.
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SECTION 2: CLINICAL PSYCHOLOGY STAFF

Details of course staff, honorary staff, Associate Clinical Tutors, and regional unit
organisers are on the course website.
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SECTION 3: COMPUTING AND TEACHING
RESOURCES

COMPUTING RESOURCES, LIBRARIES, ELECTRONIC
RESOURCES, DCLINPSY LIBRARIES

COMPUTING FACILITIES

Extensive computing facilities are available in the “cluster rooms”, of which there are
many across the University campus, including one on the first floor of 1-19 Torrington
Place (up the first set of stairs in the East lobby). Information about other locations can
be found at: www.ucl.ac.uk/is/clusters/index.htm. Information about the “live” availability
of PCs across campus can be found at UCL Go, a mobile app for student tasks
https://www.ucl.ac.uk/isd/services/websites-apps/ucl-go

Computing facilities are managed by UCL rather than by the Department, and are
accessed by students of all disciplines. Access can be limited, so it can be a good idea
to book a computer in advance.

Training courses offered by Information Systems

UCL runs a number of introductory and advanced courses offered on-site and via e-
learning. More information, is available at the UCL Information Systems website:
www.ucl.ac.uk/isd/services/learning-teaching/it-training

LIBRARY RESOURCES

The UCL Library holds around 1.5 million volumes covering all subjects taught at UCL.
About half of the stock is available on the open shelves. Holdings relevant to Clinical
Psychology can be found at:

 DMS Watson library; also known as the Science Library (where most holdings
can be found)

 UCL Medical School library (located in the medical school - Cruciform
Building)

There is extensive information about the Library, its services, sites and opening hours at
https://www.ucl.ac.uk/library/getting-started . The psychology subject librarian (Francine
Wood) is available to help trainees with their literature searches for the thesis.

University of London Library (Senate House)

UCL students have access to the University Library (entrance on the fourth floor of Senate
House, Malet Street). Tickets can be obtained by showing a UCL ID card. This library
holds about 1.4 million volumes and over 5,500 current periodicals. The BPS library is
based in Senate House, and holdings include a number of psychology journals
unavailable in hard copy at UCL. The University of London library catalogue can be
accessed via the UCL library website.
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ELECTRONIC JOURNALS AND DATABASES

Journals

A very large number of journals can be accessed electronically, via the UCL library
website. E-journals can be accessed from a UCL-managed computer (for example, a
machine in one of the cluster rooms). They can also be accessed off-site (and therefore
at home or on placement) using a UCL ID and password.

Databases

The library subscribes to a large number of on-line databases (including PsychInfo,
Medline, and Embase) and citation databases. As above, these are available both
on- and off-site.

COURSE MOODLE SITE

https://moodle.ucl.ac.uk/

The course uses Moodle as its platform for posting information about the academic
programme. The site contains:

 details of upcoming lectures, including powerpoints, references and relevant
resources

 teaching and training resources, including a suite of videos demonstrating
CBT therapy competences

DCLINPSY TEST LIBRARY

Test Library

The psychological test reference library contains an extensive range of psychological
tests, measures and questionnaires, providing invaluable tools for research, both for our
trainees and for the wider UCL body. For Test Library enquiries, see the Research and
Finance Administrator in the General Office.

Dissertation Collection

The dissertation collection (which includes dissertations of all past trainees) is
available for trainee reference. Please visit the following link
http://discovery.ucl.ac.uk/view/theses/ to access electronic version of thesis or
contact the Library Services team at library@ucl.ac.uk; 020 7679 7792.
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SECTION 4: COURSE COMMITTEES AND
TRAINEE REPRESENTATION

COURSE COMMITTEE STRUCTURE

The Course needs to ensure that all its functions are carried out effectively, efficiently and
appropriately. To achieve this each major aspect of the Course is managed by a committee. Most
committees include representation from trainees, supervisors and psychologists working in the
Region, and in many cases service users.

Committees and teams

Committees focus on particular areas of course activity (for example, selection procedures, the
curriculum, clinical practice or research) but day-to-day work in each area is carried out by ‘teams’
of Course staff. It is the work of these teams that the committee oversees. The idea is that each
committee identifies objectives and monitors the team, with the team being responsible for
delivering these objectives.

An example of how this works will help. Membership of the selection committee includes the
selection team, other members of the Course staff, trainee representatives, representatives of the
Course’s Experts by Experience committee, and psychologists from the region. The selection team
is responsible for organising the selection process, but the committee checks that the team is doing
this in an appropriate and effective way.

Though this might seem somewhat complicated, it ensures that the Course is managed openly and
transparently, and that trainees and external representatives have a clear input into course
procedures.

TRAINEE REPRESENTATION ON COMMITTEES

The course is a collaborative enterprise and trainees are involved in all aspects of planning
and management. To help make this involvement as effective as possible, trainee
representatives are invited to the following bodies:

●  The Course Monitoring Committee (CMC) and Annual Course Review 
●  Sub-Committees of the CMC:   

Clinical Practice Committee
Curriculum Committee
Research Committee
Selection Committee
Experts by Experience committee
Equality, Diversity and Inclusion (EDI) Committee

 The Staff-Student Consultative Committee

Election of Trainee Representatives

Each year group is asked to choose its own trainee representatives, and to inform the Course
of these. Although trainee representatives should be elected each academic year (to ensure
that these responsibilities do not become too onerous for any individual) individuals may stand
for re-election.
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COURSE COMMITTEES

COURSE MONITORING COMMITTEE (CMC) AND ITS SUBCOMIMTTEES

The Course Monitoring Committee (CMC) oversees the strategic direction of the Course. It is
not concerned with day-to-day running of the Course but is more focused on how the course
philosophy is executed and whether the content of training fits with the needs of the Region,
the NHS and service users. For example:

• are we selecting and training the right sort of trainees?

• are we producing trainees with the right sort of clinical and personal/professional skills?

• how well are we meeting recruitment needs?

• are we teaching in the right sort of way?

• are placements set up in the right way?

Membership of the CMC brings together the ‘stakeholders’ who have a direct interest in the
quality of training, and includes:

• Course staff

• Trainees

• Unit Organisers

• Supervisors and Clinical Psychology service leads

• Experts by Experience

• Representatives from the commissioners of training (North Central London LETB)

The meeting includes some reports from the Course, but the agenda is configured to ensure
that issues which concern the various external 'stakeholders' are well-represented.

Frequency: meets once a year
Experts by Experience
representation:

at least one Expert by Experience

Trainee representation: two from each year group
Trainee responsibilities: to identify issues with their year group and to represent

these at the committee

Annual Course Review

Each May the CMC meets to undertake the “Annual Course Review”. Its aim is to monitor the
quality of the programme and overview the functioning of the Course in clinical, academic and
research domains, to provide an opportunity for the course staff, trainees and stakeholders in
the course to give feedback, for all parties to make suggestions for improvement, and to
identify targets for change. Trainee representatives from each year group are required to
provide a report summarising and feeding back their experience of training during the year and
any particular issues raised.
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CLINICAL PRACTICE COMMITTEE

This committee reviews the effectiveness of links between the course and clinical placements
(for example, identification and allocation procedures, or support and training for supervisors).
It is chaired by the Clinical Director, with membership including members of the tutor team, a
further academic member of staff, a trainee representative from each year group, regional
psychologists, a service user, the Course Administrator and the Clinical Placements
Administrator.

Frequency: at least once a year, with additional meetings scheduled in relation to need
Experts by Experience representation: at least one Expert by Experience

Trainee representation: one from each year group

CURRICULUM COMMITTEE

This committee reviews the curriculum, and is chaired by the Academic Director. It is
attended by teaching unit organisers (internal and external to UCL), a trainee representative
from each year group, regional unit organisers and the Academic Administrator.

Frequency: at least twice a year, with additional meetings scheduled in
relation to need

Trainee representation: one from each year group
Trainee responsibility: to identify curriculum-related issues with their year group and to

represent these at the committee

RESEARCH COMMITTEE

This committee overviews issues relating to the research component of the course. It is chaired
by the Joint Research Directors, and is attended by other staff involved in research supervision,
the Course’s Research & Finance Administrator, and a trainee representative from each year
group.

Frequency: twice a year (not meeting in second term)
Trainee representation: one from each year group
Trainee responsibility: to identify research-related issues with their year group and

to
represent these at the committee

SELECTION COMMITTEE

This committee reviews the effectiveness of selection procedures, and considers any
necessary improvements and modifications. It is jointly chaired by the Selection Team Leader
and the Senior
Admissions Tutor, and attended by trainee representatives (usually from the third year),
relevant course staff, regional psychologists and a representative from the Experts by
Experience committee.

Frequency: twice a year, with additional meetings scheduled in relation to need
Experts by Experience representation: at least one Expert by Experience
Trainee representation: one third year trainee
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EXPERTS BY EXPERIENCE COMMITTEE

The Experts by Experience committee aims to ensure that Experts by Experience (as well as
past and current users of psychological services) can comment on and directly contribute to
Course organisation, strategy and policy. It is facilitated by a member of the clinical tutor team
and membership includes Experts by Experience, carers, course staff and a trainee
representative.

Frequency: two – three times per year

Trainee representation: one-two trainees (from any year group)

EQUALITY, DIVERSITY AND INCLUSION (EDI) COMMITTEE

This is a new and developing committee. The EDI committee aims to provide a safe, formal structure
within which to reflect on key issues relating to EDI across all aspects of training, to identify areas
for development and improvement and to identify and review key actions and changes.
Stakeholders, including trainees, Experts by Experience and course staff will help to shape the
structure, function, focus and membership of the committee over time. The committee is chaired by
the Course’s EDI lead.

Frequency: Two to three times per year
Experts by Experience representation: at least one Expert by Experience
Trainee Representation: Three per cohort (two home fee and one international)
Trainee responsibility: To identify EDI-related issues within the year group and represent

these within the committee

STAFF-STUDENT CONSULTATIVE COMMITTEE

This committee follows UCL standard practice and seeks to ensure student engagement and
partnership and provides an opportunity for trainees to raise issues that affect the student
experience but do not fit neatly within the focus of other committees. It is co-chaired by the
Placement Co-ordinator and a trainee representative, with membership including course staff
and trainee representatives from each cohort.

Frequency: once a term
Experts by Experience representation: none

Trainee representation: two from each year group

OTHER COURSE COMMITTEES

BOARD OF EXAMINERS

The overall aims of the Board of Examiners are to ensure that examination and assessment
requirements of the Doctorate in Clinical Psychology are met in accordance with relevant
University regulations. It reviews each trainee's progress in relation to all aspects of Course
work.
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Specific Duties
Oversee all Course assessment procedures including written examinations, course work and
the clinical placements
Make recommendations for the appointment of external examiners
Appoint internal examiners
Liaise with external examiners
Oversee trainee progression and procedures in any instance of assessment failure
Report final results of all assessments to the University via the UCL Portico system
Agree policy and method for feedback on performance to trainees

Membership
Chair: Head of Research Department

Joint Course Directors
Academic and Clinical tutor staff on the Course
Internal and External examiners
September meeting is attended by a Brain Sciences Faculty observer to ensure procedures
are in line with the University regulations

Frequency of meetings: Twice a year: June/July, Interim Board (written examinations)
September, Final Board (qualification and progression)
(Additional meetings convened as required)

Experts by Experience representation: none
Trainee representation: none

COURSE EXECUTIVE

The Course Executive (which does not have the formal status of a committee) monitors the
day to day running of the course and ensures the quality and effectiveness of course activities
as a whole, overviews trainee progress in academic, clinical and research domains and (from
time to time) makes proposals for improvements in the Course structure. The Executive is
chaired by the Joint Course Directors, and is attended by the Academic, Research and Clinical
Directors and the Course’s Senior Administrator.

Frequency: monthly, or as required
Experts by Experience representation: none
Trainee representation: none

One function of the Course Executive is to act as an assessment team in order to review the
operation of course assessment processes and to action recommendations from the
Examination Board. It reviews trainee marks across all domains, reviews the rubric and
functioning of all assessment procedures (including the rubric and content of examinations),
considers course regulations and ensures these reflect requirements of internal and external
regulators.
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COURSE STAFF MEETING

This meeting (which does not have the formal status of a committee) ensures that staff views
are appropriately represented within the course. It includes feedback of ideas developed by
the Course Executive, and the standing agenda includes feedback from all the subcommittees
of the CMC. In effect this is a forum for staff to raise and to discuss proposals affecting the
course. It is chaired by the Joint Course Directors and is attended by all Course staff

Frequency: at least twice a term, with additional meetings scheduled in relation to need
Experts by Experience representation:
none Trainee representation: none

HOW THE COMMITTEES LINK TOGETHER

The organisational chart below shows how the various committees link together.

Essentially the Course Monitoring Committee (CMC) has oversight of all the ‘working
committees’, all of whom report back to it, and all of whom take forward its decisions.

The Course Executive relates both to the CMC and the ACR (because it needs to ensure that
any decisions made by the CMC including at its ACR are followed through) and to the working
committees (because it needs to monitor the work of these committees and respond to any
issues which they raise).

The Examination Board links to the course committee structure through the Course Executive.

UCL D.CLIN.PSY COMMITTEE STRUCTURE

Course Monitoring
Committee/

Annual Course Review

Clinical

Practice
Committee

Curriculum

Committee
Research

Committee
Selection

Committee

Experts by

Experience

Committee

Staff Student

Consultative

Committee

Course Staff
Meeting

Course
Executive

Examination
Board

COMMITTEES OF THE CMC WITH TRAINEE

REPRESENTATION

Equality,

Diversity and

Inclusion (EDI)

Committee
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SECTION 5: AIMS AND OBJECTIVES OF THE
TEACHING PROGRAMME

The ultimate aim of postgraduate teaching is to foster and promote independent thinking, foster
self-agency and ownership of one’s learning and development whilst promoting a curious
and respectful stance to learn with and from others. This will apply to all parts of the DClinPsy
programme. Trainees are expected to participate actively in their own learning and to continue
to develop their evaluative and critical faculties. They will be encouraged to assess and monitor
their own learning to further their academic and professional development. Potential
mechanisms to facilitate this include reflective seminars, contact with course tutors (through
regular meetings, placement reviews and reviews of progress), professional development
workshops, and trainee feedback to the course.

AIMS

All postgraduate programmes in the UCL Division of Psychology and Language Sciences aim
to:

● educate students in systematic, scientific thinking about human beings and 
human problems;

● develop their ability and readiness to evaluate critically claims, theories and 
evidence in the human sciences;

● develop students’ understanding of the impact of adversity on mental and 
physical health and psychological functioning;

● provide teaching that benefits from our position as a leading research 
department;

● encourage students to adopt leadership in directing their own learning and 
organising aspects of the curriculum.

OBJECTIVES

Students graduating from all postgraduate programmes in the UCL Division of Psychology and
Language Sciences should:

● be able to communicate effectively in the professional or academic context for 
which they are being trained;

● be familiar with the methods of quantitative and/or qualitative data analysis used 
in their area of study;

● be able to locate, understand, evaluate and apply current research in their area 
of study;
● have gained skills in conducting a research project relevant to their professional 

goals, from planning to execution, analysis and report;
● have developed an awareness of professional, ethical and social issues relevant 

to professional practice for which they are being trained, and the institutional
context in which this practice takes place;

● be able to reflect on their own and others’ work and show leadership in taking 
forward insights and developments likely to benefit service users.
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The Doctorate in Clinical Psychology aims to enable trainees to develop the academic, clinical
and research skills needed to prepare them for practice as professional Clinical Psychologists,
eligible to apply to the Health and Care Professions Council for registration as a Clinical
Psychologist. On this basis, the programme aims:

1. To train candidates to be able to work as clinical psychologists with a wide range of
clients and services in a range of settings having high priority within the NHS and
other areas of public health provision. Upon qualification trainees should be
committed to the core values of the profession including the reduction of
psychological distress and enhancing and promoting psychological well-being
through the systematic application of psychological theory and evidence. Trainees
will be committed to the view that all people have the same human value and the
right to be treated as unique individuals and to anti-discriminatory practice.

2. To develop the skills, knowledge and values to form working alliances with
individuals, carers and services. To carry out psychological assessment, formulation
and interventions grounded in the best available psychological theories and
evidence. To develop effective communication and professional skills to work with a
variety of professionals, systems and non-specialists. Trainees will be able to
demonstrate awareness and values reflecting an understanding of difference and
diversity and the impact of adversity, and to work effectively, both directly and
indirectly, with systems relevant to service users, including for example statutory and
voluntary services, self-help and advocacy groups, user-led systems and other
elements of the wider community.

3. To empower trainees to undertake original research that makes a scientific
contribution through the collection of new knowledge. To promote an appreciation of
the role of systematic research in the monitoring and improvement of clinical services
in all areas of healthcare, as well as the contribution of more exploratory and
qualitative approaches. To recognise the importance of working in partnership with
experts by experience. To appreciate the importance of the profession continuing to
develop its knowledge base; to monitor and improve the effectiveness of its work; to
manage a personal learning agenda throughout one’s career, including consideration
of self-care; demonstrating critical reflection and self-awareness that promotes
standards of practice and the transfer of knowledge and skills to new settings and
problems.
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SECTION 6: THE TEACHING PROGRAMME

Trainees start with a full-time, four week long block of teaching. This consists of an initial
induction to give trainees a chance to get to know the course and each other and find
their way around UCL and the course. Thereafter trainees receive an introduction to key
ideas and skills that form the foundation of clinical psychology theory and practice, before
they start their placements in week 5. After this, teaching takes place on two days a week
during academic terms.

Teaching aims to prepare trainees for their professional work as clinical psychologists in
training. There is a developmental sequence of teaching which aims to reflect the basic
tenets of the course philosophy:

 to help trainees link theory to practice, such that they understand the principles and
models which underpin their work, and hence are better able to apply their knowledge
and skills to novel clinical situations and across clinical areas

 to help trainees develop critical thinking skills, based in a sound understanding of the
theory and evidence of academic psychology, so that they can operate flexibly and
creatively in their work and contribute to professional innovation

 to help trainees understand the principles underpinning psychological interventions as
well as ensuring that they have the skills to undertake them

 to develop trainees’ understanding of the evidence-base relating to clinical psychology,
such that they are aware of evidence and the manner in which it is obtained,
understand its limitations and are able to bridge any gaps in available research

 reflecting the course’s pluralistic ethos, trainees are encouraged to develop
an understanding of and respect for the major schools of psychological therapy

 in line with BPS accreditation criteria, we aim to enable all trainees to achieve
competence in two evidence-based models, one of which must be cognitive behaviour
therapy, the other will be psychodynamic or systemic therapy (of note, all trainees
receive teaching on all three models)

 to support trainees’ personal and professional development and their capacity to
become reflective practitioners who can function in diverse clinical contexts

 to support trainees in becoming culturally competent practitioners who are sensitive of
diverse cultural and social contexts and their impact on psychological functioning,
understand the role of adversity and trauma in the development and maintenance of
mental health difficulties, and able to address such issues in relation to access,
engagement, and service delivery more broadly

 to develop trainees’ understanding of fundamental ethical principles and standards and
how to ensure these are adhered to in all areas of their work

 to develop trainees’ ability to work in partnership with service users, family members
and formal carers, experts by experience, and members of other professions and
organisations, and a recognition of the value of working in partnership with these
groups in the design and delivery of services

 ensure trainees have a strong value base that fits closely with NHS values

Full details of the current academic programme are available on the Course web site. These
are shared with supervisors at the start of the placement, to ensure that they know what is
being taught at college.
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We try to match academic input to placement experience. This is easier at the start of the
course, since almost all trainees start with placements which expose them to adults with
mental health problems. After this each trainee will follow a different placement order, which
creates more of a challenge to the link between teaching and practice. As such, trainees
are expected to actively shape their own learning right from the start, through reading and
an active participation in supervision, in order to meet the demands of their placement
context.

The teaching programme consists of several modules that reflect the various academic
and clinical aims of the course. These take place in parallel and are timed to reflect a
developmental progression in trainees’ knowledge and skill base and their accumulating
clinical experience. As such, the first two terms focus on key scientific and clinical principles
and central skills for assessment, engagement, intervention and research. In addition, specific
therapeutic models are introduced that are particularly relevant to working with adults in order
to meet the demands of trainees’ first placements. Teaching on research methods begins
in term 2 of the first year. In the third term of the first year and the first term of the second
year, the teaching programme considers lifespan developmental processes and this
teaching coincides with clinical skills teaching on systemic therapy. Alongside this lifespan
perspective, practice-focused teaching in these terms examines psychological work with
children, adolescents, adults and older adults in a developmental sequence. The rest of the
second year then focuses on disability and health and forensic psychology, and again marries
academic teaching with related clinical skills teaching, practice-related teaching and
professional issues. Statistics teaching is provided in Term 2 of the second year.

There is a reduced schedule of teaching in the third year with trainees attending teaching
one day per fortnight to allow time for research. The aim of the teaching in the third year is to
introduce advanced issues in clinical psychology science and practice. This includes
attention to more integrative therapies and new developments in theory and research as well as
a consideration of important professional issues designed to smooth the way into qualified
professional practice. Furthermore, in the months following submission of the thesis
trainees take responsibility for the organisation of the teaching programme.

CONTENT OF THE ACADEMIC PROGRAMME

The teaching programme is organised along what are known as ‘core competency’ lines.
What this means is that the programme has been designed to reflect what are generally
agreed to be skills and knowledge that clinical psychologists should possess and able to
apply across a range of client groups. Our belief is that focusing on the knowledge base of
psychology as an academic discipline and bringing together and synthesising clinical
expertise and experience from a variety of disciplines is key to achieving this aim.

The curriculum is organised around these ideas and consists of six core
modules:

1. Theoretical underpinnings and diverse clinical settings
2. Assessment and Formulation
3. Interventions
4. Professional Issues and Cultural Competence
5. Research
6. Seminars, Masterclasses and Conferences
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The content of each of these modules is fairly self-evident. The Academic Psychology Module
represents teaching on the academic knowledge base relevant to clinical psychologists. The
Assessment and Formulation Module teaches the theory, knowledge and skills required
to conduct informative, sensitive, appropriate and individually tailored psychological
assessments and to use psychological theory and models to conceptualise clinical
material in a way that organises clinical thinking and interventions. The Interventions
Module aims to give trainees a solid grounding in philosophy, models and skills associated
with four major schools of psychological therapy – behaviour therapy, cognitive behavioural
therapy (CBT), psychodynamic psychotherapy, and systemic therapy. In addition, the
module provides training in a range of core clinical skills that are common to all schools of
therapy (such as the skills required to develop a working alliance). The Professional
Issues Module provides teaching on a wide range of issues relevant to professional practice,
including issues of conduct and ethics, relevant legal frameworks and government initiatives
that shape the context of services nationally. Especially important in this module is the
consideration of issues of cultural competence and difference and diversity as they affect
trainees’ critical understanding of theory and work as a clinical psychologist. The
Research Module provides in-depth training in research methods and statistics and forms
the backbone and support for the development of trainees’ major research project. Finally, the
Active Learning Module is designed to allow trainees greater opportunity to reflect and
debate key clinical and academic issues in clinical psychology, draw links between disparate
components of academic clinical psychology and use their critical skills in a collegial,
discursive environment with the guidance of clinical and academic members of staff and
experts in the field. The module also focuses explicitly on trainees’ personal and professional
development and encourages their development as reflective practitioners through regular
seminars.

Each module is usually coordinated by one or two convenors. In many cases one will be an
internal convenor from the course, the other(s) a psychologist(s) from the region who has
expertise and experience in the relevant area, and can represent the relevant BPS Faculty
or Special Interest Group. There is close coordination within and across units, which aims to
minimise overlap and repetition, and to ensure that the curriculum aims are met.

The curriculum is currently organised in the following way:

Initial Teaching Block

During the first month of training, trainees are full-time at college. This starts with an
induction to the programme, which is deliberately low-key. During the induction trainees
meet members of staff, learn about the programme, have plenty of time to get to know each
other, meet with second year trainees, and learn about key procedures and services within
UCL and Camden and Islington NHS Foundation Trust as their employing authority.

During the remainder of the initial teaching block, trainees learn core clinical skills, receive
lectures that provide overviews of some key theories and theoretical aspects that are
pertinent to clinical psychology, and are introduced to all the main therapy models. This
teaching introduces trainees to many of the modules outlined below, which then continue
throughout the Course.

Module: Theoretical underpinnings and diverse clinical settings

The course has adopted a biopsychosocial and developmental psychopathology
framework as overarching means to understanding psychological difficulties. Developmental
psychology offers a broad, integrative framework that can take account of a wide range of
theories, as well as biopsychosocial factors. As such we use a life span approach to thinking
with trainees about the many factors that can contribute to the development of psychological
difficulties or in turn increase individuals’ resilience.
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Units

Central Themes in Clinical Psychology
The aim of this unit is to provide the conceptual background to training as a clinical
psychologist in the NHS. This involves familiarity with major theoretical frameworks in
current use by clinical psychologists working in the field. Each of these approaches will be
covered only briefly highlighting critical epistemological assumptions, broad explanatory
frameworks for both normality and psychopathology, the evidence base of key tenets of the
particular perspective and the investigative and clinical methods that are associated with
these points of view.

Key Presenting Difficulties
The aim of this unit is to outline major psychological disorders and difficulties, critically
examine theories relating to their aetiology and outline the conceptualisation of mechanisms of
development, maintenance and change. (Where the evidence indicates that certain
psychological problems are most appropriately conceptualised from a CBT model, they will
be covered as part of the CBT unit of the interventions module.) Subunits on Psychosis,
Neuropsychology and Forensics consider theory and its application in clinical practice in
relation to these clinical presentations and settings.

Lifespan Development
This unit focuses in detail on development across the lifespan, by considering processes
of continuity and change, normal and atypical developmental pathways, factors affecting the
negotiation of critical developmental tasks and the inter-connections between developmental
changes in cognitive, emotional and social capacities and the environments in which these
are embedded. The unit examines typical social and cognitive development in childhood and
adolescence, common psychological difficulties of this developmental period, the role of
parenting and attachment in socio-emotional development, and the transitions to school,
adolescence, adulthood, parenthood, mid-life and older age. The unit considers the
changing patterns of social relationships across the lifespan and issues and problems that
are particularly prominent at different developmental stages. Consideration is given to
developmental changes associated with ageing in later life, to shifting social expectations
and attitudes associated with different stages of the lifespan and the impact of changes in
social relationships across the lifespan, such as loss and bereavement.

Health and Disability
This unit covers in detail various manifestations of human disability, including intellectual
disability, physical disability and chronic illness, and pertinent issues which are relevant to
clinical psychology theory and practice. The impact of underlying impairments and illness
as well as societal barriers on psychosocial functioning are considered. Psychological
perspectives on health will be introduced within a clinical health psychology framework,
with an emphasis on the two-way relationship between physical health and psychological
processes. An overview of the main theories, concepts and issues in clinical health
psychology is provided, and health psychology approaches to managing illness and
disability, and health promotion, are discussed. Psychological approaches to intellectual
disability are considered within the broader social context and in relation to the numerous
barriers to good quality of life for individuals with intellectual disabilities.
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Module: Assessment and Formulation

The aim of this module is to equip trainees with core clinical skills, to develop their
understanding of the role of clinical formulations in treatment planning and enable them to
perform a wide range of psychological assessments. The module is concerned with ensuring
that trainees can psychologically assess and formulate across a wide range of clinical
settings and client groups. At the end of the module trainees will have knowledge
pertaining to the assumptions, uses and limitations of different assessment methods and
how these relate to the development and evaluation of clinical formulations. Trainees have
ample opportunity to practice these skills. A key aim of this unit is to integrate teaching of
theory and skills required to competently undertake psychological assessment and develop
formulations.

Module: Interventions

The aim of this module is to introduce trainees to commonly used and innovative models of
intervention practised in the NHS. For each model of intervention, the rationale is
introduced, the basic skills and techniques are described and practised, and the evidence
base for efficacy and effectiveness is examined. Their application for different presenting
problems, populations, and stages of the lifespan are discussed and limitations of each
model examined.

The Interventions Module has five units:

1. Behaviour Therapy
2. Cognitive Behavioural Therapy
3. Psychodynamic Psychotherapy
5. Systemic therapy
6. Advanced/integrative therapies

In line with the BPS accreditation criteria, the module aims to enable trainees to achieve
competence in two evidence-based models, one of which must be CBT, the other
psychodynamic or systemic therapy. This is achieved through a combination of teaching on
theory and its clinical application in the different approaches, small group supervision in CBT
across years 1 and 2, and seminars in psychodynamic and systemic therapy in year 2.

Module: Professional Issues and Cultural Competence

The Professional Issues and Leadership unit equips trainees with knowledge and skills
relevant to professional practice, and covers a wide range of topics, such as evidence-based
practice and practice-based evidence, clinical governance ethics, leadership models,
leadership in practice, communicating with other professionals and the public, and working in
partnership with experts by experience.

The Cultural Competence unit, in recognition of the vast importance of issues relating to
cultural identity/identities in our everyday lives and clinical practice, provides a space where
such issues are explicitly addressed and reflected upon. The unit consists of two introductory
sessions, and a range of “spotlight” sessions.
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Module: Research

The aim of this module is to give trainees the knowledge, skills and confidence to carry
out research, evaluation, and audit studies. In this module trainees become familiar with
the fundamental methods and concepts of clinical psychology research, including
qualitative and quantitative methods, small N designs, audit and evaluation methods.
Trainees develop their skills in reading and appraising published research studies. They
will have acquired a grounding in the main methods of statistical analysis, and be able to
use the SPSS/JASP statistical package to carry them out.

Through the completion of both a service evaluation project and a major piece of rigorous
scientific investigation, trainees gain experience of the scientific method through the stages
of planning, execution, analysis, presentation and dissemination.

Module: Seminars, Masterclasses and Conferences

The active learning module allows trainees greater opportunity to reflect and debate key
clinical and academic issues in clinical psychology, draw links between disparate components of
academic clinical psychology and use their critical skills in a collegial, discursive environment
with the guidance of members of staff and experts in the field. The module has five core
components:

1. Clinical seminars
2. Reflective Practice Seminars
3. Social GGRRAAACCEEESSS Seminars
4. Masterclasses
5. Conferences

Clinical seminars
These seminars have been an important part of the teaching programme for many years.
Trainees attend two seminars per term, and take turns in presenting cases from their
clinical placement. These cases are then formulated in detail using different theoretical
models, and the group discusses pertinent clinical and theoretical issues that arise. The
seminars are each facilitated by two experienced clinical psychologists, and the emphasis is
on integration of theory and practice. Trainees are encouraged to think creatively within
and across theoretical orientations, and are able to raise clinical dilemmas and problems in
an atmosphere of free discussion.

Reflective Practice Seminars
These seminars emphasise the importance of reflective practice as an integral part of
trainees’ development. Trainees attend monthly seminars and within their group consider
the impact of clinical scenarios from their placement focused on a specific theme for each
seminar. The seminars are part of a much broader approach to supporting trainees’ personal
and professional development through all aspects of training and use Kurtz et al.’s (2020)
Heads and Hearts model of reflective practice. Trainees are expected to bring clinical
and/or personal-professional material to each seminar. The seminars are a mix of staff-
facilitated and trainee-led.
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Social GGRRAAACCEEESSS Seminars
These seminars provide trainees with an opportunity to critically reflect upon social realities
indelible to the self, with the broader aim of supporting the journey of cultural humility
practice and personal-professional development. They use the frame of ‘Social Graces’
(developed by Burnham and colleagues), which represent aspects of difference in beliefs,
power and lifestyle, visible and invisible, voiced and unvoiced, to which we might pay
attention. This framework provides an aid to assess one’s relationship with the different
aspects of the Social Graces, in both personal lives and whilst on clinical training. In
particular, it allows for one to explore the influence of the Social Graces on us and our
‘practice/profession’; many of which could have a dominant presence or, alternatively, may
be invisible or unnoticed.

Masterclasses
These take place towards the end of the autumn and spring terms, and are attended by all three
trainee cohorts. They are designed to expose trainees to advanced conceptualisations of
clinical material from a range of perspectives. The usual format is a detailed case
presentation by a third year trainee, followed by formulation and thoughts for
intervention by three “experts” representing different therapeutic schools, theoretical
orientations or disciplines.

Conferences
The conference programme covers a wide range of clinical areas and aims to present
innovative developments and debates relevant to clinical psychology. National and
international experts are invited to debate critical dilemmas and engage trainees in a
discussion of the cutting edge of clinical psychology science and practice. Conferences
bring all year groups together and are open to all regional supervisors, numbers permitting.

THIRD YEAR TEACHING

The third-year teaching programme aims to cover advanced topics in the different
therapeutic approaches, to provide teaching relating to leadership skills and the role of
clinical psychologists beyond a clinical role in greater depth, and to prepare trainees for their
first jobs post-qualification. Following submission of the thesis in June of Year 3, trainees
organise the final teaching block in September of year 3 with support from the Course.

TRAINEE FEEDBACK ON TEACHING

Trainee feedback is very important to us. It helps us to evaluate our teaching programme, to
address any problems as they arise, and to make improvements where necessary for future
programme planning. It also encourages us to hear when we have got it right!

Feedback is collected electronically via Moodle. For most teaching units, feedback is
gathered after every lecture. However, for seminar series and for units that are taught by the
same lecturer and form an integrated whole, feedback is sought at regular time points rather
than after each session. Feedback is shared with the speaker, the unit organizer and the
Academic Programme Team (‘Team Teach’). Team Teach also have a monthly slot open to
trainee curriculum representatives to feed back any issues for rapid action and a summary of
actions taken in response to trainee feedback is provided on a termly basis.

Teaching issues and trainee feedback are discussed in the Curriculum Committee (CCM)
and at the Annual Course Review. Team Teach have a collaborative relationship with trainee
curriculum representatives who attend the termly CCM and also meet with Team Teach at
the start of the academic year and ahead of each CCM.
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SECTION 7: PLACEMENT SCHEDULE

CLINICAL STUDY TIME
PATTERN OF DAYS IN COLLEGE AND ON PLACEMENT

MINIMUM NUMBER OF DAYS ON PLACEMENT

Although the basic pattern of days in college and days on placement is fairly straightforward
(and is set out below) supervisors and trainees need to be aware that clinical study time and
research study need to be factored in. The tables below should make this clearer, but some
explanation of how clinical and research study time fits into placement time is needed first.

Clinically-related study on placement

Clinical study time allows trainees to read up about clinical work they are undertaking - for
example, to read about tests they are using, or about theories or models which relate to
clients they are seeing.

Trainees are entitled to the equivalent of half a day’s clinical study time while on placement.
This allows them to read-up on clinical issues related to their clinical work. The time works
out at about one hour for each day on placement – up to a maximum of three hours a week.

The critical word in the specification above is “equivalent”. Study time could be taken as a
half-day, but in many settings this may not be the most efficient use of time, and the rule of
thumb is that the time should be taken in the way which best suits the trainee and the
supervisor. It can be taken as a “block” of time, but also (for example) at the rate of one hour
a day. Whatever way it is taken, this should be negotiated at the start of the placement and
interpreted flexibly in relation to need – there may be some variation from week to week. For
example, while in some weeks there may be a lot of reading to do, at other times there may
be little, and it would be better to spend more time on clinical activities.

Bear in mind that:
a) Study time is not leave. It cannot be carried over from one week to the next, or
added into annual leave
b) It is ‘earned’ by virtue of being on placement. This means that when the trainee is
on placement fewer than three clinical days, the amount of clinical study time
decreases proportionately. It follows that in weeks where the trainee is absent from
the placement, there is no entitlement to study time

At two points in the training cycle (in the academic holidays of the first year and in the
summer of the third year) trainees can be on placement for four days a week. The fifth day is
a full day of study. As such clinical study time need not be taken while on placement, and
trainees can work four full clinical days. The tables below make this clearer.
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PATTERN OF DAYS IN COLLEGE AND DAYS ON PLACEMENT

Pattern during academic terms
During academic terms trainees spend either two days or one day a week in college, as
follows:

Year 1
Monday Tuesday Wednesday Thursday Friday
placement college Placement college placement

Year 2
Monday Tuesday Wednesday Thursday Friday
placement placement College placement college

Year 3
Monday Tuesday Wednesday Thursday Friday
Trainees are on placement three days a week, with two days for research
or attendance at college.

College days are always on Friday. This means that supervisors and
trainees are free to discuss which day is taken for research.

college

Pattern outside academic terms
Out of academic terms trainees are sometimes available to work an extra clinical day on
placement, but this depends on their year of training. As the pattern can be a little
complicated it is best is explained using the following tables:

Year 1 No of days
per week
spent on
placement

clinical study time

Term 1 (usually late September -
mid-December)

3 trainees should have the equivalent of
0.5 days per week study time during
these 3 clinical days

Christmas holiday 4 see footnote a
Term 2 (usually mid-January –
late March)

3 trainees should have the equivalent of
0.5 days per week study time during
these 3 clinical days

Easter holiday 4 see footnote a
Term 3 (usually late April – early
July)

3 trainees should have the equivalent of
0.5 days per week study time during
these 3 clinical days

Summer holiday 4 see footnote a

a) During holiday periods Year 1 trainees are on placement for 4 days a week. The
fifth day is a full day of study. As such “clinical study on placement” is subsumed into
the study day, and trainees can work 4 full clinical days. Because there are no
college days, supervisors and trainees can take advantage of flexibility about which
days of the week trainees come to placement, and which day is taken for study
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Year 2 No of days
per week
spent on
placement

clinical study time

Term 1 (usually late September –
mid-December)

3 trainees should have the equivalent
of 0.5 days per week study time
during these 3 clinical days

Christmas holiday 3 see footnote b
Term 2 (usually mid-January – late
March)

3 trainees should have the equivalent
of 0.5 days per week study time
during these 3 clinical days

Easter holiday 3 see footnote b
Term 3 (usually late April - early
July)

3 trainees should have the equivalent
of 0.5 days per week study time
during these 3 clinical days

Summer holiday 3 see footnote b

b) During holiday periods Year 2 trainees are undertaking research, and have one
day for study time and one day for research. “Clinical study time on placement” is
subsumed into the two study days. This means that trainees will be working 3 full
clinical days.

Year 3 No of days
per week
spent on
placement

clinical study time

Term 1 (usually late September –
mid-December)

3 trainees should have the equivalent
of 0.5 days per week study time
during these 3 clinical days

Christmas holiday 3 see footnote c
Term 2 (usually mid-January – late
March)

3 trainees should have the equivalent
of 0.5 days per week study time
during these 3 clinical days

Easter holiday 3 see footnote c
Term 3 – up to the point thesis is
handed in (usually late June))

3 see footnote c

Summer holiday 4 see footnote d

c) During Christmas and Easter holidays, “clinical study time on placement” is
subsumed into the two study days. This means trainees will be working 3 full clinical
days.
d) After the thesis is handed in, trainees can work 4 clinical days, with the fifth day
being for study. The exception to this is when a trainee has formally requested (from
both college and the placement supervisor) time to write-up their research for
publication in a journal. If permission is forthcoming, they can have an additional
study day to undertake this work (i.e. making two study days a week).
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MINIMUM NUMBER OF DAYS ON PLACEMENT

 The BPS specifies that at least 50% of a trainee’s time on the Course is spent on
placement.

 This requirement is not specified in terms of an expected number of days in each
placement, but in practice this means that a trainee needs to accrue between 60 and 65
clinical days in any one six-month placement period.

 On some placements the number of days may drop slightly below this number – for
example if a trainee is ill, or if there are other unforeseen circumstances.

 Trainees who anticipate accruing less than 60 days in a placement should discuss this with
their Course Tutor. Trainees should not have less than 55 days on a placement.
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SECTION 8: CLINICAL PLACEMENT GUIDELINES
AND PLACEMENT CONTRACTS

AN OVERVIEW OF THE CLINICAL COMPETENCES TRAINEES NEED TO
ACQUIRE DURING TRAINING

By design the range and content of clinical placements reflects the criteria set out by the Health
and Care Professions Council for registration as a Clinical Psychologist, and by the BPS for
Chartering as a Clinical Psychologist. The former are set out in the ‘standards of proficiency’ for
practitioner Psychologists which can be found here and the latter in the accreditation criteria for
clinical courses which are updated reasonably frequently. The most up to date version can be
found on this website.

In practice there is considerable overlap between these criteria, and what follows is an outline of
the competences trainees need to acquire over the course of training, along with an indication of
the client groups with whom they need to work, the clinical contexts in which they see these
clients, and the clinical approaches which they need to apply.

As should be clear from the preceding paragraph, it is misleading to think of training pathways as
linking only with competences – these are important, but just as critical is the need for trainees to
operate in and with a broad range of clinical and organisational contexts and to be acquainted with
a variety of psychological approaches.

The diagram below is a schematic representation of the criteria – by no accident it is the basis for
the trainee’s ‘cumulative training record, which helps to identify progression through training.

The far left hand column sets out a set of ‘transferable competences’, and the columns to the right
the clinical contexts, clinical populations and clinical approaches with whom these competences
need to be demonstrated. The ‘transferable skills’ are those identified as a core set of
competences for the profession, employed in almost all interventions and contexts. They are
described as transferable not only because they are employed so ubiquitously, but also because
with repeated application they are employed in an increasingly sophisticated manner. For this
reason they are sometimes referred to as “iterative” skills.

The variety of contexts, populations and approaches required of trainees is quite broad, and is
intended to develop a capacity to employ a wide repertoire of skills in a range of increasingly
complex situations. One hallmark of training should be the acquisition not only of specific skills, but
also a capacity to problem-solve and to apply these skills when faced with novel clinical problems,
and to both identify and implement appropriate solutions.

The criteria mean that there is no single pathway through training, since the competence
standards can be met in a range of clinical contexts. This having been said, there is some
consistency in the ‘shape’ of training – for example, trainees need to work with individuals across
the lifespan, and this means that they will have placements which give them experience of work
with adults with mental health problems, with children and adolescents and with older adults.

Some of the diversity in training pathways is accounted for by the fact that the criteria do not
mandate any specific service settings. A good example is the requirement for trainees to work with
people with a range of intellectual functioning. This does not mean that all trainees need to work in
a service for people with learning disabilities. The criteria identify core populations rather than core
placements; and although in practice these can be coterminous with service settings, this is not
always the case. Clearly, work in a child development unit will give trainees experience of work
with children with learning disabilities, even though the service itself is ‘labelled’ as a child (rather
than as a learning disability) service.
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PLACEMENT CONTENT AND LEARNING OUTCOMES

Placements offer a great diversity of experience. For this reason the basic template for the placement
contract (which sets out the expected trajectory for the placement) restricts itself to signalling the
broad areas of placement content. This template can be found in Section 9. Essentially placement
content will reflect:

a) the clinical opportunities available in the clinical service
b) the supervisor’s “generic” capacities and interests
c) the areas in which the supervisor has specialised knowledge
c) the trainee’s experience to date, as identified by their clinical log
d) the trainee’s training needs, as identified by their reflective practice log and prior supervisor
feedback

Specific learning outcomes will reflect the criteria set out in the supervisor feedback form, which
specify the domains in which trainees are expected to demonstrate competence. While this structure
remains constant across training, the way in which each of these domains are translated into learning
outcomes in any one placement needs to reflect the work which is being undertaken. For example, a
“capacity to engage clients and to form a working relationship” requires different skills when
implemented in an adult psychological therapy unit, contrasted to a children and family unit. In most
adult settings this usually involves engaging a single patient, whereas in a children’s service it usually
involves engagement or liaison with a number of individuals, including the child their parents and
families.
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Knowledge

Intervention skills

Attitudes and values

GENERALISABLE PSYCHOLOGICAL
KNOWLEDGE, SKILLS AND ATTITUDES

A formulation of reasons for problems/ issues

A psychological intervention based on the
formulation

Able to communicate psychological information to clients and
fellow professionals

Able to work ethically in accordance with professional and
organisational values

Organisational influence and leadership

Clients whose
disability impacts on
communication

Acute through to
enduring presentations

Working with
psychosocial
presentations as well
as conditions with a
more biological origin

Clients with significant
levels of challenging
behaviour

Work across the
lifespan
Children & Adolescents
Adults & Older Adults

An evaluation of the intervention

Able to deploy research skills in clinical and professional contexts
contexts

APPLICATION TO A
RANGE OF CLIENTS

APPLICATION TO A
RANGE OF DIFFERENT
PRESENTING PROBLEMS

APPLICATION IN A RANGE
OF SERVICE CONTEXTS

WORKING THROUGH
OTHERS

Able to draw on and apply psychological knowledge

Capacity for professional autonomy and accountability

Assessment of problems/issues

AREAS OF APPLICATION

Clients with impaired
neurocognitive functioning

Working with and through
teams and other
professionals

APPLICATION OF
DIFFERENT MODELS

Able to supervise and train others

Working with complexity
and across co-existing
conditions

Working with individuals,
families and groupsAble to implement an intervention that includes:

CBT; Psychodynamic; Systemic + other therapies

Engagement of relevant individuals

Working with and
through carers

Mental Health Physical Health
and

Neurorehabilitation

Learning
Disabilities

Primary care Secondary care Specialist settings

Outline of Clinical Psychology training
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EXPECTATIONS COMMON TO ALL PLACEMENTS

Placement contract

After completing and signing the placement contract with their supervisor, the trainee should
submit a PDF to the Electronic Trainee File System (ETFS) by the appropriate deadline
(paperwork deadlines located at
http://www.ucl.ac.uk/dclinpsy/clinicalplacement/clinplacement_documents/placement_and_paperw
ork_dates).

Appended to the contract should be Part E of the trainees’ previous EPR-MPR form (‘Feedback for
the next supervisor’), signed by the new supervisor to show that this feedback has been received.

Note: We encourage trainees to share the whole EPR-MPR from their previous placement with
their next supervisor, but for the purposes of the placement contract, it is just the Part E section
that needs appending.

Expected workload

The type of work carried out in different settings varies, which means that there is no simple way of
expressing the amount of work supervisors can expect trainees to undertake. However, as a rule
of thumb trainees are expected to undertake at least 8 substantive pieces of clinical work at any
one time.

Defining a “substantive piece of clinical work” is not straightforward it could be ongoing casework,
but also indirect work (such as active participation in a clinical or professional meeting) is also
relevant. Supervisors need to use their judgment to decide whether the work is ‘substantive’.
Sitting in a meeting where there is no expectation of much involvement is very different from acting
as a key worker developing a care plan with other members of a MDT. In this sense “substantive”
refers in part to the amount of time, as well as the emotional demand made by the work.

The number of cases a trainee sees over the course of a placement is not fixed, and the guideline
here is not intended to indicate a maximum number. Trainees should expect to be kept busy,
neither overworked nor underworked. Ultimately it is critical that trainees see the number of cases
consonant with a good training experience. This means that trainees might see fewer cases in
settings where work is very intensive and involves a large amount of collaborative working.
Equally, in settings where the work was brief and self-contained, the caseload should be higher.

Observation of trainees, and modelling by supervisors

Observation is a two-way process – trainees observing their supervisor model a skill, and
supervisors observing trainees implementing an intervention. These are both potent learning tools
– used well they are far and away the most powerful ways of helping trainees to develop. The
course expects them to be a standard part of all placements, not only because of their utility, but
also because observation in particular is the only way to determine what a trainee actually does,
as contrasted to what they report. This is critical to the supervisor’s ability to determine that a
trainee is proficient (and ultimately protecting the standards of the profession).

Most trainees benefit by observing their supervisors, and then moving progressively to more
independent work. The speed with which this is done will vary according to the prior experience
and (to a degree) the confidence of the trainee. It is often helpful to move through a cycle of: a)
the trainee watching the supervisor b) the trainee and supervisor work together jointly c) the
supervisor watches the trainee. This pattern is usually easy to implement when conducting
assessments.
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It is worth noting that observation need not be, and usually isn’t, “live”. Sessions can be recorded,
and trainees are strongly encouraged to purchase a digital recorder. These are unobtrusive and
produce a very good sound quality, meaning that there should be no technical bar to implementing
recording as a routine part of supervision.

Supervisors should listen to at least some complete sessions, but time constraints may make this
difficult to achieve on a regular basis. However, trainees can be asked to select extracts from a
session for detailed review (for example, areas where they are puzzled by the way a session
developed, or where they would like guidance on the implementation of a specific technique).

Observation should be seen as a routine part of training, despite the fact that being observed can
sometimes be experienced as uncomfortable (by trainees and supervisors).

Monitoring therapeutic outcomes

Systematic monitoring of outcomes of interventions should be routine, in line with the principles of
clinical governance and of practice-based evidence. Identifying the methods most appropriate to
meeting this aim is a matter for supervisors to consider - the aims of services vary, many services
have a basic ‘minimum data set’, and the way in which outcomes are monitored varies with client
group.

It is important that monitoring is actively integrated into supervision – in other words, making use
of test scores to support thinking about case planning, and using multiple measurement points and
using formal procedures to track client progress in a systematic manner. It is also helpful to involve
service users in monitoring – for example, by giving them clear feedback on the measures they
have completed, making monitoring a collaborative exercise.

Obtaining client feedback is also integral to your work on placement, both to ensure client
satisfaction with the service they are receiving as well as for your own professional development.
Trainees are required to obtain client feedback using either local service tools (if available) or the
UCL client feedback form (also available in an easy read format) This can be found under
Placement Monitoring and Paperwork
(http://www.ucl.ac.uk/dclinpsy/placement_monitoring_and_paperwork). Client feedback should be
noted on the portfolio of clinical experience and discussed in supervision. Your MPR visitor will
also ask you and your supervisor how you have made use of client feedback to develop your
clinical practice.

Working with service users

In addition to direct client feedback, the course encourages trainees to think about ways in which
they learn about the perspectives of service-users and carers. As this is harder to achieve when
involved in a direct therapeutic relationship the course has specific suggestions about ways in
which trainees can consult with service users to achieve this aim (see Section 10).

Research

In at least one placement trainees need to carry out service-related research (see Section 18).
There may be further opportunities for service related research relevant to the work of the trainee,
and if this is the case it should be discussed as part of placement contracting.

Teaching

Wherever possible trainees should be encouraged to make clinical or academic presentations to
colleagues or to undertake formal teaching.
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Report writing and correspondence

Entering information into the record is an important professional activity and the contracting
process should include discussion of local Trust procedures as well as supervisor’s expectations
regarding the ways in which trainees document their work. This discussion should encompass
clinical notes, clinical reports or letters to referrers, and also the ways in which supervision notes
and recordings made for supervision are maintained.

In order to avoid any misrepresentation trainees should always sign themselves as “Trainee
Clinical Psychologist”.

Arrangements for ending placements

 Some months before the end of the placement there should be discussion of
expectations regarding arrangements for ending (for example, arrangements for
handing over clients, finishing reports (etc)).

 As described in Section 15, there must be a formal End of Placement Review
before the end of the placement at which the completed Supervisors’ Evaluation
form and the Trainee Evaluation of placement form are discussed.
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PLACEMENT CONTENT IN SPECIFIC SERVICE SETTINGS

It is helpful to outline the sorts of clinical activities usually associated with work with specific client
groups – what follows applies to work in general adult mental health settings, to work with children
and young people, people with learning disabilities, work with older adults, and work with people with
severe and enduring mental health problems. This is obviously a slightly restricted range of service
settings, but much of the guidance may be broadly useful in other areas of clinical activity.

In some areas BPS special interest groups or faculties have published guidance on training content,
indicating suggesting the learning outcomes each of these professional groups would expect. These
are referenced below.

The following is best seen as guidance – indicative rather than prescriptive, because the actual
placement contract supervisors and trainees draw up needs to reflect factors such as the trainee’s
prior experiences and training needs, as well as the clinical work actually available.

GUIDANCE FOR THE FIRST PLACEMENT

The first placement for UCL trainees is in a service where they will see adult clients with mental
health problems. Usually this is in an Adult Mental Health service, but it could also be located in a
health setting, a forensic setting, or an older adult service.

Overall aims
The experiences available will reflect the work offered in the service, but as far as possible the
placement should aim:

 to expose trainees to as wide a range of adult mental health conditions as is
possible in the context of the service setting

 to familiarise trainees with the clinical skills which are used to manage and treat
these conditions

 to expose trainees to the contexts in which treatment takes place
 to familiarise trainees with local organisational issues, including (wherever

relevant) issues relating to team working

Induction
Supervisors will need to help trainee’s induction to the NHS and to training, as well as their
induction to work in the placement speciality. How much induction is needed will vary; most
trainees have some prior experience of work in the NHS or similar settings. It is a good idea to
start by finding out what trainees already know, what they feel confident about doing, and what
they need to learn. Many trainees feel anxious and deskilled at the start of training, whatever their
prior experience. Supervisors need to acknowledge and manage this while striking a balance
between being over- and under-protective.

Trainees will need help in adjusting to their new role, and to begin their orientation to the
profession and the placement; how much help will depend on their prior experience,
competencies, anxieties, special interests, (etc). For this reason the induction needs to be fairly
systematic and tailored to the trainee’s needs. Some apparently basic aspects of induction should
probably be covered for all trainees, regardless of their experience. This will include a systematic
(even if informal) introduction to other members of the unit, and especially to fellow professions
and colleagues. They will also need instruction on institutional procedures and policies, ranging
from the formal (eg management of health and safety, consent and confidentiality, unit policies and
plans), to the “political” (who’s who in the hierarchy and how they should be approached), as well
as the informal (where to get coffee and lunch).
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Skill development
There are a range of skills which trainees should acquire in this placement, some of which they
may have started learning about in previous posts. As a guide, initial skill development probably
focuses in the following areas:

a) Basic professional skills
 Basic office procedures (such as administering referrals, arranging appointments and

responding to cancellations).
 Basic professional and management skills related to client contact (e.g. understanding and

respecting confidentiality)
 Working with diversity - building confidence in work with individuals of varying demographic

backgrounds, ages and ethnicity)

b) Specific assessment and formulation skills
 Techniques and procedures relevant to structured assessment and evaluation, such as

relevant standardised assessment procedures (eg Beck Depression Inventory etc) or
psychometric techniques

 Interviewing and assessment skills (eg taking a history, identifying significant clinical issues,
developing and testing-out hypotheses )

 Formulation skills (eg developing the capacity to formulate and to present formulations in form
and language appropriate to clients, colleagues and to referrers).

Unless the service never receives appropriate referrals, a good target would be for trainees to
undertake at least two formal psychometric assessments, and to communicate test findings to
client(s) and to colleagues.

c) Specific intervention skills
 Engagement skills (establishing rapport, , engaging the client and building and maintaining a

therapeutic alliance)
 Generic therapeutic skills, such as listening skills or expressing empathy in listening
 Learning to use a range of clinical techniques and approaches, applied in the context of a

thorough assessment and formulation

The type of intervention trainees apply should reflect the evidence-base, but as noted below it is
also important that supervisors focus their supervision on models with which they are familiar.

d) Learning from experience
 Developing a capacity to reflect on (and hence learn from) experience
 Beginning to integrate academic knowledge and clinical experience
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Range of clinical cases

Direct clinical work is expected to form the core of this placement, so that trainees can begin to
acquire assessment and intervention skills. Though trainees should gain a range of experience,
no one placement can be expected to provide comprehensive coverage. Supervisors should not
feel burdened by trying to find types of cases which they do not normally treat themselves.
However, when selecting cases, it may be useful to consider the categories below and to aim for
variety:

 Cases from across the age range (while remembering that life stages are more
important than chronological age).

 Problems of varying duration and severity - for example acute life crises or symptoms of
recent onset through to longstanding psychological problems; milder presentations
through to severe problems (eg personality disorder, psychotic presentations).

 A range of presenting problems - the most important factor is to ensure that problems
are not drawn from just one diagnostic category or problem area.

 Cases which reflect the usual diversity of local populations, in terms of gender, class
and ethnic and cultural background

 If possible, it is helpful if trainees gain experience with more than one different level of
intervention (e.g.: individual, couple, family, work with carers/staff)

 If possible trainees should have experience of indirect working – for example with
professional carers (e.g. developing an intervention programme on a ward), or with
carers (e.g. helping families to think about coping with a relative’s behaviour).

 As many cases as possible should be seen by the trainee from assessment through to
termination, so that there is experience of the “cycle” of an intervention.

Range of clinical approaches
 If possible trainees should be exposed to more than one therapeutic approach. However,

whether this is feasible depends on the availability of appropriately skilled supervision, and this
will vary - some supervisors are confident in applying more than one approach, others less so.
While it may not always be practical or appropriate to include direct experience of more than
one orientation, there may be opportunities for indirect learning (for example, through
discussion and observation of other members of staff).

 It is better for a trainee to learn about one approach thoroughly than for supervisors to attempt
to cover approaches with which they are unfamiliar. Whatever experience is on offer, there
should always be an openness to discussion of alternative approaches to treatment.

Working with other professionals
In most settings trainees will need to be familiar with the procedures used to co-ordinate client care
across professional groups and potentially across agencies, and learn how to operate effectively
with these systems. They should learn about the organisational processes that operate in clinical
meetings and use this knowledge to make effective contributions.

Wherever possible trainees should gain experience of the work of teams, and of the ways in which
psychologists work in teams. This should include both intra-professional meetings (such as
psychology meetings) as well as inter-professional.

STRUCTURING ONE-YEAR PLACEMENTS IN THE FIRST YEAR

Almost all our first-year placements now last for one year. This has huge advantages for trainees
(they can get settled-in to the work) and for supervisors and services (trainees can undertake
much more meaningful pieces of clinical work, and supervisors recoup the hard work that goes into
the induction period). If you are offering a one-year placement it is worth giving some thought to
the way in which it is structured. These comments are intended as a supplement to the general
placement guidelines.
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The overall ‘shape’ of the placement should be planned from the outset, in order to make sure that
full advantage is taken of the placement duration.

Settings where the focus will be on AMH for the whole year
Care should be taken to plan the placement in a way which ensures that trainees gain a diverse
set of experiences. For example:

- work in more than one setting – there is no one prescription for this, but a mix of settings
(eg ideally a mix which could include outpatient, inpatient, CMHT work)
- different approaches to intervention
- diversity in terms of complexity and challenge of presentation

Settings where the placement is shared with other services (such as health, older adult or
substance abuse): Both trainees and supervisors need to be clear from the outset about the way
in which placement experiences will be sequenced. For example, will there be two six-month
blocks, or will the trainee be exposed to different settings in parallel? Who is supervising which
aspect of the placement? Who is coordinating the experiences?

When placements are undertaken as two discrete six-month blocks, it is worth remembering that
planning and induction for the second block can be carried out before the first placement ends. For
example, in the last month of the first block trainees could spend half a day a week in the new
setting. Equally, it may be sensible (both clinically and from the perspective of training) to plan for
some carry-over of clinical work from the first placement into the second, in order to give the
trainee a proper experience of longer-term work. All of this needs careful planning from the outset
if it is to work.

Responsibility for liaison among supervisors: If trainees have more than one supervisor over
the year, one supervisor should act as the coordinator of training, ensuring that overall
professional development is being monitored, making sure that the components of training fit
together, and being available to act as a link to the course for relevant personnel matters.

If there is a clear transition between AMH and other services there should be a formal "handover"
meeting of the supervisors and trainee.



Section 8: 11

GUIDANCE FOR WORK WITH CHILDREN AND ADOLESCENTS

Overview
There is considerable variability in the pattern of services for children and adolescents, and hence
in the nature of the experience which can be offered to trainees. Rather than specifying the
essential components of a child placement, the outline contract which follows indicates the broad
areas to which trainees should have some exposure. This allows the supervisor and trainee to
specify the precise types of experience available in each unit.

In general, trainees need to be familiar with normal child development in order to understand the
clinical presentations with which they will work. Ideally trainees without prior experience of work
with children should have some contact with normal children as part of their induction.

All trainees would be expected to have exposure to direct work with children, work with families
and parents, and liaison with other professionals and agencies (schools, Social Services,
Paediatricians etc).

Induction and orientation
The aim should be to establish the trainee's familiarity with this area of work e.g.:
 their knowledge of 'normal' child development
 their prior experience with children (both professional and informal)
 their level of confidence in relating to children.

Where trainees are very inexperienced in this area, or lacking confidence, some contact with
'normal' children may help them to establish a knowledge base and increase their confidence – for
example, spending time in a nursery, observing health visitors, observations. Encouraging trainees
them to play or interact with the babies or children of friends or relatives may also be helpful,
though this should be structured and discussed in supervision.

There should be explicit and careful discussion of local child protection procedures, and an
understanding of the roles of the clinical psychologist and the trainee in this area.

Direct case experience
Casework, undertaken independently or with the supervisor should include exposure to work
not only with children, but where relevant with their parents and families

In planning clinical experience (but obviously dependent on the service setting) supervisors should
try to achieve as broad a range of experiences as possible:

Ideally trainees should undertake:
 a range of assessment methods (including psychometric assessment) and observations across

different contexts
 a range of treatment approaches
 a range of presenting problems
 as wide a range of ages as possible (0-5; 5-11; adolescents)

Trainees should be exposed to clients from as many differing social settings, social classes and
ethnicity as is feasible.

DCP Faculty guidance
The Faculty for children and young people have published a good practice guideline which
identifies good practice in relation to Clinical Psychology training. This expands on much of what is
written above, and can be found as Section 8 Appendix 2 of this handbook or downloaded from the
BPS website.
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GUIDANCE FOR WORK WITH
PEOPLE WITH LEARNING DISABILITIES

Overview
By working in a learning disabilities service the trainee should develop a good understanding of the
role of the clinical psychologist. This is best done through:

 direct and indirect working, giving experience of assessment and intervention procedures and
techniques with people with learning difficulties - ideally both adults and children

 work in a variety of settings
 work with other professionals

Induction and orientation
Trainees need to acquire knowledge (through reading, discussion and structured observation) of
historical and current practice and thinking about psychology services for people with learning
difficulties. This includes consideration of the values that underpin services, service organisation
and systems.

Direct Client work

Assessment and investigation: It is essential that the trainee gain experience of the application
of a range of methods of assessment and clinical investigation. Some examples include:
semi-structured interviewing, direct observation, psychometric assessment, functional analysis,
risk assessment, etc. Experience of working with an interpreter is also desirable.

Intervention: It is essential that the trainee gain experience of a range of methods of intervention,
e.g. psychotherapeutic, behavioural, cognitive behavioural and counselling interventions. One
piece of direct work with a client through the three phases of assessment, intervention and follow
up is a suggested requirement.

Care planning systems: It is essential that the trainee gain experience of care planning systems,
either directly or through observation, e.g., contributing to community care assessments, the care
programming approach, etc.

Range of clients: It is essential that the trainee gain some experience of the work of a clinical
psychologist with a wide range of clients of different abilities, age, gender, race and culture.
Trainees need to gain experience of clients who have challenging needs; autism; dual diagnosis.

Group work: It is desirable that trainees gain experience of group work with people with learning
difficulties (e.g. running an assertiveness group, or a bereavement group or a transition group).

Indirect work
Work with family carers: Where possible trainee should gain experience of work with the family
or family member of a person with learning difficulties.

Work with 'professional' carers: Trainees should work with a paid carer/staff team through the
three phases of assessment, intervention and wherever possible, follow-up.

Work with MDTs, other professionals and other agencies: Trainees should gain experience of
work with other professionals from a range of services/agencies.

Work within systems and organisations

Knowledge of service organisation: Trainees need to gain – and apply - knowledge of the role
of the psychologist at the level of the service organisation eg: local service development,
implementing community care legislation.
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Range of settings: Trainees should have the opportunity to experience work in a range of settings
(e.g. residential, educational, day-care settings, hospital, home, etc). They should also gain an
understanding of service networks and their importance.

DCP Faculty guidance
The Faculty for learning disabilities have published a good practice guideline which identifies good
practice in relation to Clinical Psychology training. This expands on much of what is written above,
and can be downloaded from the BPS website.
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GUIDANCE FOR WORK WITH OLDER PEOPLE

Overview
Since no two placements with older people will offer the same clinical experience it follows that
placements will vary with the setting, the supervisor's areas of expertise and the trainee's
experience and needs. However, some of the basic areas of experience that will usually be met
by this placement include:

 assessment and interventions of both functional and organic problems
 direct work with elderly people and indirect work with families and other carers
 experience which helps the trainee understand the organisational and legislative context of

services for older adults
 experience of liaison with statutory and non-statutory agencies

Induction and orientation
Trainees need to acquire knowledge (through reading, discussion and structured observation) of
historical and current practice and thinking about psychology services for older people. This
includes consideration of the values that underpin services, service organisation and systems.

Direct case experience
Trainees should gain experience in the following areas:

a) Clients presenting with functional disorders. Ideally trainees should see a range of
patients (both male and female), ranging in age from the elderly (65 - 74) to the very elderly
(85+,) presenting with a wide variety of functional disorders, including depression, anxiety
and inappropriate behaviour.

b) Clients with dementia. It is desirable that they see a variety of patients ranging from
those with mild memory impairment through those with a moderate focal impairment, (such
as dysphasia or visual agnosia) to those with a global cognitive impairment.

c) Patients with adjustment problems consequent on the psychological and physical events
common in this age group, such as retirement, stroke or disability.

Service context
Trainees work should take should take place in a variety of settings, for example, the patient's own
home, day centres, long stay hospital, or residential homes.

Indirect work
Trainees should gain experience of indirect work with and through staff, families and other carers.
It is desirable that indirect work with staff takes place in more than one setting and with staff from
different disciplines (e.g. nurses, medical staff, social workers, health visitors, or occupational
therapists).

Assessment skills
Developing clinical interviewing skills and building rapport with older people requires basic
knowledge of the range of physical problems older people commonly have to contend with (for
example, heart disease, respiratory problems, arthritis and other mobility difficulties), as well as
impairments of sight and hearing. In addition, it requires an awareness of social problems such as
poor housing, financial constraints and social isolation.
The person's previous life experience, experience of loss and former coping strategies, both
cognitive and behavioural, must also be built into the assessment procedure.

In order to conduct effective psychological care the trainee should be able to conduct a holistic
assessment of the person's current situation (including physical, environmental, social and
psychological domains) and be aware of the potential interaction between these different variables.
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Trainees need to acquire knowledge in and experience of using a range of formal assessment
procedures specifically designed for the elderly including cognitive and behaviour analysis.

Intervention skills
Trainees should have an appreciation of the wide range of psychological interventions and the
ways that these are adapted for work with older people (e.g. therapies, interviewing and
assessment techniques). They should also gain knowledge of psychological therapies designed for
use with older people.

If possible trainees should have experience of designing individual care plans with realistic but
objective goals and planned interventions. This experience can be gained either in direct work
with the patient or in indirect work with staff, relatives or other carers.

Again if possible, trainees should gain experience of group interventions designed for older people
and/or their carers (e.g. reality orientation, reminiscence therapy, task-orientated staff group, staff
support group, relatives support group).

Experience of the organisation
Trainees should gain an understanding of the potential contribution that Clinical Psychologists can
make within the wider service provision of both the Health Service and the Social Services,
including their input to service planning.

Trainees should gain experience of working alongside and together with other professionals and
develop an appreciation of their responsibilities, problems and concerns. If possible they should
also gain experience of provision for older people based in the voluntary sector.

DCP Faculty guidance
The Faculty for psychologists working with older people (FPOP) have published a good practice
guideline which identifies good practice in relation to Clinical Psychology training. This expands on
much of what is written above, and can be downloaded here
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OLDER PEOPLE:
GUIDANCE ON GAINING EXPERIENCE, AND FOR

MINIMUM LEVELS OF EXPERIENCE

Background
BPS accreditation criteria specify that trainees should gain experience with individuals across the
lifespan. This means that at some point in their training they need to have undertaken worked with
older adults. How they gain this experience varies from trainee to trainee – there is no requirement
for trainees to undertake a complete placement in work with Older Adults. Though the majority of
trainees do undertake such placements, they can gain also experience of work with older adults in
the context of other service-settings. This Section describes the ways in which this experience can
be gained, and the criteria for minimum experience.

What defines clients as "Older Adults"?
Defining ‘older adults’ is contentious, both for service users and for services themselves. Within
the NHS the age cut-off for services for older people varies - in some settings it is 65, in others 70,
and in some locations AMH services see individuals of all ages unless there is a clear indication
that they need the specialist input of an older adult service.

For good reason, accreditation criteria do not define older adults by age, though there is a
common misconception that it is defined as 65+. It may be better to think of life-stage rather than
age, though age cannot be disregarded entirely - a good rule of thumb might be 60+.

In terms of trainees’ learning, type of presentation will often be as important as age. A 65 year old
presenting with a self-contained specific phobia treated as an out-patient might not give trainees
much insight into problems confronting individuals in later life. In contrast, there could be much to
learn about issues confronting individuals in later life from contact with a socially isolated 62 year
old who has recently lost his/her partner and been retired from his/ her job. However, there are
limits to how far the issue of age can be ignored - for example, a 48 year old with dementia would
not be an appropriate case - the issues raised would be different from a later-onset presentation.

Gaining experience in placements with older adult service contexts
There are often opportunities to work with older adults work in a range of speciality settings, not
only in Adult Mental Health services, but also other areas – for example, forensic settings, in work
with people with serious and enduing mental health problems, health placements, or within
neuropsychological units. As trainees are expected to acquire a ‘portfolio’ of experience across all
three years of training, experience of work with older people can be gained in more than one
placement.
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MINIMUM KNOWLEDGE AND EXPERIENCE OF WORK WITH OLDER
PEOPLE

Assessment and awareness of neurological and organic presentations
It is desirable that trainees should have direct experience of assessing individuals whose
management requires understanding and (where relevant) management of neurological and/or
organic problems. Relevant presentations would be individuals with:

 dementia
 the sequelae of stroke
 adverse reactions to medications
 sleep problems

While psychometric assessment will be important in formulating such presentations, broader
assessment approaches will usually be needed if trainees are to develop a holistic formulation and
management plan. There will usually be some contact with and support for the client and their
carers (both family and where relevant professional carers), along with contact with members of
other disciplines in order to develop care plans.

Functional presentations
As noted above, chronological age can be misleading as a way of thinking about a client’s needs,
and it is important that trainee’s learn how to develop a frame of reference that enables them to
formulate the pertinence of life-stage and development to a clinical presentation. From this
perspective there is no formula for indicating which cases will be most relevant to learning, though
clearly client’s in late old age are more likely to present with issues in which the psychological and
physical consequences of ageing are more prominent.

Indirect/organisational work/service knowledge
Ideally trainees should have some contact with carers of older people - this would usually be
gained in connection with the clinical work outlined above (eg gathering information as part of a
functional assessment; implementing an intervention or giving feedback about the outcome of an
intervention or assessment).

It may be possible for trainees to gain experience of service and organisational issues relating to
older people (for example, through visits to local services and discussion with local psychologists
working in these services).

Number of cases
Trainees will be expected to see at least four cases of individuals in later life.

 presentations can be either functional or organic (as described above)
 the client’s presentation and circumstances should be representative of problems faced by

individuals in later life
 the trainee’s clinical involvement should be substantive (usually an assessment followed by

direct intervention, or by indirect intervention (where the trainee is involved in making clear
recommendations for further intervention through the agency of other individuals which are
themselves monitored for efficacy)

 cases can be seen in any clinical setting
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GUIDANCE FOR WORK WITH INDIVIDUALS WITH
SEVERE AND ENDURING MENTAL HEALTH PROBLEMS

Overview
Placements should be designed to equip the trainee with sufficient knowledge of the client group
and of the techniques and competencies of the practice of clinical psychology in settings for the
assessment, treatment and management of people with long term, serious mental health
problems.

Not all placements will meet these aims in the same way, as there is wide variability in the pattern
of services. Some offer trainees the opportunity to carry a considerable personal caseload, others
are characterised by more indirect, organisational work, or research, or work with and through non-
psychologists. Trainees' experience varies widely as well: some will come on placement already
familiar with individuals with serious mental health problems; others will never have met people
who hear voices, or will have no experience of work in an inpatient setting. Some attention to
identifying the trainee's and the supervisor's 'starting points' in relation to these issues will probably
pay dividends later on.

It will be worth talking with the trainee to see what clinical competencies they have acquired in prior
placements or positions. Assessment and intervention skills acquired in adult mental health,
learning disabilities and work in the care of older people, etc, will obviously be very relevant to work
in psychiatric rehabilitation.

Induction
It would be helpful to find out what knowledge the trainee has about this area of work at the outset
of the placement. This will vary according to the timing of the placement in relation to academic
teaching, and the trainee's previous experience and reading. Essential basic knowledge (much of
which is covered in academic teaching) probably includes:

 The concept of schizophrenia, bipolar disorder and the major personality disorders.
 History of services for long term care (institutional vs. community care).

Psychological models/concepts (needs, skills, quality of life, social support, values based,
recovery)

 Assessment (broad based functional plus traditional psychiatric and psychological).
 Treatment approaches (individual, group, care management and care planning).
 The organisation and range of services (early intervention, crisis resolution and assertive

outreach services, as well as more traditional community and inpatient psychosocial
rehabilitation services) as well as understanding of quality issues, support of carers and
service development

 Relevant research strategies (e.g. for audit and small-scale service evaluation or quality
improvement projects)

Trainees acquire knowledge in different ways: through structured personal experience, reading,
observation, feedback and discussion in supervision. It is also the case that not all this knowledge
can be acquired at once – and much of it depends on matching experience to any reading.

Areas of clinical experience
 Interviewing (clients with communication and attention difficulties)
 Formulation (incorporating information from a multiple theoretical base)
 Realistic goal setting (balancing prognostic factors and evidence of effectiveness of

intervention strategies)
 Design of appropriate interventions (to include direct, indirect and organisational

interventions)
 Care management (negotiating targets with client and relevant others)
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 Work within the organisation (applying psychological models to the organisation,
communicating effectively with other staff, participation at all relevant levels of the
organisation)

 Evaluation methods including client self-assessment

Direct and Indirect Experience

Direct individual work requires an understanding of the personal and social/economic impacts of
psychosis and severe mental health presentations, as well as strategies for and techniques of
psychological and psychosocial interventions. Indirect work through multidisciplinary teams is
especially important in psychosocial rehabilitation and a positive experience of teams should be an
important feature of a trainee's placement. This experience would include:
 learning about the roles and responsibilities of the range of professional and non-professional

colleagues in both statutory and non-statutory services
 becoming aware of the issues of communication and liaison involved in care management
 opportunities to work alongside colleagues from other disciplines and agencies
 presenting clinical or theoretical material to multidisciplinary or multi-agency team meetings
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SECTION 9: BASIC TEMPLATE FOR ALL
PLACEMENT CONTRACTS

This section sets out the basic “headers” which all placement contracts should contain.
The expected content of placements is detailed in Section 8.

Trainee-specific learning outcomes

The contract should identify any specific learning outcomes or areas of experience that
the trainee is expected to acquire while on placement, based on initial discussions with
the trainee, which (with the exception of the first placement) should also consider:

i) feedback from the supervisor of the previous placement regarding any areas
for further work
ii) information about prior experience and learning contained in the trainee’s
Clinical Portfolio

Standard content for all placement contracts

1. Placement start date and end date

2. Expected supervision arrangements:
 frequency and duration
 any opportunities for additional supervision by individuals who are not the

placement supervisor
 arrangements for supervisory cover during expected and unexpected absences

3. Plans for induction and orientation, including:
 Confirmation that all mandatory training is up to date before starting the

placement
 Arrangements for identifying any additional local training that needs to be

completed.

4. Specific plans for modelling by the supervisor, and specific plans for observation of
the trainee

 arrangements for recording
 arrangements for live observations (including structured observation)

5. An outline of the areas of clinical work which the trainee and supervisor anticipate will
be undertaken in the placement, including details of:

 Expected opportunities for direct and indirect clinical work
 Expected caseload and expected range of clinical activities
 Expectations of the type of clients who the trainee will work with, including

arrangements to ensure appropriate range and diversity of clients
 Expected therapeutic approaches to clinical work
 Opportunities for team and interprofessional working
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 Expectations regarding clinical and professional meetings which the trainee will
attend

6. Arrangements for formal monitoring of client progress and evaluating outcomes of
interventions

7. Any service-related research which will be undertaken

8. Any opportunities for service-user consultations on placement

9. Any opportunities for the exercise of leadership skills (e.g. supervision, consultation)

10. Any opportunities for teaching and/or for clinical presentations

11. Expectations of the service and the supervisor regarding report writing and
correspondence, including expected timescales for completion of clinical reports

12. Any visits to local services which are seen as integral to placement learning

13. Plans for ending the placement, to include:
 completing reports and other aspects of placement administration
 procedures for handing-over ongoing clinical work
 setting a date for the end of placement review meeting
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SECTION 10

A) CONSULTING WITH SERVICE-USER
REPRESENTATIVES AND SERVICE USERS/CARERS

WHILE ON PLACEMENT

B) INTER-PROFESSIONAL LEARNING: CONSULTING
WITH COLLEAGUES WHILE ON PLACEMENT

CONSULTING WITH SERVICE-USER REPRESENTATIVES AND
SERVICE USERS/CARERS WHILE ON PLACEMENT

Background

Although trainees have extensive contact with service-users in each placement this
will usually be in the context of a formal professional relationship, where they are
seeking actively to help the service user resolve problems or difficulties.

This focus usually means that there are few opportunities to step to one side of the
intervention and explore the service user’s experience of the service. There are a
number of reasons for this. The power imbalance inherent to even the best-run and
most sensitive service makes it harder for service users and carers to express their
views directly. It is also quite a challenge for trainees to maintain a focus both on
delivering a competent intervention as well as seeking to learn more about client’s
perspectives on, and experience of, the services they are receiving.

In order to gain a clearer sense of service users’ concerns and outlook a different
approach is needed in which the aim of contact is not ‘therapy’ but more a
consultation - an opportunity actively to seek out the expertise service users have
developed on the basis of their contact with clinical services.

Course requirements

In at least two of their six placements trainees should organise contact with service
user organisations, or service users/carers. There are two primary objectives:

a) to develop a clearer sense of service-user issues, concerns, experiences
and perspectives, and to discuss what is learned from this within supervision.
b) to gain experience of initiating this sort of contact (with guidance on how
this is best done from the supervisor or the Course). In itself, learning how to
initiate such contacts is an important area of skill development.
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Nature of the consultation

This contact could take many forms, but it is crucial to avoid any exploitation of
individual service users. An example of how this can arise is when one or two service
users find themselves being asked repeatedly to undertake this sort of consultation
(perhaps on the basis that they have a reputation as being helpful and
approachable). This can become an abuse, as can the expectation that they should
offer their time for free.

To avoid this sort of problem it makes most sense for trainees to meet with members
of local organisations which represent service users and/or their carers. Because
these individuals are tasked to represent the views of service users their role is
entirely congruent with the task being undertaken.

It may be the case that trainees also have the opportunity to meet with service users
and/or carers in the clinical service within which they work, although this should not
involve individuals with whom the trainee has current direct or indirect clinical
responsibility. It is important that trainees discuss this option carefully with their
supervisor in order to ensure that there is no risk of exploitation. A part of this
discussion involves identifying how the service user consents to participation (in
particular, how to ensure that they are making a free choice – which includes
declining to help).

Making these contacts work depends on the trainee establishing an appropriately
egalitarian relationship where it is clear that the trainee is explicitly hoping to learn
from the service user representative - on the basis of their experience the service
user is (in a specific sense) the expert. It is important that the trainee approaches this
task in a manner which does not reproduce the formal role-relationships which
characterise their more usual contacts with service users.

Number of meetings

In many cases the consultation may take the form of a one-off meeting, but the
number of meetings will depend on the service context and the trainee’s aims.

Making contact with service users

In some locations (such as a residential rehabilitation unit or in a CMHT setting
where service users attend a day programme) it is probably fairly straightforward to
initiate contacts with service users with whom the trainee is not directly involved. In
other settings access might be more difficult – for example, in an outpatient service it
could be a breach of data protection to access client records in order to identify
service users for this purpose, as this would be outside routine clinical service
provision. Discussion with supervisors should help to clarify what is, or isn’t possible
in any particular setting.

Consultation with current service user forums

As an alternative to making contact with individual service users trainees could
become involved with existing service user forums. As noted above, in some settings
this might be the only appropriate mode of consultation.



Section 10: 3

Previous examples of service user consultation

In February 2015, the Course surveyed trainees across the three-year groups to find
out what activities were taking place on placement to involve and consult with service
users/carers. Below are some examples of servicer user consultation projects that
may assist you in developing your ideas:

 Consulting with service users in the development of the Service Related
Research Project (e.g. interview schedules/questionnaires).

 Consulting with service users on the content of therapeutic materials and/or
service materials (e.g. leaflets)

 Consulting with service user groups and/or local community forums to provide
information on service provision and improving access to services.

 Meeting with service user/carers groups to gather information on experiences
of how services are delivered. Feeding this back to the team with the aim to
improve service provision (e.g. developing a service leaflet)

 Helping to set up a peer led support group

Support for planning the consultation, and supervision of the work

Trainees should take the initiative in planning this consultation, as this is part of the
aim of the exercise. However, it is important to involve the supervisor at the planning
stage:

 to ensure that the plan is viable
 to ensure that the approach to service user representatives is appropriate and

sensitive to their needs
 to clarify the areas the trainee would like to focus on

Trainees should discuss the consultation(s) with their supervisor as part of routine
supervision, not only to consider the consultation itself but also the implications of
what is being learned for the placement as a whole. It is likely that they need to
consider how to manage a number of boundary issues when setting up the
consultation – for example:

 how to be clear with the service user about the purpose of the contact
 contracting length and frequency of meetings
 identifying limits - for example,

o expectations – e.g. making clear that there are limits on your capacity
to take forward any complaints about the service, bearing in mind your
role

o confidentiality - e.g. whether relevant feedback about the organisation
of services is discussed with other professionals, and if so whether the
service user would prefer to maintain anonymity

 ensuring that the sessions do not become therapy
 thinking about whether and how any service issues the service user raises

are fed back to the service

Although it is appropriate for most discussion to take place in the context of
placement supervision, trainees should also feel free to talk to their Tutor (for
example, to clarify Course expectations or to talk about how the exercise went).
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Building in feedback to the service user: Some consultations might lead to
positive changes in the service, and if this is the case it would be good practice to
give feedback about this to the service user representative/ service user.

Course monitoring of the consultation
Formal monitoring of the consultation will be via the supervisor, who will be able to
comment on how this exercise has gone in their Feedback form and at MPR.

B) INTER-PROFESSIONAL LEARNING: CONSULTING WITH
COLLEAGUES WHILE ON PLACEMENT

Background

The main way in which trainees engage in learning about other professions is
through their time on placement, Most clinical settings involve working in teams with
a range of clinicians, and it is through this that trainees can expect to learn about the
roles, functions and assumptions of different professional groups, and the ways in
which their skills are deployed. However, this can be implicit rather than explicit
learning, with the risk that assumptions about each other’s roles are not tested or
challenged.

Learning about the work of other professions is usually referred to as Inter-
Professional Learning (IPL). On some programmes IPL is taught as part of the
curriculum (for example, by having members of different professions sit in the same
lecture), but this can be a passive process which doesn’t promote learning about the
work of others. As such, a more active and direct approach has been adopted by the
programme.

Inter-professional learning: Consulting with colleagues while on placement

In at least one placement, trainees are expected to undertake an IPL exercise. This
involves identifying a mix of professionals1 from the team with whom they are
working, and meeting individually with them. This could be done through a meeting
specifically arranged for this purpose or in the context of joint work with or
observation of members of other disciplines (though if the latter, care needs to be
taken to ensure that there is adequate time for discussion).

Both parties would be expected to discuss:
a)_their route into training (e.g. what qualifications and experience are
required)
b) the nature of their training (e.g. length of training, how it is structured, an
idea of the content, etc)
c) how they see their role in the team, and how this relates to their
background training
d) what they see as similar or different about their roles, and how this impacts
on working as a team

1 The number of professionals with whom meetings are set up will reflect the range of
professions with whom the trainee is working. In a context where there are a lot of different
professions working together then judgment should be used to select (for example) no more
than 3 or 4 individuals with whom to meet.
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It is important to stress that for this to work well it should not be a ‘tick-box’ exercise,
but one approached with a spirit of curiosity about the questions – many of which
trainees will not know the answer to. It should also be a two-way process, because
work colleagues may well know little about the details of training in Clinical
Psychology.

Trainees should prepare a short report (no more than 500 words), usually structured
in relation to the four points above. As such it should cover the main learning points
from this exercise, with an emphasis on the trainee’s understanding of the roles of
members other disciplines, their preferred models of working, and the implications for
interprofessional working).

The report and the exercise should be discussed and reflected on supervision.

The report is not formally evaluated, but should be countersigned by the supervisor
and submitted to the college via the Electronic Trainee File System (ETFS; under the
Interprofessional Learning section, into ‘IPL Exercise’).
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SECTION 11: ASSESSING TRAINEE PROGRESSION ON
PLACEMENT OVER THE THREE YEARS OF TRAINING

Background

Expectations of a trainee’s performance change as they progress through training,
gaining more direct experience of clinical casework and growing into their professional
role. However, benchmarking these expectations is a challenge both for the Course and
for supervisors.

Part of the problem is that the same sets of fairly high-level competences are assessed
in all placements – for example, a capacity for engagement, assessment, formulation
and intervention is expected from the start of training. This means that the domains of
competence remain largely the same over training, but there is a shift in the criteria used
to appraise trainees – for example introducing factors such as the level of proficiency, or
the capacity to practice skills autonomously, spontaneously and fluently. Over time
trainees should show the benefits of learning from a range of contexts and clients, such
that their knowledge and skills are readily applied to novel clinical situations, they are
able to understand and respond to increasingly complex clinical phenomena and
professional contexts, and demonstrate an increasing sophistication in the way they
implement interventions. All of this is reflected in the BPS Accreditation Criteria, which
identify a core set of ‘transferable skills’ which underpin the work of Clinical
Psychologists: these skills are honed through their application to a wide range of clinical
contexts, resulting in the level of performance expected of a qualified Clinical
Psychologist.

The challenge is to anchor these abstract ideas in a way which enables them to be rated
with reasonable reliability.

Global benchmarks for trainees at different stages of training

The supervisor’s feedback form focuses on a number of domains; in each of these
supervisors indicate whether they feel the trainee has achieved the right level of
competence for their stage of training, or requires further development. Defining specific
expectations for each stage of training might be possible, but is probably unhelpful – the
result would be a long list that most supervisors would find difficult to apply. Instead it
may be more useful to think in terms of global benchmarks which reflect the sense that
progression is marked by an increased capacity to manage complexity and to operate
autonomously.

Year 1

Knowledge Trainees should be able to draw on basic knowledge about psychological
models; while this will be limited initially it is reasonable to assume that this develops
over time, in line with academic input and their own background reading.
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Competences: Initially there will be an emphasis on generic competences (such as
engagement and building rapport), though through the first year there is an expectation
that trainees will acquire specific technical intervention skills related to the placement.

Theory-practice links: The capacity to identify theory-practice links and develop
hypotheses and formulations may be limited initially, and trainees will usually require
explicit and structured support from supervision in order to develop this area.

Supervision and level of autonomy: Trainees are likely to require detailed, structured
guidance from their supervisors, but from an early stage they should show an awareness
of learning needs, be an active participant in supervision and demonstrate a capacity to
learn from feedback. Over the year trainees should be able to take an increasingly active
role in identifying the supervision agenda.

Professional style and role: Trainees should demonstrate an understanding of their
professional role and that of their colleagues, though at this stage they will be learning
about how these roles operate in practice (i.e. in and thought the way services are
organised). Even if their role is limited at this stage, they should be able to communicate
effectively and professionally with colleagues in formal and informal meetings.

Year 2

Knowledge: Trainees should be able to draw on a reasonably broad range of
knowledge of psychological models,

Competences: At this stage trainees should have a reasonable repertoire of basic
skills.
Generic competences such as engagement should be in place (though allowance needs
to be made for adjustment to new client groups or contexts). This being so the focus
should be with the development of specific technical intervention skills.

Theory-practice links: A capacity to identify theory-practice links should be evident.
While this may require structured guidance from supervisors, particularly in new,
complex or high-risk situations, there should be a sense that this is an increasingly
collaborative process.

Supervision and level of autonomy: Trainees will still require active, structured
guidance, but over the year should demonstrate an increasing capacity to “filter” the
material they bring to supervision (i.e. to identify what is relevant/ pertinent) and to
structure and organise their presentations. They should also be able to present plans for
taking the clinical work forward, along with a rationale for doing so.

Professional style and role: At this point trainees should be able to demonstrate a
capacity to reflect on their role and that of others, to bring a psychological understanding
of the way in which systems operate, and to be a more active participant in the
organisation/ service in which they are working.
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Year 3

Knowledge: Trainees should be able to draw on a wide range of knowledge about
psychological models, and show a capacity to integrate ideas from across these models.

Competences: At this stage trainees should have a broad repertoire of skills and
competences that they are able to apply with some fluency. Trainees should show an
increasing capacity to manage clinical contexts characterized by higher complexity/risk.

Theory-practice links: There should be a clear capacity to make links between theory
and practice, to integrate ideas and approaches,

Supervision and level of autonomy: Trainees should demonstrate an increasing
capacity for autonomy and for self-direction, with the result that supervision should be
characterised by an increasingly collegial style.

Professional style and role: Trainees should be able to make an active professional
contribution based on their understanding of their role and that of others, to
communicate effectively and professionally, and to offer advice/consultancy. They
should also be able to reflect on any conflicts within the service organisation and be able
to use psychological models to consider how best to work with this.
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Appraising competence developmentally –
some factors to take into account

The global benchmarks above try to capture the expectations can have of a trainee at
each stage of training. If a trainee is falling below expectation it can be useful to
formulate the reasons for this, especially when this reflects an absence of opportunity
rather than a deficiency in learning. For example when they start the course first year
trainees vary widely – some have extensive clinical experience, some more limited. This
means that expectations about their capacities need to be tailored to their prior learning,
and supervisors will need to distinguish between difficulties which are developmentally
appropriate (the trainee simply needs more experience) and those which may be
flagging problems in skills acquisition.

Closely linked to this point, in the early stages of training it can be especially difficult to
distinguish between problems of learning which are developmental and will resolve with
more experience, and those which are flagging a substantive problem which will recur,
and where early identification is both appropriate and helpful. Perhaps because most
psychologists tend to see problems as resolvable (and the spirit of training is that people
can change and improve) supervisors can be reluctant to flag concerns, even when
problems are apparent. However they need to try to sift the evidence and not make the
assumption that improvements will occur at a later stage of training.

Finally, trainees sometimes arrive at placement with less experience of specific clinical
procedures or interventions than supervisors might expect. Hopefully initial discussions
at the start of the placement will help supervisors formulate the reasons for this. For
example, trainees take different pathways through training, and so the problem could
relate to the absence of opportunities in previous placements. Equally it could reflect
difficulty in learning from experience, and hence reflect a more substantive problem. As
above, supervisors will need to reflect on, and collate evidence for, the likely roots of the
problem.
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SECTION 12: OVERVIEW OF PROCEDURES FOR
MONITORING PLACEMENTS

For the purposes of the Examination Board, training is divided into 6 six-month placement
periods over three years. The Course formally monitors progress in each placement period
through the Mid-Placement Review (MPR) and the End of Placement Review (EPR).

One-year placements are deemed to comprise two six-month placement periods, each part
of which requires a Mid-Placement Review and an End of Placement Review.

The MPR meeting involves a college visitor (usually the trainee's course tutor), the
supervisor(s) and the trainee.

The EPR meeting usually takes place with the supervisor and trainee alone. However, in
cases where significant difficulties have been identified (either at the MPR or at any other
stage in the placement) the college visitor will also attend.

Any concerns about the placement which have implications for its overall evaluation must be
identified as early in the placement as is possible. For supervisors these concerns will relate
to problematic trainee performance or competence; for trainees these will be issues related
to supervision or to the organisation of the placement.

These concerns will be raised formally at the time of the MPR. However, if significant issues
emerge before or after the MPR, the supervisor or trainee should discuss these with the
relevant college visitor in a timely manner.

If, at any stage, the supervisor judges the trainee's performance to be on the borderline of
failure, then they must inform College via the relevant college visitor. Any trainee who is at
risk of failing a placement should be told as early as possible and given the opportunity to
discuss and address the supervisor's concerns.

It is bad practice to introduce new information regarding trainee progress at the time of the
EPR. Only in cases where significant new information emerged very late in the placement
would this usually be acceptable.

MID-PLACEMENT REVIEW (MPR)

The function of the MPR
MPRs serve a number of important functions deemed essential by the Committee on
Training in Clinical Psychology (CTCP), which accredits courses for the BPS:

'All clinical placements should be visited by a member of the course team at least
once during each placement to monitor the clinical experience and supervision
provided and to help resolve any problems which may arise.'

The MPR has a dual role. It gives an opportunity for all parties to reflect on progress in a
manner which should be facilitative, and in cases where there is no risk of placement failure, it
is this aspect which will be to the fore. However, it also has a gatekeeping function, because it
should identify
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issues which look likely to lead to placement failure – either because of problematic trainee
performance or competence, or because of a failure of the placement to provide appropriate
experience and/or supervision.

The MPR usually comprises:

● A formal review of the clinical work of the trainee in terms of content, level, the skills
and competencies he/she has acquired.

● A formal review of the supervision arrangements to ensure that the placement
contract and supervision guidelines are being followed.

● An opportunity to identify targets (clinical, supervisory or organisational) for the
second half of the placement.

Although there may be exceptions, it should be the case that trainees who fail placements
will have been alerted to this risk at the MPR, and will therefore have had the opportunity to
improve their performance.

The Process of the MPR

Timing
The MPR should take place half way through the placement – reviews held later than this
leave too little time to implement any essential recommendations.

For October-April placements this means the review tales place in December-
January. For April-October placements the review takes place in June-July.

The review usually takes between 1 and 1 ½ hours.

Because it is more efficient for college visitors to visit placements in the same locality on the
same day, it is helpful if MPR dates can be set as early as possible. It is the trainee's
responsibility to liaise between the MPR visitor and the supervisor.

Timing for one year placements
As above, for the purposes of the Examination Board one-year placements consist of two six-
month placement periods. This means that each part requires a Mid-Placement Review and
an End of Placement Review.

The first MPR will be around December-January, and the second around June-July. Both
MPRs will usually be conducted on-site. However, if all is proceeding well at the first MPR,
there are no substantive changes to clinical activity or placement organisation, and
independent contact with supervisor and trainee confirms that the placement continues to
function well, the second MPR may be conducted by telephone or video conferencing.

Structure of the MPR visit
Section 13 gives specific details of the structure and content of the MPR.

Briefly, the college visitor will outline the aims of the meeting and structure it appropriately. It is a
BPS requirement that the trainee and supervisor are seen separately, followed by a joint
meeting to give feedback and to agree any targets and 'action points'. This sequence is
intended to maximise the opportunity for independent and accurate feedback, and though each
of these meetings is confidential, it is usual for important areas of concern to be raised in the
joint meeting.
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In the meeting with the trainee, the college visitor will review their work and current placement
and supervisory experience (with reference to the MPR-EPR form), and agree topics for
discussion with the supervisor. In the meeting with the supervisor, the work of the trainee will be
discussed (with reference to the MPR-EPR form), and again agreement reached about what
should be discussed jointly. In the joint meeting the college visitor, trainee and supervisor will set
targets for the remainder of the placement.

After the meeting, the college visitor will record on the MPR-EPR form the agreed targets for the
remainder of the placement, as well as any additional issues raised in the MPR, which were not
detailed by trainee or supervisor in their completed sections of the form prior to the MPR
meeting. A copy is sent to the trainee and supervisor, and a copy retained at college.

THE END OF PLACEMENT REVIEW (EPR)

Function of the EPR
The EPR meeting is an opportunity for giving formal feedback about the clinical skills
and competencies of the trainee and for evaluating progress on the placement. It
comprises:

 A formal review of the trainee’s clinical work in terms of content, level, the skills and
competencies they have acquired, with reference to updated ratings and feedback
given on the MPR-EPR form;

 A formal review of the supervision, with reference to updated ratings and feedback
given on the MPR-EPR form;

 An opportunity to identify targets for the next placement.

Process of the EPR
1) The EPR meeting should be scheduled so that it takes place at least one week before
the end of the placement. An appropriate amount of time should be set aside - an hour and
a half is probably about right, but longer may be required if there are a lot of issues to
discuss.

2) Before the EPR meeting supervisors must have:

a) completed Parts B, D and E of the MPR-EPR form, and
b) sent a signed copy of the form to college (either posted as a hard copy or
(preferably) emailed as a pdf (so that the form we receive includes the supervisor’s
signature), and sent to placements-admin@ucl.ac.uk.

The rationale for submitting the MPR-EPR form with supervisor’s feedback completed to
college before the EPR meeting is that the form is equivalent to an Examiner’s Report. As
such it needs to be prepared and submitted independent of any subsequent discussion or
feedback from trainees – as would be the case for any examined piece of work.

Before the EPR meeting, trainees must have:
c) completed Parts A and C of the MPR-EPR form.

3) The EPR meeting should start with the supervisor giving the trainee a copy of the MPR-
EPR form with their feedback completed that has been submitted to college, and continue
by discussing and reflecting on the formative and the summative feedback with the trainee.

4) After discussion of the supervisor’s feedback has been completed the trainee should give
the supervisor a copy of the MPR-EPR form with their trainee feedback section completed
(Part C).
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In this way the trainee can give feedback on the placement without being concerned that this
will influence the supervisor’s evaluation.

Trainee comment on supervisor feedback
Trainees can comment on the content of the supervisor’s feedback using the Trainee
comments on supervisor feedback at EPR form, although this is not mandatory. However,
they cannot request any revision or redrafting: as above, the supervisor’s feedback
represents an independent, formal evaluation of their progress. The trainee comment form
should be returned to college, along with other placement paperwork.

GIVING FEEDBACK IN SUPERVISION, IN THE MPR AND IN THE EPR

Gatekeeping and facilitation
Feedback serves two purposes. It indicates whether the trainee is at the right level for their
stage of training, and whether there are any concerns which may lead to overall placement
failure. This 'gatekeeping' aspect of feedback is critical, but contrasts with the more detailed
feedback which trainees should be receiving about their capacity to deliver specific
competencies.

It is important for trainees to receive both types of feedback; they will be more responsive to
constructive feedback about specific areas of functioning if they are clear that their overall
performance is satisfactory. Equally, trainees who are at risk of failing a placement need to
know this, and to know in what ways they are failing. However, it needs to be recognised that
this can place the supervisory relationship under some strain, because the supervisor's
evaluative role is made more explicit. This fact needs to be acknowledged and (if necessary)
appropriate professional support sought by both parties. Without this, supervisors risk
becoming unduly concerned about further upsetting the trainee (and so withholding important
feedback), and the trainee risks being caught in a cycle of undue anxiety about monitoring of
their performance (thereby reducing their effectiveness still further).

The nature of feedback at the MPR
Mid-placement qualitative feedback is essential both for the trainee and for the supervisor.
Feedback should give trainees a clear sense of their overall development and supervisors an
indication of the degree to which the placement is achieving its aims; for both parties the
MPR should indicate strengths as well as any areas for change and improvement.

The placement visitor has an important role in shaping the review and ensuring that it is a
productive, useful discussion, rather than merely a brief check that all is well. Feedback should be
detailed, constructive and designed to help the trainee to improve; wherever possible it should be
behaviourally specific. The MPR-EPR form helps support supervisors and trainees to structure the
discussion.

The process of feedback is of course two-way. Feedback about the placement and the
quality of supervision should also be provided by the trainee. The trainee feedback section of
the MPR-EPR form can be used to help structure the feedback.

Raising concerns about placements prior or subsequent to the MPR
Though the MPR is the formal setting for evaluating and discussing how a placement is
progressing, trainees and supervisors should always feel free to contact the college visitor at
any point in the placement cycle if they have serious concerns (either before or after the
MPR).
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The nature of feedback in the EPR
In an ideal world the EPR should contain no surprises; the MPR should have given the trainee
information about their strengths and weaknesses, and the supervisor will know the good and bad
points about the placement. This ideal is not always achieved, and the following points should be
taken into account to ensure that the Review is a positive and constructive experience for both
parties.

The supervisor’s feedback section of the MPR-EPR Form (Part D) has space for supervisors to
make detailed comments on a range of clinical competencies; this feedback should be discussed
with the trainee at the Review and strengths and needs clearly identified. Feedback should be
detailed and constructive, wherever possible behaviourally specific, and designed to help the
trainee improve his/her performance. As above, supervisors (as good psychologists) should
avoid a situation in which they are providing totally negative criticism, since this does not
encourage or guide trainees to develop a range of effective and appropriate skills. The supervisor
should try to set aside positive or negative personal feelings about trainees when making
evaluations.

The trainee’s feedback section of the MPR-EPR Form (Part C) lists a variety of qualitative
and quantitative features of the placement and the supervision. It is important to discuss
feedback about the placement only after the clinical feedback has been given; this ensures
that trainees are not threatened by the risk that their criticisms will affect the quality of the
feedback about their own performance.

Clearly, feedback is only useful to the extent that it can be heard and acted upon. Under
some circumstances the decision to remain silent may be wise. However, in these cases the
matter will usually be discussed with the relevant course visitor.

Bias in feedback
As good psychologists we should be alert to the risks of skewing feedback, especially when
the judgements being made relate to complex tasks. From observation we know that there
are some risks which are worth guarding against:

Forsupervisors:
a) Only focusing on the positive, and avoiding any reference to negative issues. This 'cult of
the positive' can arise under a range of circumstances. Ironically it can occur because the
trainee is performing very well overall, and supervisors find it hard to give detailed comments
on specific aspects of performance. However, it also arises when supervisors are reluctant to
draw attention to areas which they find hard to raise with trainees. An example would be a
very anxious trainee, where supervisors worry that raising their concerns about clinical work
would exacerbate anxiety and further diminish performance.

b) Only focussing on the negative, and finding it difficult to find positive aspects of the
trainees work. It is worth reflecting on the fact that it is unlikely that any trainee performs so
badly that there is nothing they do right. This sort of bias can begin to emerge when trainees
fail to achieve an appropriate level of functioning, and do not respond to supervisory input. In
these cases it may be that more attention needs to be paid to what the trainee can do, rather
than what they can't. However, because rational appraisal can sometimes be difficult when
supervisors become frustrated by a lack of progress, an entirely negative appraisal should
give rise to self-examination on the part of the supervisor.

For trainees:
Trainees may feel disinclined to discuss negative placement feedback with the supervisor, and
might be particularly concerned about this being written down in a formal report (i.e. the MPR-
EPR form).
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This usually happens because they are anxious that disclosing their concerns will result in a
negative evaluation. For example, they may feel that the supervisor is inclined to judge them
negatively, and do not wish to exacerbate this by complaining. Equally they may have
(legitimate) personal feelings towards the supervisor or the setting which they fear disclosing
in case they are seen as being unprofessional.

Though the power imbalance inherent in training makes it harder for trainees to feel confident
about giving feedback, it is important that they contribute to monitoring, and that their views are
heard. However, it is recognised that this ideal may prove difficult under some circumstances,
and that trainees may wish to report some concerns to a member of college verbally rather than
in writing.

A summary of tips for good practice

 Both parties should prepare in advance the feedback to be given. Specifically supervisors
and trainees should complete their relevant parts of the MPR-EPR form in advance of
the EPR meeting. As noted above, supervisors should send their version of the form,
completed and signed, to the course in advance of the EPR meeting. In the meeting,
supervisors and trainees use the MPR-EPR ratings from the MPR-EPR form as a guide,
but the feedback should be communicated in person at the time of the EPR.

 Feedback should be operationalised, positive as well as constructively critical and
illustrated with examples.

 Supervisors and trainees should indicate the means by which clinical competence and the
placement respectively might be strengthened.

 Both parties should avoid making global or unsubstantiated criticisms, or general
comments on personality. Behavioural specificity is almost always more useful.

 Both parties should avoid presenting only the positive aspects of performance of the
placement.

 Feedback about clinical performance should combine both positive and negative
information and should ideally be communicated in the context of a good, supportive
supervisory relationship. The better this relationship is, the more likely will feedback be
listened to and subsequently acted upon. If supervisors or trainees are in any doubt
about how to give feedback or what to say, or if they have doubts about whether the
placement should be passed or failed, they should contact the MPR visitor for help.

 Supervisors and trainees should be familiar with the guidelines on passing and failing
placements and the associated complaints procedures.
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SECTION 13: CONTENT OF THE
MID-PLACEMENT REVIEW (MPR) INTERVIEW

This section describes the sort of questions and issues, which will be raised by the
college visitor. Because the visitor follows a set structure and is guided by the
MPR-EPR form sections, it will be helpful for supervisors and trainees to have a
sense of the format and content of the visit.

Overall focus of the MPR
The MPR has a summative function (it should establish whether the trainee is likely to
pass the placement or to be referred to the Examination Board), but usually the main
focus is to encourage formative feedback to both trainee and supervisor. Broadly, it
includes discussion of:

 the clinical experiences available to the trainee
 the trainee’s progress in the placement
 the quality of supervision

Supervisor and Trainee - preparation for the meeting
For UCL trainees there is one form to complete prior to the meeting:

- Supervisors complete PART B and D of the document
- Trainees complete PART A and C of the document

Please note, there are two versions of the form – one for 6 month placements and
one for yearlong placements. Please use the form that is relevant for the length of
the placement.

Supervisors and trainees complete their sections of the MPR-EPR form
independently i.e. supervisors complete parts B and D in one version of the form, and
trainees complete part A and C in another version of the form. They each then send
their completed form to the MPR visitor at least one week before the MPR meeting.
Before the visit, it is helpful for the supervisor and trainee to review progress to date,
guided by the placement contract, the clinical log, the reflective practice log and their
ratings in the MPR-EPR form (though they do not have to specifically share their
ratings and comments with each other before the MPR meeting).

Format
Please refer to the “Instructions to College Visitors conducting MPRs” document for a
brief overview of the MPR procedure and format. Below are additional details of the
content of the meeting.

Prior to the MPR, the MPR visitor will review the completed MPR-EPR forms from
trainee and supervisor and collate them into one. The MPR starts with a 3-way
meeting with the college visitor, the trainee and the supervisor. This is a factual
discussion based on the placement contract and on the trainee’s log, and is used to
establish the range of clinical, professional and research experiences available to,
and undertaken by, the trainee.
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This meeting is followed by separate meetings between the trainee and the college
visitor, and the supervisor and the college visitor. These meetings aim to identify the
quality of the clinical work being undertaken, the clinical experience being gained, the
learning taking place and the quality of supervision. The MPR-EPR form is reviewed
and referred to during these meetings.

Initial three-way meeting

As well as gaining an overall sense of the work being undertaken and basic
placement arrangements, the visitor will check that the casework is appropriate (right
amount, a good range, and preferably some diversity in relation to a range of
demographics). They will also ask about arrangements for modelling, joint working
and for direct observation/recording of the trainee’s work by the supervisor and any
other relevant professionals.

Meeting with the trainee

The visitor will ask how the placement is progressing in general before asking
some specific questions about each area of the trainee section of the MPR-EPR
form (Part C). This includes:

- Is the placement contract being fulfilled?
- Is the workload/caseload range and amount felt to be appropriate?
- Is supervision appropriately targeted to the placement aims and objectives, and

is it of good quality? For example:

 is it regular and what is the supervisor’s availability

 does it include case-review?

 does it include specific theory-practice links and formulation?

 does it include reflection on casework and discussion of general
issues arising from the work?

 how are session recordings or live observation integrated
into supervision?

 does it include discussion of overall progress
personal/professional issues

 does it offer general support?
- Has the trainee had the opportunity to work with service users as consultants?

(see section 10 of the handbook)
- Has the trainee had the opportunity to conduct an inter-professional learning

exercise? (see section 10 of the handbook)
- Is the professional context conducive to training? Are there any aspects of the

placement that the trainee is finding stressful?
- Are there any specific concerns that the trainee has about the supervisor or the

placement?
- What feedback has the trainee had from the supervisor?
- Is there anything the trainee would like to change, or to have done differently?
- What targets would the trainee identify for the remainder of the placement?
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Meeting with the supervisor

The visitor will ask how the placement is progressing in general (including a check on
whether there has been appropriate support from the course and any comment on
the relationship between the course and the placement) before asking some specific
questions about each area of competence the supervisor rated on the form (Part D).
This includes:

Basic clinical competencies: what progress is the trainee making in the following
areas:

 assessment, which includes engagement and interviewing skills

 formulation and a capacity to make theory-practice links on the basis of
assessment/ ongoing work

 capacity to make an intervention which is informed / guided by a formulation

 capacity to evaluate their work, both informally (e.g. estimating progress in
relation to session material) as well as formally (using formal measures)

 ability to report on their work, both verbally and in writing

Areas of clinical competence specific to the placement
Questions will reflect the nature of the placement and the aims and objectives set out
by the placement contract

Clinical/ Professional competencies:
Can the trainee:

 think about and understand client’s needs?

 comprehend complex clinical contexts without becoming overwhelmed?

 manage their anxiety about clinical and professional work in an appropriate
manner?

Professional
skills: Can the
trainee:

 behave in a manner congruent with usual expected professional standards?

 manage and negotiate boundaries?

 act at an appropriate level of autonomy, given their stage of training?

 take and follow through decisions

 demonstrate an appropriate level of resilience in professional contexts?

 use of client feedback to reflect on and develop their clinical practice?

Professional and ethical standards
Does the trainee act in a manner which is congruent with expected professional and
ethical standards?

Working with
colleagues Does the
trainee:

 demonstrate an appropriate repertoire of professional skills?

 have the capacity to work well and effectively with colleagues and other
professionals?

 Has the supervisor asked colleagues for feedback and what was it?
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Use of supervision, evidence of learning from supervision and of independent
learning
Does the trainee:

 prepare for supervision, and make an active contribution to it?

 listen and respond to feedback?

 have a capacity for reflection and for reflective practice

 have a capacity to think reflexively, take on board feedback and show evidence of
change on the basis of this feedback?

 show evidence of applying learning from supervision in subsequent clinical
sessions?

 think critically and creatively?

Overall
Is there evidence that the trainee is making progress and showing evidence of
learning?

 What targets need to be set for the remainder of the placement – what is going
well, what needs to be focused on, and if targets are identified are there any
areas which are being flagged as areas of clear underperformance?

 Are there any specific concerns that would not lead to overall placement failure,
but should be noted?

 Does the supervisor anticipate the trainee passing – are there any areas of
concern that could give rise to possible failure?

Final joint meeting with the trainee and the supervisor

The idea of this meeting is to give feedback from both separate meetings, so the
visitor will summarise the trainee’s appraisal of the placement and supervision, and
the supervisor’s assessment of the trainee’s performance to this point.

Identified targets for the remainder of the placement will be detailed and discussed in
order to ensure that all parties are clear about these and have had the opportunity to
agree on how they will be taken forward.

If a risk of placement failure has been signaled this will be explicitly discussed in this
meeting.

Written report
The visitor will record the agreed goals on the MPR-EPR form, as well as any
additional issues / concerns that were raised in the meeting, but that had not been
noted in detail by either the trainee or supervisor in their sections of the form.
Where there are these additional issues, they are recorded in the Appendix section
of the MPR-EPR form. A copy of this completed form is sent back to the trainee and
supervisor. This will usually be emailed within 2 weeks of the visit. If there are
factual errors in the form, trainee and supervisor should identify these as quickly as
possible. The completed and agreed form should then be uploaded to ETFS by the
trainee under the “MPR Report” section for that placement.
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SECTION 14:
OVERVIEW OF PLACEMENT FEEDBACK FORMS FOR

SUPERVISORS AND TRAINEES

This section gives an overview of the forms used by trainees and supervisors at various points in
the placement cycle. All these forms are downloadable from the Course website.

“UCL DClinPsy MPR-EPR form”

This form is used by both supervisors and trainees to monitor progress and quality of the
placement. The form is used initially at MPR and is then updated at the point of EPR.

At MPR:
- Trainees complete Parts A and C
- Supervisors complete Part B and D. If the placement is shared between two supervisors, they

complete these parts jointly indicating whose comments are whose.
At EPR:
- Trainees update Parts A and C
- Supervisors update Parts B, D and complete Part E. If the placement is shared between two

supervisors, they complete these parts jointly indicating whose comments are whose.

Please note, there are two versions of this form:
- “UCL DClinPsy MPR-EPR form for a 6 month placement”: to be used on 6-month

placements
- “UCL DClinPsy MPR-EPR form for a yearlong placement”: to be used on yearlong

placements

“UCL DClinPsy Trainee progression concerns form”

If serious concerns about trainee progress emerge at the Mid-Placement Review (or indeed at
other points in the placement cycle) the MPR visitor and supervisor will document these in the
MPR-EPR Form. However, the supervisor also needs to formally signal their concerns to the
Course using this one-page form.

“UCL DClinPsy Trainee comments on supervisor feedback at EPR form”

Trainees cannot request any revision or redrafting of the supervisor’s feedback in the MPR-EPR
form as the supervisor’s feedback represents an independent, formal evaluation of their progress.
Trainees can however comment on the content of the supervisor’s feedback at EPR using this form,
although this is not mandatory.

“UCL DClinPsy form for interim feedback from supervisors of third
year trainees in their final placement”

The main Examination Board (at which final decisions about passing or failing are made) meets
in early September, slightly ahead of the point at which trainees complete the course (which is at
the end of September). The Board needs a formal indication of trainee progress on placement,
but at this point the MPR-EPR form will not have been completed. To resolve this, the ‘interim’
form is a one-page form which simply asks supervisors to indicate whether the trainee is
expected to pass the placement.
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SECTION 15: END OF PLACEMENT REVIEW

GUIDE TO COMPLETING THE MPR-EPR FORM AT THE
POINT OF EPR

At the end of each placement period there is an end of placement review. Trainees and
supervisors complete the relevant sections of the MPR-EPR form to give feedback to the
trainee, the supervisor and the placement.

SUPERVISOR'S FEEDBACK IN THE MPR-EPR FORM

There are three Parts of the MPR-EPR from which supervisors complete at the point of EPR:

Part B This section is concerned with the supervisor’s summary evaluation of the placement.
It gives feedback to the Examination Board of the Course about whether the
trainee has passed or failed the placement

Supervisors rate the trainee as “PASS” or “REFER TO EXAMINATION BOARD”.
Guidelines as to the meaning of these terms are listed later in this document.

Part D This section is a report on how the trainee has progressed over the placement,
and

gives an opportunity for identifying the trainee's strengths and needs

Part E This section helps to maintain continuity of training between placements. It asks
supervisors to indicate both the trainee’s strengths and areas for development.
This section is passed to the trainee’s next supervisor.

The supervisor's rating constitutes advice to the Examination Board. As such, it is an
important judgment. Although trainees cannot request any changes in a completed form,
they can comment on it by completing the Trainee comments on supervisor feedback at EPR
form, and may appeal against a decision of the Board of Examiners. Section 27 of the
handbook contains the guidelines on appeals.

In the third year, supervisors would also complete a brief (one-page) form to give an ‘interim’
judgment of third-year trainees in their final placement. This is required because the final
Examination Board meets in early September, before trainees have finished their
placements and thus would have completed the EPR meeting. This quirk of timing means
that the Board needs supervisors to indicate how the trainee is progressing, before the point
at which the usual MPREPR form is completed. This form is available on the course website
and should be submitted in late August of the final placement. Supervisors would have been
informed of the actual deadline in the placement letter.

Supervisor’s recommendation to the Examination Board - PART B
Placements are rated as 'Pass' or 'Refer to Examination Board’. These ratings constitute
advice to the Board of Examiners of the Course.
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“Pass”
By passing the placement supervisors are indicating that the trainee has demonstrated
clinical and professional competences relevant to the placement and to their stage of training
(see Section 11 of the handbook for further details).

“Refer to Examination Board”
This category allows supervisors who have significant concerns about a trainee's
performance to draw these to the attention of the course. The course will then make a
decision about whether the placement should be passed or failed.

This rating is used when there is evidence of serious, persistent shortcomings in any of the
areas covered by the supervisor’s feedback form. Examples could include:

 failure to demonstrate acceptable levels of clinical and/or professional competence
judged in the context of the stage of training and the opportunities provided by the
placement

 serious lack of sensitivity and responsiveness to client's and/or colleague's
communications

 serious and persistent difficulty in an important area of clinical-professional functioning
(for example, being unable to formulate casework at a level appropriate to the stage of
training)

 failure to show learning or to develop skills over the course of the placement

 failure to complete a sufficient amount of work (which is not accounted for by a lack of
opportunity, or by illness)

 professional misconduct or serious breaches of the BPS Code of Conduct

It is important that concerns about poor performance on a particular item or set of items have
been discussed with the trainee prior to the end of placement review. Where these concerns
have become evident in the first part of the placement they should have been discussed at
the Mid Placement Review, and with the trainee’s course tutor.

The Board of Examiners, which has an overview of the trainee's development, will consider a
number of sources of evidence in order to reach a decision about the appropriate outcome.
These are:

a) the supervisor’s feedback at the end of placement in the MPR-EPR form
b) feedback from the mid-placement review in the MPR-EPR form
c) feedback from the trainee’s course tutor
d) evidence of progress from previous placements
e) the outcome of a clinical viva (see Section 27)

The Board can decide to fail the placement, to pass it conditional on stipulated requirements
to demonstrate specific competencies in the subsequent placement, or to pass the
placement without further conditions.

Guidelines for Appeals against placement decisions are available from the Course and in
Section 27 of the handbook.

Giving feedback - Part D
This part allows supervisors to give summative and detailed formative feedback about
different areas of clinical competence. Each area contains exemplars, which help to anchor
expectations relating to each area of activity.

It is not a requirement that the supervisor and the trainee agree about the feedback or the
overall placement rating. However, it is important that supervisors discuss their feedback with
the
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trainee, and that they have this discussion before the trainee gives their feedback about the
placement.

Goals for the next placement - Part E
This part allows supervisors to identify specific goals to be carried forward to the next
placement, should they feel that this is necessary or would be helpful.

Timescale for returning the MPR-EPR form with supervisor feedback completed
The MPR-EPR form is a critical part of the evaluation process, and must be returned as soon
as is practical after the placement ends. Without the form, the Examination Board cannot
ratify the trainee’s clinical experience, and hence significant delay in returning the form has
the potential to jeopardise the trainee’s progress through the course.

TRAINEE'S FEEDBACK IN THE MPR-EPR FORM

Within the MPR-EPR form, there are two Parts which trainees complete:

 Part A: this section provides details of the placement itself including number of days
completed on placement

 Part C: this is where trainees provide more detailed feedback on the placement.
Trainees are asked to comment on each aspect of the placement, identifying any
issues and providing suggested developments. The following areas are covered:
1. Basic placement organisation
2. Placement monitoring
3. Supervision
4. Range of clinical experience
5. Personal / professional support
6. Personal and professional development

AFTER THE EPR MEETING: THE MPR-EPR FORM

Following the EPR meeting where supervisor and trainee have talked through their feedback
in the various sections of the MPR-EPR form, the trainee will amalgamate the supervisor
version of the form with theirs and they will both sign the form. This complete version of the
form is then uploaded to ETFS. Trainees will take this completed form to their next
placement, showing their new supervisor Part E (at a minimum), but can provide them with
the whole form to help plan their experiences / areas for development in the new placement.
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SECTION 16: PORTFOLIO OF CLINICAL EXPERIENCE

Overview of content

Trainees maintain a portfolio of clinical experience that identifies the work they carry out in each
placement. A separate Log of Clinical Experiences (i.e. Section A) should be completed for
each placement. Sections B, C and D are cumulative records and are therefore updated at the
end of each placement.

There are four sections to the portfolio:

Section A Log of clinical experiences A record of direct and indirect clinical and
professional work

Section B Competences in specific
psychological therapies

A record of competences in CBT,
psychodynamic or systemic therapies

Section C Psychological testing
competences

A record of competences in psychometric
assessment and interpretation

Section D Cumulative Training Record
(‘Reflective Practice Log’)

A cumulative record of progress in relation to
HCPC / BPS criteria

The portfolio is used by the Course and external assessors to check that trainees have
undertaken an appropriate range of clinical experience. As such it is a critical record of training
activity.

Overview of procedure

Electronic versions of the portfolio should be downloaded from the website, and the portfolio
maintained in an electronic format. All relevant paperwork can be accessed in two areas of the
course website:

 from the ‘Clinical Placement’ section, or
 from the ‘Useful Forms’ menu

The portfolio should be updated at least once a month to ensure that it is an accurate record of
placement activity. Completing it any less frequently makes it likely that casework will be left off
the record, or that the record itself will be inaccurate.

The portfolio is reviewed at the Mid-Placement Review (MPR), and it is the trainee’s
responsibility to make sure that it is available for the MPR visitor. The MPR visitor will use it to
ensure that the caseload is at the right level, and that the placement is offering the right breadth
of experience.

Preserving a record of the log

At the end of each placement:
 Please combine Section A of the portfolio for that specific placement with an updated

cumulative training record (Sections B, C and D) into a single file and submit an
electronic copy to the ETFS.

 the supervisor signs-off the portfolio by submitting the ‘Supervisor Authentication of
Clinical Experiences’ form to college, either as a pdf attached to an email, or by hard
copy. (This form can be downloaded from the course website, in the same location as
other paperwork for the portfolio).

Trainees must keep an electronic copy of the portfolio for their own records. They should also
ensure it is kept beyond the end of training, because they may be required to produce evidence
of their clinical experience when applying for further training or post-qualification accreditation.
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SECTION A: LOG OF CLINICAL EXPERIENCES

The Log of Clinical Experiences serves several functions:
 it creates and maintains an accurate and detailed record of the direct and indirect work

trainees have undertaken and the supervision they have received
 it can be used to identify gaps in experience or areas which need more focus
 it aids placement planning (for example, when reviewing progress in a current placement

or thinking about the content of future placements)
 it can be used as evidence of clinical activity when seeking accreditation with external

bodies (such as BABCP)

There are five parts to the log:

1. Work that the trainee has observed (e.g. work conducted by their supervisor, other
psychologists or other professionals)
2. Work conducted jointly with the supervisor, other psychologists or other professionals
3. The trainee’s independent work
4a Indirect and service-level work
4b Developing leadership competences
5. Portfolio of measures (Practice Based Evidence)

As can be seen from the examples which follow (a part completed log), the log is summary of
the clients seen and their presenting problems, the work undertaken and the supervision
received: the examples are intended as a guide to the level of detail required.

A separate Log of Clinical Experiences (i.e. Section A) should be completed for each six month
placement. Trainees on a 12-month placement should complete one log covering the two six-
month placement periods.
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UCL Doctorate in Clinical Psychology - Clinical Log

1. Work that you have observed

Case
no.

Demographics
(e.g. gender, age,
ethnicity)*

Referred by Main problems No. of sessions What was observed?
(Whom did you observe?)

1 Male 30, White UK GP Agoraphobia 3 1 assessment session, 2 CBT treatment sessions
Observed supervisor (GJ)

2 Couple
Male 32, Black Afro-
Caribbean;
Male – 35 – White
European

Social worker Relationship
difficulties

5 Ongoing treatment sessions, using Behavioural
Couples Therapy
Observed supervisor (GJ)

3 Group
Female 45 White UK;
Female 32 White UK;
Female 38 White
European; Female 40
White UK

GP Depression 3 CBT Group for people with low mood/depression

Observed supervisor (JT)

*If you are not sure about these details, please give your best guess

Trainee name: Anne Smith

Supervisor(s): Gail Jones and James Turner

Placement & placement type: Placement 1: Secondary Care
Psychology Service, Adult Mental health
Placement dates: 27rd October 2021 to 19th September 2022
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2. Joint casework with supervisor or other professionals

Details of supervisor(s) and/or co-workers
Supervisor/ co-worker name and profession Supervisor/co-worker’s qualifications &

professional accreditation/ registration details
(e.g. BPS, HPC)

Accreditation with psychological therapy bodies (e.g.
BABCP), including registration details

Gail Jones Clinical Psychologist HCPC Reg PYT32140 Accredited CBT therapist with BABCP

Number of supervision hours for each case
Case number Supervisor (initials): No of supervision sessions for this case Cumulative supervision hours for this case
4 GJ 4 1

Case
no.

Demographics
(gender, age,
ethnicity*)

Referred by Main problems Outline the intervention undertaken
What did you do?
What did your supervisor/ co-worker
do?

Describe
any
formal
evaluation
procedure
s

No of
sessions

Case
complet
e or
ongoing
?

4 Female, 32,
Bangladeshi

GP Panic attacks Two assessment sessions; supervisor
took lead in first session, I led second
session

BAI
CORE

2 ongoing

*If you are not sure about these details, please give your best guess
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3. Independent Clinical Work

Supervision arrangements
Supervisor(s) name and profession Supervisor’s qualifications & professional

accreditation/ registration details (e.g. BPS,
HCPC)

Details of accreditation with psychological therapy
bodies (including registration details ) (e.g. BABCP)

Gail Jones Clinical Psychologist, HCPC Reg PYT32140 Accredited CBT therapist with BABCP
James Turner Clinical Psychologist, HCPC Reg PYT32142 N/A

Number of supervision hours for each case
Case number Supervised by

(initials):
Number of supervisions for this piece
of work

Supervision hours for this piece of work

5 GJ 16 4
6 JT 3 0.75

Description of casework

Cas
e no.

Referred
by

Demographic
information
(gender, age,
ethnicity*)

Main problems Outline the intervention undertaken,
including main treatment modes and
any relevant additional information
(e.g. co-workers or shared case
management)

Describe any
formal
evaluation
procedures
(more detail
can be
included in
Section 5 of
the
portfolio).
Client
feedback
form?

Was the
work
recorded/
observed
?
If so, by
whom
and how?

No of
sessi
ons

Case
comple
te or
ongoin
g?
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5 Psychiatr
ist

Female, 34,
White, UK

Self-harm, eating disorder, alcohol
misuse, personality difficulties

Assessed over 4 sessions using clinical
interview
Intervention: DBT and CBT

BDI, BAI,
CORE,
dysfunctional
assumptions
scale
completed
ever 4
sessions
(hence pre
and post)

UCL client
feedback
form
completed
mid and end
treatment

All
sessions
recorded
and
discussed
in
supervisio
n

16 Comple
ted

6 GP Couple, male
27, female 24,
both White
European

Husband depressed
Sexual difficulties (erectile
dysfunction)

Assessed over two sessions
Intervention: Behavioural couples
therapy and sex therapy

Golombeck
inventories
(GRIMS,
GRISS)

Standard
service
feedback
form given at
start of
intervention

All
sessions
recorded
and
discussed
in
supervisio
n

4 Ongoin
g

4a. Indirect and service level work

AREAS OF WORK Brief description of each piece of work Role taken Estimate of
duration*

Service related research Audited demographics of inpatient referrals,
contrasted against census data and fed-back
results to team

Research and consultation 2 months (approx.
2 hours per week)
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Other (specify)
Other (specify)

* Please use the most appropriate metric – e.g. if the work took place over a number of days and over a long period then ‘days’ is the best
unit; if your input is one-off and fairly brief then ‘hours’ may make more sense
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4b. Developing Leadership competences

AREAS OF WORK Brief description of each piece of work Role taken Estimate of
duration*

Teaching

Training

Supervision Supervised two nurses conducting exposure over 6
weeks
Teaching for care home staff on risk management
(with supervisor)

Supervision
Teaching

6 hours

Consultancy

Service user consultation
projects

Two meetings with carer group to discuss their
experience of support offered by the service;
feedback this information to clinical team

Consultation 3 hours

Working within the
organisation
(multidisciplinary / inter-
professional work)

Weekly MDT intake and assessment meetings (case
review and allocation)

Active participation; chaired the
meeting on two occasions

1.5 hours per
week

Working across
organisations (inter-agency
liaison)

Liaison with local CMHT to support transfer from in-
patient to community for three clients

Acted as case co-ordinator Ongoing

Working with
commissioners
Grant funding
Other leadership work
(specify)

* Please use the most appropriate metric – e.g. if the work took place over a number of days and over a long period then ‘days’ is the best
unit; if your input is one-off and fairly brief then ‘hours’ may make more sense
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5. Portfolio of Measures (Practice Based Evidence)

Case
No.

Main problems Complet
ed
interven
tion?
(Y/N)

Measures/Procedur
es used to evaluate
client progress

Pre-post change on
measures

Reliable change (R)?

Clinically significant
change (CSC)?

Interpretation
of/comment on
process/outcome

5 OCD, Depression and Anxiety Y PHQ-9

GAD -7

OCI Questionnaire

PHQ-9 (Pre =19, post
= 9)

GAD-7 (Pre = 21, post
= 11)

OCI (Pre = 70, post =
50)

PHQ-9 R (Y) CSC (Y)

GAD-7 R (Y) CSC (N)

OCI R (N) CSC (N)

Client reported
improvements mood
and OCD symptoms.

*High variability in
norm samples for OCI
makes the RCI very
large.

6 Self-harm, Anxiety, Trauma, N PHQ-9

GAD -7

Impact of Events

PHQ-9 (Pre =19, post
= 7)

GAD-7 (Pre = 17, post
= 15)

IES (Pre = 2.7, post =
1.8)

PHQ-9 R (Y) CSC (Y)

GAD-7 R (N) CSC (N)

IES R (Y) CSC (N)

Client reports
improvements in mood
and less frequent
intrusive memories,
but continues to feel
anxious.

7 Husband depressed
Relationship difficulties

N
PHQ-9

Goal Attainment
Scaling

PHQ-9 (Pre =19, post
= 12)

GAS (Pre = 4, post =
2)

PHQ-9 R (Y) CSC (N)

N/A

Goal indexed by the
GAS was to attend
after work social
events. Some
progress made and
mood a little better.
Change reflects
session 1-3, therapy
still ongoing.



Section 16: 10



Section 16: 11

SECTION B: COMPETENCES IN SPECIFIC
PSYCHOLOGICAL THERAPIES

The BPS requires trainees to maintain a record of their competence in specific
psychological therapies, benchmarked against a recognised competence framework.
This section of the log is based on the UCL competence frameworks (which can be
accessed at www.ucl.ac.uk/clinical-
psychology/CORE/competence_frameworks.htm).

The accreditation criteria specify that trainees need to demonstrate their competence
in CBT and at least one other therapy; reflecting this, competences for the three
therapeutic approaches taught at UCL are set out in this section: CBT,
Psychodynamic and Systemic therapies.

There are three parts to this section:

1. A rating of specific areas of competence – these are fairly high-level
descriptions of activities associated with delivering the therapy competently,
and are based on the competence ‘maps’ that underpin the UCL competence
frameworks.

At the end of each placement trainees and supervisors should jointly ‘RAG’
rate the trainee’s level of competence in therapies that have been conducted,
using the following scale*:

Red Competence not demonstrated: many areas require
development

Amber Competence demonstrated well in some respects, but also
some areas in need of development

Green Competence demonstrated well - a few areas for development,
but none significant

*Bear in mind that an area of competence will not necessarily progress from red
through amber to green. The challenge of moving from one client group to another
sometimes results in a competence previously ranked as ‘green’ moving to ‘amber’,
reflecting the challenge of applying the skill in a new context.

2. An indication of the client groups with whom the therapy has been
conducted

3. An indication of the problem areas in which experience has been gained.
The focus here is on your experience of working across problem areas. As
such if a client presented with two substantive problem areas they should be
‘double-counted’).

An example
The example that follows is for CBT (the sections for psychodynamic and systemic
work follow the same principles). It shows how competences acquired in each
placements build up to form a cumulative record. As such all the sections need to be
updated after each placement has been completed (where CBT has been used).

The trainee’s placement pattern is as follows:
Placement 1 IAPT AMH - main model applied: CBT
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Placement 2 AMH - main model applied: psychodynamic
Placement 3 Child - main model: applied: CBT
Placement 4 Older Adult - main model applied: CBT

This means they only complete this section of the log for placements 1, 3 and 4
(because these are the placements in which they used a CBT approach). If they
undertake additional placements in which they gain CBT skills they would add further
columns to the record.
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Competences for Behavioural and Cognitive Therapies

Section 1 - This section identifies the broad areas of CBT competence that trainees should acquire over training. These are drawn from the
UCL CBT competence framework, accessed at www.ucl.ac.uk/CORE/ The website contains an interactive map of the CBT competence
framework, and details the specific skills involved in delivering CBT. As such the framework is the benchmark for appraisal, and should be
consulted before filling in this log. At the end of each placement where the therapy has been used trainees and supervisors should jointly RAG
rate each area of competence:

Red Competence not demonstrated: many areas require development
Amber Competence demonstrated well in some respects, but also some areas in need of

development
Green Competence demonstrated well - a few areas for development, but none significant

Basic CBT competences Placement1 :
IAPT AMH

Placement 3:
Child

Placement 4: Older
adult

Knowledge of basic principles of CBT
Explaining and demonstrating rationale for CBT to client
Agreeing goals for the intervention
Structuring sessions and sharing responsibility for sessions structure and
content (e.g. agreeing an agenda, reviewing practice assignments)
Identifying and discussing maintenance cycles
Problem solving
Ending therapy in a planned manner
Using measures

Overarching CBT competences
Using guided discovery and Socratic questioning
Developing a collaborative formulation and using this to plan interventions

Specific behavioural and cognitive therapy techniques
Exposure
Applied relaxation
Activity monitoring
Working with safety behaviours
Working with cognitions (eliciting and working with automatic thoughts &
beliefs)
Working with imagery
Planning and conducting behavioural experiments
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Section 2 – Client groups with whom CBT has been applied

Client groups Placement context Number of cases
Adults IAPT service

Outpatient psychological therapies service
9 clients
2 clients

Older Adults Outpatient service
Carers of people with dementia

7 clients
4 clients

Children and Adolescents Outpatient service 9 clients
People with Intellectual Disability
Other (specify)
Other (specify)

Section 3 – Problem areas where CBT has been applied

Specific focus of CBT interventions Number of cases
Anxiety (phobia / social phobia /
GAD / panic)

9

OCD 5
PTSD 3
Depression 6
Eating disorders 2
Personality Disorder 3
CBT for psychosis
Family interventions for psychosis
Addictive behaviours 2
Physical health presentations 1
OTHER (please specify)
OTHER (please specify)
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Section C: Psychological Testing Competencies

This is a record of experience in psychological testing – essentially skills in using psychometric
instruments and tests in order to identify and quantify suspected organic and functional deficits or
problems.

This section is completed jointly by the trainee and the supervisor:

 The trainee maintains a basic record of the tests and instruments that they have used.

 The supervisor signs-off each assessment (identifying whether the right instrument(s)
were selected, whether tests were administered correctly, whether the results were
interpreted appropriately and appropriate feedback given to the client and whether the
results were appropriately communicated to other professional colleagues).

The following example shows the level of detail that is required.
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Section C: Psychological Testing Competencies

Details of supervisor(s) and/or co-workers
Supervisor/ co-worker name and profession Supervisor/co-worker’s qualifications &

professional accreditation/ registration details
(e.g. BPS, HCPC)

Accreditation/ training relevant to testing
competences

Gail Jones Clinical Psychologist HCPC Reg PYT32140 Approved QiCN clinical supervisor

Observation of tests administered by an appropriately qualified practitioner
Reason for assessment – what were the
issues the assessment aimed to clarify

Client
age

Specific tests/ instruments employed in the
assessment

Person conducting the test

Tests administered by the trainee
Reason for assessment
– what were the issues
the assessment aimed to
clarify?

Client
age

Specific tests/ instruments
employed in the assessment

Specify to whom, and
how, feedback was
given (including to
client, carers and other
professionals)

Supervisor validation

Comment If any problems in any
of the following areas:

test selection
administration
interpretation
feedback to clients and/ or
carers
feedback/formal report to
other professionals

Supervis
or

Signature

Query diagnosis of
dementia

82 WTAR
RBANS
WMS – IV
DKEFS trails
Fronto temporal Rating Scale

Feedback of diagnosis to
client, other health
services involved.

Supervisor decided test selection;
appropriate administration,
interpretation and feedback

Rehabilitation planning for
a woman with TBI

41 BADS
WAIS - IV
RBMT

Feedback of results to
client and to rehabilitation
staff involved in client

Appropriate in all areas
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Adapting therapy to take
account of mild learning
disability

38 WAIS – IV Integration of results into
formulation and feedback
to client and family

Appropriate in all areas, feedback
given jointly with supervisor
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Section D: Cumulative Training Record (Reflective Practice Log)

The Cumulative Training Record is intended to identify progression across the whole programme,
benchmarked against the accreditation criteria used by the HCPC and the BPS. Rather than presenting
this as a set of ‘tick-boxes’ the record is based on a map of the criteria which the trainee RAG-rates,
using information from other sections of the log to help them reflect on the areas of work they have
undertaken, and the skills they have developed.

The record is intended to:
 help trainees appraise their own progress, by contrasting the knowledge and skills they have

acquired to date with the competences identified by the BPS and the HCPC in the accreditation
criteria for courses (set out in other sections of this handbook).

 encourage trainees to reflect on their overall development, and in so doing contribute to the
development of their capacity to operate as a self-reflective practitioner (in itself an important
professional competence).

 help trainees to appraise their current strengths and needs, and to identify any specific training
requirements or targets.

Format of the cumulative record
The format is shown below. It is best seen as a map, showing the competences which need to be
acquired through training using a simple visual format which clusters sets of competences together.

The map needs to be viewed on the course website at www.ucl.ac.uk/dclinpsy/clinicalplacement. Each
‘box’ in the map is a “headline” that describes an area of competence; placing the cursor on each box
takes the reader to a page (or pages) that details the skills required to deliver each area of activity
effectively.

The left hand columns of the map identify the sets of “transferable skills” that are used in almost every
intervention. The rest of the template sets out the range of contexts in which these competences need to
be demonstrated (e.g. variation in client, variation in problem, variation in theoretical orientation and
service delivery).



Section 16: 19

TRANSFERABLE SKILLS

Psychological assessment

S E C

Formulation

S E C

Intervention

S E C

Communication/teaching

S E C

Personal/professional skills

S E C

Service delivery

S E C

working with
diversity

gender S E C

sexuality S E C

class S E C
ethnicity/
culture S E C

clients whose disability
impacts on

communication

S E C

variation in
chronicity

acute S E C

enduring S E C

variation in
severity

(mild to severe)

S E C

variation in
aetiology:

mainly psychosocial
S E C

mainly biological

S E C

clients adapting to
adverse irreversible
circumstances (e.g.
bereavement/chronic
illness

S E C

clients with significant
levels of challenging
behaviour

S E C

Primary care

S E C

Outpatient

S E C

Inpatient/
residential

S E C

consultancy

S E C

work with
family/carers

S E C

CBT

S E C

psyc’dynamic

S E C

systemic

S E C

other

S E C

work across the
lifespan

Child S E C

Adolescent S E C

Adult S E C

Older Adult S E CEvaluation

S E C

Research

S E C

APPLICATION TO
A RANGE OF
CLIENTS

APPLICATION TO
A RANGE OF
DIFFERENT
PRESENTING
PROBLEMS:

APPLICATION
TO RANGE OF
SERVICE
CONTEXTS

INDIRECT
WORKING

A
b
il
it
y

to
d
ra

w
o
n

k
n
o
w

le
d
g
e

S
E

C

P
ro

fe
s
s
io

n
a
l
a
u
to

n
o
m

y
a
n
d

a
c
c
o
u
n
ta

b
il
it
y

S
E

C

Engagement

S E C

APPLICATION OF SKILLS ACROSS A RANGE OF CONTEXTS

clients with Impaired
Intellectual functioning

S E C

work with
multidisciplinary

teams

S E C

APPLICATION
OF DIFFERENT
MODELS

Cumulative training record
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Instructions for completing the Cumulative Training Record

1) Trainees should start by referring to the “master template” on the web and follow the hyperlinks to
benchmark the range of skills that constitute each area of competence or activity. The value of
consulting these hyperlinked pages is that they give the level of detail that trainees need to make
judgments about their development in a more nuanced (and hence more accurate) manner.

2) Taking each section of the template in turn, trainees should reflect on their current level of
competence. The reference point is the level of skill which a person would be expected to have at the
end of training, rather than their current stage of training (This is because the competences in the log are
based on the criteria used to judge whether a newly qualified psychologist can apply for registration with
the HCPC,)

3) Trainees should download (and work from) an electronic WORD copy of the map and colour-code
each area using the RAG ratings described below. This generates a simple visual summary of progress
which makes it possible to identify progress and to spot gaps.

Trainees should RAG-rate themselves in relation to three criteria:

1. Their level of Skill [marked S on the template]
2. Their level of Experience [marked E on the template]
3. Their Confidence in applying the skill [marked C on the template]

These are distinct – but in practice linked - ways of thinking about competence and are described further
below

Using a RAG rating to track development

Skills
Self-ratings of skill level are influenced by all sorts of subjective factors and are biased by levels of self-
confidence and self-critical tendencies (hence the advice above to use the hyperlinked pages to
benchmark the expected skill-level).

Red can apply none or very few of the relevant skills in practice,
and/or find it difficult to put theoretical knowledge into practice

Amber can apply some (but not all) of the required skills; starting to put
theoretical knowledge into practice

Green able to demonstrate the majority of relevant skills and to do so
fairly fluently and consistently

Experience of a competence or of an area of work
There will always be debate about how much experience is enough, but the essential issue is whether
there been enough experience of/exposure to the skill or the area, and hence opportunity to practise the
skill.

Red very little or no experience
Amber some - but limited – opportunities for practising the relevant skills
Green extensive opportunities for practising the relevant skills

Confidence
Ratings of confidence are inevitably subjective, based as they are on self-appraisal, something that may
or may not accurately reflect ‘reality’ (as represented by external appraisal).
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Red no or little confidence of ability in applying this area of skill
Amber some/ growing confidence, based on attempts to practise this

area of skill
Green fairly or very confident, based on a realistic awareness of

strengths and weaknesses in applying this area of skill

As training progresses each trainee’s ‘map’ should shift from being mostly red/amber to mostly green,
but it is important to note that even final year trainees will not have a completely green competency map.

Reflecting on competence ratings
Appraising skills and competence level is more than a simple judgment. For example, “working across
different client contexts” is not just about having worked with an older adult, a child or a client from a
BME background. It is more about your ability to think both broadly and deeply about each area and
about how these differences impact on your work.

By way of example, consider a trainee reflecting on their competence in working with older adults. The
basis for a green’ rating for skills, experience and confidence would be a capacity to reflect on how age
impacts on their work in terms of each of the “iterative” competencies:

Engagement A range of background factors might need to be taken into account – for example,
the fact that clients will be older than the trainee, or that older people might have very different
understandings of the nature of mental health and of mental health professionals, having grown
up in an era of psychiatric hospitals.
Assessment There may be some common themes or issues in this area to which psychologists
need to be alert. One example to hold in mind is issues around transitions – for example,
retirement, loss of a spouse, hospitalisation, the possibility of cognitive impairment or of physical
conditions
Formulation Formulations need to consider the impact of age - for example how the transition to
retirement affects a person’s longstanding core beliefs about their lack of worth, or the ways in
which physical disability has made someone reluctantly dependent on their partner
Intervention These need to be appropriately adapted to meet the needs of older people – for
example, to someone with a cognitive impairment, physical disability, or a very different
understanding of the meaning of psychological interventions.
Evaluation There may be areas where monitoring and evaluation need to be adapted - for
example the BDI is not a good instrument for evaluating the level of depression in older people,
and the HADS or GDS are preferred.

Schedule for completing the cumulative record
The cumulative record should be completed so as to coincide with (and contribute to) key points of
formal review:

Before Developmental Reviews - to help trainees reflect on their development and progress
through the course

At the End of Placement Review - to review the learning and development that has taken place
over the placement

In conjunction with placement planning questionnaires - to aid discussions about training
needs, helping to ensure that trainees are matched to the most appropriate placements.
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SECTION 17:
THE RESEARCH COMPONENT: OVERVIEW

The research component of the DClinPsy has two parts: formal teaching and practical
experience. This document gives an overview of each of these parts, and describes how they
fit together over the three years of training.

Aims and objectives of the DClinPsy research component

Aims

The overall aim of the research component of the DClinPsy programme is to equip trainees
with the research expertise necessary for practicing within an evidence-based profession.
Specifically, it aims to give trainees the knowledge, skills and confidence to carry out and to
appraise clinical research, evaluation and quality improvement (QI) studies.

The research component as a whole stresses the scientist-practitioner model, and the course
encourages trainees to continue research, evaluation and QI as an integral part of their
future professional roles. The course takes a pluralistic approach to research methodology,
in particular valuing qualitative and quantitative methods equally.

Objectives

By the end of the DClinPsy course, trainees should:

1. Be familiar with the fundamental methods and concepts of clinical psychological
research, including qualitative and quantitative methods, large-N experimental and
quasi-experimental designs, small-N designs, secondary data approaches, the QI
frameworks for service evaluation and audit, and ethics and research governance.

2. Be able to appraise published research studies.
3. Have acquired a grounding in the main methods of statistical analysis, and be able to

use statistical software to carry them out.
4. Have conducted a service-related project in a clinical placement setting.
5. Have gained experience of the complete course of a major piece of rigorous scientific

investigation, going through the stages of planning, execution, analysis and write-up.

Research teaching

The research teaching comprises subunits on research methods, statistics and project
support.

Research methods teaching (in year 1, term 2) is based around a practical description of the
research process, following the sequence of steps involved in executing a project:
groundwork, measurement, design, analysis, interpretation and dissemination. Teaching
covers the fundamental approaches to, and issues in, conducting clinical research (see the
research methods subunit handbook for details). There is a Moodle course “TP: Research
Methods” associated with this subunit.
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Project support sessions (in years 1 to 3) focus on the practical aspects of undertaking the
major research project. In the first year, project orientation introduces trainees to the wealth
of research being conducted in UCL and the NHS region. There are also project clinics, in
which staff advise trainees on their ideas for their projects. In the second and third years, the
project support sessions focus on ethics and research governance, qualitative and
quantitative analysis and writing up and presenting the thesis. There is a Moodle course
“Research Project Support” associated with this subunit.

Statistics teaching (in year 2, terms 2 and 3) covers the basic statistical methods needed to
carry out the major research project and to design, interpret and evaluate clinical research. It
emphasises the importance of theory, methodology and clinical expertise in the appropriate
use of statistics in clinical research. This subunit also has a Moodle course: “TP: Statistics.”

Practical experience in carrying out research projects

Trainees undertake two pieces of assessed research on the course: (1) the service-related
project, usually conducted during one of the first two six-month clinical placement periods,
and (2) the major research project, which is begun in the first year and continues for the
remainder of the course. (See Sections 18 and 19 respectively of this handbook for details.)

Timetable

This timetable is a rough outline of the main milestones in the research component of the
course. A detailed timetable for the major research project, including specific tasks such as
data collection and analysis, is given in the section of this handbook on the Major Research
Project.

Year One
Term 1 Research-free zone
Term 2 Research methods teaching

Project orientation and project clinics
Term 3 Statement of intent form due (date to be notified)

Service-related project under way
Research methods exam

Year Two
Term 1 Research proposal due (date to be notified)
Term 2 Expenditure proposals due

Ethics applications to be submitted
Statistics teaching

Term 3 Statistics exam

Year Three
Terms 1 Work on major research project continues throughout the year

Submit literature review to supervisor
Term 3 Thesis handed in late June (date to be notified)

Vivas and exam board in early September (date to be notified)
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Further information

Detailed information on the research component of clinical training is given on the research
section of the course website. The following two sections of this handbook describe the
service-related project and the major research project.



SECTION 18: THE SERVICE-RELATED
PROJECT

Aim
Service-related research is applied research that is (1) relevant to service provision and (2)
undertaken within a clinical setting. The aim of the service-related project is to help trainees
develop their research skills, including the ability to communicate research findings to clinical
colleagues, and to give trainees experience in integrating research with clinical practice.
Conducting practically oriented research is an important part of the clinical psychologist’s
professional role.

Competencies to be demonstrated
The service-related report allows trainees to demonstrate that they are able to plan, execute
and write up a small-scale, applied research project within the constraints of a clinical setting.

What the markers will be looking for
The markers will want to see:

1. one or more clearly stated research questions relevant to clinical service provision,
2. a brief review of the theoretical or service-related literature that provides a the

background to the research question(s),
3. a clear description of the methods,
4. a presentation of the results in an easily understandable form,
5. a discussion that relates the findings back to the research question(s) and to the

literature,
6. a consideration of the strengths and limitations of the project,
7. clinical recommendations, based on the findings, with a statement about how

the recommendations have been (or will be) fed back to the clinical service.

Timing and setting
The service-related project report is submitted instead of a clinical report. (The course
requirement is a total of three clinical reports plus the service-related project report.) The
work is carried out during placement time.

The project is normally completed during one of the first two six-month placement periods
(i.e. during the first year of the course), and is submitted at the due date of Clinical Report 3
in the Autumn of the second year. Trainees should discuss the SRP with their clinical
supervisor in the first placement; this will be reviewed in the first Mid-Placement Review.

Ideally, it is conducted in the trainee’s current clinical placement setting, but if no suitable
project is available there, it is also possible to do it in another clinical service – trainees
should investigate linked services to which they may have ready access.

If, in unusual circumstances, there is not an opportunity to carry out the service-related
project in the first year placement(s), then it can be carried out in a later placement period
and submitted at the due date of Case Report 4, i.e. early in Year Three.

Topic and question
The research question must be service-related, that is, relevant to the planning, delivery
or outcome of clinical (not necessarily clinical psychology) services. Usually, the project
will have arisen out of the day-to-day work of the department in which the trainee is
placed: clinical supervisors often have a wish-list of potentially useful projects that could
be conducted in their service.



It is recommended that the trainee read the HQIP guidelines ‘A Guide to Quality
Improvement Methods’ (June, 2015) to ensure that the project considers at least one of:
clinical effectiveness, patient experience, and/or patient safety.

Some Trusts request that the projects fit with their QI (Quality Improvement) strategy and
conform to the QI methodologies. The trainee and supervisor should consider if the QI
project requested by the Trust relates in some way to the provision of psychological
services, or if psychological factors are relevant to the study before agreeing a QI project
with the Trust. In some Trusts, QI projects are registered with the R&D department,
benefiting from formal support, and trainees are encouraged to use this option where
available.

Some examples of past titles are:

 Do telephone reminders increase patient attendance at primary care
psychological appointments?

 Service users’ experiences of an assessment clinic in a secondary care psychology
service.

 Risk assessment documentation at a community mental health team: an audit and
focus group.

 Implementing a clinical supervision group for cancer nurses: A preliminary analysis of
nurses’ definitions, expectations, hopes and fears.

 Audit of provision of community leave in a Medium Secure Unit.

 A needs assessment for staff support following patient suicide.

 Client satisfaction with a locality mental health team for adults with severe and enduring
mental illness.

 Audit of the referrals to the psychology section of a mentally disordered offenders’ team.

Training-focused projects
When, rarely, no service-based project is available, another option is to conduct a training-
focused project, in which the training/workforce system is the “service” to be evaluated. Such
projects could be focused, for example, on equality, diversity and inclusion. This option
should first be discussed with the trainee’s tutor. A database is maintained by the course of
potential projects of this nature. Such projects must adhere to the principles of an SRP in
terms of methodology, generate recommendations, and feed these back, e.g. to relevant
DClinPsy or BPS committees.

Research methods and sample sizes
A range of research methods can potentially be used, as appropriate to the research
question: these are covered in the research methods lectures. Some possible research
designs are listed below.

One frequently asked question is what the sample size should be. There is no hard and fast
rule – considerations of statistical power, which are important in the major research project,
can be relaxed. Service-related research is commonly exploratory rather than hypothesis
testing.



For each type of design, we offer suggestions about adequate sample size based on the
kinds of analyses that are likely to be conducted. These are rules of thumb, not rigid
requirements.

 Service audit. The researcher does a descriptive audit of an established service, for
example to look at how long clients have to wait after a referral, and whether this varies
with the type of problem or the source of referral. This usually involves a retrospective
examination of case notes or a database. The suggested N is 50. There may be a
problem with missing data, so the N may need to be larger.

 Client satisfaction with a service already received. The researcher surveys clients about
a service or intervention that has ended, often including some existing instruments (e.g.
the Client Satisfaction Questionnaire), and may also correlate satisfaction scores with
other client variables, e.g. ethnicity. Reports merely presenting descriptive client
satisfaction scores are not usually adequate. The suggested N is 20 or more. An
alternative is to examine clients’ views of the service via qualitative interviews (see
below).

 Needs assessment. Similar to the client satisfaction survey. The researcher assesses
the psychological needs of potential clients for a service. The suggested N is again 20
or more.

 Service comparison. The researcher compares the clients of service X with those of
service Y, on demographic and psychological variables. The suggested minimum N is
25 in each group.

 Treatment outcome using pre- and post-intervention measures. The researcher gives
outcome measures to clients before and after an intervention. The suggested N is 12
or more, if just pre-post measurement is used. However, there is often a major
problem with attrition in this design: to have 12 clients post-intervention may require
at least 15 or 20 to start with, and this sample size is usually unattainable for a
service-related project. An alternative strategy is to use more intensive
measurements, e.g., session-by-session measures of a client’s problems, within a
multiple single case design. These then could be examined on an individual basis.
The suggested N for this latter option is around 6. If a multiple single case design is
used for the service-related project, trainees should not also do the single case
design as one of their optional case reports.

 Qualitative studies. One common type of qualitative service-related project is to examine
users’ or staff’s views about some aspect of a clinical service. It is acceptable to conduct
the analysis from audio recordings: intensive qualitative investigations, involving
transcriptions of interviews, are usually inappropriate for the service-related project, as
they tend to be very time-consuming. The sample size depends on the method of data
collection and analysis: e.g. studies with in-depth interviews will have a smaller sample
size that those with more superficial data. The suggested sample size is 5 to 15.

Data analysis and presentation
Statistical analyses should be appropriate to the research questions and sample size of the
study. Most service-related projects typically use descriptive statistics, or simple tests of
association such as t-tests, chi-squares and correlations; complex statistical analyses, e.g.
multiple regression, are rarely necessary. It is normally best to present data in tables, as is
done in psychology journals; avoid bar charts and pie charts as they are imprecise and
often hard to read. Tables should be formatted in standard APA style (e.g. no vertical
rulings, minimal horizontal ones).



For qualitative data, a simple thematic analysis will usually suffice. Service-related questions
tend not to require more specialised (and more time-consuming) analytic approaches. Two
recommended references are Dancey and Reidy (2014) and Haslam and McGarty (2014).

Structure of the report
The report should be written up using the standard research report format: structured
Abstract (with headings of Aims, Method, Results, Conclusion), Introduction, Method, Results
and Discussion. For guidance on content, see the section above on “what the markers will be
looking for”. The name of the service should be obscured, e.g. "a forensic psychology service
in North London."

Supervision
The project will normally be conducted in close liaison with the trainee's clinical placement
supervisor, and it is a good idea to plan it early in the placement and to include it in the
trainee's placement contract. Its progress can then be evaluated at the mid-placement
review. It is essential that the trainee discusses the suitability of the topic and the proposed
research methods with their course tutor before they start the project. In addition, it is
advisable that students consult their course tutor again as they plan the write up of their
report. If there are specific concerns or questions which arise at any stage of the SRP that
cannot be answered by the course tutor, the trainee may then choose to contact either the
SRP coordinator or the statistics demonstrator for additional advice.

It is good practice that any emails between course staff and trainees regarding the SRP
should include the placement supervisor involved with the project, to ensure transparency
and collaboration.

Ethical issues
Ethical approval is not normally needed for the service-related project (as it is considered to
be audit or service evaluation), but if in doubt, discuss the issue with your clinical supervisor,
and consult the useful HRA defining research table, which sets out the distinction between
research, clinical audit and service evaluation. Note that NHS ethical approval is not needed
for research with NHS staff.

If NHS ethical permission is needed, the only way that the project can be done is if the
supervisor has already obtained ethical and R&D approval (NHS ethics procedures are far
too burdensome and time consuming to be completed within the timescale for the service-
related project). All projects must conform to the BPS ethical principles and code of conduct
and BPS Code of Human Research Ethics.

Joint work
The trainee may report on work which they have undertaken jointly with their supervisor,
although the write-up must be their own. If two trainees are on the same placement, it may
be possible to conduct a project using the same data set. In this case, different aspects of
the data set must be analysed by each trainee, and the contribution of each trainee must be
clearly identified in both reports. The cover page of the report should say “Project jointly
conducted with [trainee code number].”

If the trainee is in any doubt about whether a report will meet these criteria, they should
consult their course tutor.

Additional material
There are no specific requirements, but additional material may be presented in an
appendix. Copies of interview schedules or of questionnaires that are not well known
should be included.



Length
The report should be up to 4000 words (including tables and figures but excluding
references and appendices).
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SECTION 19: THE MAJOR RESEARCH PROJECT 

You will be working on your major research project over all three years of the course, and it 
will obviously require a substantial commitment of time, effort and emotional energy. These 
guidelines are intended to describe the process of doing the project, to outline the timetable, 
describe the main tasks and give you the information needed for submitting the completed 
thesis. 

We hope that doing your major research project will be a stimulating and rewarding 
experience. It gives you the opportunity to explore your chosen topic in depth, and possibly 
will convey a sense of the excitement that comes with learning something new. Also, since 
research competence is important for the work that clinical psychologists do, the project will 

help you acquire professional skills of lasting value. 

Criteria 
The research thesis should be an original piece of empirical work relevant to clinical 
psychology, which demonstrates your ability to apply scientific principles and undertake 
rigorous investigation. The course supports a pluralistic approach to research. You may 
choose from a range of approaches and paradigms: what is important is that the research 
methods be appropriate to the questions being investigated. 
 
The thesis should be of publishable quality. The course regulations state that it should make 
a distinct contribution to the knowledge of the subject and afford evidence of originality. The 
work done for the thesis must not have been submitted in fulfilment of the requirements of 
any other degree. 

If you are working in a team, or analysing previously collected data, the boundary of what is 
your personal contribution can become hard to define, but the central criterion is that you 
should be making a substantial independent contribution to the study. 

Past theses completed from 2011 are available via UCL's e-thesis repository in UCL 

Discovery. 

Project support 
In order to guide you through the process of carrying out your major research project, several 
sessions have been organised within the project support subunit. These take place across 
the three years of the course, corresponding to various milestones in completing the project. 
They start with the project orientation session and project clinics in the first year, which are 
aimed at helping you to find a suitable topic. Details are given in the Research Project 
Support section of Moodle. 
 
Topic and setting 
We encourage trainees to find projects within existing research groups led by course staff or 
staff in the wider Division of Psychology and Language Sciences or other local institutions. 
Potential supervisors may have a specific project to offer or will be able to help you develop 
one within their area of expertise. Given the limited amount of time available for the major 
research project, it is often difficult to carry out research on an independent topic of your 
choice. 

All projects must have an internal supervisor who is a research-active member of the 
DClinPsy course team, so it is important that you discuss your ideas early on with any 
potential internal supervisors to make sure that they would be willing and able to supervise it. 
Course staff members’ research interests are given on their web pages. 

http://discovery.ucl.ac.uk/
http://discovery.ucl.ac.uk/
https://moodle.ucl.ac.uk/
http://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups
http://www.ucl.ac.uk/psychlangsci/
http://www.ucl.ac.uk/dclinpsy/people
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Projects will normally be carried out within the London Region. Other than that, there is no 
restriction on the setting: it can be one of your placement settings if you prefer, though this is 
not necessary. If a research supervisor indicates that you need to be on placement with them 
in order to undertake the project, you must discuss this with a member of the clinical tutor 
team at the first opportunity. This is because placement planning is usually determined by 
clinical training need (so the “research” placement would need to fit into your overall training 
plan). In addition, other trainees (from this and other courses) may have a greater claim on 
the placement. On the whole, the tutor team will try to reconcile any problems, but can do 
this more effectively if the link between research and clinical placements is signalled at an 
early stage. 
 
Recommended timetable 
Although different projects vary in their demands, there is usually a common sequence of 
events that you need to consider in order to plan your time. The most frequent causes of 
problems are a slow initial start and unexpected delays later on, often out of your control 
(typically research governance procedures and recruitment of participants). Because of this, 
we recommend that you keep closely to the following timetable. 
 
First Year 
 
Term 2  Decide on the topic, start reading the background literature, and formulate 

preliminary research questions. Approach potential internal and external 
supervisors. 

Term 3  Statement of intent due (date to be notified). 

June to 
September  

Prepare the research proposal. Discuss the project in the setting in which 
you will carry it out. 

Second Year 

Beginning of 
term 1 

Research proposal due (date to be notified). 

November to 
February 

Modify the proposal and finalise the research plan as necessary. Complete 
the data protection and departmental risk assessment forms. Submit ethics 
application and project registration. 

February to 
September  

Begin recruitment of participants as soon as the protocol is finalised and 
research governance approvals are obtained. Begin data collection. Write 
the first draft of the literature review. 

Third Year 

Term 1  Submit literature review to internal supervisor and make consequent 
revisions. Complete data collection. 

Term 2  Analyze the data. Write a first draft of the empirical paper and draft the 
critical appraisal. Title and abstract due (for allocation of examiners: date to 
be notified). 

April to May Revise the empirical paper and the critical appraisal. Give the final draft of 
the whole thesis to your supervisors for comment. 

June Submit thesis (date to be notified). 

September  Viva (dates to be announced). 
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Supervisors 
All projects require an internal supervisor, who must be a member of the DClinPsy course 
staff (in order to be familiar with the requirements for the thesis). Many projects also have an 
external supervisor, usually an NHS clinical psychologist working in the setting where the 
project is being conducted. 
 
Role of the supervisors 
The role of the supervisors is to provide specialised academic research expertise, e.g. on the 
study's theoretical and empirical background, research methods, data analysis and writing up 
the thesis, and generally to ensure that the research meets the appropriate standards for the 
Doctorate. The supervisory team typically also advises on the practical feasibility of the 
study, assist with obtaining a sample, and provide clinical supervision, where relevant. 

Projects typically have two supervisors and the role each supervisor takes will vary from 
project to project, but you can expect one or other of your supervisors to suggest readings, 
help you plan and design your study, advise you on analysing the data and interpreting the 
findings and read at least one draft of the thesis (although work must be submitted in 
sufficient time – please do not ask your supervisor(s) to read a lot of material just before the 
due date!). It is advisable to meet with your supervisor(s) about every 3-4 weeks in the initial 
stages to set up the project; meetings will usually become less frequent as the project 
progresses (twice a term is the usual minimum). We do not have a formal research contract 
on this course, as we hesitate to introduce too much formality and regulation into what 
should be a flexible and mutually rewarding supervisory relationship. However, at the start of 
the project, the supervisors and the trainee should agree what each party’s main roles and 
responsibilities will be and you will be asked to confirm that this has been discussed and 
agreed when you hand in your project proposal. We will ask you to feedback on supervision 
during the course, and the Research Directors would like you to get in touch if you have 
concerns about your supervision. 

In addition to advice from your supervisors and the research staff, the course also provides 
specialist statistics advice, via a statistics demonstrator who has bookable time slots. 

An external supervisor is one external to the course even if they are based at UCL. Internal 
supervisors are members of the course staff team. All projects that have an external 
supervisor must also have an internal one. The course guidelines for internal supervisors and 
for external supervisors describe their respective supervisory roles. These are written for 

supervisors, but trainees might find them useful to consult. 

Finding a supervisor 
The project orientation session and the project clinics will help you in finding supervision for 
your potential project. We typically release a ‘project catalogue’ with a list of projects being 
offered to trainees each year by supervisors from within the course, within the wider UCL 
staff, and from external organisations, including the NHS and beyond. If you have an idea for 
a project that is not listed in the ‘project catalogue’, you are welcome to approach staff 
members on an individual basis. Many academic and NHS clinical psychologists, including 
most UCL academic staff members, are happy to discuss supervising projects in their areas 
of interest, although there is no guarantee that a person approached will be able to 
supervise.  

External supervisors may be active researchers and experts in their field. They will usually be 
a clinical psychologist, but could also be from another relevant discipline, such as psychiatry 
or sociology. There are no restrictions on institutional affiliation or location, though 
supervisors will normally be found within the Region. 

http://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_internal_sups_guide
http://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_external_sups_guide
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The Research Directors are responsible for ensuring that every trainee has appropriate 
supervision in place and for monitoring the supervision loads of course staff. All projects 
being offered by an external supervisor should also have a supervisor internal to the course. 
Should trainees experience any difficulties in finding an internal supervisor for a project that 
is being offered by an external supervisor, the Research Director will help to resolve these. 

Keeping supervisors informed 
In the early stages, when you are exploring potential projects, you may talk to several 
potential supervisors – up to three in the first instance. In the past, we have had some 
complaints from supervisors saying that they have been treated casually by trainees, who 
have either seemed underprepared for meeting to discuss the project, or who have not been 
good about communicating their intentions after an initial meeting. Please only approach 
supervisors if you have done some background reading first, so that you know what the 
supervisor’s interests are and what the main literature is in the topic of interest. Also, it is vital 
to keep them in touch with your plans – especially if you decide to do your project with 
someone else. 

Once the project is under way, you are responsible for keeping your supervisor(s) informed 
about its progress. In particular, if you are thinking of making any changes to the research 
protocol, you must first discuss this with your supervisors (and permission from the Ethics 
Committee may also be needed). This is especially important when ethical approval for the 
project has been given in your supervisor’s name. 

Statement of intent 
In term 3 of the first year, you will be asked to submit a “Statement of intent.” This is a one-
page form that states the intended topic of your research, with the potential supervisor(s) and 
setting(s). The research director will review them, but will contact you only if something 
seems problematical. 
 
Proposal 
A proposal of approximately 2500 words is due early in term 1 of the second year (date to be 
announced). The proposal form is very structured to ensure you cover everything needed to 
assess the project, including (1) the background to your topic, (2) your research questions or 
hypotheses, (3) the proposed research methods, (4) the institutional arrangements, e.g. 
setting, NHS research supervisor and ethics committee, and financial implications (see the 
following paragraph on expenses). The proposal will be reviewed by one of the academic 
staff who will give you written feedback on it. For further details, see the course document on 
preparing the proposal. 
 
Expenses 
You will need to consider the costs of your project when you are putting together your 
proposal. As the course has limited funds, you may need to look into various sources of 
funding. If you plan ahead, you can apply to grant-giving bodies for support (although there is 
much competition for grants). You may also be able to obtain funds from the NHS Trust in 
which you are doing your research. See the course document on funding for the major 
research project for more details. 

If you are applying for DClinPsy research funds, the research committee needs a written 
application in term 2 of year 2, in advance of the planned expenditure, outlining how much 
you are requesting and why. Normally, the amount available from the course is up to £250 
per person. However, in some special cases funding up to a maximum of £400 will be 
granted if a strong case can be made that such additional money is essential for a project to 
be viable. Note that projects costing more than £400 cannot be funded by the course, so you 

http://www.ucl.ac.uk/clinical-psychology-doctorate/trainee-research
https://www.ucl.ac.uk/clinical-psychology-doctorate/guidelines-research-proposal-0
https://www.ucl.ac.uk/clinical-psychology-doctorate/funding-major-research-project
https://www.ucl.ac.uk/clinical-psychology-doctorate/funding-major-research-project
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must ensure that alternative funding is available if your budget is likely to be over that 

amount. 

If you will be paying research participants, you need to obtain in advance a Departmental 
“participant payment form”, which each participant will need to sign. 

Research governance and ethics 
The study must conform to the BPS Code of Ethics and Conduct, the BPS Code of Human 
Research Ethics and the HRA’s UK Policy Framework for Health and Social Care Research. 
All of the research governance procedures that you need to complete are outlined in the 
research governance checklist and its associated FAQ list. 

As discussed in the research methods lectures, clinical psychology research almost always 
requires ethical approval. When the research proposal has been approved, apply for NHS or 
UCL ethics approval (see the research governance checklist for further information). It is 
important to do this as soon as possible, as there is a lot of paperwork, and several past 
projects have been seriously delayed by the process of gaining ethical approval. The 
appendix to your thesis will need to include a copy of your official letter of approval from the 
Ethics Committee, as well as copies of the participant information sheet and consent form. 
There is a specialist member of the course team to assist with NHS research governance 

issues. 

Health and safety issues 
Personal safety issues are particularly important in clinical research, especially if you are 
planning to make home visits or to work with a potentially dangerous client group. All trainees 
must, together with their project supervisor, complete a Risk Assessment Form. It is your 
responsibility to familiarise yourself with the Departmental health and safety policies and to 
follow the guidelines in practice. 
 
Discovering evidence of abuse or danger 
It is possible that while seeing participants during your study, you become aware of an 
instance of abuse or potential danger, either to the participant or to others. Examples include 
child maltreatment, the abuse of older adults or of people in residential settings, and 
participants with active homicidal or suicidal intentions. In this situation, you must consult 
immediately with your research supervisor. You have a duty of care that obliges you to break 
confidentiality if not to do so would result in harm, or further harm, to the participant or to 
others (see the BPS code of ethics and conduct). 
 
Monitoring research progress 
The research director is responsible for having an overview of the progress of all trainees’ 
projects and for giving general advice (although your internal supervisor should be the first 
port of call). You will be asked to complete regular progress reports in the Second and Third 
Years, in order for the research director to monitor how things are going. Should any serious 
problems arise with the project at any point, you should let the research director know and 
they will try to help sort these out. 

If you experience difficulties working with your supervisor, and you do not feel able to resolve 
these through discussion with them, please get in touch with the Research Director  and/or 
your course tutor. Another means of seeking help with any supervision difficulties is provided 
by the ‘Supervisor Appraisal Form’. This is completed as part of the research review process, 

and is a chance to pass on feedback about your experience of supervision in confidence.  

Research journal 

https://www.ucl.ac.uk/clinical-psychology-doctorate/sites/clinical-psychology-doctorate/files/participant_form.doc
https://www.bps.org.uk/news-and-policy/bps-code-ethics-and-conduct
https://www.bps.org.uk/news-and-policy/bps-code-human-research-ethics
https://www.bps.org.uk/news-and-policy/bps-code-human-research-ethics
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/uk-policy-framework-health-social-care-research/
https://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_govchecklist
http://www.ucl.ac.uk/pals/intranet/ethics-and-data-protection
https://www.bps.org.uk/news-and-policy/bps-code-ethics-and-conduct
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We recommend that you keep a private research journal throughout the duration of the 
project. You can use this to note down ideas and thoughts about conceptual or 
methodological issues, decisions you make, observations and reflections about the data you 
are collecting, etc. This provides very useful material to draw upon when you come to write 
part 3 of the thesis, the critical appraisal. It is also essential for qualitative research, in which 
reflexivity and awareness of the influence of the researcher on the research process needs 
to be documented. 
 
Writing up the project 
The major research project forms Volume 1 of your thesis; Volume 2 contains three clinical 
reports and the service-related research report. Details on the format of the thesis, and 
guidelines for writing up and final presentation, are given in the course document on writing 
and presenting the thesis. 
 
Marking and viva 
All theses will be assessed by two examiners, one external and one internal. Candidates will 
be examined by an oral examination (viva voce) in September of the third year (the date will 
be finalised several months in advance). The viva gives you a chance to defend your work 
and to explain some of the conceptual and methodological choices you made and the 
conclusions you reached. 

The potential outcomes of the examination are: (1) pass; (2) pass conditional on minor 
corrections (one month); (3) referred for stipulated revisions (three months); (4) referred for 
major revisions (one year); and (5) fail (see the criteria for evaluating the thesis). Most 
trainees are usually asked to make some corrections to their thesis, so it is better to resist 
the temptation to plan a holiday immediately after the viva. 

What next? 
If you have survived all the above, and still can bear to think about research, course staff will 
be happy to help you think about disseminating and publishing your project and also about 
how to continue doing research in your future career. We encourage all trainees to publish 
their studies. It is relatively little effort in comparison with the work involved in producing your 
thesis, and your supervisors will usually collaborate with you to produce a publishable paper. 
It’s usually very rewarding to see your work in print. 
 

Research study leave 
 
From the second year of the course onwards, trainees can apply to take up to six days of 
Research Study Leave from a six-month placement. 
 
There are two broad reasons for taking research study leave: 

a) Trainees only have limited time for research in each week, and this lack of 
continuity can make for inefficiency. Research study leave gives a period of time to 
focus solely on research 
b) Some projects may require trainees to undertake research on specific days of the 
week (for example, collecting data or attending research meetings), and this may 
create a clash with placement days. Research study leave is a way of giving extra 
flexibility, should this be needed.  
 

Some caveats 
 
1) Trainees are not usually expected to take research leave from every placement 
 

https://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_writingandpresenting
https://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_writingandpresenting
http://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_evaluatethesis
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2) Trainees should ensure that if they are taking Research Study Leave they will have 
undertaken enough days on placement to meet the BPS/HCPC criteria, as indicated in the 
Training Handbook. 
 
3)  There is no automatic entitlement to this leave; there should be a good rationale for 
applying for it. Leave can be taken as a single block or as a series of days over a period of 
time, with the number of days taken reflecting need.  
 
Examples of times a trainee might take study leave could include: 

• A trainee who wishes to work on the systematic review over successive days in 
order that they can maintain the flow of their ideas  
• A trainee whose research is predicated on attending clinical meetings which are 
always scheduled for a placement day, and who therefore needs to take days of 
research study leave over a period of time in order to attend the meetings 
• A trainee who needs to attend a research ethics committee  
• A trainee whose data-collection is best achieved using a block of time, or who needs 
to schedule data-collection around hard-to-book lab times 

 
As should be clear from the above examples, decisions about taking research study leave as 
a block or as a series of days will depend on the need the leave is addressing. 
 
4) There are only so many days in a year; in some placements there may well be a clash 
between meeting placement attendance requirements, taking annual leave and taking 
research leave. If this is so trainees will need to come to a judgment, deciding how best to 
apportion their time.  
 
Procedure  
a) Applications for research leave must be negotiated with the Clinical Supervisor, either 
early in the placement, or as soon as the need for leave becomes clear.   
 
Clinical supervisors are entitled to balance the needs of the clinical placement against the 
trainee's need to undertake research. This means that trainees may have to take fewer than 
six days study time, or even no study time at all. On occasion it may be that Research Study 
Leave is requested later in the placement (for example if there have been unforeseen 
difficulties with recruitment and the study time is required to manage this)  
 
b) If the clinical supervisor is agreeable to the leave being taken, trainees need to email their 
research supervisor and the Research Director, copying in the placement administrator:  
 

a) indicating how much leave they are planning to take 
b) briefly (but clearly) stating the rationale for taking the leave 
c) stating that their clinical supervisor has approved the leave  
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SECTION 20: EXAMINATIONS

Unseen examinations are used to assess both the academic course component, and
competence in research methods and statistics. Examinations are held in late May and Early
June of the first and second year.

Papers 1 and 3 assess trainees’ understanding and knowledge of theory and its application
across clinical areas in which clinical psychologists typically practice.

Paper 2 tests candidates’ knowledge of research methods and Paper 4 their knowledge of
statistics.

Although the topics of the exams will be taken from the academic curriculum, learning during
clinical placements will also be relevant, and through this the candidates’ capacity to think as
a practising clinical psychologist. Academic revision will need to be supplemented by an
engagement in placement practice (the experience gained in clinical contexts during the
training), engagement in discussion and debate during the academic programme, broad
reading in clinical psychology and related areas and extended periods of reflection on clinical
experience.

OUTLINE OF PAPERS

Please note, the following description of examinations reflects practice in the 2021/22
academic year, during the Covid-19 pandemic.

All four papers described below will be delivered remotely and are ‘open-book’ examinations,
meaning that candidates can refer to lecture notes, textbooks and other information sources.

Year 1
There will be two examination papers.

Paper 1: Theory and application of clinical psychology methods (4 hours)
The paper requires candidates to write answers on four out of 12 topics, representing the
main topics and clinical approaches taught during year 1 (up to late May). The overall word
limit is 3,000 words, and each of the four answers should not exceed 750 words.

The paper is split into four sections, covering psychometrics, neuropsychology and topics
covered in the assessment and formulation unit (section A), psychodynamic theory and its
application (section B), behaviour therapy and CBT (section C), and other modules including
Key Presenting Difficulties, Professional Issues and Cultural Competence (section D).
Candidates must answer one question from each of these four sections. Topics from the
Central Themes (CT) unit are only covered in the exam in so far as they may present theory
that is then picked up in other more substantive lectures but there is no need to revise CT
lectures separately. Systemic theory and its application is covered in Paper 3 in Year 2.

Paper 2: Research Methods in Clinical Psychology (3 hours)
This paper examines the teaching in the Research Methods sub-unit. Candidates are
required to read a peer-reviewed paper and then answer questions on it. In effect, this asks
candidates to apply the teaching on the Research Methods sub-unit to critiquing a paper.
The overall word limit is 3,000 words.
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Year 2
There will be two examination papers.

Paper 3: Theory and application of clinical psychology methods (advanced level) (4 hours)
The paper requires candidates to write answers on four out of 12 topics, under four sections
representing the main topics and clinical approaches taught after the first-year exams and
during year 2 (up to late May). The overall word limit is 3,000 words, and each of the four
answers should not exceed 750 words.

The paper is split into four sections, covering children and young people (section A), older
adults and intellectual disability (section B), systemic therapy (section C), and other topics
covered during year 2 under the Clinical Health and Key Presenting Difficulties units (section
D). Candidates must answer one question from each of these four sections.

Paper 4: Statistics (4 hours)
This paper examines the teaching in the Statistics sub-unit. Candidates will be given a data set
and written details regarding the background of the data, including a description of the
population, the measures used and the primary hypotheses of the investigation. Candidates will
be expected to use the statistical and computer skills they have gained from the course to
answer a series of structured questions about the data set, questions that will be closely linked
to the aims and objectives of the source study. Over and above providing numerical and
statistical results candidates will also be expected to provide brief narrative answers regarding
issues of interpretation. In addition to data analysis that must be completed during the exam,
candidates will also have to give brief answers to a series of conceptual questions regarding
certain core concepts in statistics, such as basic probability theory, type I and type II error or
sampling distributions. As with all the papers described in this section of the handbook,
candidates will be allowed to bring textbooks and lecture notes into the examination.

Timing of exams
Year 1, Paper 1 May of Year 1 (for date see timetable)
Year 1, Paper 2 May of Year 1 (for date see timetable)
Year 2, Paper 3 May of Year 2 (for date see timetable)
Year 2, Paper 4 May of Year 2 (for date see timetable)

Marking
Marking procedures are outlined in section 24 of the handbook.

Re-sits
For Papers 1, 2 and 3 the re-sits will be scheduled by UCL Examinations under the Late
Summer Assessments programme. This is usually within a three-week period from the third
week of August.

For the Statistics Examination this will be usually the first week of September and will be
scheduled by the Course.

Examination Arrangements for Students with Disabilities or medical conditions
UCL makes provision for students who have a disability or medical condition that would
make it difficult to undertake an examination under standard examination conditions.

Initially you may wish to discuss your needs with your course tutor, who will be aware of the
procedure.

You should submit a request for alternative arrangements well in advance of the exam if you
wish to be considered, as it is UCL Examinations Section (not the Course) that grants
permission for any special arrangements. Applications should be submitted as early in the
academic year as possible, and not later than six weeks before the start of your first
examination.
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Specific information about arrangements for students with disabilities can be found at:
www.ucl.ac.uk/disability/special-examination-arrangements

Instructions on how to apply can be found at: https://www.ucl.ac.uk/students/support-and-
wellbeing/disability-support/reasonable-adjustments-your-assessments
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SECTION 21: CLINICAL REPORT GUIDELINES 
 

PART 1: GENERAL INFORMATION ABOUT CLINICAL 
REPORTS 

 

AIMS, FORMATS AND BREADTH OF CONTENT 
 
Aims 
The work clinical psychologists undertake is underpinned by their ability to apply models and 
theories, used in a reflective way. Most clinical work can be seen as a process – assessment leads 
to hypotheses about how best to intervene, and monitoring the way the intervention unfolds 
provides feedback about how well these hypotheses fit the clinical picture. A sense of openness to 
this feedback and a capacity to reflect on one’s own practice (often through supervision) is central. 
All of this represents clinical competence, and clinical reports are a chance for you to demonstrate 
this and your development as a clinician. As such, the course uses them as one of the indicators of 
your capacity to function as a Chartered Clinical Psychologist.  
 
Overall, they give us a chance to look at: 
a) your developing clinical competence across a range of different types of work and setting, in the 
context of a range of theoretical perspectives  
b) your ability to integrate academic and theoretical ideas with your clinical experience 
c) your ability to reflect on the way in which clinical, professional and ethical issues interact and 
impact on your work  
d) your ability to meet the expectations of professional behaviour, including the standards of 
conduct, performance and ethics issued by the HCPC and the BPS. 
 
Formats  
You need to complete a total of four clinical reports (including one service-related research report, 
which is described in Section 18 of the Training Handbook).  
 
There are two compulsory formats (plus the service-related research report):   
1) The first clinical  report (submitted during the second term of the first year) must be a report of 
an assessment.  
2) A report based on a transcript (taken from an audio recording), using the actual clinical material 
to reflect on therapy process. This is usually submitted as the second report.  
 
For the remaining clinical report you can choose from the formats in the table below.  
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a single-case study 

an “advanced”  assessment report 

a theory-oriented report 

a report of a completed clinical intervention 

a report of an impasse in a psychological intervention 

a report of inter-professional and/or inter-agency working 

a report of a consultation with experts by experience/carers   

a report of a piece of leadership work 

 
The criteria for these clinical reports are described in more detail in Part 2. 
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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-based report) trainees should consult with their 
Course Tutors to discuss arranging a variation in the submission schedule.  
 

  Type of report 

Year 1  
 

Two reports 
submitted 

Clinical report: compulsory format - report of an assessment  

Clinical report: compulsory format - transcript-based report  

Year 2  
 

One report 
submitted 

Service-Related Research report 

Year 3  
 

One report 
submitted 

Clinical report (choice of format) or in exceptional cases 
transcript-based report or Service-Related Research report 
if not yet submitted 

 
Submission dates can be found on the course website. See Section 25 for further details on 
handing in work. 
 
Breadth of content 
By the end of the Course you will have a “portfolio” of four reports (including the Service-Related 
Research report). The aim is for this to cover a reasonable range of clients, contexts and 
interventions – the idea is to demonstrate some progression in your thinking and the development 
of a repertoire of skills applied in a variety of settings. None of this would be very apparent if, for 
example, all your clinical reports described treating a person with an anxiety disorder using CBT.  
 
As far as possible you should aim for a portfolio which covers as fairly broad a range of clients, 
contexts and types of intervention. There may be limits to this, especially because the first two 
reports have to be based on the work that is available to you in the first 12 months of the Course. 
Nonetheless, you should aim for as great a diversity of reports as your placement experience 
permits. Bear in mind that the Service-Related Research report will contribute to demonstrating the 
breath of content and setting.  
 
It is always a good idea to discuss the appropriateness of a piece of clinical work with your Course 
Tutor before you start writing the report.  
 
Defining “breadth” is best done in relation to the BPS accreditation criteria (a schematic diagram 
showing these can be found at the end of this document). It’s worth remembering that one piece of 
clinical work can cover quite a few of these factors at once, though as above, your choices may 
sometimes be limited. If in any doubt, talk this over with your Course Tutor. 
 
a) A range of clinical work drawn from across the lifespan:   
 
This is defined as at least: 

• one piece of clinical work with a child or young person (under 18) 

• one piece of clinical work with an adult of working age or person in later adulthood (aged 65+) 
 
These age-bands indicate the spread of ages to aim for, and are not intended to be interpreted 
rigidly. The important point is that you should try to choose pieces of clinical work that can show 
your competence in working with individuals and systems across the life-span.  
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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.   
 
c)  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, psychodynamic, systemic, humanistic, or integrationist. On this basis, breadth would 
not be represented by variations on cognitive approaches, or by Kleinian as contrasted to Freudian 
modes of psychodynamic therapy. 
 
d) A range of settings:  
 
As far as possible, the portfolio of reports should cover work carried out in different contexts – in 
the BPS criteria these are defined:  
i) in relation to different levels of the healthcare system (primary care, secondary or 
tertiary/specialist), and  
ii) in relation to the intensity of treatment and the likely dependency level of the client - whether 
patients are treated as outpatients, in more intensive settings (for example a day-unit), or in 
residential settings (such as an in-patient setting, residential homes or a therapeutic community).   
 
Obviously the number of reports limits the number of settings you can cover, but you should aim 
for a range, and try to ensure that at least one report describes work undertaken in the context of 
inter-professional working (e.g. where the work involved direct or indirect work with another 
professional or with members of a multi-disciplinary team). As noted, the Service-Related 
Research report will contribute to demonstrating breath in your “portfolio”. 
 
In summary, the “portfolio” of reports should ideally include: 
 

clients drawn from across the lifespan   

variation in severity and chronicity of presentation 

variation in psychological approaches  

variation in settings 

at least one report demonstrating inter-professional working 
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PRESENTATION OF REPORTS 
 
Basic formatting 
Reports should be: 

• Typed 

• Double-spaced  

• Stapled 

• Each page must be numbered 
 
All reports should be prefaced by a cover sheet that includes the following information: 

• Title of report 

• Type of clinical report (e.g. “assessment report”, “theory-oriented reported” (etc))  

• Number of report and date of submission (e.g. Clinical Report 1, January 2012)  

• Your course code number (issued to you by administrative staff) 

• The word count (see below) 

• A formal statement regarding confidentiality, as follows: 
 “all names used in the report have been changed in order to preserve confidentiality” 

• A statement indicating that client consent was sought/obtained for the report, and (if consent 
was not sought), a clear explanation of the reasons for this 

 
All citations and references should be in APA format.  
 
Supervisor “signoff”  
Your supervisor needs to submit a form indicating that they have seen the report and that it is a fair 
representation of your work (the form is available in the ‘useful forms’ section on the DClinPsy 
website). 
 
You should not ask your supervisor for feedback on the report, and they should not offer it. Their 
role is solely to confirm that the report is an accurate representation of the work undertaken, not to 
comment on your (or indeed their) understanding of the work. 
 
Length of reports (word count) 
The maximum word count for clinical reports is 3000 words1. This is an absolute limit, which cannot be 
exceeded. The word count excludes: 
 

• The front (cover) page   

• References  

• Appendices  
 
The only exception to this word limit is where a transcript from a taped session is included; guidance 
on this point is given in the description of the “transcript based therapy process report”. 
 
 
Quality of writing, grammar and spelling 
Clinical reports are submitted as formal assessments. As doctoral level reports they should be 
clear, with few spelling or grammatical errors, or errors introduced as a result of word-processing. 
You are strongly advised to use the spell and grammar-checking facilities offered by your 
computer, and to read through your reports before they are submitted.   
 
Up to a point, content is the main focus. However, you may well be required to revise reports that 
contain a large number of grammatical or spelling errors. If a trainee appears to have serious 
difficulties with their writing, the course expects them to acknowledge this and to work with their 
tutor on a plan to identify the actions needed to remedy this. This could include attendance at one 

                                                 
1 The maximum word count for the Service-Related Report is 4,000 words.  
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of the writing courses offered by the UCL Centre for the Advancement of Teaching and Learning 
(CALT) (www.ucl.ac.uk/calt/). 
 
Trainees with dyslexia or dyspraxia  
 
If you have been issued with stickers from Student Disability Services, then please include a 
scanned copy of this, along with your candidate number, at the beginning of your Clinical Report 
when submitting to Moodle. Please note that it is your choice whether or not to use the stickers 
provided to you. 
 
Preserving copies of clinical reports  
The reports will be marked internally as you submit them. On the basis of feedback some reports may 
need to be revised. It is your responsibility to keep copies of your reports in such a way that they can 
be called upon if needed. For this reason it is critical that you retain a secure electronic copy of the 
final version of each report.    
 
 

CHOOSING A PIECE OF CLINICAL WORK 
 
Understandably, trainees often imagine that the Course is looking for reports of “successful” pieces of 
clinical work. In fact we are looking for the ability to make links between theory and practice, to reflect 
on the work and to show appreciation of any issues raised by the clinical material. Whether the clinical 
work had a “good” outcome is much less relevant than your ability to demonstrate a thoughtful and 
sensitive approach to practice.  
 
You do not need to restrict yourself to work that has been completed; unfinished work can be just as 
interesting and useful. Clearly there is a balance here: it may not be sensible to submit a report based 
on a very limited amount of clinical contact.  
 
Clinical reports do not need to be based on “complex” pieces of work, or ones that are especially 
“interesting”. Routine clinical work is fine, and in reality pretty much any piece of clinical work could be 
written-up. Sometimes trainees avoid writing up straightforward work because they fear that it is not 
“interesting” enough; bear in mind that even straightforward pieces of clinical work can be difficult to 
write up, and complex work very challenging!  
  
Reporting joint work 
You may submit a report on work that you have undertaken jointly, but the report should always 
make clear which aspects of the work were your own responsibility. This includes work which you 
have carried out with your supervisor, although the write-up should be your own.  If you are on 
placement with another trainee, you could submit a report on work you have done together (e.g. 
running a group, or delivering training to a team, etc.), but this is only appropriate if each report 
focuses on a separate, defined piece of the work and cross-references the existence of other 
report. 

http://www.ucl.ac.uk/calt/
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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 – these must be changed, and a statement indicating that this has been 
done should be included on the cover sheet.  
 
Rather than inventing names, it makes more sense to refer to “Mr A”, or “Ms B” because this 
makes it clear that these are not real names. It also removes any risk of reverting to the client’s 
real name if you invent a pseudonym. However, if there are a lot of people in the report, invented 
names become a necessity (there is a limit to how many Mr S’s, E’s and T’s the reader can keep 
track of), but make sure you proof read carefully and check that you’ve maintained the same 
pseudonym throughout.  
 
2) Make sure that there is no information which could inadvertently identify the location of the 
service. For example, if the service has a particular name (“The Retreat”, “The Pathways Project”), 
this will identify the location where the client is being treated. Less obviously, even giving broad 
geographical information can narrow down the location of the service. For example, reference to ‘a 
medium-secure forensic service in East London’ identifies this as the John Howard Centre (since 
there is only one forensic service in this area), and so breaches confidentiality. In this case ‘a 
forensic service’ is all the information that is needed.  
 
3) If you include letters or reports in the appendix, take great care to remove all addresses, Trust 
logos and references to your name, the name of the patient or anyone involved in their care, and 
any professional involved in the work. You need to pay careful attention to detail in relation to this, 
because it can be surprisingly easy to overlook names in the body of a document. 
 
4) You should include only necessary items of demographic and clinical information. You can usually 
do this quite easily without distorting relevant facts - two examples show how: 
1) 'The client is a professional in her early forties' is better than:  

'The client is aged 43 and works as a solicitor in a small law firm'  
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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 includes a lot 
of unusual details which, taken together, could reveal someone’s identity.  
 
Bear in mind that the more details you give, the more confidentiality is at risk.  Equally, withholding 
information to preserve confidentiality can deprive the reader of crucial clinical information. There is a 
balance to be struck, and it is worth giving careful thought to this issue. However, if describing the 
clinical work fully would inevitably reveal the client’s identity; it will be unsuitable for writing up as a 
report. 

 
GAINING INFORMED CONSENT FROM CLIENTS FOR  

CLINICAL REPORTS AND FOR RECORDINGS 
 
Consent is the voluntary and continuing permission of the client to receive a particular intervention. 
Trainees are following an educational programme, and this means that there are some additional 
factors that clients need to be aware of when granting consent - in particular the fact that their 
clinical material will be discussed regularly with supervisors, and may also be discussed with 
programme staff, or written-up in the form of a clinical presentation or report.  
 
Before describing how consent for clinical reports is obtained, it is helpful to revisit some basic 
issues: 
 
Who can give consent  
All clients over 16 years are presumed to be able to give consent for themselves, unless it can be 
demonstrated that they lack capacity to do this.  
 
Clients who lack capacity to give informed consent to a clinical report 
Some adults may lack the capacity to give or withhold consent to a clinical report – for example, 
they may have impaired cognitive capacity due to brain injury, severe learning disabilities or 
dementia, or severe mental health problems. 
 
Judging capacity is not always straightforward and before concluding that a client lacks capacity to 
consent to a particular decision, every effort should be made to try to communicate with them and 
provide information in a manner that supports their ability to make a decision on their own. If 
someone has capacity to give consent but is physically unable to sign a consent form then an 
independent witness can be asked to confirm that the client has conclusively given their consent.  
 
If it is not possible to gain consent from the individual concerned then a careful decision should be 
reached in discussion with your supervisor as to whether focusing a clinical report on the person 
may in any way contravene their best interests or pose a risk of adversely affecting them or those 
around them. Where the work involves others, e.g. family members or a staff member and they 
also feature in the report, this discussion will usually involve them.  
 
Children under 16 years old  
When working with children under the age of 16 years, parental consent must be obtained. If a 
child under the age of 16 years has sufficient understanding they may sign a consent form for 
themselves. Wherever possible it is good practice to involve the child – it is best for work to take 
place with the consent of both child and parent/carer.  
 
Gaining consent from families or groups  
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This is achieved using the same principles as for individuals, adapted to the service context and 
the age and capacity of the individuals concerned.  
 

PROCEDURE FOR GAINING CONSENT TO THE USE OF  
CLINICAL MATERIAL IN A CLINICAL REPORT 

 
The default position is that clients should give consent to the use of material for clinical reports 
(bearing in mind that the word ‘client’ can refer both to a single or to multiple individuals – 
essentially consent needs to be sought from those with whom the work is being conducted). The 
report could be seen as equivalent to a clinical record: as such clients are entitled to know that 
such a record has been created, and be in a position to consent to the use to which it will be put.  
 
Consent procedure 
It is usually best to obtain consent for clinical reports at the start of an intervention, and integrate 
this request with the process of obtaining consent for the intervention itself. Consent does not need 
to be revisited at a later stage of the intervention (when decisions have been made about which 
report to write) unless there is an explicit reason to think that the client may have reconsidered 
consent - most obviously when clients raises the issue explicitly. However, oblique (and especially 
repeated) references that could be interpreted as an unexpressed concern or worry about the 
report should not be ignored. In such circumstances it would usually be best to have a discussion 
with the supervisor and consider how best to proceed.  
 
Trainees should ask clients to complete the consent form, downloadable from the ‘Useful Forms’ 
section of the website (and including an ‘easy-read’ version for clients with learning difficulties or 
cognitive impairment), and be prepared to answer any questions the client has about its content.  
 
Submitting reports when client consent is not obtained 
The purpose of writing a clinical report is educational, and it differs from a clinical record in many 
respects – for example, it is anonymised, and some clinical details maybe withheld in order to 
preserve confidentiality. Its focus is often on the rationale for intervening as much as it is on the 
intervention itself, and it contains reflections on the clinical work that include the trainee’s personal 
reactions to the client. This educational purpose means that there may be some types of clinical 
work that it would be appropriate to submit even where client consent is difficult to obtain – for 
example, with clients who have been very hard to engage (perhaps because they have paranoid 
thoughts, or the intervention is characterised by marked interpersonal strains). As such there may 
be occasions where the educational purpose of a clinical report justifies its preparation in the 
absence of client consent. Because this is an exception to the usual requirement the following 
governance procedure needs to be followed.  
 
If you are considering submitting a clinical report where consent has not been obtained you should 
consult firstly with your supervisor and with your Course Tutor. You will need to explain (usually 
verbally) the reasons why consent will not be obtained for the report – usually where there are 
clinical reasons for the difficulty in obtaining consent and where there is no evidence that writing 
the report will impact adversely on the client’s welfare or continuing treatment. This procedure is 
akin to presenting a research proposal to an ethics committee, and as with an ethics committee the 
intention is to ensure that any decisions made are in line with the BPS Code of Ethics and 
Conduct. In particular it needs to be established that there will be no harm to the client as a 
consequence of the report being written. 
  
When a report is submitted without a client’s consent a brief statement needs to be included in the 
Appendix outlining the rationale for proceeding in the absence of consent, identifying any ethical 
concerns and explicitly confirming that the procedure outlined above has been followed.  
 
It is important to hold in mind that if a client has explicitly refused consent for a report then their 
material cannot be written up.  
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GAINING CONSENT FOR RECORDING SESSIONS 
 
Session recording should never take place without a client’s consent. In considering whether to 
agree to this, clients will want to know why the recording is being made, the uses to which it is 
being put, the precautions taken to ensure that it is kept secure, and the arrangements for its 
‘disposal’. These issues are outlined in the consent form, and trainees need to be prepared to 
discuss them with clients and to answer any questions.  
 

Ensuring the security of session recordings using encryption 
 
It is Course policy and a legal requirement to encrypt personal data that relates to clients (or 
indeed to research participants or any other individuals with whom trainees work in a professional 
capacity). This ensures that data cannot be accessed by unauthorised third parties, a particular 
risk if the storage device (such as a memory stick, computer or digital recorder) is lost or stolen 
(the most common causes of security breaches).  
 
Course policy is that recordings are only stored in encrypted form on an encrypted memory stick 
with an integrated passcode facility. It follows that unencrypted recordings should never be stored, 
either on a digital recorder or on an unencrypted memory stick.   
 
Some Trusts will provide encrypted memory sticks and/or voice recorders, and in some settings 
recordings can only be made/transferred using these. It is important to follow Trust policy if such 
restrictions exist and alternative arrangements are not permitted. However, we understand that the 
procedure set out below conforms to NHS Information Governance standards.  
 

Encrypting digital recordings using a standard digital recorder and an encrypted memory 
stick with an integrated passcode facility 

 
Trainees must follow the procedure outlined below when using a standard digital recorder (clearly if 
the recorder has built-in encryption the following steps are not required).  
 

Step 1:   Set a strong (i.e. long) passcode onto the stick (you should not use a short 
code or one that is easy to recall (e.g. 1,2,3,4,5,6)    

Step 2:   Record the session using a digital voice recorder 

Step 3:   Immediately following the session, transfer the recording to the encrypted USB 
stick 

Step 4:   Immediately delete the file from the recorder 

Step 5:   When replaying the recording, do so only from the USB stick. Never transfer 
the recording to a computer, as this would require it to be decrypted (this 
would defeat the whole exercise, as it would create an unencrypted file!) 

 
Step 4 is absolutely critical, and should take place as soon as is practical after the recording is 
made – if you leave the recording on an insecure (unencrypted) device it is at risk. 
 



 

Section 21: 10 

Advice about purchasing a suitable encrypted USB memory stick  
USB sticks with an integrated passcode and 256bit AES encryption are now reasonably priced. An 
8 GB or 16 GB stick is sufficient and should cost between £20 and £30.   
 
Advice about data storage and encryption  
Helpful guidance can be found here: 
https://www.ucl.ac.uk/information-security/technical-advice/encryption 
 
Retention of recordings  
Recordings are made with an educational purpose in mind, and should only be retained for as long 
as they fulfil that purpose. This means that they should be deleted when no longer required, and 
usually at the end of the placement. However, some course requirements include submission of 
session recordings (for example, transcript-based clinical reports or the clinical viva). This means 
that recordings should be retained until it is clear that they will not be requested as part of an 
assessment for educational purposes. 
 
Marking criteria 
These can be found in Section 25 of the Training Handbook. 
 
Submission deadlines 
Deadlines for submission will be published on the Course website at the start of each academic year. 
All work must be handed in by 10 am on the date required.  
 
Requesting an extension 
see Section 25 of the Training Handbook. 

Procedure for submitting reports  

Clinical reports should be submitted as Word files in the appropriate Moodle folder (e.g. ‘Assignments: 
Clinical Report 3’). 

We will only require electronic submission via Moodle; no paper copy is required. 

The Clinical Report should include a front sheet, stating: 

• The type of report (e.g. “Clinical Report 1: Assessment Report) 

• The title of the report 

• The word count 

• The date 

• Your Clinical Report number (e.g. W13) 

• A formal statement regarding confidentiality, as follows: “all names used in the report have 
been changed in order to preserve confidentiality” 

• A statement indicating whether or not client consent was sought/obtained for the report, and (if 
consent was not sought) an explanation for this in the report’s Appendix, as outlined above. 

To ensure that the markers can blind mark, please make absolutely sure that your name is not 
included in either the file name or the saved document– instead make sure that you name 
the file with your Clinical Report number (e.g. T30_CR5). 

Because Moodle and Turnitin submission can be rather slow trainees should not leave submitting 
their work until the last minute, since this will not leave enough time to run a test submission and 
check for inadvertent plagiarism. 
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Any queries relating to Clinical Report submission should be addressed to the responsible member of 
the administrative team.  

Using “Turnitin” 
As is the practice in many institutions, the course uses Turnitin (a plagiarism-detection software) 
for clinical report submission. Trainees should read the student guide on using Turnitin - it contains 
further explanations of plagiarism, and instructions on how to use the programme: 
https://wiki.ucl.ac.uk/display/ELearningStudentSupport/Turnitin  

Naming files: When uploading your report the filename inserted into the ‘Submission Title’ field is 
simply your examination number and the type of report. You must not include your name 
(because this would identify you to the markers. Examples of acceptable filenames are: 
 
P23 Assessment report 
P23 Service-related report 
P23 Transcript-based report 

Checking for plagiarism: Turnitin is being used to encourage good academic practice and 
referencing, not to catch trainees out. For this reason the system has been set such that trainees 
can submit their clinical report, look at the Turnitin report to identify any sections where they may 
be at risk having inadvertently plagiarised, delete the submission and submit a revised report.  

Resubmissions can be made up to the 10am deadline on the day reports are due. However, it is 
important to allow for the fact that Turnitin only allows one submission every 24 hours. This 
means that trainees will need to factor this in to any plans for checking and resubmission.  

Turnitin will give each report an originality score: this identifies text matches with other 
documents, including (for example) any quotations. There is no target score that needs to be 
achieved - the critical point is to ensure that ideas and quotations are properly referenced in an 
appropriate academic style, not to aim for a particular unoriginality score. As such trainees 
should use their own judgment to decide whether higher scores are legitimate (for example, 
because Turnitin has picked up. a properly cited quotation). In this regard trainees will find it 
helpful to refer to the excellent guidance on UCL's website (http://www.ucl.ac.uk/current-
students/guidelines/plagiarism), which is also included as Section 23 of the Training Handbook. 
 
Checking that the report has been submitted  
If the report has been successfully submitted Turnitin will issue a receipt with the date and time of 
submission. If this receipt is not issued trainees should assume that the report has not been 
submitted (i.e. there has been some sort of malfunction). If attempts to resubmit are not 
successful the admin team should be contacted so the course is aware of the difficulty.  
 
 
 

https://wiki.ucl.ac.uk/display/ELearningStudentSupport/Turnitin
http://www.ucl.ac.uk/current-students/guidelines/plagiarism),
http://www.ucl.ac.uk/current-students/guidelines/plagiarism),
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PART 2: GUIDELINES FOR THE FORMAT OF REPORTS 
 
General comments about the structure and content of reports 
 
The comments below are general observations. The specific criteria for each style of report follow 
below. 
  
It is important to think carefully about structure and content before you start writing. There is a 
discipline to writing clearly and concisely, guiding the reader to what is important, and leaving out 
irrelevant detail. Two fundamental questions to ask yourself are: 
“What facts does the reader need to know about in order to understand the work, and what’s the 
best order for reporting them?” 
“Which issues are critical, and which issues are interesting, but not strictly relevant?” This is a 
question about the focus of the report - particularly important given the word limit. 
 
Reports should start with a brief introduction. This should orient the reader by a) setting out the 
main clinical and conceptual issues with which the report is concerned, and b) indicating the 
material to be covered.  
 
Consider what aspects of the history and what relevant background information the reader needs. 
Try to be concise, but include enough detail so that the reader is supplied with all the basic facts 
they need at an early stage (a common fault is to embed relevant material at a later point). While 
succinctness is important, the reader should be able to appraise the client and their presenting 
difficulties in the context of their lives and relevant historical, social, cultural and religious factors.  
 
Most reports will contain hypotheses about, or a formulation of, the presenting issues in the context 
of the person’s life. These should fit with the history, and (as far as possible) explain how the 
problem developed, what is maintaining it, and (by implication) how it might change. They should 
be informed by psychological theory and relevant literature.  
 
Take care to distinguish between facts that you know about, and speculation or opinion. Linked to 
this, be careful to identify the source of (and sometimes the evidence for) important facts. For 
example, a statement that the client had an “abusive childhood” could be based on a comment 
made by the patient, a passing reference in clinical notes or the fact that their father was jailed for 
abuse – each of these has a very different status and meaning. Finally if the client's view of the 
problem is not consonant with your own or that of fellow professionals, make sure that this is made 
clear (in other words, if you suspect that the client sees the “facts” differently from you, this is 
important to note).  
 
It is important that formulations and the report show some coherence in relation to the model you 
are using. For example, it would be odd to follow a comprehensive psychodynamic formulation with 
an account of a behavioural intervention. Equally inappropriate would be a report in which an 
intervention which claimed to represent one modality actually used techniques from an alternative 
approach, without acknowledging this.  
 
Discussion of the intervention should try to show how the formulation and, where applicable, 
intervention link together in a 'dynamic' manner. This usually means selecting relevant (i.e. 
illustrative) clinical material, and limiting yourself to details that are strictly necessary to showing 
your developing understanding of the work. An appropriately critical appraisal of the work should 
be offered where indicated - tn this context ‘appropriate’ means that you should not invent criticism 
for the sake of it. If the approach you took was successful, there’s no need for a critique. On the 
other hand, there is little in clinical psychology that is completely cut and dried, so it is often 
sensible to include suggestions about other ways in which the clinical work could have been 
approached or managed. However, these should be realistic and feasible alternatives that could 
have been offered within the constraints of your experience and the service you are working in. 
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The discussion should include a section that offers reflections on your work. These may include 
consideration of wider issues raised by the work and its impact on you. Your reflections may also 
draw on learning from teaching sessions where PPD is a key focus, such as insights gained 
through reflective practice seminars or social graces groups, and how these relate to the clinical 
work presented.  
 

CONSIDERATION OF THE CONTEXT 
 
While observing the need for brevity and confidentiality, you should ensure that you pay attention to 
key contextual factors, be this the social, cultural or religious context and historical factors which are 
essential to understanding the current presentation. You should ensure that you balance the need for 
a clear focus and succinctness with the need to present clients as people that live within and act out of 
a context and should refrain from presenting them as a “clinical case”, devoid of context.  
 
The above relates to describing the person’s background, but crucially you should also actively 
consider the influence of contextual factors when assessing, formulating, and planning your 
intervention, or when making sense of how the person is experiencing and responding to sessions.  
For example, you might intend to consider the role of trauma and post-traumatic stress disorder in 
formulating depression. When referring to a history of trauma in the referral section, you may also 
want to consider the influence of the person’s religious background when developing a formulation of 
delusional beliefs, acknowledge the absence of social support and poverty when understanding 
engagement with a proposed intervention and reflect on the role of past or ongoing threat (e.g. 
domestic abuse; racism; bullying) when considering challenges in developing a therapeutic 
relationship. 
 
Using diagrams to illustrate formulations – a caution 
All reports should include a text-based formulation. Diagrams should only be used to illustrate 
material that has already been alluded to in the text (for example, to show the relationship between 
various elements in the presentation). They should not be used as a substitute for a full written 
account of the formulation. 
 
If you do use a diagram it should be labelled as a figure, and referred to as such in the text.  
 
Measures 
You should include any methods you used to evaluate your work, and any numerical data you 
collected (raw data is usually included in an appendix).  
 
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 scored 32 on the BDI, which would indicate a high level of depressive 
symptomatology". 
 
Another example might be: 
 
"The client’s score of 23 on the Recognition Memory Test places them at the 10th percentile".   
 
If you have test results from previous recorded assessments, it will be helpful to contrast these with 
your results, and indicate the implications both of stability and of change. 
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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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COMPULSORY REPORT (CLINICAL REPORT 1):  ASSESSMENT 
REPORT 
 
Aim 
The aim of this report is to describe the assessment of a psychological problem, and the results of 
that assessment.  
 
Competencies to be demonstrated 
The report is intended to allow you to show that you have been able to plan and carry out an 
assessment that addresses the question(s) presented in a referral. 
 
What the markers are looking for 
The markers will be looking for evidence that you have identified the appropriate questions that 
need to be addressed, and used your theoretical and practical knowledge to plan a suitable 
approach to attempting to answer them. (In this context the use of theory is quite specific – this is 
described below in the paragraph on content.) 
 
They will want to see how you engaged the client in the assessment process, a clear rationale for 
the range of information gathered, and that this information is interpreted sensibly.  
 
Examiners will expect hypotheses about the presenting issue/s, but won’t expect a full formulation, 
especially if (as is likely) the assessment is only partly complete or the clinical work is at a very 
early stage. Distinguishing between a set of “hypotheses” and a “formulation” isn’t easy – 
formulations are, after all, made up of hypotheses.  In the context of the marking criteria, the 
distinction is made because:  
a) in the assessment phase any ideas you have about the client are probably tentative (you may well 
be missing some important information). This means that you are more likely to hypothesise, rather 
than to derive a fully-formed formulation (which may well be premature).  
b) formulations are internally coherent. In contrast, when attempting to make sense of ambiguous 
information, you may come up with a number of alternative hypotheses, some of which may even be 
contradictory.  
 
If you are presenting a set of hypotheses, it is a good idea to indicate what additional information 
would be useful in order to clarify any areas of uncertainty, or decide between competing hypotheses.  
 
Where you have used standardised measures, the markers will want to see that you have 
understood the properties of the measures and are aware of their strengths and limitations. 
 
They will also want to see that you can reflect on and be appropriately critical of the assessment. 
 
Type of material  
Any type of clinical work would be suitable. For example,  

• an assessment for a direct or an indirect psychological intervention  

• an assessment aimed at clarifying the nature of a presenting difficulty  

• an assessment aimed at determining whether a problem is related to psychological or 
neurological factors 

 
Assessments could be based largely on an interview format, could use formal procedures, or 
employ a mix of the two. The format will usually depend on the nature of the referral.  
 
You can report on joint work, but if this is the case you should have been responsible for most of 
the work reported. You cannot report on work you have observed.  
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Content  
Bearing in mind the general comments above, reports will usually include consideration of the 
following issues: 
 

• 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 tests were used, what were the reasons for choosing the tests? 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 models were drawn on in conducting the assessment.  Markers will be aware that in 
some settings a clear model is used from the outset, while in others a more pantheoretical 
approach is adopted. Whatever the starting point, as clinical facts emerge, theories and models 
will make certain lines of questioning more or less pertinent, and this sort of structuring is worth 
making explicit in your report. For example, if it became clear that the major problem was one 
of panic, a CBT model of panic disorder would lead you to ask certain sorts of questions, and 
you should (broadly) indicate how the model led you to these lines of inquiry.  

• What information was gathered. This will need to be structured so as to present a coherent 
account of the information gathered. A common challenge will be to decide which material is 
relevant, and which peripheral. 

• Any ‘process’ issues which were pertinent – for example, difficulties in engagement, or ways in 
which a standard assessment procedure needed to be adapted to meet the needs of the client. 

• How the information gathered clarifies the referral problem. How do you now understand the 
clinical problem, following the assessment and in the light of the information you collected? 

• What clinical recommendations can be made on the basis of the assessment? How does your 
assessment help you to define what should be done next? What areas do you need to know 
more about? 

 
In concluding the report it will be helpful to reflect on the assessment as a whole. This includes 
appraising what was good about your work, as well as being appropriately critical. However, there 
is no obligation to find fault – being ‘critical’ simply means being ‘thoughtful’. This includes showing 
awareness of your own limitations at this stage of training, as well as any limitations which reflect 
the context within which you work. For example, while in an ideal world you might have talked to all 
members of a family, practical problems, or issue of confidentiality, might preclude this. A 
thoughtful discussion recognises these issues as realistic constraints. Setting unrealistically high 
standards for yourself or others would not be a good example of reflection.  
 
Additional material which may be required 
The results of standardised tests should be included in full in an appendix.  
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COMPULSORY REPORT:  TRANSCRIPT-BASED THERAPY PROCESS 
REPORT  
 
Aim 
The aim is to show how you link the model of therapy you are applying to the process of the 
therapy you carried out. The core of the report is a reflective commentary, based on a transcript of 
your work. 
  
Competencies to be demonstrated 
The report allows you to demonstrate the ability to use clinical skills within a chosen and specified 
theoretical framework and provides evidence of your capacity to critically reflect on your own work 
as a clinical psychologist.  
 
What the markers will be looking for 
Although markers will be expecting the clinical material to demonstrate basic overall competence, 
this is not the main point of the report. The major focus lies with the commentary you offer, which 
will reflect on: 

• what you were attempting to do 

• how you did it 

• any difficulties or issues which arose and  

• the impact of the intervention both on you and on the client  
 
Markers will pay particular attention to your ability to demonstrate links between the model you are 
using and the techniques you employ. As above, this does not mean that they expect you to apply 
them perfectly – only that you show an understanding of why you were doing what you did.   
 
Content and suggested structure 
a) Choosing appropriate material  
Selecting appropriate clinical material is the critical initial step. You should be clear about the 
clinical themes and interventions you want to demonstrate, and be certain that the material will 
illustrate these.  
 
It is best if material chosen for this report comes from a therapy which you are recording routinely. It is 
not helpful to record a sessions on a 'one-off' basis just to meet requirements for this report – both you 
and the client will probably be over-conscious of the recording process.  
 
b) Choosing extracts from the recording  
Usually the report will be based on a recording of a single clinical session. Given the word limit you 
cannot include all the material, so you will have to think carefully about what to include. The usual 
strategies are to: 
a) identify extracts from across the session which exemplify the themes which you wish to draw 
attention to, or 
b) select a continuous extract, again because it illustrates some relevant themes.  
 
Alternatively you might want to focus on the way an important clinical issue or theme evolved over 
a number of sessions. On this basis, you could present short extracts from a series of sessions, 
rather than a single session. However, the extracts should be carefully chosen to illustrate both the 
clinical focus and its evolution.  
 
Choosing appropriate extracts is important – they should be selected to illustrate the points you 
wish to make.  
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c) Overall structure of the report 
i) Introduction 
Start by outlining where the focus of the report will lie (and hence the reasons for choosing the 
extract(s)). For example: 
 
This report will focus on a rupture in the therapeutic alliance, and the way in which this rupture 
helped to cast light on some important dynamics in the therapeutic relationship. 
 
This report will focus on the use of guided discovery in the assessment of a client, and its value in 
helping to establish a more precise understanding of the client’s problems. 
 
After this you should outline the presenting problem (including a diagnosis where this is relevant), 
any other relevant issues relating to the client’s background and the clinical context, and the 
assessment, formulation and intervention plan. You should identify the theoretical approach you 
are employing, and briefly review why you adopted this approach .  You should also indicate the 
session number from which the extract is drawn (e.g. “this was the third session in a 15-session 
therapy”). In some instances it may be relevant to indicate the immediate treatment history that 
preceded the fragment you are presenting. 
 
This outline should not be too long – the idea is to set the scene, and give enough information to 
orient the reader to the focus client/s and to the clinical material.  
 
ii) Extracts and commentary 
Extracts should be transcribed, and speaker turns numbered to facilitate cross-referencing.  
 
In most (but not all) instances it will be best to integrate the commentary with the transcript. If you 
do this, it is important to make it easy to distinguish the transcript from the commentary by using a 
different font or italics (and see comment below regarding the word count and transcripts).  
 
You should then comment on the transcript, describing the therapeutic process as you understand 
it. For example: 

• What I was intending to do was to assess the meaning of X to the client, though this seems to 
have been heard in a very different way by the client, who…   

• I was trying to maintain a collaborative framework for implementing guided discovery, but the 
client seemed to react angrily to what I had thought were gentle probes…  

• The client’s specific reference to X suggested that this would be a good point at which to make 
an interpretation that attempted to draw their attention to the relationship themes which were 
central in the formulation  

• At this point the client seemed to withdraw into herself, and after what seemed a long silence I 
began to wonder if… 

 
This commentary should track the transcript, trying to integrate: 

• your sense of the therapy process and the skills you were employing 

• your moment-to-moment intentions, e.g. “what I was hoping to do here was to shift the focus 
from X to Y” 

• because I thought this might raise the client’s anxiety if broached too directly, I thought  I’d start 
by raising issue A rather than issue B 

• the way in which your subsequent actions are adapted to the client’s reactions.  
 
It is very important that the commentary should indicate how your interventions relate to the model 
you are applying. For example, you may refer to the model to help explain why you did something, 
or how you understand the client’s reactions to your interventions. Bear in mind that your sense of 
being informed by your model would also be illustrated by noting where (and why) you went “off 
model”.  You are not expected to adhere perfectly to a model all the time; models are intended to 
inform, not to be followed blindly. 
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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.  
 
iii) Concluding section 
The final section of the report will be a reflection on the material as a whole. 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 
 
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 a clincial report can be found on 
the course website. 
 
The consent forms should be filed in the client’s clinical notes. It should not be submitted with the 
report, as this would breach confidentiality by revealing the name of the client. 
  
Safeguarding recordings - encryption: It is essential that steps are taken to safeguard the 
security and confidentiality of recordings by encrypting recordings. Because this cannot be done 
directly from the hard disc within the recorder you will need to transfer and encrypt the recording to 
a USB stick at the earliest opportunity, and delete the file on the recorder. Section 8, Appendix 5 
identifies how this can be done. 
 
Most Trusts insist on the use of encryption to assure client confidentiality – trainees should make 
sure that they follow local policy guidance. 
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Retaining the recording 
Recordings should only be retained for as long as they are required. In the case of the recording 
on which the transcript report is based this means retaining it until it is clear that that an external 
examiner will not request it as part of an assessment for educational purposes – in practice at the 
end of the course. 
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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 
quantitative 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, the details of the intervention, and a rationale for and a 
description of the methods of measurement;  
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 – i.e. a discussion 
which considers whether the intervention itself was responsible for any change in the client/system;  
some reflection on the utility of this approach in relation to the clinical work as a whole. 
 
Additional material 
There are no specific requirements, but additional material may be presented in an appendix if 
required. 
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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 
This report allows you to demonstrate competency in assessing a reasonably complex clinical 
scenario or presentation, integrating material from a range of sources and relating this to 
theoretical knowledge, showing a capacity to disconfirm possible explanations for presenting 
problems (or at least attempting to do so) as well as an ability to identify confirmatory evidence for 
any hypotheses. 
 
Often – though not invariably - the assessment will be part of a multidisciplinary approach and so this 
report also allows you to demonstrate competency in working as part of a multidisciplinary team. The 
report allows you to show that you have been able to: 

• find a way to focus on the necessary questions  

• gather a suitable range of information 

• interpret the results of the assessment 

• distinguish between alternative “explanations” for the presentation 

• provide feedback and clear recommendations to the client, client's family, referrer, and/or other 
colleagues, as appropriate.  

 
Criteria for the report (type of material) 
A very straightforward assessment would not be acceptable – for example, it would not be 
appropriate to report on a single session assessment using a WAIS to determine cognitive 
functioning in an individual who is already known to have learning difficulties.  
 
The emphasis here is on an assessment which distinguishes between a number of non-trivial 
alternative explanations for a clinical presentation. For example:  
 

• assessment of a child who is performing very erratically at school, where the aim is to answer 
questions about the factors which could be contributing to this picture  
 

• assessment of a client in a CMHT with a long and complicated psychiatric history, where the 
aim is to clarify the nature of their presentation and hence to identify a treatment plan   
 

• assessment of a person who is referred for “anxiety” and who presents with such a wide range 
of anxiety symptoms that it unclear what type of intervention is most likely to be of benefit, and 
where the aim of assessment is to arrive at a formulation which can be used to guide a 
focused treatment plan  

 
Many (but not all) assessments will be carried out over a number of sessions. 
 
Where an assessment is conducted in the context of team working the assessment process can 
include information from a range of sources, and also involve seeking the views of a range of 
workers who have had contact with the client or their carers. 
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What the markers will be looking for 
The markers will want to see a detailed understanding of the theoretical and clinical issues raised by 
the referral, and (if relevant) of the multidisciplinary or service context within which the assessment 
takes place. There should be: 

• a clearly identified set of aims for the assessment. This should include a description of the specific 
challenges posed by the assessment question 

• (as relevant to the piece of work) appropriate use and interpretation of measures 

• a demonstration of your capacity to integrate information (for example, ‘triangulating’ information 
from different sources/ informants, or integrating assessment information)  

• a psychologically-informed  interpretation of results 
 
Overall you should demonstrate that you can use the findings of the assessment to produce useful 
clinical recommendations, and show how these can be, or have been, acted on.  
 
Suggested content and structure 
The report should include: 

• An account of the referral and presenting problem 

• Aims of the assessment and a statement about the specific challenges posed by the assessment 
question 

• An overview of any relevant theoretical literature. 

• A rationale for the initial plan for the assessment, describing what questions you aimed to 
answer, and why, and detailing the various sources from which information was obtained. 

• A description of the assessment process(es)  

• An account of the information obtained and any pertinent observations made during the 
assessment(s) 

• An integration of this information to provide likely answers to the questions posed and/or a 
comprehensive psychological formulation. 

• A discussion of the clinical recommendations arising from the assessment, and how these 
were taken forward. 

• A critical reflection on the work undertaken. 
 
All advanced assessment reports should include a description of the ways in which findings from 
the assessment were used – this is as important a competency as the assessment itself. For 
example: 

• how did you give feedback to the client and/or carers? 

• how was information shared with the team and how was this received/acted on by them 
 
Additional material 
A brief description of any standardised or observational measures used, and a summary of the 
client's scores (raw scores and standard scores), should be included as appendices. 
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OPTIONAL REPORT 3:  THEORY-ORIENTED REPORT 
 
Aim 
The aim of this report is to show familiarity with the complexities of a particular theoretical 
orientation or framework.   
 
Competencies to be demonstrated 
This report allows you to demonstrate the ability to draw on psychological theory, at a reasonably 
sophisticated level, to understand clients' clinical presentation and to inform your practice. 
 
What the markers are looking for 
The report will be evaluated in terms of the quality and sophistication of the theoretical framework 
which you are able to bring to the clinical issue you identify. The markers will therefore want to see 
that:  

• you can use the theoretical ideas to explain important clinical observations 

• you can use the theory appropriately 

• evidence associated with the theory is appropriately considered in relation to the clinical 
material 

• your understanding of the clinical material is deeper as a consequence of this theoretical 
consideration 

• the limitations of the theory are accurately and appropriately identified 
 
The presentation of the theory itself separately from its integration with the clinical material is not 
an important part of the assessment – in other words credit would not be given for descriptions of 
the theory that were not related to the clinical material.  
 
Type of material 
Any type of clinical work would be suitable and any kind of clinical problem could be the subject of 
the report.  
 
Suggested content and structure 
The report should briefly outline the theoretical framework to be used. If relevant to the material 
presented, it may be appropriate to identify any controversies concerning its status (for example, if the 
approach you adopted is not usually applied to the client group you are describing, or the evidence 
base for its use is very limited). 
 
The report should start with a description of the client and the clinical problem that is to be addressed. 
The main focus of the report should be an integrative discussion of how the chosen theory illuminates 
aspects of the clinical material – for example, the presentation, history, associated factors, the process 
of therapy or the outcome of intervention. They key word here is “integrative”, showing how theoretical 
ideas illuminate the clinical material and aid understanding, and the ways in which the theory helped 
the actual work.   
 
If there are aspects of the clinical material that are inconsistent with the theoretical formulation, this 
should be discussed and reflected upon, whether this reflects a concern with the application of the 
theory, or suggests limitations of the theoretical framework under consideration.  
 
Additional material required 
There are no specific requirements, but if necessary additional material may be presented in an 
appendix. 
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OPTIONAL REPORT 4:  A COMPLETED CLINICAL INTERVENTION   
 
Aim 
This report offers an opportunity to discuss in detail a whole treatment - from planning to 
implementation, and hopefully to follow-up, highlighting the decisions made and steps taken. The 
aim is to give evidence of your clinical reasoning and it is particularly important to highlight your 
thinking about your work and the considerations which have led you to make specific choices at 
specific times.   
 
Competencies to be demonstrated 
The report allows you to demonstrate the ability to report clearly on your clinical work, describing 
the decision-making processes that you followed and the way in which these informed both the 
design of the intervention and its subsequent adaptation in the light of the client's response. 
 
What the markers are looking for 
The clinical report is evaluated on the basis, not of the success of the work undertaken, but of the 
clarity and coherence of reporting of clinical material. It gives you an opportunity to demonstrate 
your capacity to describe: 
a) the process of clinical decision-making that leads to the design of a treatment intervention; 
b) the ways in which this intervention is re-appraised and modified  in the light of the client’s 
response. 
 
While it is important for you to demonstrate that your work was guided by a particular conceptual 
framework, the detailed presentation of that framework need not be part of the report. Evidence of 
knowledge of the framework is expected to be implied by the decision making process described. 
Evaluation will focus on the clarity of reporting of clinical experience, the level of clinical thinking 
(both prospective and retrospective) reflected in the report, and the appropriateness and 
sophistication of the clinical interventions described (including the capacity to respond to 
unexpected consequences of clinical decisions). 
 
Type of material 
Any clinical intervention, whatever its outcome, in which you have been involved throughout the 
whole process from assessment to follow up, should provide appropriate material for this kind of 
report.  
 
Suggested content and structure 
Normally the report will contain the following components, though the structure may vary 
somewhat, depending on the theoretical orientation of the report: 

• Background to the referral 

• Initial ideas and hypotheses concerning the presenting issues, and assessment procedures 
implemented to confirm these hypotheses 

• Conclusions based on the assessment, and your initial formulation of the clinical presentation 
or presenting problems 

• A detailed report of the intervention. If relevant, you should also describe any ways in which 
your thinking was modified as information emerged from the treatment – for example, how 
initial hypotheses were reframed or formulations revised.  

• Brief report of outcome 

• Reflection on the work as a whole  
Normally the background information would be kept to a minimum and your clinical thinking both 
during and after the intervention would be given the most weight. 
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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 impediment that could derail the therapy if not attended to.  
 
Competencies to be demonstrated 
The report allows you to demonstrate skills in managing impasses in clinical work, including the 
ability to recognise such situations as they arise, to use your theoretical knowledge and clinical 
experience to understand the possible reasons underlying these developments, to identify an 
appropriate course of action, and to reflect on the work undertaken. 
 
What the markers are looking for 
Because this report focuses on the management of impasses, a good report will demonstrate 
competence in the capacity to: 

• recognise the presence of an obstacle to implementation of an intervention;  

• draw on relevant academic and clinical knowledge in order to understand the nature of the 
problem, and to derive a working formulation of the issues;   

• translate this formulation into a set of actions appropriate to the clinical context;  

• articulate the above in a coherent and reflective manner, including any broader implications for 
clinical practice.  

 
Type of material 
Examples of relevant situations could include work where: 

• major challenges to the therapeutic alliance emerged 

• a client's complex social problems made the delivery of the psychological intervention 
problematic 

• the client aroused strong personal feelings in you as therapist, with implications for your 
capacity to deliver the intervention  

• indirect interventions were threatened by the antipathy of a staff team 

• serious difficulties emerge in applying the theoretical model being adopted  
 
Although many impasses emerge only when treatment is under way, reports could also cover 
instances where major obstacles to engagement had to be surmounted before an intervention could 
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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:  

• identify the nature of the impasse and review relevant clinical and theoretical literature;  

• describe the clinical context within which the impasse developed;  

• offer a formulation or hypotheses about why the impasse has emerged;  

• describe the ways in which resolution of the impasse was attempted; and 

• consider 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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OPTIONAL REPORT 6: INTER-PROFESSIONAL AND/OR INTER-AGENCY 
WORKING  
 
Aims 
The aim of this report is to present a detailed account of an intervention where work with individuals 
from other professionals was central, or played a significant role in the intervention.  
 
Criteria for the report (type of material) 
It is important to choose a piece of work where inter-professional or inter-agency working was 
important, rather than incidental, to the work, and where there is sufficient material to explore the 
ways in which the interdisciplinary nature of the work influenced progress.  
The work may have involved close liaison with other professionals in a multi-disciplinary team, with 
several professionals actively contributing to work with an individual client, or may have involved 
working across different agencies (for example, with workers based in different statutory settings. 
Reports could of course encompass both inter-professional and inter-agency working.  
 
Competencies to be demonstrated 
This report allows you to demonstrate competency in inter-professional or inter-agency working, 
showing an awareness of common challenges to, and benefits of, this way of working (for example, 
because of differences in staff roles, assumptions and values), and identifying the impact of this 
way of working (for good or ill).  
 
The report allows you to show that you have been able to: 

• understand the roles and hence potential contributions of other professionals, drawing on this 
knowledge to work as effectively as possible with colleagues in the interests of the client  

• identify and work with any legal and professional issues that arise in the course of the work (for 
example, around confidentiality and information governance) 

• assess (and formulate) the reasons for any barriers to effective work  

• identify any strategies used/implemented in order to manage the work/ mitigate any barriers to 
effective working  

• contribute to the team or to the work of other agencies through verbal and/or written 
communications  

 
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 multidisciplinary or service context within which the work takes place. There 
should be: 

• a clear description of the service context(s) and the professionals involved in the work (in other 
words, the ‘system’ within which the intervention is taking place)  

• a demonstration of your capacity to integrate information (for example, ‘triangulating’ information 
from different sources/ informants, or integrating assessment information)  

• a demonstration of your contribution to the work of other professionals/agencies  
 
Suggested content and structure 
The report should include: 

• an account of the context for the work, including the referral (or the ‘route’ taken by the client 
such that they are being looked after by the team)  

• 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)  
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• 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/CARERS2  
 
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 description of the service context  

• a description of the issues that prompted the consultation 

• 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) 

                                                 
2 Course expectations regarding service user consultations are detailed in the Training Handbook 
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• a description of the procedures used to garner information, including any systematic procedures   

• a description of the conclusions drawn from the consultation  

• a description of the process of giving feedback from the consultation (both to experts by 
experience as well as the service) 

• if relevant, an account of any planned changes made on the basis of the consultation 

• if relevant, any formal/informal evaluation of the impact of these changes  

• reflection on the consultation process 
 
Where relevant the report should also describe any changes in service delivery/service design 
consequent on the consultation. 
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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  

• anticipate and prepare for the future by consulting key stakeholders regarding ideas, best practice, 
and/or emerging trends that will have an impact on the key outcomes for the team/organisation 

• use appropriate methods to gather information 

• influence others to use knowledge and evidence to achieve best practice 

• use information to challenge existing practices and processes 

• participate in and contribute to organisational decision-making processes 

• educate and inform key people who influence and make decisions 

• contribute a psychological perspective to team, department, system and organisational decisions 

• identify barriers and to implementation and potential solutions 

• formally and/or informally disseminate good practice 

• recognise and articulate your own values and principles, understanding how these may be 
different from those of others 

• identify your own strengths and limitations, and the impact of these on others  
 
The above list is not an exhaustive list of leadership competencies. For further information on 
competencies that may form part of this report, please see the Clinical Psychology Leadership 
Development Framework (DCP, 2010).  
 
Criteria for the report (type of material) 
Examples of relevant work could be: 

• arriving in a new team and conducting a scoping exercise on their needs, proposing a within-
service change, negotiating this with key stakeholders and carrying it forward (or how this was left 
upon departure from the service so that it could be taken forward) 

• taking forward an initiative proposed by a supervisor or senior figure within the organisation, 
including how you assessed its relevance, researched and/or negotiated it within the team, and 
carried it forward 

• setting up an initiative relevant to the work of clinical psychologists or the client groups served by 
clinical psychologists (inside or outside of placement) 

 
If the report is written on work carried out as part of training but outside of a placement context (e.g. 
work for the doctoral training programme), it can be signed off by another qualified psychologist who 
can verify the work.  
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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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SECTION 22: PROGRAMME REGULATIONS 
 

ASSESSMENT PROCEDURES AND  
 

THE ROLE OF THE BOARD OF EXAMINERS  
 
 
This section gives an overview of programme regulations and assessment procedures, and 
the role of the Board of Examiners in overseeing these procedures. 
 
It includes information about: 
 

• entrance qualifications for the Course 

• the structure of the Course  

• the ways in which academic, clinical and research competences are assessed  

• the number of times failed course components can be retaken 

• how the Board of Examiners is constituted and how it carries out its functions 

• procedures for appealing against a decision of the Board of Examiners 
 
Trainees can find more detailed information about procedures used for passing and failing 
each area of the course in Sections 24 to 27 of this handbook. 
 
The Board of Examiners overviews trainees’ progress and is empowered by the University to 
make decisions about whether trainees have passed or failed the Course. It does so by 
considering whether they have fulfilled course requirements, and in reaching its judgments 
takes into account any relevant extenuating circumstances or the outcomes of any appeals 
procedures.  
 

 
PROGRAMME REGULATIONS FOR THE DEGREE OF DOCTOR IN 

CLINICAL PSYCHOLOGY (D.Clin.Psy.) 
 

These regulations should be read in conjunction with the Academic Regulations for: 
Professional Doctorates. These can be found on the Registry website, at:   
 
https://www.ucl.ac.uk/academic-manual/sites/academic-
manual/files/chapter_5_part_b_professional_doctorate_regulations_2020-21.pdf 
 
1. Entrance Qualifications 
1.1 The normal minimum entrance qualification for registration for the degree of Doctor in 
Clinical Psychology is an upper second class honours degree with Psychology as the main 
field of study, or an appropriate Master's Degree or Diploma, qualifying the applicant for 
Graduate Basis for Chartering (GBC) with the British Psychological Society. Applicants 
should also have at least one year's relevant clinical experience. In exceptional 
circumstances (and subject to the approval of the authorities of the College), consideration 
may be given to those without such clinical experience. 
 
2. Duration of Programme of Study 
Full-time: three calendar years  
 
 
 
 
      

https://www.ucl.ac.uk/academic-manual/sites/academic-manual/files/chapter_5_part_b_professional_doctorate_regulations_2020-21.pdf
https://www.ucl.ac.uk/academic-manual/sites/academic-manual/files/chapter_5_part_b_professional_doctorate_regulations_2020-21.pdf
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3. Curriculum 
3.1 The course of study for the degree of Doctor in Clinical Psychology includes formally 
taught and practical elements, which provide academic and clinical underpinning for the 
research undertaken. Candidates are required to complete four case studies, one piece of 
service-related research and undertake a substantial piece of research resulting in a thesis. 
 
3.1.1  Formally Taught Elements 
 The teaching programme will cover methods of clinical psychological research, 

statistics and basic research on the psychological models of clinical disorders, 
methods of assessment and interventions in a range of clinical areas. 

3.1.2 Practical Experience 
Candidates will be expected to acquire supervised clinical experience with a number 
of clinical populations in accordance with the requirements of the Health Professions 
Council (HPC) and the British Psychological Society (BPS) which would qualify 
successful candidates to become eligible to apply for registration with the Health 
Professions Council and for recognition as a chartered Clinical Psychologist with the 
BPS. 

3.1.3 Case Studies and Service-Related Research 
 Three case studies and one piece of service-related research, which shall total 

approximately 13,000 words, shall be completed. 
3.1.4 Thesis 
 The length of the thesis shall be approximately 25,000 words, with a maximum of 

40,000 words. 
 The overall research submission (3.1.3 and 3.1.4) shall illustrate the candidate's ability 

to apply scientific psychological principles at various levels of application of clinical 
psychological knowledge. 

 
4. Assessment and Oral Examinations 
4.1 All assessments, including the assessment of clinical competence, will be overseen by 
examiners external to the University. 
 
4.2 Written examinations qualifying a candidate for submission of the thesis will take place in 
the first two years of the course and will comprise: 

(i) a 3-hour written examination in year 1, assessing the theory and application of 
clinical psychological methods; 
(ii) a 2-hour written examination in year 1, assessing competence in research 
methods; 
(iii) a 3-hour written examination in year 2, assessing the theory and application of 
clinical psychological methods at an advanced level; 
(iv) a 3-hour written examination in year 2, assessing competence in statistics. 

 
4.3 A candidate failing any examination in the first or second year will be required to sit and 
pass an equivalent examination in August or September of the same year. 
 
4.4 Clinical competence will be monitored throughout the clinical placements and will be 
assessed by examiners at the end of each 6-month placement period.  
 
4.5 If a candidate fails to satisfy the requirements of a clinical placement, an oral 
examination will be conducted by at least two examiners, one of whom will be external to the 
University. The examination will cover clinical work undertaken during the placement and will 
be designed to test the candidate’s ability to integrate theory, research and clinical practice 
at a level appropriate to their year of training. The possible outcomes of the oral examination 
are: 

 
i. Assessed placement period passed 
ii. Assessed placement period passed but with stipulated requirements for the 

demonstration of specific competencies in subsequent placements  
iii. Assessed placement period failed 
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4.6 Candidates must pass six placement periods in order to pass the Programme. If a 
placement period is failed, candidates will be normally be permitted to undertake an 
additional placement period (though this will be at the discretion of the Examination Board). 
A candidate will be deemed to have failed the Programme if s/he fails more than one 
placement. Candidates will only be allowed to undertake one additional placement period 
during training. 
 
4.7 The three case studies will demonstrate a knowledge of psychological theory and its 
application to clinical work. The service-related research report will demonstrate an ability to 
conduct applied research in clinical service settings. Two case studies, or one case study 
and the service-related research report, will be submitted in year 1. The service-related 
research report (or case study, if the service-related research report was submitted in year 
1) will be submitted in year 2. The final case study will be submitted in year 3. A candidate 
who fails any piece of work (case study or service-related research) will be required to 
demonstrate the relevant competencies by submitting a new, equivalent piece of work. If the 
resubmission fails to satisfy the requirements, the candidate will not be permitted to continue 
on the course. Details on the timing of the resubmission will be announced by the course 
tutors. 
 
4.8 The thesis will make a distinct contribution to the knowledge of the subject and will afford 
evidence of originality shown by the discovery of new facts and/or the exercise of 
independent critical power. It will be examined by an oral examination, which will be 
conducted by at least two examiners, one of whom will be external to the University. The 
examination will be designed to test the thesis against the criteria stated above. The possible 
outcomes of the oral examination are: 
 (i) Pass 
 (ii) Pass conditional on minor corrections (one month) 
 (iii) Referred for stipulated revisions (three months) 

(iv) Referred for major revisions (one year); a further oral examination, following 
resubmission, may be held at the discretion of the examiners 

 (v) Fail: no resubmission permitted 
 
4.9 The award of the degree will be dependent on a satisfactory defence of the thesis in the 
oral examination as well as successful completion of all the other elements of the course as 
detailed above.  
 
4.10 All elements of the course must be completed within four calendar years. In exceptional 
circumstances, this may be extended at the discretion of the examiners. 
 
4.11 Where a student’s behaviour or actions gives rise to concerns about their Fitness to 
Practise they will be subject to the UCL School of Life and Medical Sciences procedures for 
the assessment of Fitness to Practise in a Professional Capacity. 
 
 
5. Dates of Assessments and Oral Examinations 
5.1 Written examinations qualifying a candidate for submission of the thesis will take place in 
the third term in year 1, and in the third term of year 2. Dates will be announced annually by 
the course tutors. Assessment of clinical competence, including an oral examination when 
necessary, will take place at the end of each 6-month placement period. The three clinical 
reports and the service-related research report will be submitted as detailed in paragraph 4.7 
above; dates will be announced annually by the course tutors.  
 
5.2 The thesis will be submitted in June of the third year of study and will be examined by 
the end of September. Dates for the submission and examination of the thesis will be 
announced annually by the course administrators. Final copies, including minor amendments 
to the thesis specified by the examiners, must be submitted in the period defined by the 
examiners, at which point the course can be passed and HCPC registration arranged. 
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5.3 In the third term of the third year of the course of study, a candidate may defer 
submission of his/her thesis submission. In this case, examination of the thesis will be 
negotiated ad hoc to take place within three months of submission, subject to finding suitable 
willing examiners. 
 
 

THE ROLE OF THE BOARD OF EXAMINERS  
 
The Board of Examiners receives information about each trainee’s progress on the Course, 
and ratifies decisions about whether each item of coursework is passed or failed. It 
considers the appropriate actions to take when progress is not satisfactory, and interprets 
the regulations in order to reach decisions about trainee’s progression on the Course (for 
example, considering the impact of extenuating circumstances on trainee’s performance).  
 
Composition  
The Board of Examiners comprises Course staff (who act as internal examiners) and 
External Examiners (who are appointed by the Course, and approved by the University as 
individuals whose experience and qualifications are appropriate to this role). Because of the 
size of the Course there are a large number of External Examiners. Their role is to moderate 
standards (in other words, to ensure that standards at UCL are commensurate with 
standards on other courses). They do this by seeing representative samples of trainees’ 
coursework, and/or by participating in viva examinations (both of the thesis and clinical 
placements).  
 
Frequency of meetings 
The Board meets several times a year in order that it can deal with specific diets of 
examination or assessments in a timely manner. The full Board meets once a year (in 
September); at other times a sub-Board meeting is held.  
 
All the work required for each academic year should be submitted and available for 
consideration by the September meeting of the Board of Examiners. 
 
Role of the Board in relation to passing and failing  
Candidates will be referred to the Board if: 
 
a) they receive a mark of 'Fail' on a case report or the service-related research report, or  
b)  two instances in the same academic year of a case report receiving major revisions, or 
c)  they receive a mark of 'Fail' in the research component of their dissertation, or 
d) their performance in any of the unseen papers in the examination is marked as a fail, or 

their performance is a bare or a low pass, or  
e) if their supervisor indicates that there is a substantial risk that a placement will not be 

passed at any point in the placement, or  
f)  if their supervisor refers them to the Board at the end of placement 
g)  if there are reports of major breaches of professional standards on placement or 

elsewhere and/or concerns about fitness to practise 
 
The Board will consider each trainee’s case and decide what training requirements may be 
necessary to ensure that the candidate has met the minimum criteria for practice as a clinical 
psychologist.   
 
Once a candidate is referred to the Board of Examiners on clinical or academic grounds, 
entry to the succeeding year, or completion of the course in the final year, will be at the 
discretion of the Board of Examiners. This may depend upon further assessment by means of 
viva, additional coursework, and/or examination.  
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All the specified academic and placement requirements for each year must be completed 
satisfactorily before entry to and registration for the succeeding year is permitted, or (in the final 
year) a qualification can be awarded.  
 
Notification of results to students 
The Board reports the recommended results to the Examinations Section of the Registrar's 
Division after the relevant meeting. Formal notification is sent from the Registry to each student. 
 
Extenuating Circumstances  

 
Extenuating Circumstances (ECs) are defined by UCL as “events which are sudden, 
unexpected, significantly disruptive and beyond your control and which may affect your 
performance at summative assessment”.  Common examples include illness, bereavement, 
or some practical impediment on placement that delays producing a clinical report. The UCL 
webpages on ECs contain detailed further information on this. 

Trainees can submit EC claims to request mitigation. Usually this involves asking for an 
extended deadline on an assessment or, occasionally, the deferral of an exam. 

For all examinations and clinical reports (including the Service-Related Project), EC requests 
need to be submitted via Portico. A guide to using Portico to submit claims is available here.  

For other pieces of work (e.g. project proposals, thesis hand-in, or work related to the 
BABCP pathway), mitigation requests are handled internally. 

If trainees know in advance that significant personal circumstances might seriously impact 
on their ability to sit an exam, it is essential they discuss this with their course tutor prior to 
submitting an EC claim. If extenuating circumstances took effect suddenly and 
unpredictably, trainees should contact the course as soon as possible and arrange to meet 
with their course tutor to discuss a formal EC procedure after the exam.   

 
Complaints 
Section 30 of this handbook gives details of the procedures for complaints across all 
domains of the training. 
 
 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/section-2-short-term-illness-and-other-extenuating
https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/section-2-short-term-illness-and-other-extenuating
https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/2-short-term-illness-and-other-extenuating-1#1
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SECTION 23: PLAGIARISM

Plagiarism refers to passing off someone else's work as your own. It is a serious offence with
potentially serious consequences.

Plagiarism can be both intentional and unintentional (where students do not understand what
does and doesn’t constitute plagiarism)

UCL offers very clear guidance on plagiarism (https://www.ucl.ac.uk/students/exams-and-
assessments/academic-integrity)
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SECTION 24: PROCEDURES RELATING TO PASSING AND
FAILING EXAMINATIONS

Marking
Examination papers are ‘blind’ marked by an internal examiner - examiners do not know the
identity of the candidates. Each exam question is marked separately; the overall mark for the
paper is arrived at by taking the average of the marks for each individual question. Guided
by UCL’s Academic Regulations for marking of examinations, all scripts which the first
examiner assigns a fail or a total mark between 50% and 60% (across the entire exam)
script will be second marked by an internal examiner. Subsequently the two examiners must
agree a mark. In the event that agreement is not achieved, the Chair of the Board of
Examiners will assign a third marker. All cases assigned a fail at any point will be reviewed
by an external examiner who will have access to the examiners’ comments. The external
examiner appointed for the paper will also review the marks awarded overall and the marks
awarded to a sample of scripts across the range of marks. This ensures that marking
standards are fair, and in line with the standards applied on other courses.

Marks are awarded for each question, and a final pass or fail mark is given on the basis of
the mean across all answers, with an overall mean mark of 50 required to pass.

Percentage Notes to guide examiners

70+ Excellent answer
Thorough and coherent answer, showing depth of
understanding of the topic. No significant error or omission.

60-69 Strong answer
Good understanding of the topic. Well organised and well
expressed answer. May have minor errors and/or omissions.

50-59 Acceptable answer
Satisfactory understanding of the topic. In general coherently
expressed but not enough detail or sufficiently well-argued to
be considered for a mark of 60+. Some errors and/or
omissions.

40-49 (Fail) Limited answer
Some appropriate material but misses substantial important
contents. Presented in a superficial manner and/or
incoherently expressed. Significant errors and/or omissions.

30-39 Inadequate answer
Very limited understanding of the topic. Some relevant
information but fails to answer the question. Presented in a
superficial and/or incoherent manner. Major errors and/or
omissions.

<30 Seriously inadequate answer
Virtually no relevant contents. Completely fails to answer the
question.
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Feedback of results
After the marks have been ratified by the Examination Board, trainees will receive
notification of the outcome of the examination through Portico.

The overall outcome of the examination is Pass/Fail, and the marks for individual answers
are not recorded on the transcripts or Portico, and therefore are not released to trainees.

Procedures for candidates who receive an overall mark of “fail”
Scripts which receive an overall mark of “fail” will be discussed by the Board of Examiners.
The candidate will automatically be required to re-sit the paper. This must be passed in
order for the candidate to continue on the course.

Complaints
Section 30 details complaint procedures. Briefly, trainees with concerns about the
procedures which have been followed in marking their exams should initially raise this with
the Chair of the Examination Board, who will consider the complaint and the steps to be
taken, usually in conjunction with the Course’s head external examiner. If trainees are not
satisfied by the outcome of this internal procedure they can invoke the UCL complaints
procedure.

UCL’s complaints procedure can be found here:

https://www.ucl.ac.uk/academic-manual/sites/academic-
manual/files/section_10_student_complaints_procedure_august_2017.pdf
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SECTION 25: PROCEDURES RELATING TO PASSING AND 
FAILING CLINICAL REPORTS AND THE SERVICE RELATED 

RESEARCH REPORT 
 
 
Submission deadlines 
Deadlines for submission will be published on the course website at the start of each 
academic year. All work must be submitted by 10 am on the date required. Coursework 
submitted after the deadline, and without an approved extenuating circumstances claim, will 
be deemed to have failed and a new piece of work will need to be submitted in place of the 
original.  
 
Requesting an extension 
Extenuating circumstances may mean an extension can be negotiated for the date by which 
work must be handed in – this may be the first submission date, or the date for stipulated 
revisions. Extenuating circumstances are defined by UCL as “events which are sudden, 
unexpected, significantly disruptive and beyond your control and which may affect your 
performance at summative assessment.” All claims must be submitted through UCL’s formal 
mitigation process via Portico. The relevant UCL webpages and the assessment section of 
the course website contain further information on this.  
 
Common examples of extenuating circumstances include serious illness or major life events, 
and extensions are not granted due to pressure of work or minor ailments. In the case of 
clinical reports, another example of reasonable grounds for an extension would be 
unavoidable practical impediments on placement that cause delay (eg. where a crucial 
session for a report has been postponed until after the submission deadline). 
 
Extensions of up to one week: These can be “self-certified” (i.e. submitted without supporting 
evidence such as a medical certificate). Self-certifying mitigation requests do not need to be 
discussed with course tutors, and must be submitted prior to the date at which the work is 
due to be handed in. You can self-certify for up to two separate periods of up to two weeks 
(ten working days) within an academic session. 
 
Extensions longer than one week: These need to be accompanied by supporting evidence, 
and should be discussed in advance with course tutors at the earliest opportunity. Tutors will 
be able to advise on the types of mitigation available and required supporting evidence. 
 
Retrospective requests: In certain exceptional circumstances, it may be possible for 
mitigation to be applied retrospectively after a deadline has passed. Any such request should 
be discussed with the course tutor, and usually submitted no later than one week after the 
deadline, accompanied by supporting evidence. 
 

 

 

 

 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/2-short-term-illness-and-other-extenuating-1#1
https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/section-2-short-term-illness-and-other-extenuating
https://www.ucl.ac.uk/clinical-psychology-doctorate/assessment
https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/2-short-term-illness-and-other-extenuating-1#1
https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/section-1-how-use-framework#1.5
https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/2-short-term-illness-and-other-extenuating#2.9
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Procedure for submitting reports  

Clinical reports should be submitted as a Word file in the appropriate Moodle folder (e.g. 
‘Assignments: Clinical Report 3’). 

We will only require electronic submission via Moodle; no paper copy is required. 

The Clinical Report should include a front sheet, stating: 

• The type of report (e.g. “Clinical Report 1: Assessment Report”, or “Clinical Report 3: Service 
Related Project”, etc.) 

• The title of the report 

• The word count 

• The date 

• Your Clinical Report number (e.g. W13) 

• A formal statement regarding confidentiality, as follows: “all names used in the report have 
been changed in order to preserve confidentiality” 

• A statement indicating whether or not client consent was sought/obtained for the report, and 
(if consent was not sought), a brief indication of the reasons for this. 

To ensure that the markers can blind mark, please make absolutely sure that you name is 
not included in either the file name or the saved document– instead make sure that you 
name the file with your Clinical Report number (e.g. T30_CR5). 

Using “Turnitin” 
As is the practice in many institutions, the course uses Turnitin (a plagiarism-detection 
programme) for clinical report submission. Trainees should read the student guide on using 
Turnitin - it contains further explanations of plagiarism, and instructions on how to use the 
programme: https://library-guides.ucl.ac.uk/referencing-plagiarism/turnitin  

Naming files: When uploading your report the filename inserted into the ‘Submission Title’ 
field is simply your examination number and the type of report. You must not include your 
name (because this would identify you to the markers. Examples of acceptable filenames are: 
 
P23 Assessment report 
P23 Service-related report 
P23 Transcript-based report 

Checking for plagiarism: Turnitin is being used to encourage good academic practice and 
referencing, not to catch trainees out. For this reason the system has been set such that trainees 
can submit their clinical report, look at the Turnitin report to identify any sections where they 
may be at risk having inadvertently plagiarised, delete the submission and submit a revised report.  

Resubmissions can be made up to the 10am deadline on the day reports are due. However, 
it is important to allow for the fact that Turnitin only allows one submission every 24 hours. 
This means that trainees will need to factor this in to any plans for checking and resubmission.  

Turnitin will give each report an originality score: this identifies text matches with other 
documents, including (for example) any quotations. There is no target score that needs to be 
achieved - the critical point is to ensure that ideas and quotations are properly referenced in an 
appropriate academic style, not to aim for a particular unoriginality score. As such trainees 
should use their own judgment to decide whether higher scores are legitimate (for example, 
because Turnitin has picked up. a properly cited quotation). In this regard trainees will find it 
helpful to refer to the excellent guidance on UCL's website (http://www.ucl.ac.uk/current-
students/guidelines/plagiarism), which is also included as Section 23 of the Training 

https://library-guides.ucl.ac.uk/referencing-plagiarism/turnitin
http://www.ucl.ac.uk/current-students/guidelines/plagiarism),
http://www.ucl.ac.uk/current-students/guidelines/plagiarism),
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Handbook. The Academic Manual also contains information relevant to this issue 
(www.ucl.ac.uk/srs/academic-manual/c4/irregularities-plagiarism/principles). 

Because Moodle and Turnitin submission can be rather slow trainees should not leave 
submitting their work until the last minute, since this will not leave enough time to run a test 
submission and check for inadvertent plagiarism. 

Please address any queries relating to Clinical Report submission to the Clinical Placements 
Administrator, or (in their absence) to the Academic Administrator. 
 
Checking that the report has been submitted  
If the report has been successfully submitted Turnitin will issue a receipt with the date and 
time of submission. If this receipt is not issued trainees should assume that the report has not 
been submitted (i.e. there has been some sort of malfunction). If attempts to resubmit are not 
successful the Placement Administrator should be contacted so that the course is aware of 
the difficulty.  
 

Procedure for marking reports 
 

Clinical Reports are marked using a “sampled second-marking” system. This system is in line 
with UCL assessment regulations (more information available here). 
 
Each report is marked by a single marker, who does not know the candidate’s identity. A 
sample of at least 10% of reports is reviewed by a moderating marker, to ensure fairness and 
consistency in the way marks have been applied. This sample contains:  
 

1. All failed reports 

2. A selection of examples of “typical” passes and stipulated revisions 

3. A selection of “borderline” marking cases (for example, stipulated revisions that were 

close to being awarded a pass, or vice versa). 

In any rare instances where the moderating marker considered that there is a problem with the 
way marks have been applied, the moderating marker will liaise with the Deputy Chair of the 
Board of Examiners to arrange for moderation to be extended to all reports. 
 
Moderating markers will not add additional comments to any reports they have reviewed, and 
all candidates will receive marks and feedback from their marker only. 
 
Marking categories 
 
The criteria for each type of clinical report are set out in the guidelines for clinical reports (see 
Section 21 of this handbook). There are three possible marking categories: 
 

• Pass 

• Stipulated revisions (2 months) 

• Fail 

The criteria for assignment to these categories are as follows: 
 
Pass 
The report meets the requirements of the particular assignment as it stands. This does not 
necessarily mean that it is “perfect” (although it may be). Feedback and suggestions for 
improvement provided by the marker is intended as learning points, and trainees are advised 
to take notice of these, including in preparing future reports. 
 
 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-4-assessment-framework-taught-programmes/section-4-marking-moderation
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Stipulated revisions 
A trainee may be asked to make revisions to a report where there are issues or concerns that 
need to be addressed before the report can be of a passing standard. Often these will relate to 
the way in which the clinical presentation and/or work is conceptualised, understood and 
reported, or the report’s fit with a particular clinical report format. As such, multiple areas of the 
report will likely need to be re-considered and/or re-written. 
 
Fail 
This category is used when the report as a whole falls seriously short of expected standards. 
This would be the case when the clinical work being described does not meet the usual 
professional standards in essential ways, or when the report falls significantly below the 
academic standards expected of doctoral level work. Problems may include work that raises 
major ethical problems, a clearly inappropriate clinical approach to the work, or a confused or 
incoherent approach to reporting. 
 
A failed report will lead to referral to the Examination Board. A new report, usually based on a 
different piece of clinical work, will need to be submitted. If this is not of a satisfactory standard, 
the Board will consider whether the trainee can continue on the course. 

 
Feedback on the report 

 
Feedback will be returned on a standard sheet, normally five weeks after submission. This 
will show the final mark, along with feedback from the marker. 
 
Trainees can expect to receive reasonably detailed feedback from their marker, indicating both 
the strengths and limitations of their report. In circumstances where, after careful consideration, 
the trainee is unclear about the feedback and/or stipulated revisions, they may seek clarification 
from the marker. Where the trainee understands the feedback but, after careful consideration, 
is unsure how to make stipulated revisions, they should discuss this with their course tutor. It 
is the trainee’s responsibility to decide how the specified changes can be made (for example, 
deciding which parts of the report to edit in order to accommodate additional issues raised by 
the marker). 

 
Procedures for resubmission following stipulated revisions 

 
Where revisions to a report were stipulated, trainees should submit the revised report through 
Moodle. There will be a dedicated link, e.g. ‘Clinical Report 1: Revisions’.  
 
The submission should include: 
 

• A written statement that provides a clear account of all the changes that have been 

made, cross-referencing the points on the marker sheet. All points on the mark sheet 

should be addressed. The written statement should be included at the beginning of the 

revised report, so that only one document is uploaded. 

• The revised report, showing changes from the original in ‘track changes’, so that the 

marker can see where changes from the original have been made. 

As above, the written statement and revised report should be uploaded as one document, as 
Moodle cannot accept multiple uploads from the same candidate. 
 
Trainees’ original report markers will mark the resubmission. If it is judged to reach passing 
standard, trainees will receive a revised mark sheet showing the mark and giving any relevant 
feedback. 
 
Where revisions set out in the original marking have not been satisfactorily addressed, or new 
concerns are raised that mean the report is not of a passing standard, the resubmitted report 
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will be given a fail. At this point, the report will be reviewed by the moderating marker, as all 
reports receiving a fail require moderation. If both the original and moderating markers agree 
the report should fail, trainees will receive a mark sheet reflecting this and giving any relevant 
feedback. As noted above, a failed report will lead to a referral to the Examination Board. A 
new report, usually based on a different piece of clinical work, will need to be submitted. If this 
is not of a satisfactory standard, the Board will consider whether the trainee can continue the 
course. 
 

Complaints 
 

Trainees with concerns about the procedures that have been followed in marking their report 
should initially raise this with their course tutor. In cases where there appears to be legitimate 
concern, the matter can be raised with the Chair of the Examination Board, who will consider 
appropriate courses of action – these might include upholding the original decision, or 
requesting re-marking.  
 
It should be noted that complaints can be based solely on procedural grounds, and simply 
disagreeing with the decisions of the marker will not be considered. Trainees whose reports 
have been failed can invoke the same procedure. 
 
If trainees are not satisfied by the outcome of this internal procedure, they can invoke the UCL 
student complaints procedure. This is outlined here. 
 

 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-6-student-casework-framework/section-8-ucl-student-complaints-procedure
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SECTION 26: PROCEDURES RELATING TO PASSING
AND FAILING:

THE MAJOR RESEARCH COMPONENT

Marking procedure and criteria

The thesis is expected to make a distinct contribution to the knowledge of the subject
and afford evidence of originality shown by the discovery of new facts and/or the
exercise of independent critical power.

It is examined by an oral examination conducted by at least two examiners, one of whom
is external to the University.

The examination will be designed to test the thesis against the criteria stated above. The
possible outcomes of the oral examination are:

(i) Pass
(ii) Pass conditional on minor corrections (one month)
(iii) Referred for stipulated revisions (three months)
(iv) Referred for major revisions (one year); a further oral examination, following
resubmission, may be held at the discretion of the examiners
(v) Fail: no resubmission permitted

You can find detailed information about the criteria for viva outcomes in the guidelines
for thesis examiners:
www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_evaluatethesis

Complaints

Section 30 details complaint procedures. Briefly, trainees with concerns about the
procedures which have been followed in assessing their thesis should initially raise this
with the Chair of the Examination Board, who will consider the complaint and the steps
to be taken, usually in conjunction with the Course’s head external examiner.

If trainees are not satisfied by the outcome of this internal procedure they can invoke the
UCL complaints procedure.
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SECTION 27: PROCEDURES RELATING TO  
PASSING AND FAILING PLACEMENTS 

Failed placements are relatively uncommon occurrences but, as in any professional 
training, there will be times when a trainee is significantly underperforming and/or 
progress is not being made, and the possibility of placement failure arises. Although 
raising concerns about underperformance can be difficult for the supervisor and 
traumatic for the trainee, the gatekeeping role of the supervisor and the course is 
important. The profession has a duty of care to the general public, and it is important 
that we identify individuals who are not making progress on the course. 

This section describes the criteria that are used to judge when a placement is failed, 
the procedures the Course will follow if placement failure is indicated at any stage of 
the placement, and the procedure for appealing should the Examination Board ratify a 
decision to fail a placement. 

When reading what follows, it is helpful to bear in mind that: 

 The criteria used to set-up, to monitor and to evaluate placements are described in 
Sections 7-10, and 11-16 of the Training Handbook. 

 For the purposes of the Examination Board all placement activity is treated as 6- 
month placement periods. On this basis one-year placements are made up of two 
6- month placement periods, each of which needs to be passed successfully. 

 Supervisor’s judgements form a recommendation to the Board of Examiners. The 
Board of Examiners considers the appropriateness of the supervisor’s judgements. 
For this reason supervisors cannot fail a placement, but can refer the trainee to the 
Examination Board. 

CRITERIA USED TO JUDGE THE SIGNIFICANCE OF POOR 
PLACEMENT PERFORMANCE 

There can be a number of reasons for a trainee’s work on placement being problematic. 
Trainees should be reassured that the Course will take into account any factors which 
contribute to under-performance, and which are not directly related to clinical 
competence. For example, learning will be reduced if trainees are under stress (as 
would be the case if they are seriously ill or have suffered a major bereavement), there 
is only limited experience available in a placement, or supervision is problematic. 

Specific difficulties on placement are not always grounds for failure. Decisions to fail 
placements will depend on a judgement about the gravity and significance of the 
difficulty, and evidence that no or little learning is taking place even when appropriate 
training and supervision has been given. 
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Factors which may be relevant to judgements 
Stage of training: As described more fully in Section 11, supervisors’ appraisals will 
take into account the stage of training. The standards required of trainees will shift 
across the three years of the programme, and this will be reflected in the significance 
with which any problems are viewed. A trainee might pass an early placement because 
they are given the benefit of the doubt – difficulties are attributed to inexperience rather 
than a lack of ability. However, if the same problems recurred in later placements this 
might indicate that learning is not taking place, and could lead to a judgement that the 
required standards are not being met. 

Performance in previous placements: Although judgements usually relate to 
performance in a particular placement, a trainee’s “history” is relevant. For example, if 
supervisors in successive placements raised the same concern this would be relevant 
to judgements by the Board of Examiners about the significance of poor performance. 

Opportunities available on placement: Factors relating to the service within which the 
placement is located may restrict or limit the experiences of the trainee, and hence their 
performance. The MPR visitor will need to be involved in such cases. 

Wellbeing of the trainee: Extenuating circumstances (such as illness or major life-
events) will make it harder for the trainee to learn while on placement. The course and 
the MPR visitor will need to be alerted by the trainee, as early as is possible, in such 
cases, especially when the impact of external events is enduring. 

SIGNALLING CONCERNS ABOUT PLACEMENT 
PERFORMANCE 

If a trainee’s performance on placement raises questions about placement failure, it is 
important that concerns are signalled clearly both to the course and to the trainee. 
Supervisors can draw attention to poor performance at any stage of the placement, but 
the expectation is that any serious concerns would be raised at or before the MPR visit. 
These can then be discussed with the supervisor and trainee and specifically identified 
in the MPR report, along with an indication of the actions needed to rectify any 
problems. 

Although it is desirable for concerns to be signalled by the time of the MPR (because it 
gives the maximum opportunity for remedial action to be taken), in some cases 
concerns emerge only after the MPR. Where this is the case supervisors should raise 
concerns with the MPR visitor and the trainee as soon as is feasible. It should not be 
the case that trainees only learn of a possible placement failure at the End of Placement 
Review. 

When the possibility of placement failure is raised it is important that the supervisor and 
college visitor identify what changes the trainee needs to make in order to pass the 
placement. As far as possible this should be done by setting targets in a behaviourally-
specific manner. However, it needs to be recognised that the complex skills required of 
trainees may not always be reducible to this level. For example, some higher-level 
capacities (such as evidence of an ability to reflect on their performance) may be hard 
to specify in anything other than a relatively abstract form. 
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ACTION TAKEN WHEN POSSIBLE PLACEMENT FAILURE IS INDICATED 
1) When concerns about possible placement failure arise (at any point in the 
placement), the supervisor and MPR visitor will need to complete the relevant 
sections on the MPR/EPR form. This includes checking the boxes relating to possible 
placement failure, and if those boxes are checked, the supervisor, trainee and MPR 
visitor must complete Appendix 2 of the MPR/EPR form: Action plan for concerns 
regarding placement progression. 
 
2) A clinical viva will be required whenever the supervisor indicates that referral to the 
Examination Board is possible. The MPR visitor is responsible for letting the 
Examination Board know that a viva is indicated, at which point the Examination 
Board will set a date for a clinical viva. If, prior to the viva, supervisor’s feedback 
indicates that relevant targets have been met, the Chair of the Examination Board (in 
consultation with the Head External Examiner) has the option of cancelling the clinical 
viva. 

CRITERIA FOR PLACEMENT FAILURE 

The criteria used for evaluating clinical competence are those contained in the 
MPR/EPR form. The supervisor's ratings of “PASS” or “REFER TO EXAMINATION 
BOARD” constitute advice to the Board of Examiners. 

Placements may be judged a “FAIL” by the Board of Examiners because of serious or 
persistent shortcomings in any of the areas covered by the Supervisor's Feedback 
Form; that is, failure on the part of the trainee to reach minimally acceptable levels of 
clinical and/or professional competence judged in the context of the stage in training 
and the opportunities provided in the placement. 

A placement which is failed because of a serious breach of the profession's Code of 
Conduct may, at the discretion of the Board of Examiners, be deemed to constitute 
grounds for overall failure of the Course. 

A trainee may also fail a placement if insufficient clinical experience has been gained 
during the placement period. If this is the fault of the supervisor (e.g. due to ill health, 
consistent unavailability or evidence of very poor supervision) then the Course will 
make every effort to ensure that the trainee is not penalised and every effort will be 
made to provide appropriate work during the third year. Nevertheless, a delay to the 
completion of training may be unavoidable.  
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PROCEDURES FOR THE CLINICAL VIVA 

Purpose 
The clinical viva represents an opportunity for an independent appraisal of the trainee’s 
clinical and professional capacities. This is because the examiners can recommend 
that the placement be passed if they feel that the trainee’s performance at the viva 
addresses and assuages the concerns that have been raised. 

Timing 
As noted at the start of this section, for the purposes of the Examination Board all 
placement activity is treated as 6-month blocks. On this basis one-year placements are 
treated as two 6-month placement periods, each of which has to be passed. 
 

The viva will normally be held as close to the end of the placement period as is feasible. 
Bearing in mind the above definition of placements: 

 
Vivas for placements running from October-April will typically be held in late 
April/early May.  

Vivas for placements running from April-October will typically be held in October. 

Examiners 
The viva will be conducted by one internal and one external examiner. Both will be 
members of the Examination Board, and the internal Examiner will not have acted as a 
Course Tutor or MPR visitor for the trainee at any stage in their training. 

Content 
The content of the viva will reflect the concerns raised by the placement supervisor. 
This means that the viva can include consideration of both clinical and professional 
issues. The candidate will be advised by the Chair of the Examination Board about the 
specific content of the viva in order to ensure that they are clear about what is required 
and expected. 

Content where concerns primarily relate to clinical performance 
The examiners will ask the trainee to present an example of their clinical work from the 
placement in question. 

The candidate will usually be asked to submit a case that they consider to be 
representative of their work in the placement, and to present a detailed account of a 
clinical session. 

Prior to the clinical viva, the placement supervisor should be asked by the trainee with 
support from MPR visitor as necessary to confirm in writing that the clinical work which 
is chosen for discussion at the viva was undertaken within the placement, and to 
comment on whether, in their judgment, it is representative of their usual standard of 
work. This agreement should then be submitted (e.g. by attaching the email chain with 
supervisor’s confirmation) along with the recording/any other supporting documents, in 
line with the deadline set by the course prior to the viva (see ‘Materials to be submitted’ 
below) 
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Materials to be submitted 
The trainee will need to submit the following materials at least two weeks before the 
viva: 
 

1) A succinct written account of the case which outlines: 

 the clinical background and relevant history 

 a formulation 

 an outline of the intervention to date, which includes a rationale for the work 
being undertaken 
 

The aim is to ensure that the examiners understand the context of the session, both in 
terms of the client’s background and the point in treatment at which the session occurs. 

2) As described immediately below, candidates will usually present a recording of the 
session accompanied by a succinct written description of the aims of the specific 
interventions being demonstrated, specifying: 

 the theoretical model which informs the interventions demonstrated in the  
recording 

 the type of techniques being used and/or 

 the clinical issues being addressed. 

3) The candidate should submit two copies of an audio or video recording of the session 
(usually on an encrypted memory stick). 

The candidate should identify a 10-15 minute segment for the examiners to focus on 
(though they will listen to the whole recording). The candidate should ensure that the 
segment is clearly identified for the examiners. 

In some instances there may be good reasons why recorded material is not available. 
These reasons need to be presented in advance to the Chair of the Examination 
Board, who can permit the trainee to present a detailed written exposition of their 
involvement with a client (for example, presenting process notes which cover 10-15 
minutes of the session). If the service context involves indirect working, the clinical 
material can reflect this. 

The Examiners will expect that the casework selected for discussion reflects a level of 
challenge and complexity appropriate to the placement and to the trainee’s stage of 
training. 

The candidate may also be asked to describe other aspects of their clinical and 
professional work in that placement, as deemed appropriate by the examiners. The 
candidate’s competence will be judged against the expected level of generic as well as 
specific skills they would be expected to have acquired at their stage of training. As 
above, the candidate should also submit written confirmation by the supervisor that the 
work is representative of their usual standard of work. 

Content where concerns primarily relate to professional behaviour 
Where the placement supervisor raises concerns which primarily relate to professional 
behaviour rather than clinical ability, the content of the viva will reflect this. Rather than 
presenting a case as described above, the candidate will be usually be asked to identify 
and to discuss the professional issues raised by the supervisor. 
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Structure of the viva 
The Examiners will usually ask the candidate to make a brief presentation of the 
relevant clinical and/or professional issues at the start of the viva. They will then ask 
questions pertinent to the recorded and/or written materials. They may also ask 
questions related to clinical feedback in the placement from the end of placement or 
mid-placement review reports. 
 

The candidate will also be given the opportunity to inform the examiners of any 
significant personal or professional issues which they feel are relevant to their 
placement evaluation. 

Criteria for judgments 

Clinical proficiency: Examiners will benchmark their decisions against the level 
expected of a trainee at the relevant stage of training. Guidance on the 
progression expected through training can be found in Section 11 of the Training 
Handbook. 

 

Professional practice: Examiners will benchmark their decisions against the 
standards of practice embodied in relevant HCPC Standards of Conduct, 
Performance and Ethics and the DCP Professional Practice Guidelines. 

 

Outcomes of the viva 
 
As described under item 4.5 of the Course regulations (Section 22 of this handbook), 
there are three outcomes from the viva: 

i. Assessed placement period passed 
ii. Assessed placement period passed but with stipulated requirements for 

the demonstration of specific competencies in subsequent placements 

iii. Assessed placement period failed  

The Examiners will report their recommendations to the Examination Board together 
with an account of their observations and findings from the viva. The Examination 
Board comprises at least two external examiners, the Chair of the Board, the Clinical 
Course Director, the relevant MPR visitors and the relevant Course Tutor for the 
trainee(s). 

Procedures for Appeal in cases where the Board reaches a decision to fail the 
placement are detailed below. 

Consequences of placement failure 

It is a course requirement (regulation 4.6) that “candidates must pass six placement 
periods in order to pass the Programme”. Where a placement period is failed, the 
Examination Board will usually allow trainees to do an additional placement period, 
giving them the opportunity to demonstrate competence in the areas which led to 
failure. However, the Examination Board will always consider both the reasons for 
placement failure and the prior history of placement performance when reaching its 
decision. On this basis, trainees may be denied the opportunity of doing an additional 
placement period when: 
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   there is good evidence (based on patterns of feedback on performance in the 
failed placement and in previous placements) that the trainee’s capacity to learn 
and to apply knowledge and skills is limited, and it is judged unlikely that further 
gains will be demonstrated in further placements 

  the reasons for failure represent gross professional misconduct, as defined by 
significant deviations from relevant professional codes (including, but not 
restricted to, the HCPC Guidance on ethics and conduct for students, the BPS 
Code of Ethics and Conduct and/or DCP Professional Practice Guidelines). 

In line with UCL regulations for Professional Doctorates, failure of more than one 
placement period will lead to failure of the Course. This means that failing two 
placement periods (at any point during the training) will result in failure of the Course. 

Re-taking placements: When a placement period has been failed (ie category iii 
above), it is expected that the trainee does an additional placement period which tests 
similar (though not necessarily identical) clinical competences. This means that there 
is no necessity for a trainee failing a placement period in one speciality (for example, 
work with children) to undertake further work with children. However, close attention 
would be paid to the type of competencies in which failure was indicated, ensuring that 
the subsequent placement period offered an opportunity for the trainee’s performance 
to be monitored in these areas. 

Placement failure in a one-year placement: One-year placements comprise two six-
month placement periods, each of which must be passed. Where the placement period 
that has been failed is the first half of a one-year placement, it is expected that the 
trainee will remain in the placement. In general this gives the trainee the greatest 
likelihood of demonstrating an improvement in the areas of work in which they are 
deemed to have failed. Although a trainee’s unhappiness at a supervisor’s professional 
judgement is not adequate reason to vary this position, where there is evidence that 
the supervisor-trainee relationship is under significant strain, or that the placement 
experience is unsatisfactory, the Clinical Tutor Team has the discretion to recommend 
a change of placement. 

If the trainee passes the second placement period, this will usually be considered to 
compensate for one placement period. Trainees will then be required to undertake and 
pass an additional six-month placement period in order to meet course requirements 
(regulation 4.6) that “candidates must pass six placement periods in order to pass the 
Programme”. 
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APPEALS AGAINST PLACEMENT FAILURE 

As described above, the decision to fail a placement is only made after the following 
sequence of events has occurred: 

a) The supervisor’s feedback form indicates a decision to ‘refer the  
trainee to the Examination Board’ 

b) The trainee is given a clinical viva and the examiners recommend to the  
Examination Board that the placement is failed 

c) The Examination Board upholds the decision to fail the placement, having  
taken into account evidence from the MPR/EPR form and feedback from the 
trainee’s course tutor and (if a different individual) MPR visitor. 

If the Board’s decision is to fail the placement, the trainee will be informed promptly. If 
they wish to institute an appeal they should write by writing to the Chair of the Board 
with details of his/her grievance, sending a copy of this letter to the Registrar. 

Appeals Process 
There are two stages to any appeal: 
1. An ‘internal’ appeal, convened by the Examination Board. 
2. A University appeal (convened through the Registrar’s Department) 

Although both appeals need to be initiated at the same time (by writing both to the Chair 
of the Examination Board and the Registrar), the University will not convene an appeal 
panel until: 
a) the internal appeal panel has met and reported back to the Examination Board  

and to the trainee, and 

b) the trainee has informed the University that they wish to challenge the outcome  
of the internal appeal. 

 

Procedure for internal appeals 

Composition of the panel 
The panel comprises three people, assembled by the Board. Members of the panel will 
not normally have been involved in the original decision to fail the placement, and 
should include: 

  a senior member of the profession (for example, a Service Head or a Psychology 
Advisor to a Trust), who will chair the panel; 

  two external academic adjudicators, who will usually be staff members working on 
a Doctoral Course in Clinical Psychology or an equivalent professional training 
course. 

Trainees will have access to an independent advisor/advocate (the trainee may use 
their personal advisor or may wish to choose someone else) to assist in the matter of 
negotiation prior to and during the Appeal process. The Course will seek the names of 
people willing to act in this capacity, or the trainee may seek someone independently. 

 

Section 27: 8 



Doctorate Course in 

Clinical Psychology 
Doctorate Course in 

Clinical Psychology: 
Placement evaluation 

Doctorate Course in 
Clinical Psychology: 

Placement evaluation 

PART B – Overall evaluation of placement 
Supervisor(s) to complete at MPR 
 
 
 

 

Process 
The Panel will endeavour to meet as quickly as possible and set as early a date for the 
appeal to be heard as is feasible. 

The Panel will usually hear the views of the trainee and his/her advocate or advisor (if 
any) in confidence before hearing the views of the supervisor(s) or course tutor(s). 
Relevant members of the programme team (e.g. the college visitor who undertook the 
MPR) and the supervisor of the failed placement should also have the opportunity to 
present their views in confidence to the Panel. 

The Appeals Panel will have access to the trainee’s file and to the written feedback 
which has been given about the trainee’s clinical competence on previous placements. 

The Panel will communicate formally the outcome of its deliberations as soon as 
possible to the trainee and to the Chair of the Examination Board. 

Procedure for complaints to the University 
The panel for the University appeal is convened by the Registrar’s Department, and will 
usually comprise a member of Registry, and senior academic staff. 

Section 30 details procedures for complaints to the university. Briefly, the procedure 
for consideration of appeals by candidates for research degrees can be found in the 
UCL Academic Manual which is available at https://www.ucl.ac.uk/academic-manual/ 
. In particular, Chapter 5, Part B comprises the Professional Doctorate Regulations 
and Chapter 6, Section 10 sets out the Student Complaints Procedure. 

 

SUPPORT FOR TRAINEES WHEN PLACEMENT FAILURE IS INDICATED  

It has to be recognised that explicitly raising concerns about placement failure by 
scheduling a clinical viva will place some strain on the supervisor-trainee relationship. 
It is also the case that trainees may find it more difficult to perform when they are 
aware that their clinical work is being scrutinised carefully. To some degree this 
additional stress is inevitable. 

Appealing against a decision to fail a placement will also be stressful. 

In both instances the Course recognises that it has a duty of care towards the trainee, 
which it will attempt to meet by ensuring that: 

 

 Trainees are encouraged to make use of an external mentor (a Personal Advisor  
or an individual acting in an equivalent capacity) 

 Dependent on circumstance, they may be offered additional support from within  
the staff team (for example, if their course tutor is also their MPR visitor) 

 Trainees are made aware of the Student Counselling service, and encouraged 
to  
make use of this service if this appears warranted. An indicator of need to contact 
the Student Counselling service would be if the trainee experienced any degree 
of stress in their personal or professional lives in the period leading up to a 
clinical viva, or in the course of pursuing an appeal against placement failure 

 Trainees are reminded of their entitlements and regulations relevant 
to placement  failure for appeals. Section 27: 9 

https://www.ucl.ac.uk/academic-manual/
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STUDENTS ON PROFESSIONAL PROGRAMMES AT UCL 

 

 
UCL FACULTIES OF BRAIN, LIFE, MEDICAL AND POPULATION 

HEALTH SCIENCES  
 

PROCEDURE FOR THE ASSESSMENT OF FITNESS TO PRACTISE 
  IN A PROFESSIONAL CAPACITY 

 
 
This document sets out the procedures for assessing the fitness to practise of students 
undertaking a programme of study within the Faculties of Brain, Life, Medical and Population 
Health Sciences at UCL that is linked to professional practice, where: 
 

a)  the programme leads to the award of a qualification that entitles the student to apply 
for registration as a professional practitioner with a relevant registration body, or: 
 
b)  the programme leads to the award of a qualification that entitles the student to apply 
for registration as a professional practitioner with a relevant registration body after a 
successful period of pre-registration professional practice, or: 
 
c) the programme involves training in the application of competences relevant to the 
practise of a profession at a post-registration level (i.e. for students already registered 
with a relevant registration body1), or: 
 
d) the programme involves training in the application of competences relevant to the 
practise of a profession, where completion of the course of study is not linked to 
registration as a practitioner, but where students will be applying the relevant 
competences in a professional context 

 
The following procedure shall provide for the arrangements for assessing any conduct, behaviour 
or other matters that could bear on a student’s suitability for fitness to practise their profession.  
The kind of conduct or behaviour of relevance in this context may manifest itself in misconduct 
falling under UCL’s Disciplinary Code and Procedure in respect of Students (1. Disciplinary Code, 
Section 8., 9. and 10. refer)2 or it may arise in circumstances of not disclosing a disciplinary 
offence.3 Students may be subject to both procedures, though not simultaneously. The University 
also reserves the right to transfer a case from one procedure to the other if it becomes apparent 
that it is more appropriate to the matter under investigation.  
 
The following mechanisms and arrangements for the assessment of any conduct, behaviour or 
other matters that could bear on a student’s suitability or fitness to practise their profession, and 
the review of individual cases where appropriate, have been written in accordance with Article 6 
of the Human Rights Act, the Equality Act 2010 and the Data Protection Act 2018 and are intended 
to be consistent with UCL’s Charter, Statutes and Regulations for Management. 
 

                     
1 it is assumed that concerns about the Fitness to Practise of students already registered with a 
professional body will be raised with that body directly  
2 Appendix 1 refers. 
3 Appendix 2 refers.  
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1. PROCEDURE FOR THE INITIATION OF AN ASSESSMENT OF THE FITNESS TO 

PRACTISE IN A PROFESSION  
 
1.1 Where the conduct or behaviour of a student may be defined as misconduct under UCL’s 

Disciplinary Code and Procedure in Respect of Students (1. Disciplinary Code, Section 8., 
9. and 10. refer), the matter will also be considered under that Code and Procedure.  

 
1.2 In the event that the decision against a student under UCL’s Disciplinary Code and 

Procedure in respect of Students is that the student is in breach of the Code and 
Procedure, and involves a penalty short of permanent exclusion from UCL, then the matter 
may also be referred for consideration by the relevant programme under the following 
Procedure for the Assessment of the Fitness to Practise (1.4 below refers).  

 
1.3 Where the conduct does not involve a disciplinary offence as defined as misconduct under 

UCL’s Disciplinary Code and Procedure in Respect of Students, but is considered to bear 
on a student’s suitability of fitness to practise, the matter will be considered automatically 
by the programme under the following Procedure for the Assessment of the Fitness to 
Practise.  (For example, a drink-driving offence may not ordinarily be defined as 
misconduct under UCL’s Disciplinary Code, but would normally prompt concerns relating 
to fitness to practise.) 

 
1.4 Conduct, behaviour or other matters that are sufficient to signal a need to investigate a 

student’s suitability for fitness to practise will be reported to the relevant Programme 
Director.     

 
1.5 An initial investigation panel will be established comprising senior members of staff of the 

programme, who will consider, in accordance with established criteria4, whether a prima 
facie case exists for the student’s conduct to be the subject of further action under the 
Procedure for the Assessment of the Fitness to Practise in a Professional Capacity. The 
initial investigation panel will determine whether the case warrants referral to a Fitness to 
Practise Panel, or whether there is no case and the case should be dismissed. Where, 
subject to the advice of the panel, the Programme Director, having consulted the Director 
of Division may rule that a prima facie case does not exist, such a ruling shall not preclude 
any remedial actions, as are deemed necessary by the initial investigation panel. 

 
1.6  Where the student is referred to the Fitness to Practise Panel, the initial investigation 

panel will consider whether the student should be suspended from study and/or 
practice in order to protect the public and the student and make a recommendation to 
the Provost accordingly. 

 
1.7 In cases where the student’s health gives rise to initial Fitness to Practise concerns, the 

Programme Director should investigate these through an appropriate Occupational Health 
assessment.  Occupational Health may seek to obtain GP records/reports and reports by 
treating specialists, or the case may be supplemented if necessary by a psychiatric report.  
This pre-referral process may negate the need for referral to the Fitness to Practise Panel. 

  

                     
4 Appendix 2 refers. 



PROCEDURE FOR THE ASSESSMENT OF THE FITNESS TO PRACTISE  

 

 
1.8 Where the Programme Director considers that the conduct is a matter for referral to the 

UCL Fitness to Practise Panel, and has received confirmation from the Director of 
Division, s/he will notify the student concerned in writing that a formal representation 
concerning his/her conduct has been received and that the matter will be referred for 
consideration under the Procedure for the Assessment for Fitness to Practise.  Such 
notification will include the particulars of the alleged conduct in question, specify how 
such conduct might bear on a student’s suitability for fitness to practise and provide the 
student with an explanation of the Procedure.  

 
1.9 All other parties involved in bringing the representation against the student under the 
 Procedure for the Assessment of Fitness to Practise, including witnesses, will be 
 notified at this time that the matter has been referred to the Fitness to Practise Panel 
 and that they may be called to provide oral evidence at the Panel hearing. 
  
2 FITNESS TO PRACTISE PANEL 
 
2.1 The core constitution of the Fitness to Practise Panel shall be: 
 
2.1.1 A Chair, who shall normally be a member of the UCL Faculties of Brain, Life, Medical or 

Population Health Sciences appointed by the UCL Council on the nomination of the 
Provost; 

 
2.1.2 An academic member of staff external to UCL who is a member of a Fitness to Practise 

panel within their own institution 
 
2.1.3 For programmes that confer eligibility for professional registration, a senior member of the 

relevant profession  
 
2.1.4  For programmes that do not confer eligibility for professional registration, a senior member 

of a profession that practises the competences being trained  
 
2.2 Core membership may be supplemented by additional members with specific knowledge 

or expertise including: 
 
2.2.1  An academic member of staff from the UCL Faculty of Laws 

 
2.2.2   The Registrar and Head of Student & Registry Services, or his/her nominee 
 
2.2.3   A practising consultant psychiatrist; 
 
2.2.4 A medical professional;  
 

Note: Members of the Fitness to Practise Panel shall be asked at the time of nomination 
to declare any interest in or connection with the student concerned which is likely to 
prejudice the hearing. 
 

2.3 The Management Lead for Fitness to Practise will normally be the Faculty Manager, 
Faculty of Medical Sciences, or his/her nominee, as appointed by the Vice-Provost 
(Health).  The Secretary of the Fitness to Practise Panel will normally be a manager 
from the Office of the Vice-Provost (Health). 

 
2.4 A member of the Fitness to Practise Panel required to give evidence in a case shall 

relinquish his/her membership of the Panel for the duration of that case. 
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2.5 No member of the Fitness to Practise Appeals Panel (4.8 below refers) shall be a member 

of the Fitness to Practise Panel. 
 
2.6 The quorum for a meeting of the Fitness to Practise Panel shall be the core membership 

outlined in paragraph 2.1 including the Chair or Vice-Chair acting as Chair.   
 
3 PROCEDURE FOR A MEETING OF THE FITNESS TO PRACTISE PANEL 
 
3.1 Notice 
 
3.1.1 The student must be given a minimum of twenty eight days’ notice of the time, date and 

place of the hearing and of the case against him/her. 
 
3.1.2 Notification of a referral must be made to the Chair of the Panel not less than forty two 

days before the date of the hearing. The notification must include the reason for referral 
and an outline of the case against the student, with any supporting documentary evidence 
relevant to the referral which is available at this stage. 

 
3.1.3 All documentary information concerning the case against a student’s fitness to practise 

which is submitted prior to the hearing by the relevant Programme Director, and which will 
be taken into consideration by the Panel during the hearing, shall be provided to the 
student and Panel members not less than twenty eight days before the date of the hearing. 
No further written evidence will be accepted unless specifically requested by the Chair of 
the Fitness to Practise Panel or agreed in accordance with paragraph 3.1.4. The 
documented case from the Programme Director should contain a detailed chronological 
summary of the student’s file/record.  The reasons for referring the student to the Panel, 
and the Programme Director’s concerns should be clearly outlined in the Programme 
Director’s summary. 

 
3.1.4 The student’s statement of mitigation and all supporting documentation which will be taken 

into consideration by the Panel during the hearing, shall be provided by the student or their 
representative (see paragraph 3.2.4)  not less than seven days before the date of the 
hearing. No further written evidence will be accepted unless specifically requested by the 
Chair of the Fitness to Practise Panel or agreed in accordance with paragraph 3.1.4.  

 
3.1.5 In the event of the documentation referred to at 3.1.2 and 3.1.3 above not being received 

within the prescribed timescale, or if further information pertinent to the case comes to 
light, the documentation will be considered and the hearing may still take place on the 
appointed day subject to the agreement of all parties. 

 
3.1.6 The Notice of the hearing shall include a copy of this Procedure. 
 
3.1.7 The student will be offered the opportunity for the hearing to be held in public. 
 
3.2 Format for the Hearing 
 
3.2.1 An appropriate UCL Officer or Officers will present the case against the student. The 

Officer(s) may be supported at the Hearing by an administrative assistant from the relevant 
programme.  

 
3.2.2   The Chair of the Panel may invite witnesses of the alleged misconduct to attend the 

Fitness to Practise hearing.  The student, student’s representative or the UCL Officer may 
recommend appropriate witnesses to the Chair of the Panel. The witnesses will not 
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normally be privy to the documentary information that is made available to the student and 
Panel members.  

 
 
 
3.2.3 The Chair of the Panel may additionally invite ‘expert witnesses’ to the hearing.  Expert 

witnesses are called to comment on the alleged unfitness to practise because of their 
professional knowledge or professional relationship with the student, rather than by any 
necessary first-hand witness of the alleged misconduct.  Expert witnesses will normally be 
privy to the information that is made available to the student and Panel members. 

 
3.2.4   The student is strongly encouraged to attend throughout the hearing and may enlist the 

help of one representative to present his/her case,  The student must  inform the Chair of 
the Fitness to Practise panel of their representative’s identity at least two weeks before 
the panel meets. The representative may (but need not necessarily) be a member of the 
legal profession.  If the representative is not a member of the legal profession then s/he 
will normally be a member (staff or student) of UCL.  If s/he is not a member of the legal 
profession or a member of UCL then the Chair of the Fitness to Practise Panel will decide 
whether the proposed friend is a suitable person to attend in that capacity. 

 
3.2.5   The Panel shall be empowered to call any person before it to clarify evidence.  
 
3.2.6 The student and/or his/her representative will be entitled to cross-examine those 

individuals referred to at 3.2.1, 3.2.2, 3.2.3 and 3.2.6 above as appropriate. 
 
3.2.7 The proceedings of the Fitness to Practise Panel will normally be audio recorded in full 

except when the Panel withdraws to consider its decision. 
 
3.3  Decisions of the Panel 
 
3.3.1 The Panel shall deliberate in the absence of all parties. 
 
3.3.2 The Panel will normally sit between the hours of 9.00am and 6.00pm. The Hearing will 

normally continue and the Panel deliberate until a decision has been reached.  An 
adjournment may take place if a decision has not been reached.  

 
At the conclusion of the hearing the Panel may: 
 
3.3.3 Dismiss the complaint, or 
 
3.3.4 Find that the student is fit to practise, but that the conduct of the student has been such 

as to warrant a formal warning, which will remain on the student’s file for the duration of 
their registration with the programme and may be taken into consideration in the event of 
future allegations being made about the student’s fitness to practise, or 

 
3.3.5 Find that the student is unfit to practise. The student will not be permitted to complete the 

programme of study leading to the award of the relevant degree but (dependent on the 
regulations that apply to their programme of study) may be eligible to complete, or be 
awarded, an alternative degree or other qualification, subject to satisfying the necessary 
academic criteria and approval, or   

 
3.3.6 Find that the student is unfit to practise but that the decision not to allow the student to 

complete the programme of study leading to the award of the degree may be reviewed by 
a Fitness to Practise Panel within a stated period of time, or 
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3.3.7 Make such other findings and recommend such other action as it deems appropriate in 
the circumstances of the case.  

 
3.4 Decisions of the Fitness to Practise Panel, and the reasons for those decisions, made 

under 3.3.4, 3.3.5 and 3.3.6 above may be disclosed to the appropriate regulatory body, 
or other public authority based on relevant regulatory requirements.  All students who have 
been subject to the Procedure for the Assessment of the Fitness to Practise and who have 
received a sanction are asked to disclose this information to the appropriate regulatory 
body as part of their application for provisional registration. Should a full transcript of a 
Hearing be required by the regulatory body or other relevant public authority, it will be 
made available at cost to the student. Medical students who are not permitted to complete 
the programme of study or be awarded the degree will be notified to the General Medical 
Council and Medical Schools Council for inclusion in the Excluded Student database 

 
3.5 Findings under 3.3.4 to 3.3.7 above will include recommendations by the Panel on 

appropriate advice and guidance to be given to the student.  
 
3.6 The decision of a Fitness to Practise Panel shall be reached by a majority vote of the 

members of the Panel, and shall be announced as the decision of the Panel.  The Chair 
shall have a second or casting vote. 

 
3.7 The votes of individual Panel members shall always be treated as confidential and there 

shall be no disclosure either of such votes or of information showing whether the 
decision was reached by a unanimous or a majority vote. 

 
3.8 Upon completion of its deliberations the Panel shall notify its decision to the Vice-Provost 

(Health).  The Vice-Provost (Health) will then notify the student, the relevant Programme 
Director, the Registrar and Head of Student & Registry Services and other relevant parties, 
in writing and with reasons, within seven days of the date of the hearing.   

 
3.9 The written notice of the decision to the student shall include notice of the student's rights 

of appeal, the time within which the appeal must be made and the grounds upon which 
such appeal may be made.   

 
3.10 The Chair may provide formal written feedback to the relevant Programme Director, 

student, or other parties, as necessary and proportionate, following the hearing.  This may 
include any areas of concern raised by the panel about the case presented. 

 
3.11  Where a student is permitted by the Fitness to Practise Panel to continue in practice, 

but new evidence emerges that indicates ongoing concern regarding their fitness to 
practice, then the programme may re-refer them to the Fitness to Practise panel, 
following the procedures set out at 1.5-1.8 above. 

 
4 APPEALS 
 
4.1 Notice of intention to appeal by the student against the decision of the Fitness to Practise 

Panel must be made in writing to the Vice Provost (Health) within twenty-eight days of 
the date of the notification to the student.   

 
4.2 Such notice shall include all documentation pertaining to the grounds on which the 

appeal is being made. No further communications of any sort will be accepted for 
consideration under an appeal after this time.  

 
4.3.  Such an appeal may be made only on one or more of the following grounds: 
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4.3.1 That the proceedings of the Fitness to Practise Panel were not conducted in 
accordance with the above procedures; 

 
 
4.3.2 That fresh evidence has become available which was not and could not reasonably 

have been made available to the Fitness to Practise Panel; 
 

4.3.3 That the decision of the Fitness to Practise Panel was inappropriately severe. 
 

4.4 As soon as is practicable after receipt of such notification the Vice-Provost (Health) 
shall appoint a Chair of the Fitness to Practise Appeals Panel and shall present the 
documentation relevant to the appeal to the Chair, who shall decide on the evidence 
available whether or not the appeal should be proceeded with. The Chair of the Fitness 
to Practise Appeals Panel shall be a member of the legal profession, not being a 
member of the UCL Council or of the UCL staff.  

 
4.5 If it is decided not to proceed with the appeal, the Chair of the Fitness to Practise 

Appeals Panel shall inform the Programme Director and the appellant of the decision, 
giving reasons, normally within seven days of the Chair having received the 
documentation. 
 

4.6 Where it is decided that the appeal shall be proceeded with, the Chair of the Fitness to 
Practise Appeals Panel shall inform the Registrar and Head of Student & Registry 
Services, who shall inform all parties of the decision of the Chair of the Fitness to 
Practise Appeals Panel and will make the necessary arrangements for the appeal to be 
held as early as possible.  All parties shall be informed of the date of the appeal.  
 

4.7 Where an appeal is granted, and the student has been allowed to remain in registration, 
the student shall normally be permitted to continue with his/her programme of study 
until the Fitness to Practise Appeals Panel has reached its decision.  

 
4.8   A Fitness to Practise Appeals Panel shall consist of: 
 
4.8.1 The Chair and two individuals, not being members of UCL Council or UCL staff or 

students, to be appointed by the Chair, as and when the Appeals Panel needs to be 
convened; at least one of these must be a registered member of the professional body 
relevant to the training programme. 

 
4.8.2 None of the above shall have been a member of the Fitness to Practise Panel against 

whose decision the appeal is made, nor a member of any department involved, nor 
have assisted the appellant in any way with the presentation of his or her case either 
for the Fitness to Practise Panel or for the Fitness to Practise Appeals Panel, or the 
Discipline Committee if proceedings have also been initiated under the Disciplinary 
Code and Procedure in Respect of Students.  

 
Note: Members of the Fitness to Practise Appeals Panel shall be asked at the time of 
nomination to declare any interest in or connection with the appellant which is likely to 
prejudice the hearing. 

 
4.8.3 The quorum for a Fitness to Practise Appeals Panel shall be three including the Chair. 

 
4.8.4 The secretary of the Fitness to Practise Appeals Panel shall normally be appointed 

from the UCL’s Registry and Academic Services Division.  He or she shall not have 
acted as secretary to the Fitness to Practise Panel.  
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4.8.5 The Fitness to Practise Appeals Panel and the student shall be supplied with a report 
of the proceedings of the Fitness to Practise Panel (paragraphs 4.8.6-.7 below refer) 
which shall be prepared by the secretary of the Fitness to Practise Panel in consultation 
with all relevant parties, and with such other evidence as is considered appropriate.  

 
4.8.6  The report shall contain a statement of the matters investigated, a summary of the 

evidence, and the reasons for the decision reached.  It should also comment on the 
appeal case brought by the student. 

 
4.8.7  It shall also include, where applicable, fresh evidence which was not made available to 

the Panel (4.3.2 above refers). 
 
4.8.8 At any Fitness to Practise Appeals Panel, the student whose case is being considered 

shall be entitled to be present throughout the hearing, except when the Appeals Panel 
considers its decision, and to present his/her case personally either alone or with the 
assistance of a representative of his/her choice who shall normally be the person who 
acted in this capacity at the Fitness to Practise Panel hearing, or, if he/she so wishes, 
he/she may be represented by a solicitor whom he/she may pay for his/her services.  
The Officer who presented the original case and the Chair of the Fitness to Practise 
Panel should also be present and have the right to comment on the student’s submission.  
 

4.8.9 A Fitness to Practise Appeals Panel shall have power to reverse or modify the decision 
appealed against in any way that it thinks fit provided that it shall not normally impose 
any measure which is more severe than that appealed from. 

 
4.8.10 In reaching its decision a Fitness to Practise Appeals Panel shall take into consideration 

the evidence provided under 4.8.6 - 4.8.8 above. 
 
4.8.11 The decision of a Fitness to Practise Appeals Panel shall be reached by a majority vote 

of the members of the Panel, and shall be announced as the decision of the Panel.  
The Chair shall have a second or casting vote. 

 
4.8.12 The votes of individual Appeal Panel members shall always be treated as confidential 

and there shall be no disclosure either of such votes or of information showing whether 
the decision was reached by a unanimous or a majority vote. 

 
4.8.13 The Secretary of the Appeals Panel shall notify the student, the Programme Director 

and other relevant UCL officers, within seven clear days, of the decision of the Appeals 
Panel, together with the reasons for the decision. A report of the proceedings shall be 
submitted to the Vice Provost (Health). 

 
4.8.14 A decision of the Fitness to Practise Appeals Panel shall be final as far as UCL’s internal 

procedures are concerned (paragraph 4.8.15. below also refers). 
 
4.8.15 The written notice of the decision to the student shall include notice of the student's rights 

of appeal to the Office of the Independent Adjudicator, the time within which the appeal 
must be made and the grounds upon which such appeal may be made.   

 

5. OFFICE OF THE INDEPENDENT ADJUDICATOR [OIA]’S STUDENT 
COMPLAINTS SCHEME  

5.1  The Office of the Independent Adjudicator for Higher Education [OIA] has been 
established to provide an independent scheme for the resolution of student complaints. 
All Higher Education Institutions [HEIs] are required to comply with the Scheme which 
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came into effect from 1 January 2005. Areas of complaints covered by the OIA will 
include:  

 a programme of study or research for which the complainant was registered 
 a service provided by UCL 
 a final decision by a UCL disciplinary or appeal body 

5.2  The OIA will not, however, advise about a complaint if:  

 it relates to a matter of academic judgement (which will normally be about a 
student's academic performance) 

 the matter is or becomes the subject of court or tribunal proceedings 
 it concerns a student employment matter.  

5.3  Forms and further details on the operation of the OIA are available from the OIA web 
site www.oiahe.org.uk including Guidelines on Fitness to Practice Procedures. 
Alternatively, if you wish to make a complaint to UCL, please email UCL’s Casework 
Team on: casework@ucl.ac.uk; tel: 020 3108 8207. The UCL Rights and Advice 
Office (020 7679 4130, UCL ext. 34130) can provide further information.  

 
 

  

http://www.oiahe.org.uk/
https://www.oiahe.org.uk/media/2373/fitness-to-practise.pdf
mailto:casework@ucl.ac.uk
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APPENDIX 1 
 
UCL’s Disciplinary Code and Procedure in respect of Students can be found at:  
http://www.ucl.ac.uk/academic-manual/part-5/disciplinary-code 
 
APPENDIX 2 
 
Circumstances that prima facie would render a student unfit to practise may include the 
following: 
 

 Exploiting the vulnerability of a patient to establish a sexual relationship 

 Dishonesty or fraud, including dishonesty outside the professional role; 

 Offences against the vulnerable, including children, the elderly and the mentally 
incapacitated 

 Aggressive, violent or threatening behaviour  

 Criminal conviction, caution, reprimand or penalty notice of disorder (PND) or equivalent; 

 Intimidation of fellow students or patients on religious, ethnic, racial or other grounds 

 Repeated inappropriate behaviour 

 Health concerns and lack of insight or management of these concerns including failure to 
seek appropriate medical treatment or other support, failure to follow medical advice or 
care plans, including monitoring and reviews, in relation to maintaining fitness to practise, 
failure to recognise limits and abilities or lack of insight into health concerns or treatment-
resistant conditions that might impair fitness to practise 

 Being a carrier of a serious communicable disease 

 Failure of treatment for chronic mental health  

 Chronic drug or alcohol abuse 

 Unprofessional behaviour or attitudes including breach of confidentiality, sexual, racial or 
other forms of harassment, failure to observe appropriate boundaries in behaviour, 
persistent rudeness, bullying; unlawful discrimination; 

 A failure to abide by professional codes of conduct that apply to the profession being trained 
by the programme. 

 Persistent inappropriate attitude or behaviour including lack of commitment to academic 
work, neglect of administrative tasks, poor time management, infrequent or non-
attendance, poor communication, failure to accept or follow educational advice, failure to 
follow health and safety requirements, or failure to follow the rules and regulations of the 
programme. 

 
 

Version Date Amendments By 

1 05/03/2013 Regulations agreed and approved  SLMS Education Board 

2 30/5/14 To update section 2.3 in respect of 
the new admin structure 

SEG 

3 07/09/21 To update section 3.1.2 in respect of 
the submission of outline 
documentation to the Chair 

Vice Provost (Health) 

4 07/09/21 To remove reference to the School of 
Life and Medical Sciences 

Vice Provost (Health) 

5 07/09/21 To clarify that recommendations for 
suspension of study are referred to 
the Provost 

Vice Provost (Health) 

6 07/09/21 To include referral to the GMC and 
Medical Schools Council of students 
who are not permitted to continue  

Vice Provost (Health) 
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SECTION 29: FITNESS TO PRACTISE

A guide for students on professional programmes in the
UCL School of Life and Medical Sciences (SLMS)

Background
Students on professional training programmes in SLMS are expected to conduct themselves
and to behave in a professional manner at all times, both at UCL, in the workplace and in
their conduct outside of work, in line with the professional codes of practice that apply to
their discipline. Professional programmes have a duty to the public to ensure that students
seeking to enrol and students who are enrolled meet the relevant standards of professional
conduct.

Fitness to practise – the responsibilities of students and of programmes
This document focuses on the ways a programme will respond when a student’s fitness to
practise is called into question. However, it is critical to emphasise that all programmes
would prefer to resolve issues at a stage where they can still be managed, and before they
become a matter for more formal investigation. For this to happen students need to feel able
to come forward and discuss problems or issues with those members of staff charged with
their support. In turn, the first response of programmes will usually be to discuss the matters
the student is raising and see if they can be resolved with appropriate management and
support.

Although it is understandable that students will feel worried about the consequences of
drawing attention to their fitness to practise, a willingness to recognise and to try to resolve
concerns is an important marker that will usually count for, rather than against, the student.

Programmes to whom this document applies
The procedures outlined below apply to students enrolled on non-medical professional
programmes in the UCL School of Life and Medical Sciences (SLMS) – specifically:

Doctorate in Clinical Psychology
Doctorate in Educational Psychology
Doctorate in Clinical Communication Science
BSc Speech Sciences
MSc Speech and Language Sciences
MSc Developmental Psychology and Clinical Practice
School of Pharmacy
Programmes at the Eastman Dental Institute
Post Graduate Diploma in Low Intensity Cognitive Behavioural Interventions

The procedure for the “assessment of fitness to practise in a professional capacity” is
available to students at https://www.ucl.ac.uk/slms/education/ftp-procedure
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Matters giving rise to concern
Students on professional programmes will be advised about the professional standards
expected of them. Common examples of issues which may give rise to concern about a
student's fitness to practise include (without limitation):

a) Criminal conviction, caution, reprimand or penalty notice of disorder (PND) or equivalent;
b) Aggressive, violent or threatening behaviour;
c) Cheating or plagiarising;
d) Dishonesty or fraud, including dishonesty outside the professional role;
e) Persistent inappropriate attitudes or behaviour including:

lack of commitment to academic work;
neglect of administrative tasks;
poor time management;
infrequent or non-attendance;
poor communication;
failure to accept or follow educational advice;
failure to follow health and safety requirements;
failure to follow the rules and regulations of the university and/or the programme

f) Unprofessional behaviour or attitudes including:
exploiting the vulnerability of a client to establish a sexual relationship;
failure to observe appropriate boundaries in behaviour;
offences against the vulnerable, including children, the elderly and the mentally
incapacitated;
breaches of confidentiality;
sexual, racial or other forms of harassment;
persistent rudeness, bullying;
unlawful discrimination

g) Disciplinary offences within the programme;
h) Health concerns and particularly a lack of insight or management of these concerns,
including:

failure to seek appropriate medical treatment or other support;
failure to follow medical advice or care plans, including monitoring and reviews, in
relation to maintaining fitness to practise;
failure to recognise limits and abilities or lack of insight into health concerns and/or
treatment-resistant conditions, which might impair fitness to practise;
failure of treatment for a chronic and serious mental health condition;
chronic drug or alcohol abuse

i) A failure to abide by professional codes of conduct that apply to the profession being
trained by the programme

An impairment or health condition may make it impossible for a student to graduate with a
professionally approved/ accredited degree, preventing them from entering training, or
registering with the relevant professional body. On this basis it is important that matters
affecting a student's fitness to practise are managed as soon as practicable after they have
arisen.

Fitness to practise prior to admission
Prior to admission onto a programme all students are required to complete a self-declaration
form to inform the programme of any ongoing health concerns, previous criminal convictions
or cautions, or sanctions they have received from any professional bodies, in particular
healthcare regulators. Students must advise the programme of any convictions, cautions,
warnings or reprimands irrespective of the reasons.
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Any issues or concerns identified from the self-declaration forms will be investigated by the
programme to determine whether it is appropriate or even possible for that student to be
enrolled on the course.

Where information comes to light prior to the commencement of the programme that was not
included on self-declaration forms, the programme reserves the right to immediately
withdraw the offer of a place on the programme to the individual concerned and to notify the
relevant professional body of the incident.

Fitness to practise following admission
Individual programmes may vary in their specific requirements (and will advise students
accordingly), though where students are working with the public they will usually be required
to undergo enhanced clearance with the Disclosure and Barring Service (DBS) and an
occupational health check, usually before registration with the programme. Students may
also be required to sign documentation agreeing to abide by any applicable professional
codes of conduct during enrolment.

Students are expected to notify their programme as soon as is reasonably practicable if
there is any subsequent change to their DBS or health status.

At the beginning of each academic year students may be required to complete a self-
declaration form to certify that there has been no change in their DBS or health status.

Students are strongly encouraged to seek support for any matter before it becomes a fitness
to practise concern. The student should seek advice from programme staff charged with
offering student support, who can then provide appropriate and ongoing support to the
student.

Health
In most cases health conditions (including disabilities) will not raise fitness to practise
concerns, provided the student receives the appropriate care and reasonable adjustments
necessary to study and work safely. However, certain health conditions may make it
impossible for a student to graduate with a professionally approved/accredited degree.

Health issues identified during the self-declaration process and/or occupational health
checks will be assessed independently by the occupational health services linked to the
programme. Information confirming health clearance or advising of concerns will be notified
to the programme and referrals to appropriate specialist services may be agreed in
consultation with the student, particularly in relation to potential disabilities, so that
appropriate adjustments can be identified and supports established as early as possible in
line with the Equality Act 2010

Students may be re-referred to the occupational health service at any point during their
studies. This may be due, for example, to a period of extended sick leave, the development
of a new health condition or to re-assess health needs prior to the beginning of a practicum
assignment/ practice placement.

A student's refusal to submit to a medical examination (for example when the student is
suffering from a continuing or episodic condition or a condition in remission which may be
expected to recur) may in itself give rise to a concern of an impairment to the student's
fitness to practise and may be dealt with using the fitness to practise procedures.

The School encourages students to register with a local GP (and other healthcare
professionals as appropriate) who will be able to offer them support and continuity of care.
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Discipline
It is possible that issues which give rise to concerns about a student's fitness to practise may
be based on incidents which could also constitute disciplinary offences under the UCL
Disciplinary Code (www.ucl.ac.uk/academic-manual/part-5/disciplinary-code).

Programmes will investigate and address cases involving a potential overlap between
disciplinary offences and fitness to practise concerns using either the student disciplinary
procedure or the fitness to practise procedure. This includes the right to switch procedures if
it becomes apparent during the operation of one procedure that it would be more appropriate
for the matter to be addressed using the other procedure, or to run the procedures in
parallel. For example during a fitness to practise investigation it might become apparent that
the alleged behaviour of a student is sufficiently serious to warrant permanent exclusion from
the university. At this point the case could be referred to the disciplinary procedure.

Criminal conduct
An allegation of criminal conduct will normally be reported to the police and further action
under the fitness to practise procedure or the student disciplinary procedure will normally be
suspended until the outcome of criminal investigations and/or subsequent criminal
proceedings is known.

Initial (investigatory) stage of the fitness to practise procedure
Any person who has concerns about a student’s fitness to practise may refer the matter to
the relevant programme director(s) for consideration under this procedure. The programme
director(s) (along with other members of the programme team he or she nominates to do so)
will conduct an initial investigation of the concerns to decide whether there is a case to
answer.

The initial investigation will be proportionate and will consider the interests of clients and the
public against those of the student. Where the investigator considers the concerns may have
substance he or she will arrange to meet with the student to raise and discuss the concerns
in order to ascertain the student’s views and/or explanation. The investigator will consider
any mitigating factors as part of this initial investigation.

If concerns are substantiated, the programme director(s) (or their nominee) will determine
whether referral to the formal stage of the fitness to practise procedure is appropriate.

Formal stage of the fitness to practise procedure
When concerns have not been allayed or resolved during the informal stage of this fitness to
practise procedure or the concerns have been referred straight to this formal stage, the
programme will notify the student in writing that the case is to be referred to a fitness to
practise panel for consideration. The procedures to be followed by this panel are described
in “procedure for the assessment of fitness to practise in a professional capacity”
(https://www.ucl.ac.uk/slms/education/ftp-procedure)

Suspension of studies during the investigation of concerns
The fitness to practise procedure is designed to investigate whether or not there is a concern
that requires a response. On this basis it will not usually be appropriate to suspend a student
before these procedures have been completed (because to do so could be seen as pre-
judging the issue). However, there may be circumstances where the concerns being
investigated are considered serious enough to warrant immediate suspension of the student
(for example, where the student’s behaviour represented a clear threat to the well-being of
others, or was sufficiently concerning to raise significant concerns about the programme’s
duty of care to the public).
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Confidentiality and Disclosure
Disclosure to the relevant professional/ regulatory body will only take place if it is necessary
and proportionate in the circumstances of the case, having considered the risks associated
with not disclosing the information.

The student also has responsibility to disclose information regarding concerns about fitness
to practise to the relevant registration/ professional body when applying for registration. This
will be made clear to students in the letter sent to them after the Panel hearing.

The retention of fitness to practise information and the confidentiality of records relating to
fitness to practise hearings will be managed in accordance with the Data Protection Act
1998.

Notice and grounds of Appeal
The grounds and procedures for appeal are outlined in the “procedure for the assessment of
fitness to practise in a professional capacity” (https://www.ucl.ac.uk/slms/education/ftp-
procedure).
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An outline of Fitness to Practise (FtP) procedures

Procedures
internal to the

programme

Stage 1 – Potential concerns come to the attention of a programme

Concerns usually come to the notice of the student’s tutor initially.
Where possible these are responded to by the programme; where
possible programmes will support the student’s progression:

 through the usual mechanisms for student support
 by referral for appropriate external support
 by referral to Occupational Health

Stage 2 – Tutor remains concerned, or the nature of the concern is
such that internal support is inappropriate.

The programme director is alerted and initiates the initial (investigatory)
phase of the FtP procedure.

The programme director and designated colleagues will investigate the
matter and use the evidence available to them to consider whether the
student’s conduct amounts to a concern under the Disciplinary Code or
FtP procedures, or both:

 If it does not meet the criteria for either the matter is managed
internally by the programme.

 If it falls under the Disciplinary Code the student will be referred
to Dean of Students (Welfare).

 If it falls under FtP the student will be referred to the FtP panel
and the Dean of Students (Welfare) will also be notified.

External to the
programme

Stage 3 – FtP panel meets. As an independent body this hears (and
draws on) evidence from the programme and from the student and
their representatives. Decisions (and recommendations) of the panel
are communicated to both the programme and the student.

Appeals
The student can appeal the decision of the panel on procedural
grounds, or in the basis of further information that was not considered
by the panel.
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SECTION 30: COMPLAINTS  
IN RELATION TO COURSE PROCEDURE &  
COMPLAINTS IN RELATION TO BULLYING, 

DISCRIMINATION OR HARASSMENT  
 

 
 
Background 
There are a number of procedures open to trainees who have serious concerns about 
their training and who wish to raise these with the Course or the University. Before 
detailing them it is worth observing that all these procedures encourage trainees to 
initiate “informal” discussion before invoking formal procedures. This is not a way of 
discouraging them from drawing attention to concerns, more a hope that matters can be 
resolved efficiently through this route. However, if this option is not felt to be appropriate 
by the trainee, or they feel that the outcome of ‘informal’ discussions has not been 
satisfactory, they may wish to invoke formal procedures.  
 
In the first instance “informal” discussion means drawing attention to any concerns by 
talking to Course Tutors, members of staff with whom the trainee feels comfortable (for 
example, if the trainee feels that their relationship with the Tutor is not a good one), or 
with the Course Directors. The Course aims to be responsive, and many matters can be 
resolved through these routes. However, there may be times when the course itself is 
the problem, and trainees might consider a more formal procedure more appropriate. 
These are outlined below, with hyperlinks to the fuller descriptions available on the UCL 
website.  
 

Complaints in relation to course procedures 
 
The usual reason for initiating a complaint is that the trainee believes some aspect of 
course procedure or regulation has not been followed appropriately, and they wish to 
challenge decisions made by markers, examiners or placement supervisors. 
 
The complaints procedures related to course assessments are the same in relation to 
exams, research and case reports, but there is some variation in relation to placements 
(see below). The relevant Sections of this handbook which focus on ‘passing and failing’ 
should be consulted for more detailed information. 

The UCL Student Complaints Procedure is available at: 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-6-student-casework-
framework/section-10-ucl-student-complaints-procedure 

If after bringing any concerns to the attention of the course a resolution is not found, 
trainees may lodge a formal complaint to the University.  Prior to initiating this, trainees 
should initially speak with UCL’s Student Mediator (see https://www.ucl.ac.uk/student-
mediator)  

 
 
 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-6-student-casework-framework/section-10-ucl-student-complaints-procedure
https://www.ucl.ac.uk/academic-manual/chapters/chapter-6-student-casework-framework/section-10-ucl-student-complaints-procedure
https://www.ucl.ac.uk/student-mediator
https://www.ucl.ac.uk/student-mediator
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Complaints in relation to bullying/harassment or discrimination at UCL 
Some complaints are based not on concerns about academic procedures or course 
delivery, but on issues where the trainee believes that they have been subject to 
inappropriate behaviour, such as harassment or bullying. This includes sexual and racial 
harassment.  
 
As a student of UCL and as an employee (or honorary employee) of the NHS trainees 
should be aware of the equality and diversity policies that apply both in college and while 
on placement. A first – and obvious – step in making these meaningful is to ensure that 
trainees know that such policies exist and to whom they apply, and also know how to 
access them.  
 
Equality, Diversity and Inclusion 
UCL has numerous policies and procedures and sources of support covering race, 
gender, transitioning gender, religion and belief, LGBTQ+, and disability. The following 
webpage has a link to some relevant policies: 
https://www.ucl.ac.uk/students/policies/equality  
 
Further detailed information can be found on the Equality, Diversity and Inclusion 
website: https://www.ucl.ac.uk/human-resources/equality-diversity-inclusion    
 
Dignity at UCL 
The following website has information on UCL’s policy and procedure relating to 
harassment, intimidation and bullying, as well as advice for staff and students: 
https://www.ucl.ac.uk/equality-diversity-inclusion/dignity-ucl  
 

 
You also have the option to make an anonymous report about any harassment or 
bullying through Report and Support. Alternatively, if you provide your name and contact 
details, a Dignity Advisor will then follow up with you. UCL has a network of trained 
Dignity Advisors who provide an informal, confidential information service to staff and 
students on issues relating to bullying, harassment, and sexual misconduct. 
 
You can also make a formal complaint (if appropriate) through UCL complaint 
procedures. We would also encourage you to discuss any issues with course staff, so 
that we can support you and also investigate the issue, as appropriate.  
 
 

Complaints related to clinical placements 
 
Trainees spend a significant proportion of time in clinical settings, meaning that some 
complaints could arise from placement rather than college experience.  
 
Managing minor and serious placement concerns  
The Three North Thames courses have an agreed procedure for managing minor and 
serious placement concerns and the relevant document is available here:  
https://www.ucl.ac.uk/clinical-psychology-doctorate/placement-quality-management-and-
managing-placement-concerns  
 
Complaints about placement colleagues  

https://www.ucl.ac.uk/students/policies/equality
https://www.ucl.ac.uk/human-resources/equality-diversity-inclusion
https://www.ucl.ac.uk/equality-diversity-inclusion/dignity-ucl
https://report-support.ucl.ac.uk/
https://report-support.ucl.ac.uk/support/dignity-advisors
https://www.ucl.ac.uk/academic-manual/chapters/chapter-6-student-casework-framework/section-8-ucl-student-complaints-procedure#:~:text=If%2C%20following%20attempts%20of%20an,with%20any%20relevant%20supporting%20documentation
https://www.ucl.ac.uk/academic-manual/chapters/chapter-6-student-casework-framework/section-8-ucl-student-complaints-procedure#:~:text=If%2C%20following%20attempts%20of%20an,with%20any%20relevant%20supporting%20documentation
https://www.ucl.ac.uk/clinical-psychology-doctorate/placement-quality-management-and-managing-placement-concerns
https://www.ucl.ac.uk/clinical-psychology-doctorate/placement-quality-management-and-managing-placement-concerns
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Complaints which arise from the behaviour of NHS colleagues with whom the trainee 
has contact may ultimately need to be addressed through the relevant Trust and its local 
investigatory and disciplinary procedures. Where a placement is not in an NHS setting, 
the usual course of action will be to follow the investigatory and disciplinary procedures 
of the placement organisation, bearing in mind C&I’s obligations to the trainee and 
UCL’s duty of care to the trainee. 
 
Supervisors and the Course will offer support to trainees who wish to activate these 
procedures. The first stage would be ‘informal’ discussion with supervisors, Course 
Tutors or college visitors (as appropriate) in order to consider the best course of action, 
with formal complaint procedures subsequently being invoked if these are deemed 

appropriate.   
Formal procedures may include:  

• making a formal complaint (if appropriate) via local trust procedures. 
• ‘whistleblowing’ (see C&I guidance for when whistleblowing is a potential course 

of action)  
  
 
Complaints which relate to bullying, discrimination or harassment on placement 
A specific ‘class’ of complaint relates to the experience of bullying, discrimination or 
harassment. Whether at college or on placement trainees are entitled to be treated in a 
manner which does not conflict with policies developed to protect the rights of each 
individual, usually in line with relevant national legislation.  
 
All NHS Trusts have similar policies and procedures in relation to bullying, discrimination 
or harassment, and although trainees are referred to the documentation prepared by 
their employing Trust (Camden and Islington Foundation Trust), it is safe to assume that 
similar policies and procedures apply across all London Trusts. For placements outside 
of the NHS, the usual course of action will be to follow the relevant policy and procedure 
of the placement organisation, bearing in mind UCL’s duty of care to the trainee. Where 
a smaller third sector placement provider does not have a respective policy, the 
principles outlined in the C&I policy should be followed.  
 
Camden and Islington Foundation Trust Bullying and Discrimination Policy and 
Procedure 
For ease of reference, the C&I Bullying and Discrimination Policy and Procedure 
(August, 2019), which covers bullying, discrimination, harassment and victimization, is in 
Appendix 1 to this section of the handbook. (This document is current as at 06.08.21 but 
trainees should check it remains the applicable policy and procedure given it is updated 
from time to time.) 
 
Camden and Islington Foundation Trust Grievance Policy and Procedures (March 
2019) 
Grievances are concerns, problems or complaints relating to your employment that you 
wish to raise with management. For ease of reference, the C&I Grievance Policy and 
Procedures (March, 2019) is in Appendix 2 to this section of the handbook. (This 
document is current as at 06.08.21 but trainees should check these are the applicable 
policy and procedures given the document is updated from time to time.) 

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.candi.nhs.uk%2Fraising-concerns-work-whistleblowing&data=05%7C01%7Cf.brady%40ucl.ac.uk%7C4c2f414c06ea4f5542b708db159d209c%7C1faf88fea9984c5b93c9210a11d9a5c2%7C0%7C0%7C638127536829334545%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=lQrP15IHN0wp%2BQGip4dTOHbVFzg%2B8ECQnGk0%2Fbldfgs%3D&reserved=0
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SECTION 31: EQUALITY, DIVERSITY AND INCLUSION
POLICIES AT UCL AND IN THE NHS

As a student of UCL and as an employee of the NHS trainees should be aware of the
equality, diversity and inclusion policies that apply both in college and while on
placement.

A separate section of this handbook (“Complaints in relation to course procedure and in
relation to bullying, discrimination or harassment”) details procedures to be followed
should trainees feel that appropriate policies have not been followed either within UCL or
while working in the NHS or on a placement outside of the NHS, and sets out the
procedures for initiating complaints in relation to bullying, discrimination or harassment.

Equality, Diversity and Inclusion at UCL
UCL has numerous policies and procedures and sources of support covering race,
gender, transitioning gender, religion and belief, LGBTQ+, and disability. The following
webpage has a link to some relevant policies:
https://www.ucl.ac.uk/students/policies/equality

Further detailed information can be found on the Equality, Diversity and Inclusion
website: https://www.ucl.ac.uk/human-resources/equality-diversity-inclusion

Dignity at UCL
The following website has information on UCL’s policy and procedure relating to
harassment, intimidation and bullying, as well as advice for staff and students:
https://www.ucl.ac.uk/equality-diversity-inclusion/dignity-ucl

UCL has a network of trained Dignity Advisors who provide an informal, confidential
information service to staff and students on issues relating to bullying, harassment, and
sexual misconduct: https://www.ucl.ac.uk/equality-diversity-inclusion/dignity-ucl/dignity-
advisors

Camden and Islington Foundation Trust Bullying and Discrimination Policy and
Procedure
All NHS Trusts have similar policies and procedures in relation to bullying, discrimination
or harassment, and although trainees are referred to the documentation prepared by
their employing Trust (Camden and Islington Foundation Trust), it is safe to assume that
similar policies and procedures apply across all London Trusts. Placements outside of
the NHS will have their own policy and procedure, and the usual course of action will be
to follow the relevant policy and procedure of the placement organisation, bearing in
mind C&I’s obligations to the trainee and UCL’s duty of care to the trainee.

The C&I Bullying and Discrimination Policy and Procedure (August, 2019), which covers
bullying, discrimination, harassment and victimization, is in Appendix 2 to Section 30 of
the handbook. (This document is current as at 06.08.21 but trainees should check it
remains the applicable policy and procedure given it is updated from time to time.)
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SECTION 32: SOUCES OF PERSONAL AND PROFESSIONAL 
SUPPORT 

 
 
While training is usually an exciting and stimulating experience, it can also be challenging and 
sometimes stressful. It is common for trainees to go through periods when they feel 
overwhelmed or upset. Making a judgment about when to seek support is not always easy; 
especially because these periods of stress can be fairly transient, and in some ways learning 
to manage them is part of the learning process. Equally, mental health professionals can be 
reluctant to seek help because they somehow feel that they should be able to cope by 
themselves, even when they know that they are finding this a challenge.  
 
Deciding when a problem needs to be addressed is not easy, but the Course aims to ensure 
that trainees can seek advice and support in a reasonably timely manner. We also hope that 
the ethos of the Course counters any sense of stigma attached to mental health problems in 
trainees or in staff – after all, if we are true to the values of our own profession we should 
accept our own potential vulnerability, and be open to taking appropriate steps when we know 
that we are not managing as well as we might. 
 
This section includes information about:  
a) Trainee Wellbeing and Supporting and Valuing Lived Experience of Mental Health 
Difficulties in Training 
b) Support systems offered by the Course (including the Personal Advisor Schemes) 
c) Support systems offered by UCL, and  
d) Support systems offered by external organisations 

 
 

TRAINEE WELLBEING AND SUPPORTING AND VALUING LIVED 
EXPERIENCE OF MENTAL HEALTH DIFFICULTIES IN TRAINING 

 
Developing skills in self-care and wellbeing are an important competence for all trainees. We 
want to draw your attention to the 2020 BPS/DCP guidance ‘Supporting and valuing lived 
experience of mental health difficulties in clinical psychology training’ which is the Appendix to 
this section of the Handbook. We encourage you to read through this guidance which has the 
following key aims/principles: 
 

• Guidance for the training community to increase the likelihood that trainees with mental 
health difficulties will be supported 

• Recognition that mental health difficulties are common among mental health 
professionals and those in training 

• Challenge silence, stigma and shame 

• Create a culture of compassion and openness 

• Normalizing and valuing stance 

• Knowing when to ask for help and doing so is a sign of professional competence 

• Provide good practice examples and information about multiple sources of support for 
trainees and trainers 

 
 
Placement supervisors also receive this 2020 BPS/DCP guidance with placement letters. An 
important part of the supervisory relationship is ensuring that self-care and wellbeing are 
discussed within supervision. The BPS accreditation standards state that individual 
supervision should provide “opportunities to discuss personal issues, professional 
development, overall workload and organisational difficulties as well as ongoing case work.” 
The standards also state that “Supervisors should be sensitive to, and prepared to discuss, 
personal issues that arise for trainees in the course of their work.” 
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SUPPORT SYSTEMS WITHIN THE COURSE 
 
 
Course Tutor 
 
Each trainee is assigned a Course Tutor. The tutor’s role is holistic – not only to support and 
advise on academic and clinical matters, but also to monitor and support personal/professional 
development.  
 
The Course is keen that trainees maintain regular contact with their tutor, and that they see their 
relationship with the tutor as supportive. For this reason there are timetabled ‘tutor slots’ 
throughout the year which ensure that trainees meet with their tutor on a regular basis. The 
content of these meetings varies according to need, but usually includes discussion of academic 
progress and forthcoming work, experience of clinical placements and supervision, progress with 
research, and issues related to personal/professional development. Our intent is that the 
relationship between tutor and trainee is such that these meetings can also include discussion of 
any personal matters that are impacting on the trainee’s experience of the course.  
 
In addition to timetabled tutor slots, there is more formal discussion of progress and development 
at the ‘developmental review’, which takes place annually. 
 
Trainees are free to contact their Course Tutor at any time, especially if there are any pressing 
matters that are causing concern. Access is not restricted to timetabled slots.  
 
Mid Placement Review (MPR) visitor  
 
Each trainee is assigned an MPR placement visitor who visits their placement and undertakes 
the Mid Placement Review. Often - but not always – the MPR visitor is the trainee’s course tutor. 
 
The role of the MPR visitor is to review progress in the placement and trainee development within 
it, and to help supervisors and trainees problem-solve if any there are any difficulties with the 
placement. More details of the MPR process can be found in the Section 13 of this handbook. 
 
Research Co-ordinators 
 
Each year group has a Research Co-ordinator who assists trainees in choosing the area for the 
Major Research Project, finding a supervisor, and so on (more details can be found in Section 19 
of this handbook which gives details of the Major Research Project). 

 
 

PERSONAL ADVISOR SCHEMES 
 
Background 
 
The primary role of the advisor is to provide a stable and continuous external professional focus 
for the trainee throughout the three years of training. Hopefully advisors will help support their 
trainee’s professional development by acting as an independent ‘sounding board’, offering a 
regular opportunity to discuss and review their experiences on the course and to place these into 
a broader perspective. The advisor will develop knowledge and understanding of the trainee's 
background, ongoing experience of the course, and aspirations for the future.  They also offer 
more general support, and (if the trainee wishes) can act an advocate, supporting the trainee in 
managing problems which arise in relation to academic or clinical aspects of the course. 
However, meetings are not ‘therapy’ and advisors are not therapists; although it is very likely that 
personal issues will be discussed in meetings, the emphasis should be on professional matters.  
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Procedure 
 
Trainees are invited to look through the list of current Personal Advisors (held by Michelle Wilson, 
Senior Clinical Tutor) to select someone that they think might be a good fit. We recommend that 
trainees make contact with a personal advisor to arrange an initial meeting to discuss the IPA 
process and what they hope to get from their contact. It can be useful to discuss mutual 
conceptions of the personal advisor relationship at the outset, how the trainee would like to use 
the contact and where boundaries will be drawn. If, following this meeting, both the trainee and 
personal advisor agree that it is a good arrangement and agree to continue meeting, the trainee 
should inform the IPA list holder to update the folder.  
 
The plan is for meetings to continue throughout training. How frequently visits take place is for 
the trainee and advisor to decide, though for the contact to be meaningful at least two visits a 
year seems sensible.  
 
Meetings are confidential; the advisor will not be involved at any stage in the trainee's supervision, 
and there is no direct feedback between advisors and the Course. If an advisor acted as an 
advocate for the trainee, this would only take place at the trainee’s request. 
 
Practical Arrangements 
 
The timing and venue for meetings are left to the trainee and advisor to negotiate. 
For convenience, some pairs have met at the advisor's home, while others meet in the workplace. 
Meetings may be from 1-2 hours duration. Trainees are entitled to take time from their placements 
or study time to meet with their personal advisors. 
 
It can be useful to discuss mutual conceptions of the personal advisor relationship at the outset, 
how the trainee would like to use the contact and where boundaries will be drawn. 
 
  



Section 32: 4 

 
Additional Sources of Support 
 
LGBT and black and ethnic minority trainees 
 
We value diversity within our trainee cohort, but we recognise that sometimes ‘difference’ can 
be an important issue during training, and can impact on the training experience. This isn’t 
inevitable, but we think it is better to recognise the possibility that some trainees might want 
support around this (and to offer this) rather than to deny this possibility and offer nothing.  
 
The IPA scheme is a possible resource for trainees who may wish to address particular issues 
relating to parenting/caring responsibilities, sexuality or to ethnicity in relation to their training. 
All personal advisors indicate on their resume whether they have a particular interest 
and/or competences to act as an advisor in each of these areas.  
 
The scheme aims to offer a private space to reflect on any issues relating to sexuality or 
ethnicity which may be impacting on trainees. Although trainees may want to discuss issues 
of concern, it would be a shame if advisors were purely seen in a ‘troubleshooting’ role. 
Trainees should also feel free to use the experience and expertise of advisors more widely to 
help with personal and professional development. The role of personal advisors is to offer 
support, advice and advocacy as appropriate; not to provide personal therapy. 
 
Useful areas of discussion might include: 
 

• Negotiating the overlap between personal and professional lives 

• Feeling unique within a training peer group and making decisions about how much or 
how little to say about one’s sexuality or ethnicity 

• Feelings of isolation within peer group, placement setting and the profession of clinical 
psychology 

• The impact of working with clients and staff within a predominantly white or European 
culture, or a culture of assumed heterosexuality  

• Working in systems and with colleagues who may have conflicting personal values and 
theoretical frameworks for thinking about ethnicity or homosexuality 

• The importance of hearing the experiences of qualified clinical psychologists who 
come from black and ethnic minority backgrounds, or are lesbian, gay and bisexual  

 
 
Parents and carers support scheme  
 
Trainees who are parents or carers may experience training rather differently from their peers, 
particularly because it can be hard to balance the demands of training with the demands of 
these roles. For this reason it is helpful for trainees to have access to a forum for sharing 
experiences.  
 
A number of personal advisors have indicated an interest and willingness to make themselves 
available for parent/carer trainees who may wish to discuss the sort of issues noted above. 
Trainees are encouraged to contact specific advisors if they think that this would be helpful.  
 
If you have any queries about support for trainees, either talk to your course tutor or to Michelle 
Wilson (Senior Clinical Tutor).  
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Policy for the IPA system 
 
a) The scheme should operate in a way that ensures continuity, confidentiality and impartiality. 
 
b) The personal advisor for any particular trainee will not act as a clinical supervisor to that 

trainee at any time. 
 
c) Advisors should meet at least two times per year. Regular contact should be scheduled, 

rather than waiting for problems to arise. 
 
d) The clinical trainee may additionally request to see their advisor at any time, and advisors 

should attempt to respond to such a request within a short period of time. 
 
e) Contact between the advisor and the trainee will remain entirely confidential, including details 

of the time and content of meetings. 
 
f) Trainees or advisors who consider that the pairing is unsatisfactory and wish to change 

should approach the co-ordinator of the scheme. The trainee will be assigned a new advisor.  
 
g) Where an issue appears to have reached an impasse, and all attempts to settle the matter 

directly with the trainee have failed, clinical and academic supervisors may approach a 
trainee's advisor in order to request or prompt some help in mediating the problem.  Such an 
approach can only be made on the understanding that the advisor acts primarily as an 
advocate for the trainee, and can only be involved with the trainee's consent. 

 
 
Involving the advisor in appeals and disputes 
 
Where a trainee feels that he/she has been dealt with unfairly by the course in any respect, 
the trainee may request that the advisor becomes involved as an advocate. 
 
This policy is not intended to replace, or in any way alter, any policies currently operated in 
University College London, or in specific Health Authorities, regarding disciplinary or appeals 
procedures. Disputes will normally be dealt with in the first instance by the trainee directly. The 
advisor will only become involved at the trainee's request and after appropriate attempts by the 
trainee to resolve the problem. 
 
 
Student Psychological Services 
The service offers a range of interventions, including brief CBT. Recognising the fact that trainees 
are full-time employees the service tries to be flexible when offering appointments (for example, 
by scheduling these early in the day or in the evening).   
 
Details of the service can be found at http://www.ucl.ac.uk/student-psychological-
services/index_home 
 
 
Online support 
There is an online mutual support group for UCL students at www.ucl.ac.uk/support-pages  

http://www.ucl.ac.uk/student-psychological-services/index_home
http://www.ucl.ac.uk/student-psychological-services/index_home
http://www.ucl.ac.uk/support-pages
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Support for trainees with disabilities and/or special needs 
UCL and Departmental policy is to offer appropriate support to trainees who have disabilities or 
special needs. This usually means finding the best way to adapt working conditions or the working 
environment to meet the trainee’s needs.   
 
The term ‘special needs’ covers a wide range of difficulties – for example, those which relate to 
academic work (such as dyslexia), or disabilities which restrict travel, or which make it important 
that placements include appropriate access and working conditions. Trainees should feel free to  
discuss any special needs with Course Tutors early in the course so that (where applicable) 
special provision can be considered and arranged.  
 
UCL Disability Services offers a range of services – more information can be found at: 
www.ucl.ac.uk/disability 
 
Careers information and guidance 
Careers advice is given throughout the course. Each trainee follows a mix of compulsory and 
elective placements, and their ‘training plan’ will usually relate to their plans for post-qualification 
employment. Emerging ideas about employment are usually discussed with the Course Tutor 
(and especially at development reviews). In the third year there is one session of formal teaching, 
which covers the process of applying for jobs (making applications, writing CV's and interviewing 
technique).  
 
Because there is such a close link between training and employment most careers advice is 
given on an individual basis by Course Tutors. However, trainees can make use of facilities 
offered by the Career Advisory Service (www.ucl.ac.uk/careers).  
 
Graduate School  
Details of support offered by the Graduate School (including Faculty Office, Dean of Students, 
and Advisors to Women) can be found on the website:  
http://www.ucl.ac.uk/prospective-students/graduate-study 

 
 
 

http://www.ucl.ac.uk/disability
http://www.ucl.ac.uk/careers
http://www.ucl.ac.uk/prospective-students/graduate-study
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Seeking psychological therapy and psychiatric support while on the Course 
 
There are two common reasons for seeking therapy while on the Course:   
 

a) Some trainees feel personal therapy would help them to understand themselves better, 
and hence be more effective as psychologists. Their aim is not to resolve specific 
problems or symptoms but to have the opportunity to reflect at a more general level.  
 
b) Some trainees experience psychological difficulties, which interfere with their personal 
or professional functioning. For these individuals the motivation for seeking therapy 
(alone or in conjunction with more medically based interventions) is because their 
problems are affecting their personal and professional lives in a significant manner.  

 
Whatever the motivation for therapy, the Course will try to help put trainees in touch with relevant 
individuals or organisations.  
 
Trainees who are experiencing a mental health problem, which affects their capacity to undertake 
the course, and especially their capacity to undertake clinical work, are strongly encouraged to 
talk to a member of the Course team - hopefully their Course Tutor. Although we understand the 
reluctance of trainees to reveal problems to members of the Course, we can use our professional 
contacts to try to locate the most appropriate therapist - not always an easy task for individual 
trainees, especially if they are already feeling distressed. 
 
Sometimes trainees might be best served by a standard NHS mental health referral through 
their GP. This will certainly be the case if their problem is more appropriately addressed by a 
combination of psychological therapy and medication, or by medication alone.   

 
 

Potential sources of therapy for trainees 
 
Psychodynamic therapies  
 
The British Psychoanalytic Council (BPC) maintains a register of accredited psychoanalytic 
and psychodynamic psychotherapists, psychoanalysts, Jungian analysts and DIT 
practitioners: 
www.bpc.org.uk/ 
 
The following organisations also offer consultations and different kinds of psychodynamic 
therapies:  
 
1. The British Psychotherapy Foundation: www.britishpsychotherapyfoundation.org.uk   
 

Also offers low fee intensive psychotherapy, psychoanalysis or Jungian analysis to those 
who are on low incomes. There tend to be a limited number of places available: 
www.britishpsychotherapyfoundation.org.uk/therapy/low-fee-intensive-therapy  
 

2. WPF Therapy: www.wpf.org.uk. Offers low cost/sliding scale time-limited and long-term 
psychodynamic psychotherapy and group therapy.  

3. Camden Psychotherapy Unit: www.cpu-london.com/. Offers low fee (or free) short-term 
and long-term psychodynamic psychotherapy and group therapy. 

 
4. The London Clinic of the Institute of Psychoanalysis: www.psychoanalysis.org.uk/iopa-

clinics/low-fee-scheme. Following a consultation, offers a low-fee, five times weekly 
psychoanalysis for a minimum of two years. 

 
5. The Society of Analytical Psychology: www.thesap.org.uk/therapy-services/consultation-

service/. Offers consultations for Jungian psychotherapy and analysis. 

http://www.bpc.org.uk/
http://www.britishpsychotherapyfoundation.org.uk/
http://www.britishpsychotherapyfoundation.org.uk/therapy/low-fee-intensive-therapy
http://www.wpf.org.uk/
http://www.cpu-london.com/
http://www.psychoanalysis.org.uk/iopa-clinics/low-fee-scheme
http://www.psychoanalysis.org.uk/iopa-clinics/low-fee-scheme
http://www.thesap.org.uk/therapy-services/consultation-service/
http://www.thesap.org.uk/therapy-services/consultation-service/
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6. The Institute of Group Analysis: www.groupanalysis.org. Specialises in group therapy 

but can also offer individual, couple and family therapy. Offers an informal telephone 
discussion and will then put you in touch with a therapist for an initial consultation.  

 
CBT 
The British Association for Behavioural and Cognitive Psychotherapies (BABCP) maintain a 
register of accredited CBT therapists on their website: www.cbtregisteruk.com  
 
Cognitive Analytic Therapy (CAT) 
The Association for Cognitive Analytic Therapy maintain a register of accredited CAT therapists: 
www.acat.me.uk/page/how+can+i+get+to+see+a+cat+therapist   
 
Services for sexual minorities  
Pink Therapy have a directory of therapists who work with gender and sexual diversity clients 
from an affirmative standpoint: www.pinktherapy.com  
 
London Friend (www.londonfriend.org.uk) is an LGBT mental health and wellbeing charity. They 
offer counselling and support to LGBT people and for those who may be questioning their sexual 
orientation or gender identity. They also offer social and support groups in central London which 
provide a safe space for people to come together to discuss a range of issues affecting them, 
including coming out and questions about sexuality.  
 
Switchboard (www.switchboard.lgbt) is an LGBT+ helpline, which listens to all kinds of calls. 
Examples of the things they can help with include: 
 

• Information about support groups for someone who thinks they are trans or nonbinary. 

• Support for a man who has been a victim of homophobic abuse, but has previously had 
a bad experience going to the police. 

• Contact details for an LGBT-friendly therapist. 

• Times and places for a local bisexual social group. 
 
 
 

http://www.groupanalysis.org/
http://www.cbtregisteruk.com/
http://www.acat.me.uk/page/how+can+i+get+to+see+a+cat+therapist
http://www.pinktherapy.com/
http://www.londonfriend.org.uk/
http://www.switchboard.lgbt/
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SECTION 33: THE ROLE OF THE COURSE TUTOR 
 

 
Each trainee is assigned a Course Tutor. The tutor’s role is holistic: to support trainees 
across all the domains of the Course - on academic, clinical and research matters, and to 
monitor and support their personal and professional development.  
 
The tutor’s role is critical. It should be a primary source of support for trainees, enabling the 
Course to monitor their progress and their welfare, and to respond appropriately if any 
concerns arise. While many of these concerns will be relatively easy to resolve, on 
occasion tutors need to support trainees through more serious problems (for example, 
major life events), and ensure that the Course meets its duty of care to trainees by 
supporting them in an appropriate and timely manner.  
 
The Course expects trainees to maintain regular contact with their tutor, and it is part of the 
tutor’s duties to monitor this, and also to ensure that they make themselves available to 
trainees. 
 

 

Course Tutor Duties 
 

Monitoring trainee progress  
 

In order to carry out their duties tutors need to make sure that they are fully apprised of their 
tutees progress in all domains. This means that they should read relevant supervisor and 
trainee feedback forms for each placement, ensure that they have reviewed MPR reports if 
they are not the placement visitor, and have checked the academic marksheet database to 
track progress with case reports and exams. It is especially important to do all of this prior 
to any meetings with the trainee. 
 
  

Meetings between tutor and trainee 
 
a) Timetabled meetings  
 
Timing: Each term there are one or two timetabled lunchtimes when trainees meet with 
their tutors. Course Tutors are expected to keep these times free in their diaries and 
arrange for their tutees to see them at a specific time (usually by email). A minimum of 20 
minutes should be set aside for each trainee. 
 
If the tutor knows they will not be available for the timetabled tutor slots they should alert 
their tutees and arrange an alternative time; they should also ensure that the alternative 
time is as close as possible to the timetabled slot. 
 
If the tutor’s unavailability is unpredictable (for example, because they are unwell) they 
should attempt to reschedule the meetings as quickly as is practicable. 
 
If it is clear that the time set aside is not sufficient then the tutor should make arrangements 
to see the trainee at another time.  
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Content: The aim of the meeting is to discuss and reflect on the trainee’s progression in all 
relevant domains of the course – academic, clinical, research and personal/professional 
development). If the trainee has current concerns these should also be picked up, 
discussed and managed appropriately.  
 
Sometimes both trainees and tutors misunderstand the purpose of these meetings as 
‘troubleshooting’. This is an inappropriately narrow conception, largely because if things are 
going well there can be a temptation to assume that nothing needs discussing. Tutors are 
advised specifically and actively to enquire into progress in all domains, and to encourage 
trainees to talk as openly as possible.  
 
Trainee non-attendance: If trainees do not attend for a scheduled tutor slot the tutor should 
contact them and ascertain the reasons for absence. Although it is the tutees responsibly to 
attend the meetings, it is also the tutor’s duty of care to ensure that there is continuity of 
contact.  
 
b) Developmental Reviews 
The procedure for development reviews is detailed elsewhere. Essentially these are 
timetabled to take place at the start of the autumn term for both second and third year 
trainees. There is a template which needs to be completed by trainee and by the tutor, and 
the review should use this as the basis for an extended discussion. It is unhelpful to treat 
the review as a ‘tick-box’ – the review should be a chance for tutee and tutor to reflect on 
the progress the trainee has made to date and the objectives which should be held in mind 
for the coming year. To do this properly there should be an adequate amount of time set 
aside to do this – usually 40-45 minutes.   
 
c) “Ad hoc” meetings  
There is a risk that trainees and tutors restrict contact only to the designated slots. Although 
this will be sufficient for many trainees, it is important explicitly to let trainees know that they 
can contact the tutor at any time should there be matters which need discussing. This 
contact can be via phone or email – trainees should be clear that they do not have to wait 
until they are in college to contact their tutor in order to arrange a time to meet.  
 
 

Responding to trainee problems 
 

If trainees indicate that they are experiencing difficulties in any area of the course the tutor 
will need to consider how the problem is best managed, and to support this process. 
Usually some joint problem-solving between trainee and tutor is sufficient. Clearly there 
may be times when it is helpful to involve another member of staff (as below), but it is 
important to bear in mind that the role of the course tutor is holistic, and it is best to attempt 
to resolve issues without recourse to colleagues - there is an expectation that tutors are 
familiar with all aspects of course procedure. Hence a query about service related research 
does not automatically need to be passed to an academic colleague, just as a query about 
placement procedures does not automatically need to be answered by a clinical tutor.  
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Management of issues and events which adversely impact on 
trainee progression  
 
From time to time issues emerge which will seriously impact on trainee progression. For 
example, it is fairly straightforward to identify a plan which accommodates to short periods 
of illness which result in trainees being unable to submit specific course assignments on 
schedule. However, longer periods of illness might make it difficult for a trainee to complete 
a placement, and there may be more serious implications both for the training and for the 
support the individual requires to complete training. When serious threats to trainee 
progression emerge Course Tutors will usually need to consult with senior colleagues or 
the course directors in order to identify not only the support which should be offered to 
trainees, but also for help planning any formal responses required by the course, especially 
where there is any question of varying course procedures to accommodate an individual’s 
circumstances. Critically, such decisions are usually ones which the tutor themselves is not 
empowered to make, and hence there must be discussion or formal communications with 
the members of staff to whom authority is delegated. Broadly speaking, this means: 
 

1) Problems that impact on academic regulations: for example, requests for a 
significant variation in assessment deadlines, changes to assessment procedures, 
problems which could lead to course failure or potential disciplinary issues. All of 
these would need to be raised with the Chair of the Board of Examiners. The tutor 
themselves needs to take care not to act on behalf of the Chair unless clearly 
authorised to do so 
 
2) Problems that relate to terms and conditions of employment: for example, 
where a trainee is seriously ill and may need temporarily to withdraw from the 
programme, or trainees who are returning from maternity leave and requesting 
variations on the usual pattern of work. Such issues would need to be discussed 
with the Clinical Joint Course Director, who acts as the trainees’ line manager on 
behalf of their employing Trust.  

 
 

Support for trainees requiring extensions or deferrals to course 
work 

Course tutors provide a supportive role to trainees who need to consider applying for an 
extension to coursework submission or deferring an exam, due to extenuating 
circumstances (ECs).  

ECs are defined by UCL as “events which are sudden, unexpected, significantly 
disruptive and beyond your control and which may affect your performance at 
summative assessment.” Common examples include illness, bereavement or a practical 
impediment on placement that delays producing a clinical report. 

In exceptional circumstances, trainees can submit EC claims to request mitigation – 
usually this involves asking for an extended deadline on an assessment, or, 
occasionally, the deferral of an exam. The UCL webpages on ECs contain further 
information on this. 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/section-2-short-term-illness-and-other-extenuating
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Applications for mitigation to all examinations and clinical reports (including the Service-
Related Project) require a formal EC request via Portico. If a trainee needs up to one 
week of extension to a Clinical Report deadline, there is no obligation to consult the 
Course Tutor and they can simply submit the EC request themselves, most likely under 
the self-certification policy.  

If trainees might need longer than a one-week extension, or if their EC request concerns 
examinations, they should discuss this with their Course Tutor at the earliest opportunity. 

 
 
 

Interruption of study 
 
If a trainee needs to interrupt their study they need to discuss this with their tutor and 
relevant information needs to be passed to the Chair of the Exam Board in a timely 
manner. The most common reasons for interruptions are maternity leave or serious 
illness.  
 
Informing the course: Because an interruption of study constitutes an employment 
issue, trainees should be asked to contact the Clinical Joint Course Director (who will 
ensure that there is appropriate liaison with the employing Trust).  
 
Informing Registry: Tutors must complete the interruption of study form with the 
trainee. This is a critical procedure; failure to complete this form can cause significant 
complications for the trainee and for the Course (because the period of study for the 
Doctorate is fixed at 3 years).  
 
The form is downloadable from the staff intranet.  Once completed it should be passed 
to the Chair of the Exam Board and the Senior Course Administrator (who will ensure 
that the trainee is interrupted from their studies through Student Records). 
 
 

https://www.ucl.ac.uk/academic-manual/chapters/chapter-2-student-support-framework/2-short-term-illness-and-other-extenuating#2.7
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SECTION 34: DEVELOPMENTAL REVIEWS:
FORMAT AND CONTENT

Background
Every trainee at UCL has a Developmental Review with their Course Tutor at the start of the
second and third years.

The review should be seen as the culmination of other tutor meetings throughout the year. It
is an opportunity for trainee and tutor to overview progress in academic, clinical, research and
professional domains over the previous 12 months, identifying what has gone well and
considering any areas that have been more difficult. It should aim to identify the opportunities
for the forthcoming year, anticipated challenges and how they may be resolved or managed,
any problems that might impact on, or interfere with, clinical training and any plans that need
to be put in place to support the trainee.

The Developmental Review is also an opportunity for the tutor to give the trainee feedback
about their performance to date, in relation both to Course expectations and criteria relevant
to KSF gateways (as described below).

At the end of the appraisal, the tutor and trainee should specify any training objectives for the
trainee for the next twelve months.

Content
The review procedure is congruent with the NHS Knowledge and Skills Framework (KSF)
which is the performance management procedure adopted alongside Agenda for Change. This
sets out the competences expected of psychologists at different levels of seniority; those of
concern here are those that apply to trainee Clinical Psychologists. These are set out in the
Table, grouped in relation to a series of dimensions along with a description of the skills that are
expected to be demonstrated.

The formal KSF procedure would require trainees to pass through a ‘gateway’ in order to
progress from the first year of training into the next. However, were there to be serious
concerns in any area of competence we would follow course examination procedures. So
although it is helpful for trainees and course tutors to be aware of the KSF1, the process of a
developmental review is not governed by KSF procedures.

1 http://www.bps.org.uk/system/files/documents/pact_knowledge_and_skills_framework.pdf
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KSF Dimension Description
Communication Able to develop and maintain communication with people

about difficult matters and/or in difficult situations
Personal and people
development

Able to develop own skills and knowledge and provide
information to others to help their development

Health, safety and security Able to monitor and maintain the health, safety and
security of self and others

Service development Able to make changes in own practice and to offer
suggestions for improving services

Quality Able to maintain quality in own work and encourage
others to do so

Equality and diversity Able to support equality and value diversity
Promotion of health wellbeing
and prevention of adverse
effects on health and
wellbeing

Able to plan, develop and implement approaches to
promote health and wellbeing and prevent adverse
effects on health and wellbeing

Assessment and care
planning to meet health and
wellbeing needs

Able to assess health and wellbeing needs and develop,
monitor and review care plans to meet specific needs

Protection of health and
wellbeing

Able to contribute to protecting people at risk

Assessment and treatment
planning

Able to assess physiological and psychological
functioning and develop, monitor and review related
treatment plans

Interventions and treatment Able to plan, deliver and evaluate interventions and/or
treatments

Information collection and
analysis

Able to gather, analyse, interpret and present extensive
and/or complex data and information

Learning and development Able to enable people to learn and develop
Development and innovation Able to contribute to developing, testing and reviewing

new concepts, models, methods, practices, produces
and equipment

In practice these dimensions and competences overlap, and so the Developmental Review
form does not set each of them out separately. However they are a useful prompt to thinking
about the specific competences that trainees should be acquiring.

Preparing for the Review
The trainee should complete the Developmental Review Form ahead of the meeting,
including noting down some draft objectives.

 Download Developmental Review Form (PDF)
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Process
The meeting should be scheduled in advance, and allow enough time for an active, reflective
(and usually trainee-led) discussion. The review should also include time for the tutor to give
feedback about the trainee’s overall performance on the Course.

The meeting should take place face-to-face and one-to-one, though there may be instances
where the line manager may also need to be present.

By the end of the meeting the tutor and trainee should be in a position to identify and specify
any training objectives for the forthcoming year; these should be recorded in the personal
development plan at the end of the Developmental Review form.

A copy of the completed Developmental Review form should be retained by the trainee and
the tutor, and one copy stored in the trainee’s college file.
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SECTION 35:
EXPERTS BY EXPERIENCE AND CARER INVOLVEMENT

ON THE COURSE

In the past the views of experts by experiences and carers of experts by experiences have
been a secondary consideration when NHS services are planned, despite the fact that as the
recipients of care they are in a good position to offer helpful advice to health professionals
and managers. However well-intentioned a service, the acid test of its quality and
acceptability is the experience of those who use it. Actively seeking out (and responding to)
the views of experts by experiences makes considerable sense, not only because it is
humane but also because services that are responsive, appropriate and acceptable to their
clients are likely to be more efficient and effective.

This document sets out the ways in which the Course involves experts by experiences and
carers in its organisation and in the teaching programme. In developing these links our
guiding principle has been to avoid the tokenism which develops if experts by experiences
are asked for their views without being fully informed of the background to the issues on
which their opinion is sought, or are asked to comment on matters which are not within their
experience. For this reason our strategy has been to build a experts by experience network,
developing their roles as we gain experience with them, and they with us.

Experts by experience and carer committee
The experts by experience and carer committee meets two to three times a year; its aim is to
coordinate and develop the input of experts by experiences across all the domains of the
course – to the curriculum, placement experience, selection and research.

Membership comprises of a clinical tutor (who acts as a coordinator) and experts by
experiences and carers recruited from local NHS trusts and voluntary organisations1, as well
as two trainee representatives. The aim is to build up a core membership of experts by
experiences and carers who can represent as closely as possible the range of contexts and
client groups with whom the course is preparing trainees to work. The meeting is co-Chaired
by a member of staff and a experts by experience.

In order to integrate the experts by experience committee into the organisational structure of
the Course, action points arising from its meetings are raised in the Course Executive
Committee by the Academic Director, and are discussed as part of the agenda of the
relevant course committees and Annual Course Review. If these proposals are seen as
appropriate plans can be put in place to take them forward; if they are not taken forward then
the reasons for this are fed-back to subsequent meetings of the experts by experience
committee. Representatives from the experts by experience and carer committee also sit on
each of the course committees (e.g. clinical practice committee, curriculum committee,
selection committee).

1 Experts by experience are paid for their time at the rate for external speakers (joint lecturer
rate)
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Experts by experience input to teaching
Experts by experiences are involved in the teaching programme in a number of ways, from
providing feedback on the content of the curriculum to co-developing and delivering specific
teaching sessions throughout the three years. For example, within the first two weeks on the
course, trainees are introduced to some of the members of the experts by experience and
carer committee in an interactive teaching session focussed on the experts by experience
perspective of attending for an initial psychology appointment.

Experts by experience input to selection
Experts by experiences are actively involved in the selection process. The UCL interview
procedure comprises two separate panels: the first is an academic, clinical and professional
interview (with course staff and supervisors), the second a ‘expert by experience’ panel, (with
two experts by experiences and a member of the course staff). This is a group task, with
questions and a rating system developed by the experts by experience and carer committee.
Candidates’ scores in this interview contribute to their overall rating, and therefore to
decisions about acceptance onto the programme.

The experts by experience and carer committee also consult on all aspects of the selection
process, with a experts by experience representative attending and contributing to all
selection committee meetings.

Experts by experience input to research
The experts by experience and carer committee are currently reviewing the process by which
members of the group can consult with trainees on their major research project. If a trainee
wishes to access the experts by experience and carer committee to consult on their research
project (e.g. to obtain ethics approval), they are instructed to complete the relevant form and
send this to Jarrod Cabourne (DClinPsy Experts by experience Lead)

Trainee consultation with experts by experience and carers while on placement
The course requires trainees to undertake consultations with experts by experiences and/or
carers while on placement, outside of the usual therapeutic contact. The rationale for this is
straightforward: although experts by experience involvement with the course is important, the
most effective way for trainees to learn from experts by experiences is to gain direct
experience while on placement. The consultation exercise is detailed in Section 10 of this
handbook.
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SECTION 36: THE HEALTH AND CARE PROFESSIONS
COUNCIL (HCPC) AND CLINICAL PSYCHOLOGY

TRAINING

The Health AND Care Professions Council (HCPC) regulates the use of the title ‘Clinical
Psychologist’. This means that the use of this title is legally restricted to individuals who
are on the HCPC register of practitioner psychologists.

This Section outlines the role of HCPC in regulating and accrediting courses, and the
process of registration.

Trainees should familiarise themselves with the various documents produced by the
HCPC. These specify the standards which entrants to the register are expected to meet
(and are included as appendices to this handbook).

Registration: The role of the HCPC and the BPS
From 2009 Clinical Psychology became a regulated profession under the Health and
Care Professions Council. The HCPC maintains a register of individuals entitled to use
the title of ‘Clinical Psychologist’; entrants to the register need to have undertaken a
training that enables them to meet the ‘standards of proficiency’ adopted by HCPC. On
completion of training trainees will be able to apply for registration as a Clinical
Psychologist with the HCPC on the basis of having undertaken and completed a
recognised course.

The HCPC has granted the UCL Doctorate in Clinical Psychology open-ended approval,
which means that graduates from the programme are deemed to have met the relevant
standards.

Although all functions related to registration have passed from the BPS to the HCPC, the
BPS will still play an important role in defining course content. This is because HCPC
does not specify the content of professional trainings; it will continue to seek advice from
the BPS on this. For this reason, the BPS will continue to be involved in accreditation
visits through its training committee (the Committee on Training in Clinical Psychology:
CTCP).

Course Accreditation
The HCPC visits all new UK courses in order to verify that they meet the appropriate
‘standards of education and training’ and enable trainees to achieve the ‘standards of
proficiency’. Wherever possible the HCPC and the BPS coordinate their accreditation
visits, with each body producing a separate report. The visiting teams meet with course
staff and trainees, representatives of the University and Regional Psychologists, and
meet supervisors. The reports comment on all aspects of course organisation, and make
recommendations about any areas requiring improvement. If there are areas over which
HCPC has concerns they will follow these up by asking courses to submit annual follow-
up reports. The BPS will organise a follow-up visit if there are major concerns, but
usually they operate on a 6-year visiting cycle.
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The process of registration with HCPC
The HCPC website gives a good overview of the process of registration. The basic
procedure is as follows:

Stage 1
The Course needs to notify the HCPC that a trainee has successfully passed all
elements of the programme – specifically, the academic, clinical and research
components of the course. Notification only takes place on successful completion of all
course requirements, so this includes meeting any concerns raised in the thesis viva and
(if required) submitting a revised thesis which has been passed by the relevant
examiners and the Examination Board.

Stage 2
The Course will let new qualifiers know when it has notified HCPC, after which they can
make their application for registration.

The HCPC application form is very straightforward, and has three main elements:

a) Information about yourself, the title for which you are applying and the
educational pathways relevant to this title.

b) A character reference. This can be completed by anyone of appropriate
standing (for example, HCPC suggestions include a Justice of the Peace or other
judicial official, a minister of the Church, Rabbi, Imam or other religious official
acceptable to the Council, or a registered health professional).This is not an
exhaustive list and in most cases it is likely that trainees will find it easiest to ask
the Course (in the form of their Course Tutor) to complete the character
reference.

c) A health reference. This is a statement to the effect that your health does not
affect your ability to practice your profession. This must be completed by a doctor
who is registered with the General Medical Council (GMC). It also needs to be a
doctor who has known you for at least three years or has access to your medical
records for the past three years. If this is not possible the doctor may need to
carry out a medical examination in order to complete the health reference.

Both the character and health reference need to be dated within 6 months of the
application itself, so while it is a good idea to obtain these in advance they would need to
be repeated if there was significant delay in submitting the application itself.

Fees
These are detailed on the HCPC website, but it is worth noting that new graduates from
approved courses currently receive a 50% discount on the cost of registration for the first
two full professional years. It is possible that a GP (or equivalent) might charge a fee for
completing the health reference.
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Title to be used while awaiting registration
Anyone who wishes to be employed as a Clinical Psychologist and to use this title needs
to be registered with the HCPC. Clearly this has implications if (as is likely) there is a
time lag between completing the course, starting employment and gaining registration.
During this time new qualifiers and those still completing specified elements of the
course (for example, revising the thesis) can use the title ‘psychologist’, as this is not a
protected title.

HCPC on the web
It is critical that all trainees look at the website of the Health Professions Council, which
contains clear and up-to-date information about registration:

www.HCPC-uk.org/apply/psychologists

Documents to download
Aside from the application form itself, it is important to read the following documents,
which are available on the HCPC website:

www.HCPC-uk.org/apply/uk/forms

They are also included as appendices to the Training Handbook.

 Standards of Conduct, Performance and Ethics
These are the standards that applicants need to agree to keep to in order to be
registered.

 Standards of Proficiency
These are the professional standards which applicants must meet in order to be
registered.

 Standards of Continuing Professional Development
These are the professional standards which applicants must meet in order to stay
registered.
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SECTION 37: BPS ACCREDITATION CRITERIA

LEARNING OUTCOMES
STRUCTURE OF TRAINING

The BPS Accreditation Criteria are subject to periodic review. The most recent set of criteria
was published in 2017.

This section is an extract from the BPS accreditation criteria, and focuses on expected
learning outcomes and the structure of training.

The complete criteria can be found in Appendix 4 of this handbook.

What do clinical psychologists do?

Clinical psychologists aim to reduce psychological distress and to enhance and promote
psychological well-being by the systematic application of knowledge derived from
psychological theory and research.

Clinical psychology services aim to enable service users to have the necessary skills and
abilities to cope with their emotional needs and daily lives in order to maximise psychological
and physical well-being; to develop and use their capacity to make informed choices in order
to enhance and maximise independence and autonomy; to have a sense of self-
understanding, self-respect and selfworth; to be able to enjoy good social and personal
relationships; and to access commonly valued social and environmental facilities.

Clinical psychology services aim to enable other service providers to develop psychologically
informed ways of thinking; to use psychological knowledge to enhance and develop their
professional practice to the benefit of their clients; to be able to enhance their sense of
selfunderstanding, self-respect and self-worth; and to use psychological data to aid decision-
making at a clinical, organisational and societal level.

Clinical psychologists also work with staff from other professional groups, including
psychological therapists, to develop, monitor and improve practice, basing this on a breadth
and depth of understanding of relevant psychological theory, and on the psychologist’s
evaluative and reflective competencies.

Clinical psychologists as scientist practitioners
Clinical psychologists are more than psychological therapists. While many do practise
psychotherapy at a high level, this is not a skill distinct to clinical psychologists, nor should it
be.

The background and training of clinical psychologists is rooted in the science of psychology,
and clinical psychology is one of the applications of psychological science to help address
human problems. The ability to design and carry out innovative applied research is a skill
developed to doctoral level in training and is important for the development and delivery of
evidence-based practice. In addition, one element of research competence is critical
evaluation of research activity.

While there are data that support many clinical activities, there are still major gaps in the
knowledge base. One of the contributions made by clinical psychologists is the development
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and testing of new interventions and activities, based on psychological theory. Thus practice
feeds and draws on research and theory that in turn influences practice.

Clinical psychologists as reflective practitioners
Clinical psychologists are cognisant of the importance of self-awareness and the need to
appraise and reflect on their own practice. They are also aware of the importance of
diversity, the social and cultural context of their work, working within an ethical framework,
and the need for continuing professional and personal development.

Use of clinical psychology services
Clinical psychologists work with individuals, couples, families, groups (therapeutic, staff,
informal carers) and at the organisational and community level. They work in a variety of
settings, including hospital wards, day centres, Community Mental Health Teams, NHS
Trusts, primary and social care contexts and forensic settings, and with all age groups from
very young children to older people.

They work with people with mild, moderate and severe mental health problems,
developmental and learning disabilities, physical and sensory disability, and brain injury;
people who have substance misuse problems and people with a range of physical health
problems (including HIV and AIDS, cancer, heart disease, pain, diabetes).

Required capabilities and competencies
This section of the document has explained what clinical psychologists do, or in other words,
the capabilities they demonstrate by using and applying their competencies and knowledge
base. The statements in paragraph 1.1 set out the skills, knowledge and values trainee
clinical psychologists need to develop during the course of their training, and, in paragraph
1.2, the learning outcomes that training programmes will need to have in order to enable
trainees to achieve these goals. The competencies that clinical psychologists need in order
to be able to work in the ways described are outlined in further detail in paragraph 1.3. Part 2
provides additional information on the knowledge base clinical psychologists draw on in their
practice.

1. The required learning outcomes

1.1. Programmes must enable trainees to work as clinical psychologists with the range of
clients and services specified below in a range of settings, especially those seen as having
high priority within the National Health Service. Newly qualified clinical psychologists should
understand and embrace the core purpose and philosophy of the profession as described in
the document prepared by the Division of Clinical Psychology (DCP). They should be
committed to reducing psychological distress and enhancing and promoting psychological
well-being through the systematic application of knowledge derived from psychological
theory and evidence. Their work will be based on the fundamental acknowledgement that all
people have the same human value and the right to be treated as unique individuals.
Programmes that meet these criteria will be considered to appropriately reflect current NHS
policies such as The Ten Essential Shared Capabilities Shared Capabilities). Thus by the
end of their programme, trainees will have:

1.1.1. The skills, knowledge and values to develop working alliances with clients, including
individuals, carers and/or services, in order to carry out psychological assessment, develop
a formulation based on psychological theories and knowledge, carry out psychological
interventions, evaluate their work and communicate effectively with
clients, referrers and others, orally, electronically and in writing;
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1.1.2. The skills, knowledge and values to work effectively with clients from a diverse range
of backgrounds, understanding and respecting the impact of difference and diversity upon
their lives;

1.1.3. The skills, knowledge and values to work effectively with systems relevant to clients,
including for example statutory and voluntary services, self-help and advocacy groups, user-
led systems and other elements of the wider community;

1.1.4. The skills, knowledge and values to work in a range of indirect ways to improve
psychological aspects of health and healthcare;

1.1.5. The skills, knowledge and values to conduct research that enables the profession to
develop its knowledge base and to monitor and improve the effectiveness of its work;
and

1.1.6. High level skills in managing a personal learning agenda and self-care, and in critical
reflection and self-awareness that enable transfer of knowledge and skills to new
settings and problems.

1.2. In order to achieve these goals programmes will have the following learning outcomes.

1.2.1. Knowledge and understanding of psychological theory and evidence, encompassing
specialist client group knowledge across the profession of Clinical Psychology and the
knowledge required to underpin clinical and research practice.

1.2.2. A professional and ethical value base, including that set out in the BPS Code of Ethics
and Conduct, the DCP statement of the Core Purpose and Philosophy of the profession and
the DCP Professional Practice Guidelines.

1.2.3. Clinical and research skills that demonstrate work with clients and systems based on a
scientist-practitioner and reflective-practitioner model that incorporates a cycle of
assessment, formulation, intervention and evaluation.

1.2.4. Professional competence relating to personal and professional development and
awareness of the clinical, professional and social context within which the work is
undertaken.

1.3. The following statements are intended as broad, high-level summaries of the required
objectives that demonstrate competence.
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1.3.1. Transferable skills

 Deciding, using a broad evidence and knowledge base, how to assess, formulate
and intervene psychologically, from a range of possible models and modes of
intervention with clients, carers and service systems. Generalising and synthesising
prior knowledge and experience in order to apply them critically and creatively in
different settings and novel situations.

 Demonstrating self-awareness and sensitivity, and working as a reflective
practitioner.

 Ability to think critically, reflectively and evaluatively.
 Making informed judgements on complex issues in specialist fields, often in the

absence of complete information.
 Ability to communicate psychologically-informed ideas and conclusions clearly and

effectively to specialist and non-specialist audiences, in order to facilitate problem
solving and decision making.

 Exercising personal responsibility and largely autonomous initiative in complex and
unpredictable situations in professional practice.

 Drawing on psychological knowledge of complex developmental, social and
neuropsychological processes across the lifespan to facilitate adaptability and
change in individuals, groups, families, organisations and communities.

 Ability to work effectively whilst holding in mind alternative, competing explanations.

1.3.2. Psychological Assessment
Developing and maintaining effective working alliances with clients, including
individuals, carers and services.
Ability to choose, use and interpret a broad range of assessment methods
appropriate:
 to the client and service delivery system in which the assessment takes place
 to the type of intervention which is likely to be required
Assessment procedures in which competence is demonstrated will include:
 formal procedures (use of standardised psychometric instruments)
 systematic interviewing procedures
 other structured methods of assessment (e.g. observation, or gathering
 information from others); and
 assessment of social context and organisations.
Conducting appropriate risk assessment and using this to guide practice.

1.3.3. Psychological Formulation

 Developing formulations of presenting problems or situations which integrate
information from assessments within a coherent framework that draws upon
psychological theory and evidence and which incorporates interpersonal, societal,
cultural and biological factors.

 Using formulations with clients to facilitate their understanding of their experience.
 Using formulations to plan appropriate interventions that take the client’s perspective

into account.
 Using formulations to assist multi-professional communication, and the

understanding of clients and their care.
 Revising formulations in the light of ongoing intervention and when necessary

reformulating the problem.

1.3.4. Psychological Intervention

 On the basis of a formulation, implementing psychological therapy or other
interventions appropriate to the presenting problem and to the psychological and
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social circumstances of the client(s), and to do this in a collaborative manner with:
o individuals
o couples, families or groups
o services/organizations

 Understanding therapeutic techniques and processes as applied when working with
a range of different individuals in distress, including those who experience difficulties
related to: anxiety, mood, adjustment to adverse circumstances or life events, eating,
psychosis and use of substances, and those with somatoform, psychosexual,
developmental, personality, cognitive and neurological presentations.

 Ability to implement therapeutic interventions based on knowledge and practice in at
least two evidence-based models of formal psychological therapy, of which one must
be cognitive-behaviour therapy.

 Having an awareness of the impact of psychopharmacological and other clinical
interventions.

 Understanding social approaches to intervention; for example, those informed by
community, critical, and social constructionist perspectives.

 Implementing interventions and care plans through and with other professions and/or
with individuals who are formal (professional) carers for a client, or who care for a
client by virtue of family or partnership arrangements.

 Recognising when (further) intervention is inappropriate, or unlikely to be helpful, and
communicating this sensitively to clients and carers.

1.3.5. Evaluation

 Selecting and implementing appropriate methods to evaluate the effectiveness,
acceptability and broader impact of interventions (both individual and organisational),
and using this information to inform and shape practice. Where appropriate this will
also involve devising innovative procedures.

 Auditing clinical effectiveness.

1.3.6. Research

 Identifying, reviewing and critically appraising a substantial body of research
evidence which is at the forefront of clinical psychology practice.

 Understanding applicable techniques for clinical research and advanced academic
enquiry, including quantitative and qualitative approaches.

 Conducting service evaluation and small N research.
 Conducting collaborative research.
 Conceptualising, designing and conducting independent, original research of a

quality to satisfy peer review, extend the forefront of the discipline, and merit
publication: including identifying research questions, demonstrating an
understanding of ethical issues, choosing appropriate research methods and
analysis, reporting outcomes and identifying appropriate pathways for dissemination.

 Understanding the need and value of undertaking clinical research and development
post-qualification, contributing substantially to the development of theory and
practice in clinical psychology.

1.3.7. Personal and Professional Skills and Values

 Understanding of ethical issues and applying these in complex clinical contexts,
ensuring that informed consent underpins all contact with clients and research
participants.

 Appreciating the inherent power imbalance between practitioners and clients and
how abuse of this can be minimised.

 Understanding the impact of differences, diversity and social inequalities on people’s
lives, and their implications for working practices.
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 Understanding the impact of one’s own value base upon clinical practice.
 Working effectively at an appropriate level of autonomy, with awareness of the limits

of own competence, and accepting accountability to relevant professional and
service managers.

 Managing own personal learning needs and developing strategies for meeting these.
 Using supervision to reflect on practice, and making appropriate use of feedback

received.
 Developing strategies to handle the emotional and physical impact of own practice

and seeking appropriate support when necessary, with good awareness of boundary
issues.

 Working collaboratively and constructively with fellow psychologists and other
colleagues and users of services, respecting diverse viewpoints.

 Monitoring and maintaining the health, safety, and security of self and others.

1.3.8. Communication and Teaching

 Communicating effectively clinical and non-clinical information from a psychological
perspective in a style appropriate to a variety of different audiences (for example, to
professional colleagues, and to users and their carers).

 Adapting style of communication to people with a wide range of levels of cognitive
ability, sensory acuity and modes of communication.

 Preparing and delivering teaching and training which takes into account the needs
and goals of the participants (for example, by appropriate adaptations to methods
and content).

 Understanding of the supervision process for both supervisee and supervisor roles.
 Understanding the process of providing expert psychological opinion and advice,

including the preparation and presentation of evidence in formal settings.
 Understanding the process of communicating effectively through interpreters and

having an awareness of the limitations thereof.
 Supporting others’ learning in the application of psychological skills, knowledge,

practices and procedures.

1.3.9 Service Delivery

 Adapting practice to a range of organisational contexts, on the basis of an
understanding of pertinent organisational and cultural issues.

 Providing supervision at an appropriate level within own sphere of competence.
 Understanding of consultancy models and the contribution of consultancy to practice.
 Understanding of leadership theories and models, and their application to service

development and delivery.
 Awareness of the legislative and national planning context of service delivery and

clinical practice.
 Working effectively with formal service systems and procedures.
 Working with users and carers to facilitate their involvement in service planning and

delivery.
 Working effectively in multi-disciplinary teams.
 Understanding of change processes in service delivery systems.
 Understanding quality assurance principles and processes.

2. The structure of training

2.1. It is essential that programmes provide a holistic experience of training that enables
trainees to develop an integrated set of learning outcomes.



Section 34: 7

2.2. Programmes must provide a balanced and developmental set of academic, research
and clinical experiences throughout training. The academic component needs to provide an
integrated curriculum supporting the clinical and research training. The research training
needs to be carefully planned and have sufficient time devoted to it to enable trainees to
conduct research at a postgraduate level and to be in a position to contribute to the
knowledge base of the profession. The clinical experience component of training needs to be
delivered within the following framework.

2.3. The parameters described below aim to provide the framework for pathways through
training, delineating client populations, clinical contexts and learning outcomes which
contribute to a generic training in clinical psychology. It is important to recognise that the
scope of clinical psychology is so great that initial training provides a foundation for the
range of skills and knowledge demonstrated by the profession. Further skills and knowledge
will need to be acquired through continuing professional development appropriate to the
specific employment pathways taken by newly qualified psychologists.

2.4. Clinical experience will be gained in service delivery systems that offer a coherent
clinical context. This will usually be a setting oriented towards a population defined by age
(e.g. child, adult, older people), by special needs (e.g. learning disabilities, serious mental
health problems, health-related problems, substance abuse), or by a service delivery focus
(e.g. psychological therapy). In addition, clinical experience will be gained in a range of
service contexts (primary, secondary and tertiary care, in-patient, out-patient, community),
with service delivery models ranging from independently organised work through to
integrated inter-professional working.

2.5. Programmes will be expected to structure the training patterns of their cohorts so that
they reflect workforce-planning requirements within the NHS. These requirements will be
shaped in part by National Service Frameworks and national policies, as well as by evidence
of recruitment problems (for example, vacant posts) paying particular attention to specialities
which have recruitment difficulties. National standards as set out by the Division of Clinical
Psychology’s Faculties and Special Interest Groups must also guide training patterns for
each cohort of trainees. Not all trainees will necessarily follow the same pathway through
training. Programmes therefore need to ensure, in consultation with local Faculties and SIGs
and local placement providers, that – across the trainee cohort – there is optimum, effective
and efficient use of all available placements.

2.6. Clients, services and modes of work:
The learning objectives described above need to be demonstrated with a range of clients
and across a range of settings. These are not defined prescriptively, and there are multiple
pathways through which the required goals may be achieved. The range of clients and
settings is outlined below, together with an outline of the knowledge base that trainees need
to develop to support their practice.

2.6.1. Clients
A fundamental principle is that trainees must work with clients across the lifespan,
such that they see a range of clients whose difficulties are representative of problems
across all stages of development. In this context, trainees must demonstrate
competence to be able to work clinically with:
 a wide breadth of presentations – from acute to enduring and from mild to severe;
 problems ranging from those with mainly biological and/or neuropsychological causation

to those emanating mainly from psychosocial factors
 problems of coping, adaptation and resilience to adverse circumstances and life events,

including bereavement and other chronic, physical and mental health conditions; and
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 clients from a range of backgrounds reflecting the demographic characteristics of the
population.

Trainees will need to understand the impact of difference and diversity on people’s lives
(including sexuality, disability, ethnicity, culture, faith, cohort differences of age, socio-
economic status), and their implications for working practices.

It is also essential that trainees work with:
 clients with significant levels of challenging behaviour;
 clients across a range of levels of intellectual functioning over a range of ages,

specifically to include experience with clients with developmental learning
 disabilities and acquired cognitive impairment;
 clients whose disability makes it difficult for them to communicate; and
 carers and families.

2.6.2. Service delivery systems
Trainees must undertake substantial pieces of clinical work over a substantial period of
time in each of a range of settings, including:
 in-patient or other residential facilities for individuals with high dependency needs, both

acute and long term;
 secondary health care; and
 community or primary care.

2.6.3. Modes and type of work
 direct work;
 indirect, through staff and/or carers;
 work within multi-disciplinary teams and specialist service systems, including some

observation or other experience of change and planning in service systems;
 work (practice, teach, advise) in at least two evidence-based models of formal

psychological therapy. This must include cognitive-behaviour therapy and at least one
other evidence-based approach, such as brief psychodynamic or interpersonal
psychotherapy, systemic, or integrative interventions.

 work with complexity across a range of perspectives, demonstrating flexibility in
application of whichever approach is most appropriate for the client or system; and

 be critical of their own approach, and aware of how to practice in the absence of reliable
evidence, as well as being able to contribute from their work to the evidence base.

2.6.4. The UK health care context and the application of clinical psychology
Trainees’ work will need to be informed by a substantial appreciation of the legislative
and organisational contexts within which clinical practice is undertaken, including for
example:
 legislation relevant to England and the devolved nations (e.g. Mental Health Act, Mental

Capacity Act, Children Act, Disability Discrimination Act, Health and Social Care Act,
Data Protection Act, employment legislation, etc.);

 Government policy statements (e.g. National Service Frameworks, Ten Essential Shared
Capabilities, Knowledge and Skills Framework, etc.); and

 organisation of the NHS and social care in England and the devolved nations.

2.7. Where programmes are providing training for the Society’s Statement of Equivalence in
Clinical Psychology through the accredited programmes route, they must ensure that the
quality assurance arrangements pertaining to this aspect of their provision are broadly
consistent with those of the main, accredited programme.
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2.8. Of the total programme time (exclusive of annual leave), at least fifty per cent must be
allocated to supervised clinical experience. In addition, at least ten per cent must be
available to trainees for self-directed study throughout the programme. Of the remaining time
there must be an appropriate balance between research activity, and learning and teaching,
to ensure that the criteria outlined in Sections 10 and 11 can be met.
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SECTION 38: TRAINEE RECORD KEEPING

a) PAPERWORK REQUIRED FOR ALL PLACEMENTS
b) KEEPING CONTACT DETAILS UP TO DATE
c) CONTENT OF TRAINEE ELECTRONIC FILES

PLACEMENT PAPERWORK
REQUIREMENTS OFTRAINEES, SUPERVISORS AND COURSE

STAFF

For each six-month placement period there must be a complete set of paperwork
uploaded to the Electronic Trainee File System (ETFS). This is not an option; it is a
requirement of the Examination Board. In order for the Board to pass a placement
undertaken by a trainee, all the relevant paperwork must be in their file (without the
paperwork, the placement could be deemed a technical ‘fail’).

Although paperwork is collated for your time on the Course, trainees are strongly
advised to maintain a file of their own. After completion, it is possible that trainees will
seek registration with professional bodies, who may ask for evidence of clinical work
undertaken and passed.

A chart showing the deadlines for submission of placement paperwork can be found
at
http://www.ucl.ac.uk/dclinpsy/clinicalplacement/clinplacement_documents/placement
_and_paperwork_dates. As above, these are not optional deadlines – they are
Examination Board requirements.

Paperwork for a six-month placement period and schedule for submission

Paperwork Person
responsible
for uploading
to the ETFS

When

Placement
contract

Trainee Submitted within 4 weeks of the start of the placement

MPR report MPR visitor

Note: if MPR
visitor is one of
our team of
Associate
Clinical Tutors,
MPR report to
be uploaded by
Clinical
Placements
Coordinator)

About mid-way through the placement (January/early
February for Autumn-Spring placements;
late June/early July for Summer placements)

MPR visitor should pass a copy to both supervisor and
trainee within 2 weeks of the review taking place

Clinical
portfolio

Trainee The log of clinical experience should be available for
inspection at the MPR
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A final version of the portfolio should be submitted
within 2 weeks of the end of the placement

Supervisor
feedback
form

Trainee The form must be discussed verbally at the End of
Placement Review

It must be submitted within 2 weeks of the end of the
placement. The trainee should ensure that it is the
supervisor-signed version that is uploaded to the ETFS
(typed signatures are not appropriate), and all details
(e.g. number of days on placement, start/end dates)
must be present and correct.

Trainee
Feedback
form

Trainee The form must be discussed verbally at the End of
Placement Review. It must be submitted within 2
weeks of the end of the placement
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Paperwork for a one-year placement and schedule for submission

For the purposes of the Examination Board, trainees on a one-year placement are
undertaking two 6-month placement periods. This means a slightly different pattern of
paperwork, as follows:

Paperwork Variations from the standard set of paperwork detailed above
Placement
contract

If the work to be undertaken throughout the year does not change
significantly, only one contract is needed

In placements where the work changes significantly at the six-month
point, a second contract should be submitted

MPR There should be two MPR reports
Clinical portfolio The log should be available for each MPR meeting. One copy should

be uploaded to the file system half-way through the placement, and
the final copy should be submitted at the end of the placement.

Supervisors
Feedback form

Two feedback forms should be submitted:

1) The first covers the initial six-month placement period:
 if there are no serious concerns the short feedback form* can

be used:
 if there are any concerns about trainee progress, the standard

feedback form should be used

The form should be submitted after the first 6-month placement period
has been completed.

2) A form is submitted at the end of the placement, and covers the
second placement period. The standard feedback form should be
used.

This should be submitted within two weeks of the end of the
placement

Trainee
Feedback form

Only one form is submitted, at the end of the 12 month period

* see Section 15 of this handbook for more details

Additional paperwork required in the final placement period of the 3rd year of
training

Along with the paperwork described above, one additional piece of paperwork needs
to be submitted in early September of the final year. This is the ‘Interim Feedback
Form’
(www.ucl.ac.uk/dclinpsy/docs/placement_documents/plac_interim_3rdyr).

This form is very brief, and is used to indicate whether the supervisor anticipates that
the placement will be passed or failed. This form is needed because the Board meets
about three weeks before the end of the final placement; since supervisors will not
have completed the standard feedback form, the Board needs a formal indication of
how the placement has progressed.
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The Board uses the interim feedback form to provisionally pass or fail trainees. This
decision is ratified when we receive the standard form (which is, of course,
completed at the end of the placement).

NOTIFYING THE COURSE AND UCL OF ANY
CHANGES OF ADDRESS

Trainees must make sure that the Course has all relevant contact details (including
phone, mobile phone and email).

Trainees are responsible for ensuring that any change in contact details is notified
both to the Course and UCL Registry, via Portico. Trainees who are also employees
of Camden & Islington NHS Trust must also ensure they update their HR where
necessary, as they will hold their own records which are separate to those held by
the Course.

The Course does not contact Registry to update contact information on Portico – it is
the trainee’s responsibility to do this. Failure to update contact details so could mean
that critical documentation or communications are not received.

CONTENT OF TRAINEE ELECTRONIC FILES AND ANY
RELEVANT DATABASES HOLDING INFORMATION ABOUT

TRAINEES

Each trainee has a file held on the ETFS, accessible through either a UCL computer
and remotely via UCL’s Desktop Anywhere system. Full details can be found at:
www.ucl.ac.uk/dclinpsy/docs/electronic_file_system/electronic_file_system (this
hyperlink is included in the ‘quick links’ section of the course website).

The file contains:
 their application form to the course and references
 where necessary, any relevant correspondence with Camden and Islington NHS

Trust and UCL Registry
 placement paperwork (as described above)
 mandatory training certification
 case report marker sheets/grades
 documentation relating to the CBT Pathway (if applicable)
 documentation pertaining to the research component of the course
 a record of attendance, encompassing annual leave, sickness absence and any

other approved leave
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SECTION 39: CLAIMING FOR TRAVEL EXPENSES 
 

 
 
 
General information about travel claims and benefits  
You can claim for travel within the northern part of the London SHA Region, or for travel to a 
placement outside this area to which you have been allocated by the Course. If you are 
undertaking travel outside of the Region for other reasons you should discuss this with the 
Clinical Placement Coordinator/International Liaison Administrator to check whether you can 
make a claim.  
 
You can claim for all forms of transport:  

 public transport 

 bicycle 

 car/motorbike  
 
You can also claim for parking if you need to use a car while carrying out clinical duties, or 
the placement is inaccessible or very difficult to reach by public transport (i.e. where there is 
a requirement to use a car in order to carry out your clinical duties). 
 
You can only claim for the London Congestion Charge if your clinical duties require you to 
travel by car within the charging zone. This means that you cannot claim the charge simply 
because your placement lies within the zone.  
 
Taxis 
In line with standard NHS practice, you are NOT entitled to claim for taxis. This ruling is 
varied only under exceptional circumstance, and is never varied retrospectively. If 
supervisors suggest clinical work that involves taking a taxi, clear this with the college first; it 
is very unlikely that we would agree to pay.  
 
In special circumstances we will consider paying for travel by taxi if this is justified in 
advance, and where it is clear that public transport is not an option. Examples include 
individuals with a disability or injury that makes tube/bus access difficult or impossible.  
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Travel connected to research 
The principles that govern claims for travel for research purposes are essentially the same 
as for placement-related travel. However, your placement supervisor is not in a position to 
authenticate travel linked to research. As such, you should submit claims separately from 
placement travel (but using the same travel form) to the Clinical Placement 
Coordinator/International Liaison Administrator(after which it will be signed-off by Katrina 
Scior). 
  
Travel outside the region for thesis research purposes is not automatically funded (because 
your contract with the NHS only covers travel within the region). For this reason, you will 
need to include the estimated cost of research related travel in the Proposal for Research 
Expenses Form, submitted at the start of term 2 of the 2nd year. Your internal supervisor will 
need to approve the costings and sign the form before this is passed to the Research 
Committee for approval. For example, a one-off visit to a site close to London may well be 
funded, but this may not be the case for research that requires repeated long-distance visits 
for data collection.  
 
Bicycle Salary Sacrifice Scheme (Home Fee trainees only) 
Eligible Trust staff may be able to purchase a bicycle from participating stores up to the 
value of £1000. Staff can then make repayments over a 12-month period through monthly 
salary deductions. For further details, contact C&I HR on 020 3317 7081. 

 

Principles underpinning travel claims 
 

1) The NHS/UCL does not pay its staff to travel to their place of work (usually referred to as 
their ‘base’).   
 
For the purpose of calculating travel claims, a trainee’s base is the college they attend. So - 
in everything that follows, ‘base’ means UCL.  
 
You are not paid travel expenses for your travel to and from UCL. This is because UCL is 
your base - as above, the NHS does not pay you to travel to your place of work. 
 
2) The NHS/UCL does pay employees travel expenses when they are ‘out of pocket’ as a 
consequence of carrying out their regular duties.  
 
Although attendance at college is also part of regular duties, for the purposes of calculating 
travel claims the focus is on travel to placement. 
 
The basic question is whether you are spending more to travel to placement than you would 
to travel to base (i.e. whether you are ‘out of pocket’ as a consequence of carrying out your 
duties).  

https://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_funding
https://www.ucl.ac.uk/dclinpsy/trainee-research/Research_documents/res_funding
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Calculating your entitlement to travel expenses – the ‘out-of-pocket’ test 
Calculating travel expenses involves determining whether you are ‘out of pocket’. If you are, 
you can claim the additional expense; if you aren’t, you cannot make a claim.   
  
The basic principle is very straightforward: 
  

1) Calculate the actual daily cost of travel from home to college (‘base’), based on 
using your usual mode of transport 
2) Calculate the actual daily cost of travel from home to placement, based on using 
your usual mode of transport 

 
If (2) is greater than (1) you are you out of pocket, and you can claim the additional amount 
you are spending to get to placement. For example, if travelling to placement costs £6 a day 
and travel to UCL costs £4 then you can claim £2.  
 
Putting this into practice  
In outline the ‘out of pocket’ principle is fairly straightforward, and most trainees should have 
little difficulty calculating their entitlement. However, there are circumstances where it can be 
a little more complicated; the examples that follow cover most eventualities. Before looking 
at these, it is helpful to consider some more principles.  
 
1) Usually the journeys you compare in the ‘out of pocket’ test should be a ‘like-for-like’ 
comparison (i.e. comparing the same mode of transport and the same basis for calculating 
fares or mileages).  
 
2) If the journeys being compared do not use the same mode of transport there needs to be 
a reason for this. For example, it would be very unusual to travel to UCL by car, but it might 
be sensible to use your car to travel to placement. If this is the case you can compare the 
cost of a tube journey to UCL with a car journey to placement.  
 
3) All calculations should be honest reflections of travel costs from home to base. There is 
an important principle: you should not artificially manipulate the ‘out of pocket’ test order to 
minimise the cost of home-base travel (with an eye to ensuring that home to placement 
travel costs exceed home to base costs). For example, you should not carry out the ‘out of 
pocket’ test by: 

- comparing the cost of a bus journey from home to base with the price of a tube 
journey from home to placement if (in fact) you do not normally take a bus, or taking 
a bus would take so much longer than the tube trip that it is impractical  
- calculating home to base travel costs as zero because you walk and contrasting this 
with a tube journey to placement – unless you live very close indeed to base, walking 
every day is not very likely  
- comparing the home-base costs of car-pooling with one or more colleagues with the 
cost of an individual driver taking a car journey from home to placement – like-for-like 
means calculating the rates on the basis of one person driving both journeys  

 
4) There might be circumstances where someone has a home-base travel cost that is 
genuinely low.  For example, they might live close enough to UCL to walk, or their usual 
mode of transport to college is by bicycle, while home-placement travel is undertaken by 
tube. If this is the case the trainee should advise college so that their forms are not 
misconstrued by UCL or by NHS Trust auditors as an attempt to artificially manipulate the 
claim (as in (3) immediately above).  
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Adding the cost of travel once you are on placement  
Once you have arrived at placement there may well be journeys that you undertake in order 
to fulfil your clinical duties. You are eligible to be paid in full for this travel (though if you are 
travelling on public transport there will be a cap on payment, as described below).  
 
The easiest example is to think how this works for a car or bike journey. Your placement is at 
Northwick Park, and you are travelling by car. During the day you travel 2 miles to a mental 
health unit. From there you visit a patient at their home, and then return to Northwick Park. 
You can claim in full for all this travel – it would be 2 + 3 + 4 miles = 9 miles.                                 
  
 
 
          2 miles   
      Northwick Park     mental health unit 
 
 
        
         3 miles 
 
                  4 miles 
       Patient’s home                                                                  
                            
 
 
 
If you are making this claim on public transport the same principle applies, but you need to 
remember that if you are using public transport the actual cost of travel is capped - whether 
you are using an Oyster travel card or an Oyster pay as you go card there is a daily cap 
(equivalent to the cost of a daily travel card). 
 
This means that you cannot make a claim for any one day that exceeds the daily cap. This 
might seem obvious, but consider the following: 
 
A trainee lives in Brixton and is on placement in Edgware. Let’s assume that they are using 
an Oyster pay as you go card:  
 

Brixton – Goodge Street (i.e. to UCL)  £2.50 

Brixton – Edgware  £4.10 

 Daily out of pocket expense @ £1.60 each 
way = £3.20 

 
Once they arrive on placement they can claim back the actual cost of clinically-related travel 
(for example, travel to a local clinic, or to a client’s home, and so on). However, they are 
travelling on an Oyster card, so the actual cost of the whole day’s travel cannot be greater 
than the daily cap (since this is the maximum amount that they would be charged). Just to 
make this clearer with a slightly unlikely scenario: 
 
After the trainee above arrives at Edgware they make 5 return journeys to Colindale on the 
tube. Computed individually at the pay as you go rate, each journey costs £1.40 single, so in 
theory that adds up to £14.00.  
When this trainee makes a claim for the day, they might think that they can claim their out of 
pocket expense for travel from home to placement (£3.20), plus £14 for travel once they 
arrive on placement, making a total claim of £17.20.   
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However, the daily cap (which, in reality, is what determines their actual spend for that day’s 
travel) for zones 1-5 (including peak time travel) is £15.801, so that is the maximum that can 
be claimed (because that is also the maximum that the trainee would have actually spent). 
 
Travel Cards (Oyster weekly/monthly/annual)   
You cannot base a travel claim on the use of a weekly/monthly/annual Oyster travel card. 
The reason for this is that these cards allow you to travel at evenings and weekends, and the 
NHS travel regulations make it clear that this ‘benefit in kind’ is not permissible (this follows 
from theprinciple that the NHS will not pay for your travel on non-NHS business).  
 
You can purchase a travel card and use it to travel from home to UCL. In many cases this 
card will cover travel from home to placement, and hence trainees are not ‘out of pocket’, 
and will not submit a travel claim.  
 
If travel to placement means that the “home to placement” journey is longer than the journey 
from “home to UCL”, you should not purchase a travel card that covers this additional 
distance. An example should make this clearer.  
 
Imagine you live in Brixton (Zone 2) and have a weekly travel card for zone 1-2 (which 
covers your travel to UCL). You are then allocated a placement in Edgware (Zone 5). 

 
Purchasing a Zone 1-5 travel card is not advised, as you will not be able to use this to 
compute travel claims. Instead you should continue to purchase a zone 1-2 travel card and 
follow the instructions immediately below. 
 
Computing the out of pocket test when you have a travel card used for travel from 
home to UCL 
Oyster Travel Cards allow you to travel within a set number of zones (e.g. Zone 1 to 3). If 
you travel beyond these zones then the Oyster card automatically adds an extension fare, 
and this is recorded on the printouts you can obtain from tube travel offices/your online 
account (these printouts then constitute evidence of travel when you submit your claim). 
  
So actually, the procedure is quite simple. If you have an Oyster travel card that covers you 
for travel between home-UCL, and travel to your placement involves travel outside the zones 
covered by the travel card, the claim you make is for the extension fare.  
 
Again, imagine you live in Brixton (Zone 2) and have a weekly travel card for zone 1-2 
(which covers your travel to UCL). You are on placement in Edgware (Zone 5), and use your 
travel card for this journey. This means that on the days you travel to placement you are 
automatically charged the extension fare. This extension fare can be claimed as your ‘out of 
pocket’ expense (and as it will appear on printouts of your Oyster travel this will constitute 
the receipt you need to submit with your claim). 
 

 
 
 
 
 
 
 

                                                 
1 Up to date details of PAYG fare capping can be found at https://tfl.gov.uk/fares-and-payments/oyster/using-
oyster/price-capping. Other stated Oyster costs in this document are for example only; up to date costs can be 
found at https://tfl.gov.uk/fares-and-payments/fares  
 

https://tfl.gov.uk/fares-and-payments/oyster/using-oyster/price-capping
https://tfl.gov.uk/fares-and-payments/oyster/using-oyster/price-capping
https://tfl.gov.uk/fares-and-payments/fares
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Examples of claims 
 

The examples that follow demonstrate how you compute a claim. Although the focus is on 
tube and car journeys, claims for other forms of transport are based on the same principles.  
 
The examples show that there are different ways of computing the “out of pocket” test, and 
you will notice that different comparisons come up with different results for the out of pocket 
test.  This might seem a little confusing, but usually it reflects the different pricing systems for 
travel cards and pay-as-you-go tickets.  
 
We expect trainees to make use of tickets that result in the lowest price for journeys, so you 
will need to justify claims based on using of tickets which result in more expense than an 
obvious alternative.  
 
Home Tufnell Park, placement Edgware Community Hospital 
Oyster pay as you go 

  usual 
method of 
travel 

Oyster 
pay as 
you go 
return 
fares 
(peak 
time) 

out of pocket 
test 

Claim per 
day 

Home – 
Base 

Tufnell Park – 
Goodge St 

Tube  £4.60 
Travel to 

placement is 
20 pence 

cheaper per 
day 

No Claim 
Home – 
Placement 

Tufnell Park – 
Edgware 
Community 
Hospital 

Tube  £4.40 

 
 
Home Tufnell Park, placement Edgware Community Hospital 
comparing costs of tube to cost of car journey 

  usual 
method of 
travel 

Oyster 
pay as 
you go 
return 
fares 
(peak 
time) 

out of pocket 
test 

Claim per 
day 

Home – 
Base 

Tufnell Park – 
Goodge St 

Tube 
Zone 2- 
Zone 1 

£4.60 

Travel to 
placement is 

52 pence 
cheaper per 

day 

No Claim 

Home – 
Placement 

Tufnell Park – 
Edgware 
Community 
Hospital  

Driving 
(8.5 miles 
each way 
= 17 miles  
@  0.24 
per mile ) 
= £4.08 

£4.08 
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Home Oval, placement Northwick Park  
comparing Oyster pay as you go 

  usual 
method of 
travel 

Oyster 
pay as 
you go 
return 
fares 
(peak 
time) 

out of pocket 
test 

Claim per 
day  

Home – 
Base 

Oval – Goodge St Zone 2- 
Zone 1 

£4.60 
Travel to 

placement is 
£1.60 more 

per day 

£1.60 
Home – 
Placement 

Oval – Northwick 
Park  

Zone 2 to 
Zone 4 
(via Zone 
1) 

£6.20 
 

 
 
Home Oval, placement Northwick Park  
comparing costs of tube to cost of car journey 

  usual 
method of 
travel 

Oyster 
pay as 
you go 
return 
fares 
(peak 
time) 

out of pocket 
test 

Claim per 
day  

Home – 
Base 

Oval – Goodge St Zone 2- 
Zone 1 

£4.60 

Travel to 
placement is 
£2.36 pence 
more per day 

£2.36 

Home – 
Placement 

Oval – Northwick 
Park  

Driving 
(14.5 
miles 
each way 
= 29 miles  
@  0.24 
per mile ) 
= £6.96 

£6.96 
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Making Claims 
 

Blank claim forms are downloadable from the DClinPsy Course website. 
 
You need to submit two forms: 

a) An “out-of-pocket’ claim form (so that we can be clear how what you are claiming 
for has been computed) 
b) A travel subsistence expenses claim form, signed off by yourself and placement 
supervisor (or in the case of research claims, your research supervisor)  

 
a) “Out-of-pocket’ calculation: This form is self-explanatory. The space for notes allows you 
to explain any non-standard aspects of the journey.  
 
b) Travel subsistence expenses claim form: The example shows where the various costing 
are entered. The term ‘excess’ refers to the out-of pocket’ calculation.  
 
If you are claiming mileage rather than a fare the same principle applies – enter the actual 
mileage and the “excess” cost. 
 
Once you have entered the details of a regular journey you can save time by referring to this 
as ‘journey 1’ or ‘journey 2’ (as has been done in the example).  
 
Two completed examples of both forms follow. The second of these shows how to put in a 
claim form for a car. Because the out-of-pocket test in this example is not computed using 
‘like-for-like’ modes of travel it is tricky to register the basis for the claim on the form – for 
that reason (as in the example) you should write in a note referring to the out of pocket test 
form. 
 
 
Frequency of submissions  
Home fee trainees should submit their travel claimsmonthly, via email, to placements-
admin@ucl.ac.uk, by no later than 10am on the 5th of each month. If the 5th falls on a 
weekend/public holiday, then your claim should be received by no later than 10am on the 
Friday before. 
 
The International Liaison Administrator will notify international trainees directly of the 
deadlines for the placement travel claims. International trainees should submit their travel 
claims via e-mail to dclinpsy_international@ucl.ac.uk  
Late claims: Home fee trainees are expected to submit forms monthly and international 
trainees approximately every three months. If you submit claims which cover a period longer 
than one month or three months for international trainees, you will need to explain in writing 
why the claim has been delayed. Claims backdated for longer than 3 months will not usually 
be passed to Camden and Islington/UCL Accounts Payable Team unless there is a 
compelling reason for the delay.  
 
 
Countersigning of travel forms 
Your placement supervisor must countersign your travel form for placement related travel 
before it is handed in to college. When they do this they are officially confirming that you 
have undertaken the journeys for which you are making a claim (there is a space for this at 
the bottom of the form). 
 
Entering all the required fields 
You must enter all the relevant fields, including the totals (otherwise we will return the form). 
 

mailto:placements-admin@ucl.ac.uk
mailto:placements-admin@ucl.ac.uk
mailto:dclinpsy_international@ucl.ac.uk
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Travel rates for cars, motorcycles and bicycles  
 
Current rates are:  

Car Home fee trainees: 24 pence per mile. International trainees: 45 per 
mile for the first 10,000 miles in a tax year and 25p per mile thereafter 

Motorbike  Home fee trainees: up to 125 cc – 17.8 pence  per mile; over 125 cc 
– 27.8p per mile. International trainees: 24p per mile  

Bicycle 20 pence per mile for both Home fee and international trainees  

Receipts  
You need to include receipts (print-outs of your Oyster journey history or rail tickets to cover 
the period the claim is for) for all journeys made by public transport. These receipts should 
match the actual journeys you have undertaken (and hence there needs to be a match 
between the out of pocket test and your receipts). 
 
You can obtain a printout of your history of purchase/travel using an Oyster Card from any 
Underground ticket office, or via your online Oyster account. Please remember to highlight 
each journey and cost on the Oyster journey statement. Please also download your Oyster 
journey regularly (ideally every month) as TFL only retain journey data for 8 weeks.  
 
If you use your contactless debit/credit card for tube, bus or rail travel, please ensure that 
you register your card with TFL so you can download your journey history.  
 
 
We expect evidence of travel for at least a proportion of journeys, and forms claiming for 
multiple public transport journeys but with no accompanying receipts may not be accepted.   
 
Where relevant you will need to keep, and submit, receipts for parking with your claim.  
 
Fraudulent claims 
Submission of a fraudulent claim is a serious matter, and under some circumstances can 
lead to dismissal and potentially prosecution.  
 
We check all claims carefully, and they are audited by Camden and Islington/UCL. Although 
it might be tempting to embellish claims, you should be aware that the potential 
consequences far outweigh any possible financial gain.  
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Example of “Out of pocket test” form 
 
 

Trainee name John Smith 

Trainee cohort 2009 

Home (including 
postcode)  

37 Tooting High Street, SW17 0SU 

Placement (including 
postcode) 

St Ann’s Hospital, St Ann’s Road, Tottenham, N15 3TH 

 
 
 
Out of pocket test 

 
 
 
 

usual 
method 
of travel 

full details of 
journey (inc tube 
stations and 
zones) 

usual 
ticket 
types/ 
mileage 

cost per 
day 

out of 
pocket 
test 

Claim per 
day 

Home to  
UCL  

Tube Tooting 
Broadway – 
Goodge St, 
zones 1-3 

Pay as 
you go  
£5.40 a 
day 

£5.40  

£2.40 £2.40 

Home to  
Placement 

Tube + 
Bus 

Tooting 
Broadway – 
Seven Sisters 
(zone 3)  
 
Bus Seven 
Sisters to St 
Ann’s 
 

Pay as 
you go 
£5.40 
 
Bus 
£1.20 
each 
way  

£7.80 

 
 
Notes  
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Sample Travel Subsistence Expenses Claim Form 
CAMDEN AND ISLINGTON NHS FOUNDATION TRUST EXPENSE CLAIM FORM 

CAMDEN AND ISLINGTON NHS FOUNDATION TRUST EXPENSE CLAIM FORM 

 

Payroll number:                XXXXXXXXXX Job title: Trainee Clinical Psychologist Band / Grade: 6 
 

Mr/Mrs/Miss/Ms : Mr 
 

Surname: Smith 
 

First Name: John  

Department: UCL Car Details (Make, Model, Engine Size, Registration Number): 
 

Home Address: 37 Tooting High Street, SW17 0SU Base: UCL 
 

Placement: St Ann’s Hospital, St 
Ann’s Road, Tottenham, N15 3TH 

Mode of transport from home 
to base: 
 
Tube 

Mileage from home 
to base (if claiming 
mileage): 

Public transport rate from 
home to base (if claiming 
tube/bus/rail fares): 
£5.40 
 

Please note that excess travel claims are eligible for re 
imbursement.  Claimants may only claim for any work related 
travel which exceeds their usual home to base travel costs.  
The difference in mileage / cost may be claimed.  

 
EXPENSES DETAILS 

Details of journey / expenses 
To submit on a monthly basis 

Expenses  
Receipts to be attached 

Additional costs 
Receipts to be attached  

Date Reason for journey / expense.  Please 
include the   
details of journey undertaken including the 
start and end destination (full postal code) 

Actual 
Miles  

Exces
s 
miles 
being 
claime
d 

Passeng
er  
miles 

Passeng
er name  
 

Public transport 
(tube/bus/nation
al  
rail) cost 

Excess 
cost 
being 
claimed 

Subsisten
ce 

Other (please 
specify)  

2/4/10 Home to placement 
Tooting High Street SW17 0SU to St Ann’s 
Hospital, St Ann’s Road N15 3TH  

    £7.80 £2.40   

3/4/10  Home to placement 
Tooting High Street SW17 0SU to St Ann’s 
Hospital, St Ann’s Road N15 3TH  

    £7.80 £2.40   
 

4/4/10  Home to placement 
Tooting High Street SW17 0SU to St Ann’s 
Hospital, St Ann’s Road N15 3TH  

    £7.80 £2.40   
 

Totals      £7.20   
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Example of “Out of pocket test” form 
 
 

Trainee name Jane Jones  

Trainee cohort 2009 

Home (including 
postcode)  

Perry Hill, Sydenham, SE26 4PU 

Placement (including 
postcode) 

Hillingdon Hospital, UB8 3NN 

 
 
 
Out of pocket test 

 
 
 
 

usual 
method 
of travel 

full details of 
journey (inc tube 
stations and zones) 

usual 
ticket 
types/ 
mileage 

cost per 
day 

out of 
pocket test 

Claim per 
day 

Home to  
UCL  

Tube Sydenham – 
Goodge St, zones 
1-3 

Pay as 
you go  
£5.40 

£5.40 

£6.32 £6.32 Home to  
Placement 

Car Sydenham – 
Hillingdon  
 

24.4 
miles  @ 
0.24 mile 
= £5.86 

£11.72 

 
 
Notes  
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Sample Travel Subsistence Expenses Claim Form 
CAMDEN AND ISLINGTON NHS FOUNDATION TRUST EXPENSE CLAIM FORM 

CAMDEN AND ISLINGTON NHS FOUNDATION TRUST EXPENSE CLAIM FORM 

 

Payroll number:     XXXXXXXXXX Job title: Trainee Clinical Psychologist Band / Grade: 6 
 

Mr/Mrs/Miss/Ms : Ms 
 

Surname: Jones  
 

First Name: Jane  

Department: UCL Car Details (Make, Model, Engine Size, Registration Number): Ford Fiesta, 1.2 litre, LT08 WER 
 

Home Address: Sydenham, SE26 4PU Base: UCL 
 

Placement: Hillingdon Hospital, 
Hillingdon UB8 3NN 

Mode of transport from home 
to base: 
 
Tube 

Mileage from home 
to base (if claiming 
mileage):  
 

Public transport rate from 
home to base (if claiming 
tube/bus/rail fares): 
£5.40 

Please note that excess travel claims are eligible for re 
imbursement.  Claimants may only claim for any work related 
travel which exceeds their usual home to base travel costs.  
The difference in mileage / cost may be claimed.  

 
EXPENSES DETAILS 

Details of journey / expenses 
To submit on a monthly basis 

Expenses  
Receipts to be attached 

Additional costs 
Receipts to be attached  

Date Reason for journey / expense.  Please 
include the   
details of journey undertaken including the 
start and end destination (full postal code) 

Actual 
Miles  

Exces
s 
miles 
being 
claime
d 

Passe
nger  
miles 

Passeng
er name  
 

Public transport 
(tube/bus/nation
al  
rail) cost 

Excess 
cost 
being 
claimed 

Subsisten
ce 

Other (please 
specify)  

2/4/10 Home to placement 
Perry Hill, Sydenham SE26 4PU to, 
Hillingdon Hospital, UB8 3NN  
 
Please refer to out of pocket test form for 
computation of excess cost  

24.4 
miles 
each 
way = 
48.8   @ 
0.24 
mile = 
£11.72 
return 

    £6.32   

3/4/10 Home to placement 
Perry Hill, Sydenham SE26 4PU to, 

     £6.32   
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Hillingdon Hospital, UB8 3NN  
 

4/4/10 Home to placement 
Perry Hill, Sydenham SE26 4PU to, 
Hillingdon Hospital, UB8 3NN  
 

     £6.32   
 

Totals 
 

     £18.96   
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There are two routes of entry into the Course, one for trainees who originate from 
within the EU, and the other for those based outside the EU. Although all trainees 
follow exactly the same programme, there is a difference in employment status. 
Students from the EU are funded by NHS London and are employed through the 
NHS); those trainees from outside the EU will have alternative sources of funding, 
and are not employed by the NHS.  
 
Although this Section applies only to trainees who are employed through the NHS, it is 
assumed that all trainees will follow the guidance on attendance requirements outlined 
below. 

 

SECTION 40: TERMS AND CONDITIONS OF  
EMPLOYMENT FOR TRAINEES 

 
Employment, Annual Leave and Attendance 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

EMPLOYMENT  
 
Trainees who are in receipt of funding from NHS London are full-time salaried employees of 
the NHS, as well as being full-time students registered at UCL.  This dual status is very 
unusual and potentially confusing, because it confers student status for some purposes, but 
also the rights - and hence the obligations - of a full-time salaried employee.  
 
This Section gives you information about basic terms and conditions. It is not intended as a 
substitute for the contract with Camden & Islington Foundation Trust, which sets out terms and 
conditions in a formal manner.  
 
Funding, contracts and line management 
Trainees are funded by NHS London. Because the Strategic Health Authority cannot directly 
employ trainees, it commissions a local Trust to act as the employing Trust and hence to 
manage all trainee human resources issues related to this employment. For this reason all HR 
functions are carried out by Camden and Islington Foundation Trust.  
 
Contract extensions: Your contract usually allows for three years of full-time funding. Contracts 
can be extended only under specific circumstances, and usually for no more than 12 months. 
There is further information about this at the end of this Section. 
 
Line management:  Henry Clements is 1st Year Trainee Line Manager / Kristina Soon is 2nd Year 
Trainee Line Manager / Kat Alcock is 3rd Year Trainee Line Manager 
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ATTENDANCE REQUIREMENTS 
 
At College and Placement 
As full-time salaried NHS employees, trainees are paid for all the activities that take place in the 
working week. This includes time spent in clinical placements, attending lectures in college, 
undertaking research, undertaking academic study (and even time spent sitting exams).  
 
This is a very unusual situation; not only are trainees are paid for activities which are intuitively 
identified as employment (“doing clinical work”), but also for activities usually labelled as “being 
a student”. Trainees need to keep in mind that they are paid for all activities related to training, 
whether “work-like” or “student-like”, and that whatever the activity, employment conditions apply. 
The main reason for being clear about this issue is that a lack of clarity leads to problems in 
relation to taking leave, and in relation to attendance at college.  
 
Attendance at lectures 
As above, you are being paid to attend college, and hence attendance is a requirement of your 
employment contract (in other words, you cannot choose whether to come to lectures). For this 
reason, you need to sign a register of attendance (kept in the General Office).  Trainees are 
responsible for ensuring that they sign in, as it is a formal record of attendance. 
 
If you are unable to attend college, you must notify the office as early in the morning as is 
practicable (by phone), indicating the reason for your absence. Appropriate reasons for absence 
are the usual and obvious ones, such as illness, urgent medical consultations that cannot be 
scheduled for any other time, or unforeseen crises.  
 
In cases where trainees do not attend college and do not contact us within a reasonable period, 
we will deduct a day of annual leave, and amend our records accordingly.   
 
Persistent failure to attend lectures without good reason will be investigated, and could render a 
trainee subject to disciplinary action. 
 
Taking leave during academic terms 
During academic terms trainees cannot take periods of leave that include days when lectures 
take place. This does not mean that trainees cannot take any breaks during term-time – there is 
no bar on taking leave on placement days.  
 
Exceptions to this rule:  There will be occasions when trainees have a legitimate reason for 
wishing to be absent on academic days. For example, they may have been given a time to attend 
for medical treatment on an academic day which is difficult to reschedule, or they may be acting 
in a caring role for an individual who requires medical intervention.  Sometimes there are 
significant (as opposed to routine) social occasions that a trainee wishes to attend– for example, 
family weddings, funerals, or special events involving partners. In all such cases trainees should 
talk to their course tutor before arranging any leave. Since we are responsive to reasonable 
requests, we expect trainees to discuss any requests for exceptional leave arrangements in 
advance. Your course tutor will inform you whether your request for exceptional leave has 
been granted.  
  
It is inappropriate to request leave retrospectively, and especially inappropriate if the request 
is made after making travel arrangements (for example, after purchasing tickets), since this 
can be presented as a fait accompli. It is within the course’s rights to refuse leave, even where 
this would involve some financial loss.  
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LEAVE ENTITLEMENTS 
 
Annual leave 
 
Basic entitlements 
Trainees have 27 days of annual leave per annum. Because the leave year runs from 1st April, 
first year trainees have 14 days leave from when they start to the end of March. In their final 
year, third year trainees have 14 days from the 1st April to the end of September (when they 
complete the course). 
 
Long service leave entitlement 
Trainees who have been working in the NHS for a given amount of time are entitled to 
increased annual leave entitlement: 

• with 5 years’ continuous service: 29 days (15 days in the first/last leave year of the 
course) 

• with 10 years’ continuous service:  33 days (16 days in the first/last year of the course) 
  
If the entitlement to additional leave starts part-way through the leave year then this will be 
added pro rata for the leave year (it will become effective from the first month following the 
date of the increased entitlement). 
 
Evidence needs to be sought officially via Camden & Islington HR, who can confirm to you if 
your annual leave entitlement has increased (hr.support@candi.nhs.uk). Trainees are then 
responsible for notifying both the Clinical Placements Coordinator and the relevant year group 
line manager of such increase, and providing them with the evidence received via C&I HR.  
 
Carry-over of leave  
You can carry over up to 5 days of leave from one leave-year to the next. If you have more than 
5 days of leave to take at the end of the leave year, you will lose it. We strongly recommend that 
you take all your leave in each leave year, because the more leave you carry over, the less likely 
it is that you will take it. This advice is especially important as you come to the end of training, 
because you cannot carry-over over any leave at the end of the course. This means that any 
leave owing at the end of the course is ‘lost’.  
 
Restrictions on leave and tips on taking leave 
Trainees are strongly recommended to plan ahead to ensure that they take their leave. This 
may seem an odd suggestion, but pressures of work are such that trainees sometimes realise 
– too late – that they have more leave to take than they can use.  
 
Because of its impact on planning of clinical work, supervisors must be given as much warning 
as possible about any plans for leave. It is expected that trainees will identify, and be prepared 
to negotiate, leave arrangements with their supervisors as early as possible in the placement – 
including any special leave arrangements such as religious holidays, etc.  
 
As far as possible, trainees should plan to take equal amounts of leave in each placement, 
because taking only a few days in one placement means that the burden of leave falls to the next 
placement  
 
Taking a block of about 2 weeks continuous leave does not require any special permission 
(though as above, supervisor should have good notice of any plans for leave). However: 
 

a) taking a block of more than 2 weeks continuous leave in one placement may cause 
disruption to clinical work. For this reason taking longer periods of leave (especially anything 
over 3 weeks continuous leave) need to be negotiated carefully, in advance, with supervisors.  

mailto:hr.support@candi.nhs.uk
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b) long periods of continuous leave (for example, around 4 weeks) may not be possible if it 
would cause significant disruption to clinical work. However, there may be good reasons why 
this length of leave is requested, and there should be prior negotiation with supervisors (in the 
first instance) and with your course tutor.  

 
As described above, leave cannot be taken during academic terms if this results in missing 
lectures. 
 
Sick leave  
Arrangements for single episodes of sick leave follow standard employment practice: 

• if you are unable to attend placement, you should notify your supervisor as soon as possible 
–  normally on the first day of any sick leave. At the start of each placement it is a good idea 
to identify the person to contact who can notify anyone who will be affected by your absence. 
Please note that the college should also be informed of any absence from placement so it 
can be noted on your attendance record accordingly. Therefore, when declaring a need for 
sick leave from placement, please email your placement, cc’ing the Clinical Placements 
Coordinator (placements-admin@ucl.ac.uk) and your Course Tutor. 

• if sick leave lasts between 3-7 calendar days, fill in and submit a self-certification form to 
college (this can be obtained from your GP practice). 

• if sick leave lasts more than 7 calendar days, you must submit a certificate or letter from your 
GP or from an appropriate doctor. Bear in mind that you should include weekends in this 
count (it is not a count of working days off, but of total days of continuous illness). 

 
You should alert your supervisor/placement and the college of any illness as soon as is 
practicable.  
 
It is important to signal that Camden and Islington’s ‘Managing attendance and absence policy 
and procedure’ indicates that multiple brief episodes of sick leave can trigger an investigation to 
ensure that trainees are fit for work. This can include an appointment with Occupational Health 
as well as a formal meeting with the Line Manager.   
 
Leave for exceptional circumstances  
Bereavement leave, leave for urgent domestic distress and carer leave are all designed to 
allow trainees to manage various forms of personal crises, and are described below. As far as 
possible trainees should alert relevant parties to the need for leave, but they should use their 
discretion if they have to leave work at short notice in order to deal with a crisis. In such cases 
they should follow the arrangements for sick leave (which means contacting supervisors and 
the college as soon as possible, informing them of the situation and requesting special leave 
and authorisation to leave work or college).   
 
Bereavement leave 
Bereavement leave is paid leave which is given when a member of the employee’s immediate 
family dies. ‘Immediate family’ in terms of the C&I policy means a parent, spouse, partner or civil 
partner, or children.  
 
As soon as is practicable you should contact your course tutor (cc’ing your relevant year group 
line manager) to discuss claiming bereavement leave. In the event of the death of a 
spouse/partner or parent up to 10 working days leave may be granted. The trust has special 
provisions in circumstances where parents experience the death of a child.  
 
Leave for “Urgent Domestic Distress” 
Trainees can request leave in order to deal with urgent domestic emergencies, such as 
burglary, fire or flooding. You can normally be granted 1 days paid leave. If the need for time 
off continues other options may need to be considered such as annual leave, flexible working 
or unpaid leave. 
   

mailto:placements-admin@ucl.ac.uk
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Time off for dependants (carer’s leave) 
This form of leave can be requested to provide support to deal with unexpected or sudden 
family emergencies. This leave cannot be booked in advance as it’s provided in case of 
emergencies. In usual circumstances, one day’s carer’s leave is granted but depending on 
circumstances up to 7 working days can be granted to cover a single episode in any 12 month 
period in discussion with your course tutor and your relevant year group line manager.  
 
Carer’s leave will not apply to care being provided by a hospital or accompanying dependants 
to medical or dental appointments.  
 
Employees who have been employed for a minimum NHS continuous period of 12 months at 
the time the leave is requested may apply for extended unpaid special leave. 
 
Maternity leave 
Entitlement to maternity leave and benefits varies in relation to the length of time you have been 
on the course or in NHS employment. As a first step, you should consult C&I’s Family Friendly 
Leave Policy in order to understand your entitlements and what information you will need to 
provide when. You should also discuss with your course tutor who will be able to help you make 
plans and who formally records your absence from the course, and ultimately with your relevant 
year group line manager. Detailed requests for advice and paperwork should be directed at 
Camden and Islington Human Resources.   
 
Paternity Leave 
Paternity leave applies to biological and adoptive fathers, husband, wife or partner of the 
mother. Eligible employees are entitled to up to two weeks paid leave and reasonable time off 
to attend ante-natal classes. In order to take this leave you will need to submit the Paternity 
Leave Application Form (Form PL1), signed by your relevant year group line manager, to C&I 
at least 28 days before the requested start date. 
 
Shared Parental leave 
Please consult C&I’s Family Friendly Leave Policy for further details. 
 
Keeping in Touch (KIT) days 
Employees on maternity/parental leave are entitled to up to a maximum of 10 KIT days – these 
are intended to help employees maintain contact with their work context, and may be paid in 
certain agreed circumstances.  
 
The idea of ‘keeping in touch’ is worth clarifying. In the context of the DClinPsy programme, the 
main focus is on facilitating the transition from maternity leave back into work; as such the usual 
reason for claiming a KIT day would be to undertake planning or preparation relevant to a return 
to the programme.  
 
Examples could include a trainee: 

• meeting with the placement supervisor with whom they will be working on their return to 
work; 
• undertaking a placement-specific training day (e.g. Ri0, PC-MIS, safety procedures) that 
they would otherwise miss; 
• meeting with course staff to discuss and to plan assignments that will be undertaken on the 
trainee’s return to work (e.g. meeting a research supervisor or course tutor, usually where 
advance planning is needed in order to aid the transition back into the programme)  
• attending a unique training event that will not be repeated (for example, a lecture that will 
not be repeated after their return to college, or a “one-off” conference that the programme 
has organised) 
• attending teaching that directly supports a return to work, where missing teaching could 
have an adverse impact (for example, a session advising on procedures for the research 
viva)  
• undertaking “extra-ordinary” academic work that cannot be delayed until the trainee returns 
to work, and where delay would make it likely that a further extension to training would be 
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required (e.g. revising an ethics application that needs to be approved in order for research 
to start as soon as the trainee returns to work).  

 
These examples are illustrative, and cases will be dealt with on an individual basis.   
 
KIT days cannot be used by a trainee to participate in ‘routine’ teaching or training events nor can 
they be used to ‘catch-up’ with academic, clinical or research assignments that would be 
expected to be undertaken after returning to work (for example, writing a case report or sections 
of the research thesis).   
 
The approval of KIT days is at the discretion of your relevant year group line manager, to whom 
the relevant application form should be submitted by trainees wishing to take a KIT day. 
 
Religious/ cultural observance 
Trainees who wish to take days for religious observance, or who wish to have an earlier 
finishing time can request this, and (in general) can expect some flexibility – the usual 
expectation is that supervisors and the course will try to accommodate these requests. 
However, there is no specific leave entitlement to cover such arrangements, which need to be 
taken as annual leave, unpaid leave, or by making up any time lost.  It is also important that 
trainees discuss any such requests at the start of the placement, and give good notice of any 
intended leave.  
 
Disability Leave 
Disability leave is time off from work for a reason related to someone’s disability or long term 
condition, a condition which lasts 12 months or more. It is a type of reasonable 
adjustment/workplace adjustment which employees are entitled to under the Equality Act 
(2010). Employees can take up to 10 working days of disability leave per rolling 12 month 
period. If time off work due to ill health is for a reason not related to a disability/long term 
condition, then it should be recorded as sickness absence.  
 
Research Study Leave 
At certain points in the research cycle trainees may need to work more intensively on their 
thesis research project. For this reason (from the beginning of the second year of the course 
onwards) trainees can apply to take up to 6 days of Research Study Leave from each six-
month placement, in order to focus on their research. 
 
There is no automatic entitlement to this leave - trainees should negotiate research study 
leave with their Clinical Supervisor preferably well in advance. Such requests must be carefully 
balanced with placement demands. Leave can be taken as a single block or as a series of 
days over a period of time, with the number of days taken reflecting need.  
 
Examples of times a trainee might take study leave could include: 
 
• A trainee who wishes to work on the literature review over successive days in order that they 
can maintain the flow of their ideas  
• A trainee whose research is predicated on attending clinical meetings which are always 
scheduled for a placement day, and who therefore needs to take days of research study leave 
over a period of time in order to attend the meetings 
• A trainee who needs to attend a research ethics committee  
• A trainee whose data-collection is best achieved using a block of time, or who needs to 
schedule data-collection around hard-to-book lab times 
 
As should be clear from the above examples, decisions about taking research study leave as 
a block or as a series of days will depend on the need the leave is addressing. 
 
Procedure  
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a) Trainees should ensure that if they are taking Research Study Leave they will have 
undertaken enough days on placement to meet the BPS criteria, as indicated in the Training 
Handbook. 
 
b) In the first instance applications for research leave must be negotiated with the Clinical 
Supervisor, either early in the placement, or as soon as the need for leave becomes clear.  
Clinical supervisors are entitled to balance the needs of the clinical placement against the 
trainee's need to undertake research. This means that trainees may have to take fewer than 
six days study time, or even no study time at all. On occasion it may be that Research Study 
Leave is requested later in the placement (for example if there have been unforeseen 
difficulties with recruitment and the study time is required to manage this).  
 
c) If the clinical supervisor is agreeable to the leave being taken, trainees need to deduct this 
from their number of placement days.  
 
Additional information for international students 
Tier 4 monitoring arrangements 
 
For those trainees who are being sponsored by UCL on a Tier 4 Visa, UCL is required to 
monitor academic engagement throughout the year.  Officially, there are 11 monitoring time 
points, and lack of engagement can have serious consequences for your continued enrolment.  
 
As with home/EU students, leave should not be taken during the designated teaching and 
examination periods. If you require an authorised absence (sick leave and exceptional 
circumstances listed above) for more than two weeks during the academic programme, this 
needs to be approved by the relevant year group line manager. Such requests for leave of 
more than two weeks should be made prior to arranging your travel as the department is 
required to first notify the UCL Visa Compliance team of such requests. These requests should 
be made through Sharinjeet Dhiman, International Trainee Administrator. 
 
Under Tier 4 visa arrangements, it is your responsibility to keep your contact details up to date 
on Portico. This includes, address, mobile phone number and email address. UK visa and 
immigration requirements change frequently and therefore, you are advised to check the UK 
Visa and Immigration website for the most up-to-date information.  
 

RECORDING LEAVE AND SICKNESS ABSENCE 
 
Trainees should notify any absence to the Course. As above, arrangements for leave cover the 
‘working week’, and hence must include any absence from placement or from college, and 
includes: 

• any annual leave  

• any sick leave 

• any other absence (for example, compassionate leave) 
 
Trainee absence/leave is recorded on the Annual Leave area of the ETFS. Trainees are 
responsible for adding their own annual leave, once approved by the relevant parties, onto the 
system directly; sick leave and any other types of absence need to be reported to the Clinical 
Placement Coordinator to update. 
 
Intake 2016 (and prior) use quarterly returns to record AL/sickness, and are therefore not 
recording any absence/leave onto the ETFS. 
 
Trainee attendance figures are shared with Camden and Islington NHS Trust, and are a formal 
record of your pattern of leave. On this basis, failing to record leave accurately is potentially a 
disciplinary matter.  
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CALCULATING ANNUAL LEAVE ENTITLEMENT 
 
Calculating annual leave is usually fairly straightforward, but it can be complicated by study 
time and research time entitlements, and by shifting patterns of work in and out of term-time 
(see Section 10). 
 
The problem  
When calculating how much annual leave they have taken, some trainees inappropriately 
deduct study days and study time from their calculations. This has the effect of reducing the 
amount of annual leave they claim, and hence gives them more leave than they are entitled 
to.  
 
How the problem arises 
As above, and at the risk of repetition, you are paid to work 5 days a week. This means that 
you are paid for everything you do during the working week – for clinical days, for academic 
days, for study days, for research, and so on.  
 
Past experience tells us that trainees slip into the habit of treating only placement days as 
coming under employment regulations, and treating days in college or study/research days as 
if student status applies – in other words, they forget that employment regulations apply to 
everything.  
 
It doesn’t help that study and research time is often called study leave rather than study or 
research time. As described in Section 10, it is not leave: 
a) it is time made available for study or research, in recognition of the other duties a trainee is 
expected to carry out 
b) it is acquired on the basis that a trainee is available for work in any particular week. If a 
trainee takes time off during a week, this will reduce the amount of clinical or study time they 
are entitled to, in proportion to the amount of time they are working.  
 
The consequence  
 
Example 1  
Consider a trainee taking annual leave out of term.   
 

• Assume that they normally work 4 days on placement and 1 study day 

• They take 5 days off (Monday through to Friday) 
 

• The correct return is 5 days of annual leave. This is for a simple reason – the study day is 
not a leave day – it is a day for which trainees are paid, like any other.  

• The trainee might (in error) return this as 4 days of annual leave. This happens if they 
treat the study day as if it wasn’t a day of employment 

 
Example 2 
Here the trainee in Example 1 takes 4 days of annual leave (Monday through to Thursday) 
and studies on the fifth day. 
 
The correct return is still 5 days of annual leave. This is because the study day in any one 
week needs to be ‘earned’, on the basis that the trainee is working during that week. 
Remember that study time is there in recognition of the other duties trainees need to perform. 
It is a notional day, not a fixed entitlement. If the trainee isn’t working during the week, there 
is no study day. 
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Further examples – the weekly pattern is notional; shaded days show days taken as leave 
 

Monday  Tuesday Wednesday Thursday Friday 

Placement placement college placement study day 

= 1 day of annual leave 
 

Monday  Tuesday Wednesday Thursday Friday 

Placement placement college placement study day 

= 4 days of annual leave 
 
Out of term (where there are 4 placement days a week) 
 

Monday  Tuesday Wednesday Thursday Friday 

Placement placement placement  placement study day 

 = 5 days of annual leave 
 

Monday  Tuesday Wednesday Thursday Friday 

Placement placement placement  placement study day 

= 3 days of annual leave 
 

Monday  Tuesday Wednesday Thursday Friday 

Placement placement placement  placement study day 

= 5 days of annual leave  
 
This can all get rather complicated, and there is a limit to how many examples we can give.  If 
in doubt, ask your course tutor. 
 
 

ATTENDING CONFERENCES AND COURSE FUNDING FOR 

CONFERENCES 
 
From time to time trainees may wish to attend a conference or meeting. However: 
 
a)  attending teaching at college takes precedence over a conference.  
b) if the conference takes place over placement days, attendance should be discussed with 
supervisors in the first instance as well as your Course Tutor, and may involve taking annual 
leave. Clearly if a conference/meeting is recommended by a supervisor and takes place as part 
of placement activity, this caution on attendance does not apply.  
 
Because our purchasers make the assumption that the course covers trainees' academic 
education, we do not have any funding for attendance at outside seminars or conferences.  
 
 
 


