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1. INTRODUCTION 
 

 

 
 

1.1. Welcome & Sources of Information 
 

Welcome to the Placement Modules Handbook of the Professional Doctorate in Clinical Psychology 
(DClinPsy) at the University of East London (UEL). The programme is a postgraduate programme of 
full time study for 3 years. Of this, approximately 50% of trainee time is spent on placement. 
Accordingly, some 270 credits out of 540 total for the programme are achieved via supervised clinical 
placement experience and study. 

 

A summary of the doctoral programme aims and organisation may be found in the Programme 
Specification (advertising leaflet) which is available here: 

 http://www.uel.ac.uk/programmes/psychology/postgraduate/clinicalpsychology.htm 
 

This handbook is intended to provide core information on the supervised clinical placement modules 
of the programme, and contains information on 

 placement allocation and organisation; 

 supervision and training experiences on placement; 

 placement monitoring and review; and 

 assessment of clinical competence(s). 
 

The handbook is updated regularly to reflect developments in clinical practice, placement organisation 
procedures, and contexts for the programme provision. This handbook should be read in conjunction 
with the Programme Handbook, which is available here: 

 UEL DClinPsy Programme Handbook 
 

This handbook should be read in conjunction with the UEL Manual of General Regulations, which sets 
out the general regulatory framework of the university, including how it confers its awards, particularly 

 Part 3C, Regulations for D level modules and Professional Doctorates 

 Part 5, Assessment of students 
 

It is the responsibility of all staff, supervisors and trainees to read the relevant handbooks, module 
guides and university documentation, and accordingly to be aware of university and programme policy 
and procedures. Ignorance (for example, of programme policy, placement procedures, or submission 
deadlines) is never considered a legitimate defence in the case of performance failure, breech of 
regulations, or unprofessional behaviour. 

 
 

In addition to the resources above, members of the staff team will be pleased to answer queries about 
the programme and/or direct enquiries to the relevant source of information. 

 
To contact any member of the Programme team please write to: 

Professional Doctorate in Clinical Psychology 
University of East London 
Water Lane 
LONDON 
E15 4LZ 

 
or telephone our programme administrator on 020 8223 4174, 

 
or our fax number is 020 8223 4967, 

or email us on clinpsy@uel.ac.uk. 

http://www.uel.ac.uk/programmes/psychology/postgraduate/clinicalpsychology.htm
mailto:clinpsy@uel.ac.uk
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1.2. Placement Learning Outcomes 
 

 

 
 

1.2.1 HCPC Standards of Proficiency 
 

The learning outcomes for placements overall, and for specific placement components, are set out 
below. These are arranged so as to ensure that by the end of their training successful students will 
meet the Health & Care Professions Council’s (HCPC) Standards of Proficiency for clinical 
psychologists. The HCPC approves training programmes to make sure that they allow students to 
meet these standards if they satisfactorily complete the programme. The relevant sections of the 
HCPC Standards of Proficiency document are provided in Appendix 1. They may be summarised as 
follows: 

 
Registrant practitioner psychologists must: 

 

 Professional autonomy and accountability 

o be able to practise within the legal and ethical boundaries of their profession 
o be able to practise in a non-discriminatory manner 
o understand the importance of and be able to maintain confidentiality 
o understand the importance of and be able to obtain informed consent 
o be able to exercise a professional duty of care 
o be able to practise as an autonomous professional, exercising professional judgement 
o recognise the need for effective self-management of workload and resources 

o understand the obligation to maintain fitness to practise 

 Professional relationships 
o be able to work, where appropriate, in partnership with other professionals, support staff, 

service users and their relatives and carers 

o be able to contribute effectively to work undertaken as part of a multi-disciplinary team 
o be able to demonstrate effective and appropriate skills in communicating information, advice, 

instruction and professional opinion to colleagues, service users, their relatives and carers 
o understand the need for effective communication throughout the care of the service user 

 Identification and assessment of health and social care needs 

o be able to gather appropriate information 
o be able to select and use appropriate assessment techniques 
o be able to undertake or arrange investigations as appropriate 

o be able to analyse and critically evaluate the information collected 

 Formulation and delivery of plans and strategies for meeting health and social care needs 

o be able to use research, reasoning and problem solving skills to determine actions 
o be able to draw on appropriate knowledge and skills to make professional judgements 
o be able to formulate specific and appropriate management plans including setting timescales 
o be able to conduct appropriate diagnostic or monitoring procedures, treatment, therapy or 

other actions safely and skilfully 
o be able to maintain records appropriately 

 Critical evaluation of the impact of, or response to, the registrant’s actions 

o be able to monitor and review the effectiveness of planned activity and modify it accordingly 

o be able to audit, reflect on and review practice 

 Knowledge, understanding and skills 
o know and understand the key concepts of the bodies of knowledge which are relevant to their 

profession specific practice 
o know how professional principles are expressed and translated into action through a number 

of different approaches to practice, and how to select or modify approaches to meet the 
needs of an individual, groups or communities 

o understand the need to establish and maintain a safe a practice environment 
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1.2.2. BPS Competencies & Experiences 
 

The placement modules/components are arranged so as to ensure that taken together they meet the 
criteria set out by BPS Committee for Training in Clinical Psychology’s (CTCP) Guidance for Clinical 
Psychology Programmes. The recommendations there for ‘structure of training’ identify to the need to 
gain clinical experience in service delivery systems that offer a ‘coherent clinical context’. 

 

Accordingly, trainees undertake placements with a range of client groups across a variety of service 
settings, to ensure that they experience a range of types and modes of work through which to acquire 
and demonstrate the required competences. 

 
The relevant sections of the Accreditation Criteria (and competences defined therein) are provided in 
Appendix 2. They can be summarised as follows: 

 

 Professional & Transferable skills (e.g., self-awareness, reflection, critical thinking) 

 Psychological Assessment (e.g., forming working relationships, choosing methods) 

 Psychological Formulation (e.g., integrating assessment data) 

 Psychological Intervention (e.g., planning and implementing treatment) 

 Evaluation (e.g., methods to evaluate the effectiveness of interventions) 

 Research (e.g., conducting service audit and small N research) 

 Personal and Professional Skills (e.g., addressing the emotional impact of practice) 

 Communication and Teaching (e.g., delivering audience-appropriate teaching) 

 Service Delivery (e.g., working effectively in multi-agency teams, leadership roles) 

 

The learning objectives must be demonstrated via experience with a range of clients and across a 
range of settings, which includes: 

 

Clients 

 with presentations ranging from acute to enduring, and from mild to severe; 

 with problems ranging from biological causation to mainly psychosocial; 

 with problems of adaptation to adverse circumstances (e.g. disability, bereavement); 

 from a range of socio-economic backgrounds; 

 with significant levels of challenging behaviour; 

 across a range of levels of intellectual functioning over a range of ages; 

 whose disability makes it difficult for them to communicate; 

 carers and families; 
 

Settings 

 services in in-patient or other residential facilities, acute and long term; 

 services in secondary health care; 

 services in community and primary care; 
 

Approaches 

 undertaking direct work; 

 undertaking indirect work, through staff and/or carers; 

 work within multi-disciplinary teams and specialist service systems; 

 working in more than one recognised model of formal psychological therapy. 
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1.2.3. KSF Dimensions with Descriptions for Trainee Clinical Psychologists 
 

The NHS Knowledge and Skills Framework (KSF) dimensions (and levels of achievement) relevant 

for clinical psychologist in training are summarised below.  
 

 C1/3 Communication: Develop and maintain communication with people about difficult matters 
and/or in difficult situations 

 C2/2 Personal and people development: Develop own skills and knowledge and provide info to 
others to help their development 

 C3/2 Health, safety and security: Monitor and maintain health, safety and security of self and 
others 

 C4/1 Service development: Make changes in own practice and offer suggestions for improving 
services 

 C5/2 Quality: Maintain quality in own work and encourage others to do so 

 C6/2 Equality and diversity: Support equality and value diversity 

 

 HWB1/2 Promotion of health wellbeing and prevention of adverse effects on health and wellbeing: 
Plan, develop and implement approaches to promote health and wellbeing and prevent adverse 
effects on health and wellbeing 

 HWB2/3 Assessment and care planning to meet health and wellbeing needs: Assess health and 
wellbeing needs and develop, monitor and review care plans to meet specific needs 

 HWB3/2 Protection of health and wellbeing: Contribute to protecting people at risk 

 HWB6/3 Assessment and treatment planning: Assess physiological and psychological 
functioning and develop, monitor and review related treatment plans 

 HWB7/3 Interventions and treatment: Plan, deliver and evaluate interventions and/or treatments 

 

 IK2/3 Information collection and analysis: Gather, analyse, interpret and present extensive and/or 
complex data and information 

 
 

 G1/2 Learning and development: Enable people to learn and develop 

 G2/2 Development and innovation: Contribute to developing, testing and reviewing new 
concepts, models, methods, practices, produces and equipment 

 
 
 

1.2.4. Theory-Practice Links 
 

A number of systems have been developed to ensure good links between theory and practice: as far as 
possible, the broad correspondence between the timing of academic teaching on the programme and 
placement experience, trainees writing practical reports on the basis of their placement experience, and 
mid-placement reviews, are all examples. 

 
For trainees' learning to be maximised, and for them to feel that their academic and placement 
experience is integrated, it is important that they link their clinical work to literature in the field. 
Supervisors have a vital role in this, and need not feel that they have to be up to date in every area in 
order to be helpful. The trainee may be able to inform the supervisor at times, and both may need to 
extend their knowledge base in order to tackle particular problems. Making links between theory and 
practice should be a collaborative venture. 
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1.3. Placement Modules & Components 
 

Placements are arranged into Modules, each lasting one year. Each module comprises two 6-month 
components (sometimes combined into one 12-month ‘double’ component) of supervised clinical 
practice, in the areas/specialities shown below. 

 
Modules Components and Main Topics 

 
 

PY8202 
 

Clinical Psychology 
Placements 1 & 2 

 
Year 1 

 

 
Two 6-month or one 12-month clinical placement(s) 
in an NHS or related setting, working with 

 

Psychological Presentations in Adults, and/or 
Psychological Presentations in Older Adults and/or 
Psychosis and Severe/Enduring Presentations 

 

 
PY8204 

 

Clinical Psychology 
Placements 3 & 4 

 
Year 2 

 
Two 6-month or one 12-month clinical placement(s) 
in an NHS or related setting, working with 

 

Psychological Presentations in Children & Families, and/or 
People who have Learning Disabilities, and/or 
Psychological Presentations in Older Adults, and/or 
Psychology in Health & Social Care settings, and/or 
Groups, Teams & Systems, 

 

 
PY8206 

 
Clinical Psychology 
Placements 5 & 6 

 
Year 3 

 

 
Two 6-month or one 12-month clinical placement(s) 
in an NHS or related setting, working with 

 
Specialist Clinical Services, and/or 
Advanced work with Groups, Teams & Systems, and/or 
Community Psychology and Interventions, and/or 
Organisational Frameworks and Approaches 

 
 

All placement modules are 90 credits, and comprise two placement components of 45 credits each. 

To pass each module (placement year) trainees must submit: 

a) an End of Placement Assessment form (EPA), including Competency Ratings made by 
their placement supervisor, and 

 

b) a Placement Portfolio (including caseload logs and observation records) on the standard 
forms, for each of the two placement components, as evidence in support of the EPA, 

 
and achieve a mark of 50% or more. 
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1.4. Days on Placement & Study Days 
 

Comprehensive information on trainee working arrangements (university, placement and study days; and 
leave arrangements) are provided in the Programme Handbook, Section 9 (trainee employment section) 
and summarised below. Dates of any special events such as extra teaching days, exam study leave and 
exams which arise during placements will be sent to supervisors. 

 
Arrangements for placement days should be negotiated between trainees and supervisors. Trainees 
may use their usual study time for university work at the site of their choice. Placement study time must 
only be used for placement related study and the site must be negotiated with the supervisor. 

 
The End of Placement form requires trainees to state both the number of days they have completed on 
placement and their total number of days on placements from the start of training. This will help keep an 
ongoing tally. The Year 3 clinical tutor will write to all trainees at the beginning of their third year to remind 
them to review the number of placement days they have completed. 

 
The absolute minimum number of days required on placement to ensure that the placement can be 
passed is 45. On average trainees should complete a minimum of 57 days on a six month placement. 
Over the duration of the 3 years training trainees are required by the British Psychological Society to 
complete a TOTAL MINIMUM of 337.5 Days. 
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Working Days & Arrangements 
 

The general expectations for trainee working arrangements (university, placement and study days) 
are provided below: 

 
 Year One Year Two Year Three 

Term 1    

 
Teaching weeks: 

 
Teaching blocks 
plus 10 weeks 

 
25 Induction block 
2.0 academic 
0.5 study 
2.5 placement 

 
15 
2.0 
0.5 
2.5 

 
Teaching block 
academic 
study 
placement 

 
10 Teaching block 
1.0 academic 
1.5 research*** 
2.5 placement 

 

 
Otherwise 

 
1.0 study 
3.5 placement 
0.5 placement study* 

 
1.0 
0.5 
3.0 
0.5 

 
research 
study 
placement 
placement study 

 
 

2.5 
2.5 

 
 

research 
placement 

Term 2    

 
 

Teaching weeks: 
10 weeks 

 
2.0 academic 
0.5 study 
2.5 placement 

 
2.0 
0.5 
2.5 

 
academic 
study 
placement 

 
1.0 
1.5 
2.5 

 
academic 
research 
placement 

 

 
Otherwise 

 
1.0 research 
0.5 study 
3.0 placement 
0.5 placement study 

 
1.5 
0.5 
3.0 

 
research 
study 
placement 

 
 

2.5 
2.5 

 
 

research 
placement 

Term 3    

 
 
Teaching weeks: 

10 weeks Year 1; 

10 weeks Year 2. 

 

 
2.0 academic 
0.5 study 
2.5 placement 
Examination** 

 

 
2.0 academic 
0.5 study 
2.5 placement 
Examination** 

2.0 research 
0.5 study 

2.5 placement 
 

after thesis submission 
1.0  research article**** 
0.5 study 
3.5 placement 

Term 4    

 
Summer period 
13 weeks 

1.0 research 
0.5 study 
3.0 placement 
0.5 placement study 

 
2.0 
3.0 

 
research 
placement 

 
4.5 
0.5 

 
placement 
study 

 
* Placement study is time (negotiated between supervisor and trainee) for study related to placement 

activity, and which counts towards the total number of days spent on placement. 
** 2 study days in the week before the examination(s) and 2 days in the week of the exam(s) itself. 
*** In addition, 10 days research time (negotiated between supervisor and trainee) may be taken in the 

placement time leading up to the Year 3 thesis submission date. 
****5 days allocated after thesis submission for preparation of a Journal article submission or similar 

means of research dissemination. 
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1.5. Health & Safety Policy 
 

 

 
 

Guidelines for trainees on placement 

 

 Trainees are all employees of Camden & Islington NHS Foundation Trust and therefore should 
familiarise themselves with the trust’s health and safety policy. 

 

 It is highly unlikely that trainees will complete all of their placements throughout training in the 
Camden & Islington area. Trainees should therefore ask supervisors for a copy of the local trust 
or departmental policy for health and safety at the beginning of each of their placements. 
Trainees should read each policy carefully and make sure that they have understood it. 

 

 Most importantly, trainees must ensure that they are familiar with service policy for work 
undertaken off-site (particularly home visits) and that they understand and comply with the policy. 

 

 Throughout training, trainees are managerially accountable to the clinical tutors at UEL, and 
ultimately to the Programme Director (Clinical). The Programme Director (Clinical) has an 
honorary contract with Camden & Islington NHS Foundation Trust in order to carry out these 
tasks. However, while on placement, trainees are operationally accountable to the placement 
supervisor and therefore must adhere to local policies and procedures. 

 

 Trainee should also read the Health and Safety guidelines of the University of East London, 
Professional Doctorate in Clinical Psychology (provided in the Programme Handbook) as a guide 
to working with potential violence. This includes guidance in the working environment; home 
visiting; facing a violent situation; intervention and the aftermath of a violent incident. This will be 
covered in dedicated teaching time during the trainee induction. 

 

 It is important for all trainees to give their supervisor and clinical tutor the name, address and 
telephone number of their next of kin who can be contacted in an emergency. 

 
 

Accidents/incidents 
 

 Trainees should report all accidents/incidents to the supervisor regardless of perceived triviality 
so that preventative action can be taken. 

 

 Trainees should follow the placement’s procedures for dealing with an accident/incident. 
 

 After reporting the accident/incident to the supervisor, trainees should also report it to the clinical 
tutor. The clinical tutor will require the trainee to put the nature of the accident/incident in writing. 

 

 Supervisors should also write to the clinical tutor informing him/her of the nature of the 
accident/incident, the procedures followed and forms that have been completed. The supervisor 
should also keep the clinical tutor informed of any further outcomes and developments. 

 

 On receiving written information from the trainee and supervisor, the clinical tutor will gather any 
other relevant information after consultation with the personnel department at Camden and 
Islington NHS Foundation Trust. 

 

 The clinical tutor will write a report for the personnel department and will continue to inform them 
of further outcomes and developments as appropriate. 

 

 The clinical tutor will support the trainee as appropriate and may give advice on counselling 
facilities, referral to occupational health etc. 

 

 The clinical tutor will liaise with the Programme Director (Clinical) at UEL as appropriate. 
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2. PLACEMENT ORGANISATION 
 

 

 
 

2.1. Placement Allocation Processes 

 
The Placement Modules are organised in line with 

 UEL’s policy on work based learning and placement management (Appendix 5). This policy is 
intended to be a general policy which gives guidance on the minimum requirements prior to the 
commencement of work-based or placement learning; and 

 the Quality Contract Performance Management (QCPM) system of the Local Education and 
Training Board (LETB) that commissions the training. 

 
Placements are provided from the whole of the North Thames region and adjoining areas, and so 
allocation is organised jointly by the clinical tutors from the North Thames programmes (UEL, UCL 
and RHUL). Each programme is responsible for identifying placements within a particular speciality 
(e.g., adults, children, learning disabilities) and this information is shared prior to meetings where 
clinical tutors from the three programmes make provisional placement allocations. In addition, clinical 
tutors continually build-up a picture of supervisor availability from information stored on a centrally- 
held regional clinical psychologists database. 

 
 

2.1.1. Trainee involvement 
 

On admission to the programme, and at the end of years 1 and 2, trainees are asked to provide the year 
clinical tutor with information on their situation, skills and experience, covering 

 access to public transport and/or use of car, 

 a short list of relevant clinical and research posts and placements, 

 a brief description of work done and experiences gained in these posts/placements 

 strengths and interests (this may include relevant personal qualities), 

 areas for further development 
and whether there are any special circumstances to be taken into account. Priority is given to trainees 
with child care responsibilities and those with specific health needs. Placement allocations are made on 
the basis of this and of geography, prior experience and – most importantly – training needs. 

 

Together with their Individual Tutor, each trainee is actively involved in monitoring their individual training 
needs over the duration of their training. Trainees are required to keep a comprehensive Clinical log 
which helps to identify gaps in their experience as well as areas where they need further input. Each 
trainee has a personal training plan file. The Clinical Caseload Log (CCL), the Competences & 
Experiences Log (CEL) and all documentation specific to individual training needs are held in this file. 

 

Trainees are not under any circumstances permitted to contact supervisors directly to set up placements. 

Placements must always be organised through the clinical tutors. This is to protect supervisors from the 
confusion of being approached by a number of trainees and to ensure that popular placements are fairly 
distributed among trainees. 

 
 

2.1.2. Trainee needs and allocation 
 

Prior to new trainees arriving on the programme, their previous experience is taken into consideration in 
the process of allocation of their first placement. For subsequent placements at each allocation meeting 
the individual year tutor brings to the allocation meeting the following information: trainees’ special needs, 
(health, child care), previous experiences with particular reference to client groups, service context 
(including social and cultural) and psychological models of working. As there are not enough older adult 
or adult learning disabilities placements in the region for all trainees to complete a placement, trainees 
are asked if they have a specific interest in completing an older adult or adult learning disabilities 
placement. If this is the case it is usually possible for the allocation process to accommodate this. 
Trainees are also asked if they are comfortable with having a forensic placement as a first placement. 
With the development of increasing numbers of one year placements it is usual for trainees to work with a 
number of client groups within one trust over the period of a year. 
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2.1.3. Supervisor involvement 
 

We work closely with identified placement co-ordinators within each service, for each speciality. If 
there is no identified placement co-ordinator, individual Supervisors are consulted in advance about 
the availability of their placement. Supervisors provide information on placement availability which 
includes days available, transport, service context and modes of work. Supervisors can inform clinical 
tutors at this point if they have any specific requirements with respect to taking a trainee. Clinical 
tutors from the three programmes will then meet and a provisional allocation will be made.  The 
clinical tutors will write to the supervisor to provide them with some information about the prior 
experience and particular needs of the trainee (see above). Placement co-ordinators are informed of 
all allocations made in their area. The trainee is then advised to contact the supervisor to arrange a 
pre-placement visit to discuss the placement.  If the supervisor requires additional information 
(beyond that provided by the programme, as above), they may request that the trainee provide a CV. 

 
 

2.1.4. Sequence and Timing 
 

Supervisors are contacted in Spring/early Summer about the availability of placements in the new 
academic year. We aim to allocate all first and third year placements for the whole of the academic year. 
The first placements of the second year are also allocated at this point. In the summer new trainees are 
asked about any special needs they may have and their previous work experience. These are then taken 
into consideration in the placement allocation. The clinical tutors aim to complete placement allocation by 
the end of August, so that trainees and supervisors can make contact before beginning the placement. 
Time is allowed during the initial five week teaching block for new trainees to make contact with 
supervisors. Trainees are encouraged to set up a pre-placement visit with their new supervisor. 
However, it is recognised that due to supervisors’ time constraints this may not always be possible. 

 

For the remaining second year placements supervisors are contacted in December about the availability 
of their placements starting in the April of the following year. Allocation of these placements happens in 
February/March. In preparation for this, clinical tutors establish individual training needs and any 
particular needs or interests e.g. location, order of placements, particular type of experience. 

 
 

2.1.5. Year 1 and Year 2 Placements 
 

All trainees will begin their training on placements with adults, for either two 6 month placements or one 
12 month placement. For those trainees completing initial six month AMH placements, their second 
placement will be for six months working with adults in one of the following other areas or a combination; 
severe and enduring mental health difficulties, older adults, physical health, substance misuse and 
forensic psychology. 

 
The BPS Accreditation criteria below state that all trainees must work with clients across a range of levels 
of intellectual functioning over a range of ages. Therefore, trainees are required to gain experience of 
work with older people and people with learning disabilities. If a trainee does not undertake a dedicated 
older adults or learning disabilities placement, this experience must be acquired in other ways. Details of 
this experience are provided later in this section at ‘Older adults placement guidelines’ and ‘guidelines on 
older adult experience’ and ‘learning disabilities placements guidelines’ and ‘guidelines on learning 
disabilities experience.’ 

 
 

2.1.6. Year 3 Placements 
 

Year 3 placements are negotiated and set up on the basis of trainees’ individual training needs together 
with their developing interests in order to set the curriculum for Year 3 Placement Modules. During the 
spring term of the second year, each trainee meets with their individual tutor, year Tutor or the 
Programme Director (Clinical) to reflect on their clinical logs, individual training plan and specific training 
needs. It is important at this stage that gaps in experience are identified together with areas the trainee 
wishes to develop their skills in further. The information gathered is recorded on the Year 3 Planning 
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Summary Sheets (Attachment 1) and passed to the Clinical Tutor team to be used in placement 
allocation. 

 
 

2.2. Year 3 Placement Planning Procedures 

 
 

2.2.1. Background 
 

The final year of training is used to address the development of any remaining core competencies and 
gaps in required experience. It also addresses trainees’ specific interests whenever possible. 

 
The Year 3 Placement Planning meeting is intended to identify the experiences and competencies 
that trainees must address in the final placement module/components, and to make suggestions of 
the kinds of placements that could address these needs. The meeting therefore sets the curriculum 
for the Year 3 placement modules. Normally, this does not mean naming specific services or 
supervisors, although there may be cases when this is useful. For example, it may be decided that a 
trainee requires experience of working with clients with severe and enduring mental health problems, 
involves some in-patient work and provides an ethnically diverse caseload. In addition, the trainee 
may need to seek experience of training and consultancy in this setting. Finding placements of any 
type can never be fully guaranteed of course. 

 
Specific, individual competencies are less likely to suggest appropriate placements. Ways of working, 
client groups, settings, theoretical orientations etc. are more likely to shape the 3rd year, although 
specific competencies (e.g. working with interpreters, using standardised assessment measures) can 
be sought in the identified settings. 

 

Tutors must be confident that the agreed curriculum means that all of the trainee’s required placement 
experiences are gained by the end of training. This will be confirmed by the Individual Tutor when 
reviewing the EPA for the final placement. 

 
 

2.2.1. Procedures 
 

Trainees must arrange to meet with their Individual Tutor, Year Tutor or the Programme Director 
(Clinical) in the spring or early summer (at the latest) in Year 2, to work through the Year 3 Placement 
Planning forms (provided as attachment 1). 

 

The trainee’s needs can be identified by working through the summarised core competencies and the 
summary of clients, services and modes of work (see Appendix 2) and their Competencies Log to 
identify more specific competencies. The Year 3 Placement Planning Summary tables (attachment 1) 
can be used to pinpoint areas of need. Trainees and tutors can summarise requirements for the final 
year by circling or highlighting the gaps in the training/experiences to date. 

 
 

Please remember the following points: 
 

2.2.1.1 All trainees must work with a broad range of clients/contacts. 

This should include: 

 clients across a range of levels of intellectual functioning over a range of ages 

 clients with significant levels of challenging behaviour 

 clients whose disability makes it difficult for them to communicate 

 their carers and families. 
 

Work with older adults and adults with learning disabilities can provide particularly good opportunities 
for these experiences. Therefore, trainees should normally complete a placement with at least one of 
these client groups. 
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2.2.1.2. All trainees must have carried out substantive work with older adult clients. 
 

Some of this work should involve organic impairment. Appropriate clients are not solely identified by 
an age cut-off, as working with slightly younger clients around issues of ageing, or issues related to 
ageing can be seen as relevant. 

 Trainees not undertaking a dedicated Older Adult placement must complete the Older Adult Log 
(see section 2.3. below) to demonstrate the above. 

 
Tutors must ensure that all trainees have addressed these requirements in either dedicated OA 
placements or on other placements. If they have not, trainees will need to address this in their final 
year. 

 

The minimum number of cases is not specified. Tutors will need to use judgement to decide whether 
the experience gained is sufficient exposure to the relevant issues. Tutors can consult the Clinical 
Tutor team about this of course. If trainees have not completed an OA placement they must complete 
the OA Caseload Log to demonstrate how they have addressed competencies relevant to OA work, 
including the experiences listed in above. 

 
 

2.2.1.3. Experience of working with clients across a range of intellectual functioning is required 
 

Trainees to do not necessarily have to complete placements in adult LD services, but this is usually 
an effective way to meet this requirement. In the same way as OA clients, trainees can address 
relevant competencies in other settings. Again, the minimum number of client/contacts is not 
specified. 

 Trainees not undertaking adult LD placements must complete the Learning Difficulties Log (see 
section 2.4. below) to demonstrate the above. 

 
All trainees must have carried out substantive work with people with learning disabilities. If a trainee 
does not complete a dedicated learning disabilities placement then adequate experience must be 
gained on other placements. 

 
 

2.2.1.4. All trainees must have some experience of working with clients with longer term needs, 
severe and/or enduring mental health problems. 

 
 

2.2.1.5. Trainees must be exposed to and have some experience of a number of theoretical 
orientations, including cognitive-behavioural approaches. Again, the number is not specified, but it 
must certainly be more than one. Ideally, trainees should at least have some exposure to cognitive 
and behavioural therapies, systemic therapies and brief psychodynamic therapies. 

 
 

2.2.1.6. Although not specifically mentioned, trainees benefit from experience of 6 month and 12 
month placements and so a range is desirable, but not essential. 
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2.3. Older Adult Experience Guidelines 
 

All trainees must have carried out substantive work with Older Adults. If a trainee does not complete 
a dedicated Older Adult placement then adequate experience must be gained on other placements. 

 
Progress in meeting Older Adult experiences will be monitored in yearly individual reviews and at the 
Year 3 placement planning meeting. Trainees must seek the advice of the clinical tutor team if there 
are concerns about gaps in Older Adult experience. 

 

Questions to be considered in deciding if the experience is adequate: 

 
 

 What are ‘relevant competencies’? 
 

The core competencies recommended by the Older Adults Special Interest Group (SIGE) are: 

 an understanding of the developmental perspective 

 awareness of services, and service issues for older adults 

 experience of assessment using observational, interviewing and psychometric techniques 

 formulation, taking account of issues of special importance to older people, including the 
relationship between physical and mental health, the environment, developmental level and 
mortality. 

 intervention, particularly an awareness of how to adapt interviewing skills to the needs of 
older adults and evaluation of outcome. 

 communication skills: - working with people with different levels of cognitive ability, sensory 
acuity and communication styles. 

 working with significant levels of challenging behaviour. 

 working with carers and families. 

 an awareness of professional and ethical issues encountered in work with this client group 
e.g. boundary issues, issues of consent, confidentiality, etc. 

 self awareness of one’s own attitudes to ageing and the way this impacts on the clinical 
services they offer. 

 an awareness of cultural differences in constructions of ageing and the roles and expectations 
of older adults. 

 
 

How many pieces of work should be completed? 
 

A minimum number of pieces of work is not specified. You will need to consult with your Individual 
Tutor and Clinical Tutors to decide whether the experience gained is sufficient exposure to the 
relevant issues. 

 
 

 What is meant by ‘pieces of work”? 
 

A “piece of work” might be either direct work with a client, or indirect work with staff or carers. Some 
work should be carried out where the client has an organic impairment such as Alzheimer’s disease. 
Several competencies may be addressed by doing one piece of work. 

 

At least one case should allow the trainee the opportunity to carry out assessment, intervention and 
assessing outcome. 

 
Older adult work is often, rather arbitrarily defined in chronological terms as being with people aged 
65 and over. It is equally valid to think of it as being related to life cycle tasks, and in some cases it 
might be quite valid to think of work with a person who is under 65 years old as part of your older 
adult experience. For example you might carry out a cognitive assessment of someone in their early 
50s with memory impairment which would be appropriate. 
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Where could a trainee gain these experiences? 
 

On an adult mental health placement, for example by assessing someone aged under 65 with a 
possible organic impairment, or working with a carer of an older relative. 

 
On an adult mental health placement, by negotiating to see some clients from the older adult service. 

 

On a long term needs placement. Some services continue to provide for clients beyond the age of 
65; however referrals should be related to problems relating to ageing rather than the long standing 
mental health problems. 

 
On a learning disabilities placement. Similarly it may be possible to identify referrals where the clients 
difficulties relate to changes in health, social and family circumstances or intellectual functioning due 
to ageing. 

 

In other settings. More specialised placements can be a good source of older adult experience e.g. 
physical health, neurology, family therapy. 

 
 

How will these core competencies be monitored? 
 

Trainees should use the Older Adult Log book pages (attachment 2) designed to record their older 

adults experience when an older adults placement will not take place. 
 

Progress in meeting older adult experiences will be monitored in yearly individual reviews and at the 
Year 3 placement planning meeting. You should approach the clinical tutor team if you have 
concerns about gaps in your experience. 
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2.4. Learning Disabilities Experience Guidelines 
 

All trainees must have carried out substantive work with people with learning disabilities. If a trainee 
does not complete a dedicated learning disabilities placement then adequate experience must be 
gained on other placements. 

 
Questions to be answered in deciding if the experience is adequate: 

 
 

 What are ‘relevant competencies’? 
 

The most relevant competencies are: 

 an understanding of the developmental perspective 

 awareness of services and service issues for people with learning disabilities 

 experience of assessment using observational, interviewing and psychometric techniques 

 formulation, taking account of issues of special importance to people with learning disabilities, 
including the relationship between intellectual functioning and mental health, the environment and 
developmental level. 

 intervention, particularly an awareness of how to adapt interviewing skills to the needs of people 
with learning disabilities and evaluation of outcome. 

 communication skills; working with people with different levels of intellectual ability, sensory acuity 
and communication styles. 

 working with significant levels of challenging behaviour 

 working with carers and families 

 an awareness of professional and ethical issues encountered in work with this client group, e.g. 
boundary issues, issues of consent, confidentiality etc. 

 self awareness of one’s own attitudes to learning disabilities and the way this impacts on the 
clinical services offered. 

 an awareness of cultural differences in constructions of learning disabilities and the roles and 
expectations of people with learning disabilities. 

 
 

How many pieces of work should be completed? 
 

A minimum number of pieces of work is not specified. You will need to consult with your Individual 
Tutor and Clinical Tutors to decide whether the experience gained is sufficient exposure to the 
relevant issues. 

 
 

 What is meant by ‘pieces of work’? 
 

A ‘piece of work’ might be either direct work with a client, or indirect work with staff or carers. Several 
competencies may be addressed by doing one piece of work. 

 

At least one case should allow the trainee the opportunity to carry out assessment, intervention and 
assessing outcome. 

 
Learning disabilities are often, rather arbitrarily defined by scores on psychometric assessment. It 
may be equally valid to include work with clients in more borderline ranges or with specific learning 
disabilities, as long as the issue of their learning disability is addressed in the work. 
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Where could a trainee gain these experiences? 
 

 On an adult mental health placement, for example by assessing someone for learning disabilities, 
or working with a carer for someone with learning disabilities. 

 

 On an adult mental health placement, by negotiating to see some clients from the learning 
disabilities service. 

 

 On a long term needs placement or forensic placement, where clients with learning disabilities are 
often highly represented. 

 

 On child and adolescent placements where work with children and young people with learning 
disabilities is quite common. 

 

 In other settings. More specialised placements can be a good source of learning disabilities 
experience, e.g. health, neurology, family therapy. 

 
 

How will these competencies be monitored? 
 

 Trainees should use the designated Learning Disability Log book pages (Attachment 3) designed 
to record their learning disabilities experience when a learning disabilities placement will not take 
place. 

 

 Progress in meeting learning disabilities experiences will be monitored in yearly individual reviews 
and at the third year placement planning meeting. You should approach the clinical tutor team if 
you have concerns about gaps in your experience. 
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3. PLACEMENT TEACHING & LEARNING 

 
 

3.1. Teaching & Learning Strategies 
 

Clinical placements provide opportunities for trainees to apply and develop clinical skills and 
knowledge in real-world settings, and are therefore a crucial element in the preparation of the 
competent clinician. Being ‘in-service’ and apprenticeship-like, placements provide experience in 
developing interpersonal skills with both clients and colleagues, and skills of reflection and self- 
evaluation. Placements also offer exposure to the diverse range of clinical psychology activities, in 
the different settings in which services are provided, including day-to-day management and 
administration, and wider organisational and management issues. 

 
The competencies are introduced and practised via a very wide range of teaching and learning 
activities, including (but not always requiring, nor restricted to): 

 supervision meetings with supervisors and peers 

 preparation for supervision 

 background reading 

 trainee observation of supervisor(s) and colleagues 

 trainee observation by supervisor(s) and colleagues 

 joint work, with supervisor and other professionals 

 placement-based workshops and training 

 multidisciplinary, multi-agency and service-level meetings 

 clinical presentation, journal clubs, and ward rounds 

 session planning and preparation 

 client contacts and care co-ordination 

 record-keeping 

 client and referrer communication, 

 preparation of academic/assessed submissions and 

 research activities. 

 

Accordingly, it is important for supervisors and trainees to establish together what sorts of activities will be 
available/required on placement, and how these will be structured. It is therefore a requirement of the 
programmes (and the BPS accreditation criteria) that the supervisor and trainee draw up a contract of 
placement opportunities, duties and experience. 

 
 
 

3.2. Placement Contract Guidelines 

 
 

3.2.1. Overview & Requirements 
 

The UEL programme placement contract guidelines (below) serve to help the trainee and supervisor 
negotiate a placement contract. These guidelines should be used to structure all placement contracts 
and ensure all relevant areas are covered. The guidelines ensure that a trainee’s previous experience, 
skills and knowledge are taken into consideration in the planning of the placement and also that any 
recommendations from previous placements are documented and considered in relation to the trainee’s 
individual needs. 

 
The placement contract guidelines have been developed in line with the BPS CTCP Criteria for the 
Accreditation of Postgraduate Training Programmes in Clinical Psychology. These Criteria identify nine 
areas of core competencies that trainees are required to demonstrate competence in over the duration of 
their clinical training. Trainees and supervisors should be familiar with these criteria (Appendix 2). 
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A draft skeleton contract form is provided as attachment 4. Contracts should be completed within the first 
two weeks of the placement. They should be signed by both supervisor and trainee, and a copy sent to 
the Administrator who will pass it on to the relevant Individual Tutor or Associate Clinical Tutor, and then 
to the Year Clinical Tutor. 

 

As well as serving as a guide for the planning of work within the placement, the contract should be 
available to review at both the mid-placement review and the end of placement assessment meetings. 

 

The process of negotiation of the contract provides an important opportunity at the outset of the 
placement for the trainee to familiarise the supervisor with their individual training plan and specific 
training needs, as well as identifying the general aims of the placement. The placement contract must be 
written up and completed within two weeks of the start of the placement. 

 
The placement contract guidelines are designed to: 

 

 Provide clear criteria to both the trainee and supervisor as to what must be taken into consideration 
when planning a placement and drawing up a contract. 

 

 Familiarise the trainee and supervisor with the basic requirements of the contract. The contract 
highlights areas of core competencies that the trainee will be assessed on over the duration of their 
training (transferable skills; psychological assessment; psychological formulation; psychological 
intervention; evaluation; communication and teaching; service delivery; see Appendix 2. 

 

 Help the supervisor and trainee identify core competencies that are specific to the placement. 
 

 Help the supervisor identify the training experiences available on placement and match these to the 
trainee's specific requirements and stage of training. 

 

 Set out the aims of the placement, which will reflect: 

o HCPC Standards of Proficiency 
o BPS Criteria for Doctoral programmes in Clinical Psychology 
o frameworks and legislation applicable to work in the area 
o Needs from previous placements 
o Stage of training 

o Trainee prior experience, prior knowledge, clinical competence and confidence. 

 

 
3.2.2. Guidelines for Constructing a Placement Contract 

 
 

1. Basic Information 
 

The contract should include: 
a) The names of the supervisor(s) and trainee, service name and location 
b) Placement start and end date. 
c) The proposed MPR date. If it is a one year placement there will be two MPRs. 
d) The proposed date for the EPA. If it is a one year placement, at the six month point, trainee and 

supervisor need to review the placement together using the midpoint EPA forms to facilitate 
assessment of the trainee's competence and developing skills. 

e) Days on placement and days at University. 
f) The day(s), time and type of supervision (individual/group) 

 
 

2. What are the recommendations from the previous placement. Please list. 
 

The trainee must share the recommendation from the previous End of Placement Assessment with the 
new supervisor, 
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3. Trainee’s Previous Experience and Knowledge 
 

What experience and knowledge is the trainee bringing to the Placement? This should be considered in 
relationship to the transfer of knowledge and skills to new settings and problems. What specific 
knowledge base does the trainee require for this placement? 

 
As the trainee progresses through the programme they will be increasingly clear regarding their individual 
training needs, gaps in training, areas of strength and areas that need further development. 

 

Whilst specific competencies will develop on each placement, all contracts must have a developmental 
perspective. In practice this means that the supervisor needs to be fully informed of the trainee’s 
previous relevant experience and current training needs in relationship to their stage of training. 

 
What teaching relevant to this placement has the trainee received at UEL? What teaching relevant to this 
placement will the trainee receive at UEL during the time span of this placement? (It is helpful for the 
trainee to provide the relevant UEL timetables and/or module guides at this point). 

 
 

4. Induction and Orientation (first 2 weeks) 
 

Specify plans for the induction/orientation, for example these should include meeting other professionals 
and becoming familiar with the service context. The Trainee must be familiarised with the legislative and 
national planning context of the service, and with current UK legislation applicable to the area/specialty. 

 

The induction and orientation should take account of the trainee's background knowledge of services for 
this client group and the cultural and organisational issues specific to the placement. 

 
Trainees must become familiar with the service’s Health & Safety policy and procedures, particularly in 
relation to off-site working and visits to client homes. 

 
 

5. Competencies Specific to the Placement 

 
Outline the learning opportunities that are specific to the placement. For example this would include 
working within a specific service context setting working with specific psychological models of 
assessment and intervention; carrying out clinical work with specific client groups etc. It may be helpful to 
refer to the Accreditation Criteria provided in Appendix 2 of this handbook. 

 
 

6. Supervision 
 

Specify arrangements and expectations regarding supervision. Formal supervision time must be for an 
absolute minimum of one hour per week. The programme requests a minimum of 1.5 hours. Total 
contact time between supervisor(s) and trainee must be at least 3 hours per week. It is strongly advised 
to arrange a specific time and day to meet weekly. 

 
Trainees find it particularly valuable when supervisors are clear regarding their expectations of the 
supervision process and discuss with the trainee what they have found most useful in past experiences of 
supervision. 

 
Some important questions to consider when setting up supervision are as follows: 

 What models/modes of supervision are the trainee and supervisor familiar with? 

 How are theory practice links going to be addressed and fostered within supervision? 

 What methods of feedback will be used? 

 

Further details on standards and support for clinical supervision are provided in section 4 below. 
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7. Observation of Clinical Work 
 

Specify your plans for mutual observation and joint assessments. Most trainees begin by observing their 
supervisors, and then moving progressively to more independent work. It is usually helpful to move 
through clear phases of (a) trainee watches supervisor (b) trainee and supervisor work together (c) 
supervisor watches trainee. This pattern is easier to follow when conducting assessments. 

 
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. 

 

 Live observation: - The trainee must have the opportunity to observe the supervisor working clinically 
(minimum 5 times) and the supervisor must observe the trainee working clinically (minimum 5 times). 

 Video and Audio Tape: - Trainees are requested to videotape or audiotape (with the client’s consent) 
at least 1 clinical session whilst on placement. It is expected that the trainee then selects and 
transcribes portions of the session for detailed review in supervision. (See section1.17 for guidelines). 

 

The record of observation of Clinical work form should be completed for every observation of the trainee, 
direct or taped (see Appendix 10). 

 
Trainees must keep a log of their clinical experience to enable their training plan to be monitored. The log 
is divided into two parts, the Caseload Log and the Competencies Log. The Caseload should be 
completed monthly and should always be available at the MPR and EPA. (See section 4) 

 
 

8. Clinical Casework 

 
As a general guideline trainees usually carry around 6-8 ongoing substantive pieces of clinical work at 
any one time. Trainees should usually be seeing clients within the first few weeks and should be building 
up to a full caseload and range of clinical activities in the first 6 weeks. While it is important that trainees 
see a reasonable number of cases for direct work, some of these ‘pieces’ of work could be indirect with 
staff or carers or service related research. It is very desirable that at least one case is seen 
independently by the trainee from the assessment through to termination. 

 

Remember to ensure a range of clients are seen (ethnicity, age, gender, social context, presenting 
difficulties). 

 
 

9. Indirect Clinical Work and Inter Professional Working 
 

Some important questions to consider when arranging clinical duties are: 

 Is there any work with users / carers and/or staff planned? 

 Will the trainee be able to observe / carry out any consultation work? 

 Trainees should gain experience of work with other professionals. 

 

10. Regular meetings 
 

Specify how frequently the trainee is expected to attend specific meetings: include allocation meetings, 
team meetings, department meetings etc.. 

 
 

11. Assessment 

 
What formal psychological models will be used to inform the assessment process? 
Specify what experience the trainee will gain in psychometric assessment. 
What policies/legislation/clinical skills does the trainee need to be familiar with/competent in with respect 
to risk assessment? 
Will the trainee need to work with an interpreter? 



24 

 

 

12. Formulation 
 

The trainee should demonstrate skills in using formulations in the following areas: 
a) with clients to facilitate their understanding of their experience. 
b) to plan appropriate interventions that takes the client’s perspective into account. 
c) to assist multi-professional communication and the understanding of clients and their care. 
d) revising formulations in the light of ongoing intervention and when necessary re-formulating. 

 

Trainee and supervisor should consider how the development of formulation skills will be monitored and 
assessed on placement. The preparation of short formulations by the trainee prior to supervision can be 
very helpful. 

 
 

13. Direct Clinical Interventions and Approaches to Therapy 

 

What formal psychological models of therapy are likely to be used on placement? 
What approaches to therapy will the trainee be exposed to? 
Is service delivery organised around any specific models of intervention? 

 
 

14. Outcome and Evaluation 
 

Specify what outcome measures will the trainee become familiarised with. 
Specify whether/how the trainee gain any experience in service evaluation. 

 
 

15. Communication and Teaching 

 

Supervisors should closely monitor and help develop trainee’s oral communication. 
Specify any teaching planned 
Specify opportunities for the trainee to communicate clinical and non clinical information from a 
psychological perspective. E.g. consultation and service planning. 

 
 

16. Research 

 
Specify any plans for service related research. 
Doctoral research should be discussed as necessary. 

 
 

17. Resources 
 

What resources will be available? For example is there access to library/computer facilities? What 
accommodation is available for the trainee? 

 
 

18. Report Writing and Correspondence 
 

Supervisors should closely monitor and help develop trainee’s written communication. 
Specify your expectations and arrangements for counter-signing. 

 
 

19. Arrangements for ending placement: What procedures will be followed? 
 

What are the expectations regarding arrangements for handing over clients, finishing reports etc. 
 

There should be a formal End of Placement Review before the end of the placement at which the 

completed Supervisor's 'End of Clinical Placement Rating form', the Trainee's 'Feedback on Placement 
form' and Caseload Log are discussed. 
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20. Other Experience 
 

Specify any additional aims for the placement. If the trainee will be submitting a Practical Report based 
on work done on placement, the supervisor is required to provide signed confirmation that the report is an 
accurate summary of the work undertaken. A date for the trainee to provide a draft to the supervisor, and 
for the supervisor to return the report with a confirmation form (provided by the trainee) and any 
help/comments/feedback, should be noted here. 

 
21. Sign & Date 

 
Both the trainee and supervisor should sign and date the contract, before returning a copy to the 
administrator. 

 
 

3.2.3. Pre-Placement Visit & Checklist 
 

A pre-placement visit is a useful way to establish some of the issues for the contract. Time is 
allocated in the Year 1 induction/orientation block for trainees to arrange to meet their supervisor. It is 
important to allow adequate time for the pre-placement visit, at least one hour.  If it is not possible for 
a pre-placement visit to be arranged, the trainee and supervisor should consider all of the following at 
their initial meeting. The checklist below can be used to facilitate pre-placement visits and also help 
to ensure that the placement contract adequately addresses the trainee’s needs within the context of 
the placement. 

 
 

TRAINEE 

 

 Previous experience 

 Share logs with supervisor 

 Discussion of range of experiences in each of the Core Competencies to date 

 Gaps in experience 

 Perceived strengths and training needs 

 Academic teaching received relevant to placement 

 Particular interests/expectations 

 Particular requests e.g. service related research, practical reports etc 

 Guidelines for placement contract 

 MPR proposed date 

 Inform supervisor of dates e.g. extra teaching blocks, essay deadlines etc. 

 Inform supervisor of any anticipated annual leave. 
 

SUPERVISOR 

 

 Placement description 

 Identification of Core Competencies specific to the placement 

 Particular requirements e.g. car, attendance on certain days 

 Discussion of experience/gaps (see trainee’s logs) 

 Particular expectations 

 Clarify starting date 

 Clarify holidays where possible (trainee & supervisor) 

 Placement contract & guidelines e.g. workload, specific experience, meetings to attend, 
supervision etc. 

 Supervision arrangements, expectations, boundaries 

 MPR proposed date 

 Health and safety policy 

 Equal opportunities policy 

 Clarify hours of work. In some cases, due to child care responsibilities or long distance travel 
trainees may wish to negotiate exact hours with their supervisor. 
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3.3. Adult Mental Health Placement Guidelines (6 months) 

 
 

General Issues and Getting Started 
 

Because the adult mental health placement is usually the first placement trainees undertake, supervisors 
tend to find they have two targets for induction - helping trainees undergo a shift of role, and helping them 
learn about work in the NHS and related services. 

 

Although most trainees will have had relevant clinical experience prior to coming on the Programme, this 
varies widely from trainee to trainee. It is best to start by discussing what their experience has been, and 
to consider what this implies for their training needs. Whatever their prior experience, trainees often feel 
anxious and deskilled at the start of training - and this can include trainees who appear to have an 
extensive background in clinical work. 

 
 

Make sure that trainees are familiarised with the structure of your service and the people who work in it. 
They should also be made aware of any current issues or problems that are likely to impact on the 
placement. They will need inducting to basic administrative procedures, especially including any issues 
relating to confidentiality and record keeping. 

 
 

Introducing trainees to direct work with clients usually involves a period of observation (which facilitates 
modelling), followed by joint working (which allows supervisors to monitor trainees work closely, and to 
increase responsibility as their confidence and skills increase). The speed with which trainees are 
capable of undertaking independent work varies; there is a balance to be struck between taking things 
too quickly (which can lead to high levels of anxiety) and taking things too slowly (which can lead to 
frustration). We strongly advise that supervisors arrange a small number of joint assessments in advance 
of the trainee commencing placement. This ensures that observation of clinical work and joint working 
can start quite quickly. 

 
 

Orientation: 
 

Having established the trainee's prior experience, competencies, anxieties, special interests, etc: 
 

 orient them to the service: 
o Introduce the trainee to other psychologists in the team, members of other professions, 

observe multidisciplinary meetings, discuss distinctive features of the service. 
o Provide a "who's who" of local managers, local agencies, abbreviations used in meetings. 

 Familiarise them with: 
o Basic "office" procedures, such as administering referrals and arranging appointments, 

responding to cancellations, access to files (etc) 
o Operational policies 
o Formal and informal codes of conduct in the department, lunch places, library facilities and 

equipment available (etc) 

 
 

Clinical Activities 
 

The following list of clinical activities is not intended to be either exhaustive or prescriptive. There are 
many ways of developing the skills trainees will need - active methods of teaching such as instruction, 
modelling, rehearsal and role playing may usefully supplement observation, deduction and learning 
through experience. Many of these skills will have been discussed and practised at University before 
trainees arrive. 
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Assessments 
 

Cognitive assessments are not routinely undertaken in every service, but it is very desirable that 
trainees undertake cognitive assessments if opportunities are available, or can be created for them. 

 
Ideally trainees will have experience of carrying-out at least two formal cognitive or neuropsychological 
assessment batteries, and will have communicated test findings to client(s) and colleagues, both verbally 
and in writing. 

 
 

Assessment for intervention 
 

Formal assessment and monitoring 

 Hopefully trainees will gain experience of selecting and understanding the use of relevant 
standardised assessment procedures (e.g. Beck Depression Inventory etc) 

 
Assessment Interviewing including: 

 Learning about the techniques employed in interviewing, such as history taking, direct 
observation (etc). 

 Using basic counselling techniques to establish rapport, engage the client, using skills of listening 
and reflecting 

 Clinical hypothesis testing - translating complex constructs into simple questions or observations, 
and experience at presenting a formulation in form and language appropriate to clients, 
colleagues and referrers 

 
Selecting an appropriate therapeutic intervention: 

 Utilising relevant academic knowledge 

 Making use of clinical/social information as predictors of outcome 

 Setting realistic targets for outcome 

 

Selecting clinical cases for intervention 
 

Direct clinical work is expected to form the core of this placement, which should enable trainees to start 
acquiring assessment and therapy skills. Trainees should have a range of experience, placements vary in 
their coverage, but supervisors should not feel burdened by trying to find types of cases which they do 
not normally see themselves. 

 
However, when selecting cases, it may be useful to consider the categories below and to aim for variety, 
bearing in mind that one client may meet several of the criteria below (e.g. a man in his 60's facing 
retirement and presenting with somatic symptoms, cognitive behavioural approach utilised). 

 
Each placement will have a different mix of clients; the following is intended to alert supervisors to the 
range which would be extremely desirable. 

 
 

a) Age range: 

As wide an age range as is available in the placement. Bear in mind that life stages are more important 
than chronological age; for the purposes of case selection supervisors should focus on whether problems 
reflect typical life-cycle concerns. For example, concern with issues of mid-life or later life (menopause, 
retirement, children leaving home, etc) can occur across quite a wide band of chronological age. 

 

b) Systems: 

It is desirable for trainees to work with more than just individual clients - exposure to working with 
couples, families and groups is useful. 
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c) Severity: 

It is very important that trainees have contact with presentations across the spectrum of distress. 
Trainees should be familiarised with assessment techniques and interventions relevant to clients with 
diagnoses of a psychotic disorder, and of severe personality disorder. Although direct work with such 
clients is desirable it is not always possible, but indirect work and/or exposure to these client groups 
should always be included in this placement. 

 

d) Duration: 
It is very desirable for trainees to have exposure to individuals both with acute and chronic presentations - 
an ideal case mix would include people presenting with life crises or symptoms of recent onset, through 
to clients with longstanding problems, perhaps including problems such as persistent alcohol abuse, or 
social difficulties which complicate treatment. 

 

e) Demography: 

Clients should be drawn from as wide a range of demography as can be achieved in relation to the 
catchment population of the service, so that trainees are familiar with the importance of gender, sexuality, 
social class, background, religion, and ethnicity. 

 

f) Type of problem: 

The aim should be to keep the range of problems as varied as possible. It is worth bearing in mind that 
the "case-mix" should reflect: 

 the range of presentations - which suggests that trainees should always see individuals presenting 
with depression, and with anxiety difficulties (phobias, panic, obsessive compulsive behaviour). 

 life-stage and life-cycle issues, such as bereavement, marital or family difficulties, issues of mid- and 
later life (etc.) 

 
 

Workload 
 

This is hard to specify, because the placement will comprise direct as well as indirect work. However, at 
least 6-8 ongoing pieces of clinical work would be usual. 

 
 

Types of intervention and outcome 
 

Ideally trainees should be exposed to more than one therapeutic approach. Although this can be difficult 
for supervisors who work within a single model, it is often possible to supplement a trainee's experience 
through indirect work (e.g. case discussion with colleagues who use other orientations), or sometimes by 
direct work supervised by an additional supervisor (who will usually, but not invariably, be a clinical 
psychologist) 

 
Although cognitive behaviour therapy, systemic approaches and psychodynamic psychotherapy are the 
most common therapies practised and taught by psychologists, other approaches are increasingly used 
(such as cognitive analytic therapy). In choosing which approaches to use and to teach, supervisors will 
be partly guided by evidence of likely efficacy. 

 

Exposure to more than one different level of intervention is helpful - for example, direct work with 
individuals, couples, families or groups. In most placements it should also be possible to arrange indirect 
work through carers and staff. 

 

Trainees need to be aware of the importance of evidence based practice. Outcome measures and follow 
up need to be considered by the trainee. Guidance from the supervisor on strategies for evaluating 
outcome and planning follow up is essential. 
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Contact with mental health services, multidisciplinary team work 
 

Trainees should develop a sense of the organisational functioning of the mental health services within 
which they work. 

 
Work within multidisciplinary teams is increasingly important. Supervisors should discuss management 
and strategic issues related to team-working in order to give trainees a context for the interventions 
offered. This will be especially important where the work is carried out within a multidisciplinary team. 

 

Wherever possible trainees should observe/participate in team meetings, such as in-patient ward-rounds, 
CPA meetings, and case discussions. Trainees should have an understanding of the CPA system 

 
 

Systems for service user involvement 
 

Trainees need to be familiar with local arrangements for service user involvement. Any opportunities for 
direct work with service user representatives/groups is valuable. 

 
 

Observation 
 

Evidence suggests that modelling of techniques from supervisors and other professionals is an effective 
way of facilitating learning. Wherever possible trainees should observe their supervisors. Equally, there 
is clear evidence that supervisors need to observe trainees in order to gauge their skilfulness, and to give 
more detailed feedback than is possible on the basis of a verbal report. It is essential that trainees are 
observed working with clients in the course of the placement. We recognise that it is not always easy to 
set up observation, we therefore recommend trainees and supervisors ensure they engage in a number 
of joint assessments. This enables the supervisor to observe the trainee at work and vice versa. The 
record of observation of clinical work form should be completed for every observation of the trainee. 

 
 

Report writing and correspondence 
 

This is probably the first time that trainees will have formally communicated with other professionals, 
either through writing in case-notes or through correspondence. They are likely to require help in both 
these areas. 

 
 

Teaching/presentation of clinical work 
 

Suitable opportunities to teach others may or may not occur in the first placement, but all trainees should 
present a piece of work to people other than their supervisor at least once (e.g. department case 
discussion, multidisciplinary case review). 

 
 

Research on placement 
 

Suitable opportunities to participate in a piece of small-scale service-related research may be available, 
and the trainee should be encouraged in this. Examples might include an evaluation of a social skills 
group or a single case study. 
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3.4. Adult Mental Health Placement Guidelines (12 months) 

 
 

Range of Clients 
Trainees must to be exposed to the full range of mental health problems. This means that they should 
work with: 

 patients with acute through to chronic presentations 

 moderate through to more severe mental health problems 

 people presenting with psychotic symptomatology, and people with severe and 

 enduring mental health difficulties. 

 

Range of Settings 
Trainees should work with patients in 'out-patient' contexts, and also in in-patient and/or community 
settings. 

 
 

Inter-professional working 
Trainees should gain experience of work with other professionals, preferably in the context of a multi- 
disciplinary team (for example, a ward or a community team, or a primary care team). It is expected that 
as part of this experience they will learn about care planning and other team-based interventions. 

 
 

Experience of work with older people 
Supervisors/coordinators are not obligated to provide work with older people in this placement. However, 
since all trainees must gain this experience at some stage in the programme, it is helpful to check 
whether this can be done in the context of your AMH service. 

 
 

In settings where there is no link with services for older people 
The UEL criteria for minimum experience with this client group are outlined later in this section. These will 
give you a broad idea of the ways in which AMH placements can meet the criteria (although it is worth 
noting that there is some variation between programmes on the specific requirements for this area of 
work). 

 

It is possible to run a one-year placement which does not include experience in work with older people, 
though if this is the case the placement should include a specific and extended focus on individuals with 
long term needs and serious mental illness. 

 
 

In settings where there are close links with services for older people 
In some settings the one-year placement is constructed by linking with specialised services for older 
people, and with a supervisor who specialises in this area of work. Because the balance of the 
placement is about 50:50, over the year the trainee will have a full experience both of AMH and of work 
with older people. Details of placement structure and content will vary according to local custom. 
However, the following timetable may prove useful: 

 

 
 Area of clinical experience Proportion of time spent 

October -December Adult Mental Health AMH only 

January-April Phasing-in of limited contact with older 
people's services 

One session older people; 
remainder AMH 

By end April Begin phasing-out AMH and increasing 
amount of work with older people 

50:50 AMH: older people 

May-October Rapid tapering of AMH work to one 

session per week, remainder of time 
working with older people 

One session AMH for longer- 

term work carried through; 
remainder older people 
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Supervisors of work with older people should bear in mind that planning of longer-term activities will need 
to be done fairly early in the placement. On the basis of experience, the initial session in work with older 
people can be used as an extended induction (for example to acquaint trainees with settings and 
services), so that they are well-prepared for starting work with older people in April. 

 
 

Duration of client contact 
The contract must ensure that trainees see at least some clients over an extended time-period (i.e. more 
than 6 months). Examples of longer-term pieces of work include: 

 more extended psychotherapeutic work with less severely disabled clients 

 work with more severely disabled individuals as part of a care programme 

 work with carers 

 devising, implementing and monitoring care-plans 

 teaching and training of staff groups 

 

Co-ordination of training 
If there is more than one supervisor over the course of the placement, one supervisor should act as the 
co-ordinator of training throughout the year. This person should take responsibility for monitoring overall 
professional development, for ensuring that the components of training fit together, and being available to 
act as a link to the programme for relevant personnel matters. 

 
Arrangements for supervision 
It is assumed that supervision will be offered according to the BPS guidelines, (See Section 3) with 
appropriate formal supervision time allocated in relation to the amount of work being undertaken in each 
speciality. 

 

Where there are distinct elements to the placement (usually where there is a clear transition between 
AMH and older people's services) the AMH supervisor will carry primary responsibility for the placement 
until the end of April, switching with the supervisor for work with older people at this point. A formal 
"handover" meeting of the supervisors and trainee should be planned at this time. It would be desirable 
for supervisors and trainee to have at least one formal meeting a term, in order to manage any problems 
of overlap and continuity. It is assumed that there will be a reasonable level of regular informal contact 
between all parties. 

 
 

The Placement contract 
There should be contracts covering the major components of the placement, based on the UEL 
placement contract. 

 
 

Converting a one-year to a six month placement or vice versa 
Occasionally either the supervisor or trainee feels unhappy about the development of the placement, and 
it may be judged appropriate to end of the placement after six months. However, such a course of action 
is rare, and would only happen after careful discussion between all relevant parties. Sometimes it 
becomes possible to extend a 6 month AMH placement for a further 6 months. This would need to be 
negotiated with the First Year Clinical Tutor. 

 
 

Placement monitoring 
 

a) Mid Placement Reviews (MPRs) - there will be two MPRs - usually one in 
December/January and one in June/July. 

b) Supervisor Evaluation - in order that the Examination Board (which meets in early September) is 
aware of trainees’ progress before one year has elapsed, the Supervisor's Evaluation Form 
needs to be completed at the end of the first 6 months (around April), and again at the end of the 
year. 
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3.5. Older Adult Placement Guidelines 

 
 

Introduction 
 

No two placements with older adults will offer the same clinical experience. The form the placement 
takes will vary with the setting, the supervisor's areas of expertise and the trainee's experience and 
needs. The BPS Committee on Training in Clinical Psychology (CTCP) March 1989, provided the 
following basic criteria that need to be met by this placement: 

 "Core experience in work with elderly people includes assessment and interventions of both 
functional and organic problems including work with the severely mentally infirm. There should be 
both direct work with elderly people and indirect work with families and other carers." 

 

The following guidelines, which expand on the basic outline, are intended to provide a more detailed 
framework for the basic minimum content of this placement. 

 
 

The client population of the placement setting ought to include: 
 

Essential 1: Clients presenting with functional disorders. 
Desirable: A range of clients both male and female, ranging in age from the elderly (65 - 74) to the 

very elderly of 86+, presenting with a wide variety of functional disorders, including 
depression, anxiety and inappropriate behaviour. 

 

Essential 2: Clients with dementia. 
Desirable: A variety of clients ranging from those with mild memory impairment through those with 

a moderate focal impairment, e.g. dysphasia, visual agnosia, to those with a global 
cognitive impairment. 

 
 

Clinical Experience 
 

Essential 1: Direct clinical work with older adults. 
Desirable: Direct work in a variety of settings including the client's own home. 

 
 

Essential 2: Indirect work with staff, families and other carers. 
Desirable: Indirect work with staff in more than one setting, e.g. day centre, long-stay hospital, 

residential home and with staff from different disciplines, e.g. nursing, social work, health 
visiting, occupational therapy. 

 
 

Assessment 
 

Essential 1: Effective psychological care of older adults requires careful holistic assessment of the 
person's current situation, physical, environmental, social and psychological and the potential interaction 
between these different variables. 

 
Developing clinical interviewing skills and building rapport with older adults requires basic knowledge of 
the range of physical problems elderly people commonly have to contend with, e.g. heart disease, 
respiratory problems, arthritis and other mobility difficulties etc., 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. 

 

Essential 2: Knowledge and experience in using a range of formal assessment procedures specifically 

designed for older adults including cognitive and behaviour analysis. 
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Intervention Skills 
 

Essential 1: An appreciation of the wide range of psychological and interventions therapies that can be 
adapted for older adults. 

 

Essential 2: Gaining some knowledge of psychological therapies designed for the use with older people. 
 

Desirable 1: Experience in designing individual care plans with realistic but objective goals and planned 

interventions. Either in direct work with the client or in indirect work with staff, relatives or other carers. 
 

Desirable 2: Experience with group interventions especially designed for older adults and/or their carers. 
e.g. reality orientation, reminiscence therapy, task-orientated staff group, staff support group, relatives 
support group. 

 
 

Organisational/Management Experience 
 

Essential 1: Trainees should gain an understanding of the potential contribution that Clinical 
Psychologists can make within the wider provision of both the Health Service and the Social Services, 
including their input to service planning. 

 

Essential 2: Trainees should gain experience of working along side and together with other professionals 

and develop an appreciation of their responsibilities, problems and concerns. 
 

Essential 3: Trainees should gain experience of provision for older people based in the voluntary sector. 
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3.6. Children & Families Placement Guidelines 
 

 

 
 

Introduction 
 

There is considerable variability in the pattern of Child Psychology services, and in the nature of the 
experience which can be offered to trainees. Some services function in such a way that trainees may 
carry a significant caseload; others allow more indirect and joint work. Rather than specifying the 
essential components of a child placement, the outline contract which follows stipulates the broad areas 
which trainees should have some exposure. This allows the supervisor and trainee to specify the precise 
types of experience which would be available in the placement. 

 
In general, training experience should have its base in normal child development, and trainees who have 
had no prior experience with children should ideally have some contact with normal children at the 
beginning of the placement. 

 
All trainees would be expected to have exposure to direct work with children, work with families and 
parents, and liaison with other agencies (schools, Social Services, paediatricians etc). 
Clinical experience should include consideration of: 

 a range of approaches to assessment and intervention. 

 a range of presenting difficulties 

 a range of ages (0-5/5-11/adolescents). 

 A range of clients (ethnicity, gender, etc.) 

 

 
Observed experience, or joint work with supervisor 

 

This may include: 
a) Observation with other professionals 
b) Observation of ward rounds, case conferences, case discussions. 
c) Observation of treatment/intervention by others (e.g. .family therapy) 
d) Observation of child abuse/CSA work 
e) Observation of supervisors providing intervention or assessing 
f) Clients/families/organisational problems 
g) Joint working with the supervisor or other professionals 

 
 

Direct contact experience 
 

Casework undertaken independently or with the supervisor should include exposure to work with 
children, parents, families and liaison work. 

 
Trainees will usually carry about 6 to 8 ongoing substantive pieces of clinical work at any one time. While 
it is important that trainees see a reasonable number of cases for direct work, some of these "pieces" of 
work could be indirect work with staff or carers or service-related research. It is very desirable that at 
least one case is seen independently by the trainee from assessment through to termination. 

 
Establish trainee's prior experience with children (both professional and informal) and level of confidence 
in relating to children. Is further contact with children desirable to establish a knowledge base and 
appropriate confidence (e.g. time spent in a nursery, observing health visitors, observations or play with 
known babies or children)? 

 
The trainee needs to gain knowledge of local child protection procedures, and an understanding of the 
role of clinical psychologists in this area. 



35 

3.7. Learning Disabilities Placement Guidelines 
 

 

 
 

Introduction 
Experience in work with people with learning disabilities (ideally adults and children) should include 
assessment and interventions (direct and indirect), work in a variety of settings and work with other 
professionals. The trainee should gain experience of work in a learning disabilities service and an 
understanding of the role of the clinical psychologist. 

 

In the following pages, a number of “core” activities have been identified. Some experiences are 
regarded as essential, others as desirable. Try to identify the areas of work you hope to cover during 
the programme of the placement and treat these as targets. This “contract” or placement plan should 
be used as a basis for discussion at the time of the mid-placement review, and can help both the 
supervisor and the trainee to monitor experience gained and to identify gaps. 

 
 

Background Knowledge 
It is essential that the trainee acquire knowledge (through reading, discussion and structured 
observation) of historical and current practice and thinking about psychology services for people with 
learning disabilities. At the least, this should include knowledge of values that underpin services, 
applied behavioural analysis, service organisation and systems e.g. good planning. 

 
 

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. You should specify the care planning procedures the trainee will learn 
about. 

 
 

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 and ethnicities. Trainees 
also need to gain experience of clients who have challenging needs; autism; dual diagnosis. 

 
 

Group work: it is desirable that the trainee gains experience of group work with people with learning 

disabilities e.g. running an assertiveness group; bereavement group or transition group. 

 
 

Indirect Work 

 Work with family carers: it is desirable that the trainee gain experience of work with the family or 
family member of a person with learning disabilities. 

 Work with 'professional' carers: it is essential that the trainee works with a paid carer/staff team 
through the three phases of assessment, intervention and wherever possible, follow-up. More 
indirect work than this is highly desirable. 

 Work with other professionals: it is essential that the trainee gains experience of work with other 
professionals from a range of services/agencies. 

 Work with MDTs: it is essential that the trainee gain experience of work within a multi-disciplinary 
team. 

 
 

Work Within Systems and Organisations 

 Knowledge of service organisation: it is essential that the trainee gain knowledge of the role of 
the clinical psychologist at the level of the service organisation e.g.: local service development, 
implementing community care legislation. 

 Range of settings: it is essential that the trainee has 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. At least two settings 
are essential. More settings are desirable. 
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3.8. Severe and Enduring Presentations Placement Guidelines 
 

 

 
 

Introduction 
 

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 assessment, 
interventions and management with people with long-term, severe mental health problems. 

 

These aims can be met in a number of ways, because 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, knowledge and conceptual approach may vary widely as well. Some attention to identifying 
the trainee's and the supervisor's ‘starting points’ and agreeing upon a good working model will probably 
pay dividends later on. 

 
 

Knowledge 
 

An assessment of the knowledge base of the trainee should be made at the outset of the placement. This 
will vary according to the academic programme component (different at UEL, UCL and Royal Holloway) 
and the trainee's previous experience and reading. Essential basic knowledge (much of which is covered 
in the academic programme components) probably includes: 

 The concept of schizophrenia. 

 History of services for long term care (institutional vs. community care). 

 Psychological models/concepts (needs, skills, quality of life, social disability). 

 Assessment (broad based functional psychometric). 

 Intervention (individual, group, case management, indirect). 

 The organisation of and range of services (including understanding of quality issues, support of 
carers and service evaluation). 

 Relevant research strategies (e.g. for service evaluation). 
 

Trainees acquire knowledge in different ways: through structured personal experience, reading, 
observation, feedback and discussion. As it is never possible to provide experience as well as reading 
and discussion for everything, a balance of methods should be aimed for. 

 
 

Clinical Competence 
 

An assessment of the clinical competencies acquired by trainees in their other placements will be 
valuable as a base for planning this aspect of the work. Assessment and intervention skills acquired in 
adult mental health, learning disabilities and work in the care of the older adults, will obviously be very 
relevant. Supervisors should therefore, discuss with trainees the experience and competencies which 
they bring. Of the competencies which are probably fairly specific to work in the field of long-term, severe 
mental health needs the following should be included: 

 Interviewing (clients with communication and attentional 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 levels of 
intervention). 

 Care management (negotiating targets with client and relevant others). 

 Work within the organisation (applying psychological models to the organisation, communicating 
effectively with other staff, participation at all relevant levels of the organisation). 
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3.9. Guidelines for Placements in Other Areas 
 

 

 
 

Introduction 
 

With changes in training arrangements and with Clinical Psychologists working in innovative services, 
placements are increasingly diverse. This means that for some placements the preceding general 
guidelines may be partially or wholly inappropriate. This could include placements in areas such as; 
Forensic services, Sexual Health, Physical Health, Substance Misuse, Clinical Neuropsychology etc. 
Additionally a placement may be more oriented around a particular model of working rather than a 
client group, e.g. Specialist Psychotherapy services, Assertive Outreach Services. 

 
The guidelines below are intended to serve as a broad framework. The supervisor will be best placed 
to advise on key areas of knowledge and clinical competence for working in each field. Further 
background information on specific areas of competence for individual types of service may be found 
in various BPS documents, especially those from the Special Interest Groups, many are available 
through the BPS web-site. Although such information is not specific to trainee placements, they may 
assist in describing some key features for particular fields. It may also be useful to seek advice from 
one of the Clinical Tutor team. In general, by the end of a placement a trainee should have gained 
sufficient experience of theory, clinical practice and service delivery to serve as a robust grounding to 
work with clients typically seen in such a service. 

 
All placements offer experience in fundamental competencies. In drawing up a placement contract 
reference should be made to the BPS Accreditation Criteria Core Competencies guidelines (see 
appendix 2) to agree which areas can be progressed on the placement. 

 
The general skeleton contract guidelines covered earlier are also the basis for any placement covered 
by this section. Guidelines regarding; induction, workload and range of clinical work, supervision, 
observation, report writing etc. remain the same. 

 
 

Knowledge 
 

The nature of a relevant knowledge base for a placement should include general key principles for 
that area (i.e. Substance Misuse, Sexual Health, Physical Health) in addition to requirements of the 
individual placement, such as those dictated by specific client groups seen in the service. This is 
likely to include literature from other professions, for example medical information to facilitate 
understanding of relevant physical health conditions. Key areas of the literature can be identified in 
discussion with your supervisor, programme team staff, programme teaching and your own literature 
searches. 

 
 

Clinical Competence 
 

A placement should be structured to enable a trainee to become competent in assessment, 
formulation, intervention and evaluation of clients’ problems, taking into account complexities arising 
from specific factors relevant to the nature of the placement, (e.g. substance misuse, physical health 
conditions and treatments). 

 

As with all placements it is expected that trainees cover both direct and indirect clinical work with a 
diverse client group in terms of gender, sexuality, social and cultural factors and severity and 
chronicity of problems, as available within the placement. Trainees should become competent with 
key assessment tools and common clinical interventions for a particular area, e.g. Relapse 
Prevention, Sensate Focus etc. in addition to the application of general clinical techniques to this 
specific field. As a placement progresses, trainees should show an ability to agree realistic goals 
with clients to design effective culturally appropriate interventions with reference to the literature. 
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Service delivery 
 

Supervisors should support trainees in becoming familiar with national and local service delivery 
guidelines and policies, reference should be made to specific NHS policy guidelines relevant to the 
placement e.g. Models of Care for substance misuse, Sexual Health Strategy. Where possible 
trainees should gain experience in multi disciplinary and multi agency team working, and also an 
understanding of the role of non-statutory community facilities. 

 
If a placement covers a very specific part of a wider field, (e.g. Oncology within physical health) 
supervisors can support trainees in developing an understanding of the broader field in relation to the 
above three domains. This may be done through reading, discussion, one off visits etc. 
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4. PLACEMENT SUPERVISION 

 
 

4.1. Clinical Supervision 
 

Guidelines on supervision prepared by the British Psychological Society are provided in Appendix 3. The 
nature and amount of supervision needed will depend partly on the stage of training and partly on the 
needs of the trainee. All trainees should be supervised by someone who has two years experience of 
working (post qualification) at least half time in the setting concerned. However, other arrangements (e.g. 
shared supervision) may be appropriate depending on circumstances. 

 
For example, with the agreement of Programme Director (Clinical) / Clinical Tutor and the supervisor’s 
manager, supervision may occasionally be carried out by a clinical psychologist who has at least one 
year’s experience post qualification (with eligibility for registration as a chartered clinical psychologist) or 
by an experienced Clinical Psychologist who is working towards the Statement of Equivalence. When 
this occurs, a lead supervisor must be appointed. This would be someone who is an experienced 
supervisor available to oversee the placement and offer supervision on the supervisory process. Often it 
is the new supervisor’s direct line manager who takes this role. They would usually attend the MPR and 
the EPA. 

 
Where two supervisors both with two plus years experience share the role of supervising one trainee, 
one of the supervisors must be identified as the lead supervisor. In this case their role would be to act as 
the first point of contact for the programme and to ensure the placement is co-ordinated and planned 
appropriately and all relevant parties informed of the progress of the placement as required. 

 

Where there exists one main supervisor, it is not unusual for trainees to receive additional supervision, for 
example on one specific case, from another clinical psychologist or experienced member of another 
profession. Where this occurs it must be clear that the arrangement is set up with the full agreement and 
support of the main supervisor (who would oversee the arrangement), together with the trainee’s 
individual tutor. 

 
Supervisor and trainee should meet each week for a formal, scheduled supervision tutorial; this should be 
of at least one hour’s duration, longer supervision will usually be needed. The Programme requests a 
minimum of 1.5 hours. In addition, supervisors should try to make themselves available for informal 
discussion of matters which arise in-between formal supervision sessions. The total contact time 
between the trainee and the supervisor should be at least three hours a week and may need to be 
considerably longer than this at the beginning of training. 

 
The quality of supervision will depend upon many factors, but the relationship between supervisor and 
trainee is clearly of central importance. These are some of the factors which enhance the maintenance of 
a good working relationship: 

 

 Regular scheduled, weekly, uninterrupted supervision sessions 

 An induction to clarify supervision arrangements, hours of work, days of work, local politics, etc. 

 Tolerance (on both sides) of differences in theoretical orientation 

 Preparedness to discuss personal and professional issues as they arise in clinical work 

 A good balance between protected, close supervision and freedom to experiment and explore 

 Opportunity to discuss theoretical and/or academic material 

 A clear, detailed placement contract 

 Opportunities for the trainee and the supervisor to observe each other at work 

 Specific feedback delivered constructively ideally based on observed work/audiotape/videotape 

 Feedback based on the trainee’s strengths, needs and areas for further development 

 Respect for the skills and experience which the trainee brings 

 Being available for informal as well as formal consultation 

 Opportunity to discuss overall workload and organisational difficulties as well as ongoing case work 
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4.2. Guidelines on Video- and Audio- Recording 
 

Opportunities for the trainee and the supervisor to observe each other at work are essential. Placements 
differ in the most appropriate opportunities for this, but some supervisors and trainees like to do joint 
work, others prefer audiotape, videotape or a one-way screen. The UEL placement contract guidelines 
have clear minimum standards for observation (see section 2 above); a record of observation of clinical 
work form (see below) should be completed for every observation of the trainee through the use of 
video and audio recording as well as direct observation. 

 
 

4.2.1. Confidentiality & Security 
 

The use of tapes can present an additional challenge to the confidentiality of information expected by 
the client, particularly when permission is sought for their use in supervision or teaching. Issues of 
confidentiality must be considered carefully. 

 
Recorded media (e.g., tapes, digital recorders) present additional challenges to security. To ensure 
security consider using letters or numbers on media as client identifiers. Media may be allocated to a 
client and recorded-over at the following session. Clients may also take their media home for 
personal review, the client may then be responsible for the ownership and disposal of recorded 
material whilst work is ongoing and when completed. 

 
 

4.2.2. Consent 
 

This must be considered very carefully and discussed fully between the trainee and supervisor. 
Written consent is essential from the outset, as is clarification as to the relationship to the overall 
medical record/notes of the audio- or video-recording materials. 

 
A form for gaining clients’ informed consent for audio- or video-recording sessions (and permission for 
the use of clinical material from their sessions in a Practical Report submission to the programme) is 
provided as attachment 5. The form is provided in a format intended for use with typically-developed 
and intact adults. The form should be modified as appropriate for other clients and contacts (e.g., 
children, vulnerable adults, persons with a learning disability, persons with cognitive impairment); in 
consultation with the clinical supervisor, and preferable with advice from a Speech & Language 
Therapist or communications specialist. 

 
It is recommended that trainees provide these to all appropriate clients at the outset of work, so that it 
is clear from the beginning whether a client will give their consent for recording and/or permission to 
be written about for an academic submission. 

 

If a trainee or supervisor suspects that a client may lack the capacity to decide whether to consent 
and/or give permission, then this must be discussed further, with reference to the relevant literature on 
assessing client competence to make such decisions (see references provided below). 

 
 

Gaining informed consent from vulnerable adults: 
 

The Mental Capacity Act (2005) states that for adults (aged 16 or over) who may lack the capacity to 
make some decisions for themselves, it is essential to take all practicable steps to enable them to 
make a specific decision, before concluding that they lack the capacity to make it. This includes 
providing relevant information, communicating in an appropriate way (e.g. using simple language or 
visual aids, or involving someone else to help with communication, such a Speech & Language 
Therapist), making the person feel at ease (e.g. making use of times of day where a person’s 
understanding is better, or locations where they may feel more at ease) and supporting the person in 
making the decision (e.g. involving someone else from their network). 
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Gaining informed consent from children & adolescents: 
 

Adolescents aged 16 or 17 are presumed by law to be competent to give consent for themselves, 
legally, but it is also considered good practice to encourage them to involve their family in decision 
making (hence there is a space on the simplified form for parent(s)’ signature(s)). If it is determined 
that a 16 or 17 year old is not competent to make a decision, then their parent (or carer) may make it 
for them, whilst involving them as much as possible. 

 

Children under 16 are seen as Gillick competent, which is defined as being able to give valid consent 
if they have ‘sufficient understanding and intelligence’ to enable them to fully appreciate what is being 
proposed. Again, it is considered good practice to involve their family in the decision making process, 
unless the child asks for this not to happen, and cannot be persuaded otherwise. 

 
 

Introducing the forms: 
 

You should introduce these forms by explaining again that you are a Trainee Clinical Psychologist 
undertaking a Doctorate in Clinical Psychology at UEL, as well as working in the NHS, with 
supervision from a more experienced, qualified psychologist; and that the NHS needs to train and 
develop future psychologists, to ensure that it continues to offer a high quality service. You need to 
make your clients aware that you may wish to tape one or more of their sessions while you are 
working with them, so that the tape can be listened to or watched by your supervisor, in order to 
enhance the quality of your supervision. You should also explain that you may wish to produce a 
practical report describing your work together, as there is a UEL training requirement for trainees to 
submit reports of their clinical work, to show the University that they are working effectively and 
appropriately. The forms explain this, and seek clients’ consent on both counts. It is good practice to 
give clients a copy of the forms if they have signed them, to remind them that, and what, they have 
consented to. 

 
 

Filing the forms: 
 

The completed consent forms should be filed in the client’s NHS case-notes. They should not be 
submitted with a practical report, as this would breach confidentiality by revealing the name of the 
client. It is essential that steps are taken to safeguard the security and confidentiality of tapes. For 
example, they should be stored in a locked drawer, and any identifying labels should be coded (rather 
that using the client’s name). 

 
 

References: 
BPS DCP (1995). Professional Practice Guidelines 1995. Leicester: BPS. 

British Psychological Society (2000). Code of Conduct, Ethical Principles & Guidelines. Leicester: BPS. 

Department of Health (November 2001). Seeking consent: working with children. Retrieved 22 

October 2008 from 
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyandGuidance/DH 
_4007005 

Department of Health (July 2001) Consent: A guide for people with learning disabilities. Retrieved 22 
October 2008 from 
www.dh.gov.uk/en/Publichealth/Scientificdevelopmentgeneticsandbioethics/Consent/Consent 
generalinformation/index.htm 

Scaife, J. (2001). Use of audiotape and videotapes in supervision (Chapter 8). In J.Scaife, 
Supervision in the Mental Health Professions: A Practitioner's Guide. Hove: Brunner- 
Routledge. 

T.S.O. (2007).  Department of Constitutional Affairs.  Mental Capacity Act 2005.  Code of Practice. 

Retrieved 22 October 2008 from www.dca.gov.uk/legal-policy/mental-capacity/mca-cp.pdf 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyandGuidance/DH_4007005
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyandGuidance/DH_4007005
http://www.dh.gov.uk/en/Publichealth/Scientificdevelopmentgeneticsandbioethics/Consent/Consentgeneralinformation/index.htm
http://www.dh.gov.uk/en/Publichealth/Scientificdevelopmentgeneticsandbioethics/Consent/Consentgeneralinformation/index.htm
http://www.dca.gov.uk/legal-policy/mental-capacity/mca-cp.pdf


42 

 

 

4.3. Flexible and Joint Models of Supervision 

 
 

Training Expansion and Flexible patterns of supervision 
 

The expansion in clinical psychology training places over the last decade has meant that there has 
been pressure on services to provide an ever-growing number of placements. Because large 
numbers continue to enter training, it follows that we will be looking to services to maintain large 
numbers of placements. This may mean thinking of innovative ways of supervising, and the North 
Thames training course have already implemented a number of ideas to support placement 
provision. 

 
Although the traditional pattern of supervision is a one-to-one relationship between supervisor and 
trainee, other patterns are increasingly common, and experience suggests that these can be just - if 
not more - effective. Some examples include: 

 Supervisors who work part-time sharing trainees between them 

 Full-time supervisors working in different areas of service (e.g. primary care mental health and 
community work respectively) combining their expertise to create a core placement 

 
 

Other solutions being considered 
 

 Enabling a supervisor to take two trainees at one time (in some settings), possibly one form 
different Programmes (UEL, UCL or RHUL). 

 

 Enabling two supervisors to share three trainees (in some settings). 
 

 To enable two supervisors (one in a more specialised setting and one in a more general setting) 
to share two trainees. 

 

 Providing group supervision in addition to individual supervision on alternate weeks. 

Supervisors find that having more than one trainee is surprisingly productive -it doesn't take twice 
the supervision time, and it can be more rewarding because it opens-up new ways of teaching 
(e.g. trainee presentations, trainee-led peer-supervision). 

 

 New ways of working in the community and in teams also mean that shared supervision is 
increasingly a desirable means to teach and model clinical competence. 

 

 With the move to a competency based model of training, placements are increasingly of one 
year’s duration. This allows for a number of different supervisors to be involved over the 
placement. Creative models of supervision can be developed more easily and trainees’ clinical 
experience can be diverse and tailored more easily to the service. 

 

What are the advantages and disadvantages of shared supervision? The clinical tutors have been asking 
supervisors and trainees for feedback about their experience of supervision. What follows is a summary of 
their comments. 

 
 

Advantages For The Supervisor 
 

 Joint supervision can be more creative and more productive than individual supervision. 

 Having two trainees can be less time consuming than one because some demands are reduced (e.g. 
they arranged their own induction after being given a list of names to contact. The demand for 
academic input was reduced because the trainees supplied each other). 

 The trainees supported one another (emotionally, for theoretical material, to reflect on their work, to 
link theory with practice, etc). 

 The trainees seemed to give each other confidence and handled difficulties more effectively. 
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 Sometimes it's difficult on this placement to make a place for psychology - this is hard for one trainee 
alone, but two managed well. 

 In the situation where one trainee was confident and the other more needy, it made supervision 
easier. 

 Group supervision seemed easier to justify to managers; the ratio of supervision time to service 
contribution was much better. 

 The pressure on the supervisor to provide everything is reduced and the relationship is less intense, 
less isolated. 

 Two trainees can do work which one alone can't - for example they can run a group; they also take 
on more work in general although it is important to guard against exploiting them. 

 
 

Advantages For The Trainees 
 

 It felt good to have someone in the same boat. We got support from one another. It was good to 
compare notes and debrief after seeing clients. It created more opportunity for reflection. 

 A three way discussion was much more productive. Different theoretical perspectives on the problem 
enriched the experience. 

 A three-way discussion was less threatening and less personalised. 

 Group supervision is a positive experience in itself. 

 It was possible to do joint work with the other trainee and this was much less threatening than doing it 
with the supervisor. 

 We could share lecture notes and it widened the trainees' experience of the trainee social network. 

 When supervision was cancelled it was much less damaging or frightening because we could review 
cases together. 

 
 

Disadvantages and Risks for the Supervisors 
 

 One trainee's agenda may dominate the supervision time; you have to be very organised. 

 The trainees' learning may progress at a different pace and this can be difficult to manage. In learning 
difficulties, for example, people commonly start at very different points in terms of their values, 
experiences, fears. 

 Perhaps there is a risk that they get a `smaller slice of the cake' when there are two of them. You 
need to provide a total of three hours supervision at least. 

 Joint supervision precludes detailed analysis of the individual's personal weaknesses. Trainees still 
need individual attention. 

 Having two trainees takes more organisation and preparation, especially if the trainees are in on 
different days. We also need the Programme to organise MPRs at the same time, arrange the start 
dates and days to fit in. 

 The end of placement evaluation takes longer. 

 It's more difficult to organise mutual observation. 

 It would be alright with two good trainees but two weak ones would be disastrous. 

 

 
Disadvantages and Risks for the Trainees 

 

 One trainee's agenda may dominate the supervision; the supervisor may then generalise 
inappropriately to the other trainee. Or one trainee gets on better with the supervisor and the other 
gets competitive. 

 It can be confusing for key workers to suddenly have two trainees flung into their organisation. 

 It is very difficult if there aren't many referrals. 

 Mutual observation was more limited. 

 You feel more guilty asking for the supervisor's time. 
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Ten Pointers to Good Practice in Joint Supervision 
 

There are advantages to occasionally having more than one trainee at a time on placement. In a recent 
survey of supervisors' and trainees' views, the balance of opinion was in favour of shared supervision in 
certain circumstances. 

 
Experience of a variety of models (e.g. supervision of three trainees shared between two supervisors; two 
trainees with one supervisor) has been obtained during the past year. What follows is a summary of the 
guidelines to good practice when such models are used. The detailed comments concerning the 
advantages and disadvantages of joint supervision which were used as the basis for writing this guidance 
are attached. In addition, for an exploration of another model, readers are encouraged to look at the 
article by Jones and Pettle (CP Forum No 75, January 1995) `Supplementing training with short term 
placements'. 

 
 

 The Programme should ensure that there is enough notice and consultation to enable 
preparation for joint supervision or shared placements to be made. 

 

 Trainees should always receive some individual supervision when sharing a placement. 
There are a number of ways to achieve this - for example trainees could be given their own 
individual supervision time plus joint meetings to discuss shared projects or theory-practice 
links or difficult cases. 

 

 Where more than one supervisor is involved each trainee should have a `primary' supervisor 
with whom to meet for private discussion of personal issues, personal, professional 
development, organisational difficulties, etc. 

 

 It is important that supervisors set a very clear agenda for joint supervision so that the 
allocation of time to different issues is agreed. Supervisors should be alert to the dangers of 
competitiveness, to one trainee getting more attention, to differences between trainees, etc. 

 

 The Programme should give very clear guidelines about the experience to be acquired on 
placement so that supervisors offering more specialist experience can be involved more in 
shared supervision. The risks of trainees feeling that their experience has been too 
specialised can be minimised in this way as well. 

 

 A good, individualised introduction is essential so that each individual's interests, preferences 
and needs can be identified at the outset. 

 

 An hour of individual supervision per week alternating with an hour or an hour and a half of 
joint supervision is desirable. More joint or individual supervision could be undertaken as 
required. 

 

 The Programme should do some preparatory work to ensure maximum organisational and 
personal compatibility of the trainees chosen to go on placement together. 

 

 The Programme should ensure that there is co-ordination of the MPRs to trainees who are on 
placement together. 

 

 Each trainee should have an individualised end of placement feedback session. 
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4.4. Support, Guidance and Training for Supervisors 
 

There are several kinds of support/guidance available to supervisors in the course of a year: 

 
 

Annual Training Events: 
 

Workshops are usually held across the year for all supervisors who have completed the introductory 
training. They are currently organised by the clinical tutors from the three programmes. Topics for the 
workshops are generated by the Programmes. Examples of recent workshops include: Formulation 
skills and Developing Service Related Research. Workshops also focus on models of therapeutic 
intervention and on neuropsychological skills. A workshop on supporting trainees to develop their 
leadership competencies has been added. Details of training events can be obtained from clinical 
tutors. 

 
 

Additional training: 
 

The Programme may organise seminars and workshops on-site at the University for supervisors. An 
example of this has been a workshop on "Supervising Service Related Research". Clinical Tutors 
may on occasion organise seminars on-site at Psychology Services if there is a particular need to 
update supervisors on major changes to training, as was done with the introduction of the core 
competency model of training for example. Such events cannot be routine however because of the 
staffing levels of Clinical Tutors. 

 
 

New Supervisor Training: 
 

There are annual two day workshops (in December, April, June and September) for those new to 
supervision in the Region i.e. those coming up to two years post qualification, those having moved to 
the Region and those who have not supervised for some time. There is a follow-up one day 
advanced supervisors’ workshop, held twice each year. This combined with the two day introductory 
workshop constitutes the BPS Learning Centre approved core supervisor training. Details can be 
obtained from the clinical tutors. 

 
 

Placement visits/clinical tutors: 
 

In addition to the regular mid-placement review visit, the clinical tutor will make an early visit to a 
placement when: problems have been identified with earlier allocations or when the arrangements for 
the placement are unusual in some way. An early visit can also be arranged at the request of the 
supervisor or trainee. 

 
Clinical tutors do not, as a matter of course, attend end of placement reviews, but can be requested to 
do so by either the supervisor or the trainee. 
Supervisors are encouraged to contact one of the clinical tutors if they have any concerns about a 
placement e.g. experience available; difficulties with a particular trainee; uncertainty about procedures 
etc. 

 
 

 Supervisors’ access to library 
 

Supervisors who are currently offering a placement to UEL trainees are entitled to become full 
borrowing members of the UEL library. Any supervisors wishing to use this facility should contact the 
programme. 
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5. PLACEMENT MONITORING & REVIEW 
 

 

 
 

5.1. Introduction & Overview 

 
The monitoring of the clinical component of training is an ongoing process. Throughout the three 
years trainees are required to complete a clinical log detailing all client contacts and clinical work. 
Each placement is assessed by the relevant supervisor and a rating is provided to the Clinical Tutor 
team on the end of placement rating form. Trainees should bring updated logs to their mid-placement 
review and End of Placement assessment. Details of the process of monitoring clinical placements 
follow in this section. 

 
 

Table: Placement Monitoring/Review Summary 

 

  

WHO 
 

WHAT 
 

HOW 

 
 

AT THE 
BEGINNING 

 

TRAINEE & 
SUPERVISOR(S) 

 
(Clinical Tutor if 
appropriate or if 
required) 

 

PLACEMENT 
CONTRACT 

 
 

MPR DATE(S) 

Placement contract/Log 
Book/Negotiation. 
Send copy of placement 
contract to Clinical Tutors 
within two weeks of the 
placement start date 

   Trainee informs Clinical 
Tutors. They co-ordinate and 
inform trainee who will visit. 

 
 

IN THE 
MIDDLE 

 

TRAINEE, 
SUPERVISOR(S) 
& 
INDIVIDUAL TUTOR 

 

MID- 
PLACEMENT 
REVIEW 

 

(See Guidelines) 

Trainee and supervisor 
prepare by:- 

 

1. Reviewing placement 
contract. 
2. Referring to end of 
placement rating forms. 
3. Reviewing Caseload log. 

   
Individual tutor conducts 
MPR, completes MPR forms, 
and sends copies to trainee 
and supervisor. 

 
 

AT THE 
END 

 
TRAINEE & 
SUPERVISOR(S) 

 

(Clinical Tutor or 
Individual tutor if 
appropriate/ 
required) 

 
END OF 
PLACEMENT 
ASSESSMENT 

 

(See Guidelines) 

 
 

CASELOAD LOG 
COMPETENCIES & 
EXPERIENCES LOG 
(See Instructions for 
trainees) 

End of placement assessment 
form and trainee’s evaluation 
of placement form are 
completed, mutual feedback. 
Trainee and supervisor(s) sign 
forms. 
Send copies to Clinical Tutors 
within 2 weeks of placement 
end date. 

 

Trainee completes log books 
& discusses with supervisor, 
and Clinical Tutor where 
relevant. 
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5.2. Mid-Placement Reviews 
 

 

 
 

5.2.1. The Aims of the Mid-Placement Review 
 

MPRs serve a number of important functions deemed essential by the Training Committee of the BPS for 
Programme accreditation. The BPS requires that: 
“All clinical placements should be visited by a member of the clinical 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 is an opportunity for the Programme to support the supervisors and an opportunity for the 
academic staff who teach on the Programme to maintain a more accurate view of the circumstances in 
which their trainees work. Some of the functions served by the MPR are outlined below: 

 

 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 BPS Supervision Guidelines are 
being followed. 

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

 An opportunity to identify problems which look likely to lead to placement failure, either because of 
shortcomings in the trainee, or because of a failure of the placement to provide appropriate 
experience and/or supervision. 

 An opportunity to make links between the theoretical and practical aspects of the clinical training 
programme. 

 An opportunity to provide feedback to both the trainee and the supervisor 

 

 
5.2.2. The process of the Mid-Placement Review 

 

A date for the Mid-Placement Review should be agreed at the outset of the placement. If the 
placement is of one year’s duration two MPRs ought to be conducted. It is the trainee's responsibility 
to arrange a time which suits the visiting Individual Tutor and the supervisor. Once a time has been 
agreed a letter is sent to the supervisor confirming arrangements and setting out guidelines for the 
meeting. 

 
It is the placement visitor's responsibility to outline the aims of the meeting and to structure it 
appropriately. 

 

It is the trainee's responsibility to ensure the placement visitor receives a copy of their placement 
Caseload log at least 1 week before the MPR. The trainee should already have given the programme 
a copy of the placement contract. 

 
It is strongly recommended that the Individual Tutor meet first with the trainee alone to review his/her 
work and current placement and supervisory experience. The visiting tutor and trainee should agree 
the topics for discussion with the supervisor. 

 

It is strongly recommended that the Individual Tutor meets with the supervisor alone to discuss the 
work of the trainee, and agree what should be discussed jointly. 

 

The Individual tutor, trainee and supervisor should meet together to set targets for the remainder of 
the placement. 

 
The visiting tutor should complete and return the MPR form to the trainee and the Supervisor, 
retaining a copy for the Programme. A copy of the MPR form is provided as attachment 6. 
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5.2.3. Preparing for the Mid-Placement Review 
 

In preparing for the MPR visit, trainees and supervisors are asked: 
 

 To have a preliminary meeting, probably during regular supervision time, to review together how 
the placement is progressing and identify any points which could be usefully raised in the mid- 
placement review. Either party may wish to contact a member of the programme team in 
advance over any serious or complex concerns. 

 

 In this preliminary meeting, to use the End of Placement Assessment form to identify what level of 
competence has been achieved so far for each item. This may be done separately at first, then 
brought together to compare. It may be useful to make notes, but the programme team will not be 
asking for a copy at this stage. The trainee's stage of training (Yr. 1-2-3) is an important 
consideration when completing the End of Placement Assessment forms. 

 

 The trainee to forward an up-to-date copy of their Clinical Caseload Log, to arrive approximately 
one week before the review meeting, along with a copy of the Placement Contract. Clinical 
Competencies Log should be completed by the trainee in consultation with their supervisor 
towards the end of the placement and submitted together with their End of Placement 
Assessment form. 

 
 

5.2.4. Guidelines for Mid-Placement Reviews 
 

The MPR should ideally take place half way through the placement as later reviews leave too little time to 
implement any essential recommendations and this can adversely affect the placement planning process. 
In the case of one year placements two MPRs would need to be arranged. 

 
It is important for the visiting tutor conducting the MPR to meet with the supervisor and the trainee 
separately, and then to hold a joint meeting. In this way, more accurate feedback about the trainee's 
performance and the quality of the supervision may be obtained. It is good practice to outline the 
structure of the review in advance and to ensure that enough time is scheduled to do it properly; an hour 
and a half is probably the minimum time. 

 
Mid-placement qualitative feedback is essential both for the trainee and for the supervisor. Supervisors 
should try to set aside positive or negative personal feelings about the trainee when making evaluations. 
Feedback should be detailed, specific, constructive and designed to help the trainee to improve. Visiting 
tutors may wish to use the Clinical Rating form as a means to help structure the discussion. Supervisors 
should avoid providing wholly negative criticism which does not encourage or guide the trainee to develop 
a range of effective and appropriate skills. If seriously unhappy about an aspect of the trainee's 
performance, supervisors should regard themselves as under an obligation to the profession to indicate 
this. The visiting tutor 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 about the placement and the supervision should also be provided by the trainee; the 
placement rating form may be used at this point to help structure the feedback, if required. It is always 
good practice to ensure that the trainee gives his/her feedback last; this helps remove the fear that 
criticism of the supervision or the placement will have a deleterious impact upon the supervisor's 
feedback about the trainee's performance. 

 
Mid-placement visiting tutors should complete the MPR forms as soon as possible after the visit and 
email it to the supervisor, trainee and the Programme Administrator. If preferred, 3 copies can be given to 
the trainee, one of which is for the supervisor and one for the clinical tutor team. Any concerns about the 
trainee or about the placement are probably worth highlighting by the addition of a telephone call to one 
of the clinical tutor team. If required, additional visits may be undertaken at any point in the placement 
and one of the team can ensure to be present at the end of placement review. 
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5.2.5. Suggested Format for Mid-Placement Review Meeting 
 

 

 
 

1. MPR visitor and trainee meet for around 30 minutes 
2. MPR visitor and supervisor meet for around 30 minutes 
3. MPR visitor, trainee and supervisor meet to summarise and agree targets for the remainder of 

the placement 
4. MPR visitor sends written summary 

The main areas covered in the meeting are: 

 Clinical caseload and range of experiences 

 Observations (record of observation forms completed?) 

 360 degrees feedback from colleagues (please collect ahead of MPR) 

 Feedback from service users (service user feedback forms completed?) 

 Strengths and areas of development in relation to competencies (see footnote below) 

 Professionalism of trainee 

 Supervision (incl. use of audio/video recording) 

 Theory practice links (a piece of work may be discussed) 

 Opportunities for: development of leadership competencies, service user involvement, inter- 
professional learning 

 Academic work which relates to or may impact on placement (service related research, 
practical report, exams, thesis) 
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5.3. Placement Monitoring & Audit Procedures 
 

 

 
 

5.3.1. Placement Experience Monitoring 
 

The Clinical Tutor team monitors the quality of experience provided on placements closely. There are 
a number of routine monitoring systems: 

 

 Year Clinical Tutors have informal contact with trainees throughout the period of the placement for 
checking on placement progress. 

 There is contact between trainees and Individual Tutors (placement visitors) throughout the period 
of the placement. 

 Mid-placement reviews are conducted by Individual Tutors when all aspects of the placement are 
reviewed and a summary report is written. Any areas for concern are indicated in this report. The 
reports are passed to the Year Clinical Tutors with areas for concern highlighted so that these can 
be addressed. 

 Trainees complete written feedback on the placement (Placement Experience Feedback form 
PEF), which is seen and signed by the supervisor at the end of the placement. 

 

The Placement Experience Feedback (PEF) form requires the trainee to comment on key aspects of 
the placement (organisation, supervision, experiences, resources), giving constructive feedback in 
each area. There is also the opportunity for supervisors to comment, if they wish to. The PEF should 
be submitted along with the EPA as part of the placement portfolio; but does not form part of the 
assessment proper, and is provided as Attachment 11. 

 
 

5.3.2. Placement Quality Monitoring 
 

A separate monitoring process runs alongside the review (MPR) and assessment (EPA) systems so 
that trainees have the opportunity to give confidential feedback on placements. Trainees are asked to 
complete the Placement Quality Audit form (PQA, Attachment 12) for all placements.  This feedback 
is not seen by the supervisor and this can free up trainees to be more open about any concerns. The 
PQA form may be submitted along with the EPA as part of the placement portfolio; but does not form 
part of the assessment proper. 

 
Following completion of the form, trainees may arrange to meet with their Year Clinical Tutor 
individually and / or Year Clinical Tutors may request to see individual trainees to discuss specific 
issues further. Year Clinical Tutors highlight any areas for concern and these are taken to the regular 
Clinical Tutors meetings. The course of action in response to these concerns is decided and the audit 
forms are filed separately from trainee files. The files are revisited regularly to ensure that information 
is not lost. 

 
The information gathered through the above monitoring and audit systems is kept on trainees’ files or 
under separate cover in the case of the audit forms. 

 

Basic placement audit information is also kept in excel spreadsheets for all placements undertaken by 
trainees. This records whether concerns have been raised, as well as noting what concerns have 
been raised and any actions taken to respond to them. 
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5.4. UEL Procedures for Managing Placement Concerns 
 

Issues of concern deemed significant enough to impact on placement quality will be shared with the 
other two North Thames programmes in Clinical Psychology, as all placements and the process of 
placement allocation are shared across the three programmes. This information is treated 
confidentially. A record is kept of concerns about specific supervisors are raised that are serious 
enough for intervention by a tutor. This is kept centrally and includes our actions and the outcomes. 
The list is reviewed formally twice a year at the North Thames Clinical Tutors' meetings. 

 
 

For General Concerns 
 

At the allocation meeting each programme is responsible for sharing information regarding 
placements that have raised concerns either due to trainee reports and/or Mid Placement Review 
visits. Each programme reports on how the concerns have been managed. Where concerns are 
ongoing and the placement is being monitored it is good practice for the same programme to continue 
to use that placement to ensure continuity of monitoring until concerns are resolved, using the 
following procedures. 

 
1. The flow diagram below shows the main route to follow if difficulties emerge in the course of a 
placement. The problem could be identified by the trainee, the supervisor or a member of the 
Programme team. As a model, it attempts to give recognition to the commonly interactive nature of 
difficulties and their solutions, and the centrality of the trainee-supervisor relationship and contract. 
The vast majority of placement issues will never require more than the first few loops of the diagram. 
The dotted lines indicate optional pathways that can be used. 

 

2. Whenever possible, a stepped approach to problem-solving should be adopted, only escalating 
when the feedback indicates that difficulties have not changed. However, under serious 
circumstances (e.g. professional misconduct), no party should hesitate to move to a higher level of 
intervention without passing through the other possibilities. Therefore, although we might recommend 
that trainees make use of each others’ experience and skills as a first step, there will be situations 
when it would be more sensible to contact a member of the clinical tutor team straight away. 

 

3. The clinical tutor or placement visitor will endeavour to facilitate the resolution of difficulties by the 
trainee and supervisor unless the point has been reached where the relationship has broken down 
irrevocably when the programme representative will take the action deemed necessary by the 
programme team. 

 

4. Confidentiality and control will be maintained respectfully by the Programme for both trainee and 
supervisor. Issues will not be raised in joint meetings unless permission has been obtained by the 
person articulating the problem. However, the usual constraints on confidentiality apply regarding 
risk, abuse/protection, criminal behaviour, the public interest etc. when Programme staff might be 
obliged to act even if permission were not forthcoming. 

 
5. It is recommended that quite detailed and formal objectives are set for monitoring purposes, so 
that they are specific, achievable, measurable etc. Likewise a date should be set for the review 
meeting which should be conducted in a way agreed upon by all parties when setting the action plan 
up. 

 
 

For more Serious Concerns 
Contact is made with both the supervisor and their manager. An approach is agreed for dealing with 
the concerns and monitoring progress. This is documented. Each programme is informed of any 
action taken. 
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Guidelines 
 

After consulting with the Regional Psychology Advisory Committee, guidelines have been drawn up 
which detail the procedures for managing concerns as outlined above. These are given to all 
supervisors who agree to take a trainee (see next section). 

 
Any recurring themes about placement quality or issues relating to the monitoring and audit 
procedures themselves are discussed at the UEL Placements Sub-Committee which meets twice per 
year. 

 
 

UEL Complaints Procedure 
 

We direct trainees through the above procedures in the first instance. If necessary, trainees may also 
use the UEL complaints procedure which also covers placement learning. Details of this procedure 
can be found in Part 15 of the Manual of General Regulations and this can be found on the UEL 
website. 

 
 

 

 
 

Trainee 

 
 

Problem-solve/share 

with peers 

Programme Staff 

 
Problem Identified By: 

 
 
 

Discuss in supervision 

 

 
Supervisor 

 

 
Problem-solve/discuss with 

supervisor/colleagues 

 

  
Discuss and action 

plan with Clinical Tutor 

 

 
Problem 

Continues 

 

 
Problem 

Resolved 

Discuss and Action 

Plan with Clinical tutor 

 

Jointly devise action 

plan for trainee 

performance 

Clinical tutor arranges an ‘extraordinary 

placement visit or Special MPR 

 

Action Plan for Changes to 

Placement e.g. supplementary 

supervision 

 

 
 
 
 
 

Trainee changes 

placement 

Review and Monitoring Strategy +/or 

End of Placement Visit 

 
 

Problem Continues. Break down of 

contractual relationship between UEL 

supervisor and trainee 

 
 
 

Problem 

Resolved 

 
 
 
 
 

Trainee 

passes 

Placement 

 

Trainee fails 

placement 

Programme negotiates continued 

use of placement 

 
Debriefing and planning meeting between 

Programme staff and trainee 

Action re-employment law, invoke 

professional, grievance or disciplinary 

procedures 
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5.5. 
 

 

 

1. Introduction 

 
From time to time problems arise on placement. Usually these relate to concerns about the way the 
trainee is approaching their work, about aspects of placement organisation or about aspects of 
supervision. Occasionally the issues are more serious. 

 
The focus of this document is to indicate how the programmes will manage concerns that relate to 
supervision and placement organisation. We raise these issues in the spirit of creating as much 
transparency about the partnership between programmes and supervisors as is possible. 

 

A major omission in what follows is the absence of discussion about problematic trainee performance, 
and how this is managed. This is deliberate; we think this document is clearer if it keeps to one focus. 
However, supervisors should be reassured that courses do recognise and will investigate the potential 
role of trainees in contributing to any difficulties which arise. 

 
 

2. Dealing with ‘minor’ concerns and problems 

 
The formal mechanism for managing any concern is the Mid-Placement Review (MPR). Most issues 
which emerge during this visit can be dealt with easily, usually by direct discussion and negotiation 
between the course visitor, the supervisor and the trainee. 

 

The MPR is a formal mechanism for managing quality issues. However, ‘informal’ contact between 
the programme and the supervisor can be very useful. Programmes routinely speak to trainees to see 
how placements are progressing, and supervisors are always welcome to contact the courses directly 
if they have any concerns themselves. Because early intervention is often more effective than waiting 
for difficulties to become entrenched, programmes are keen to keep these ‘informal’ channels of 
communication as open as possible. 

 
 

3. Dealing with serious concerns 
 

More rarely, a problem emerges with supervision that raises concern either about the provision or 
quality of supervision, or the clinical capacity of the supervisor. In such instances programmes have a 
duty of care to trainees, and potentially to patients, and on this basis we would need to investigate 
any concerns in a more formal manner. 

 
Examples of a serious concern include: 

 

 gross failure to offer time for supervision (e.g. leaving the trainee unsupervised for a protracted 
period) 

 gross deviations from good practice in supervision. Usually this would reflect a combination of 
failures rather than a single instance, but including consistently allowing supervision sessions to 
be interrupted, conducting supervision sessions in an unprofessional manner (for example, 
inappropriately personalising sessions or acting in a manner which took advantage of status 
differences between trainee and supervisor) 

 clear evidence that the quality of supervision fell significantly below the standard expected of a 
qualified psychologist (e.g. offering advice at clear variance with accepted professional practice, 
clear indications of minimal or absent knowledge of usual practice in the clinical context) 

A statement from the North London Clinical Psychology 
Programmes at UCL, UEL and RHUL 

How programmes manage minor concerns and serious problems 

with supervision on placement 
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 unethical professional practice 

 breaches of the BPS Code of Conduct 

 breaches of standard NHS policies and procedures 

 serious doubts about the clinical competence of the supervisor 

 

Outline of procedure: In conformity with NHS principles and procedures, courses would initially mount 
a confidential investigation, to ensure that there were indeed appropriate grounds for concern. 
Usually a senior member of the course team would meet with the trainee and the relevant programme 
tutor to consider the issues being raised. 

 
If, after discussion, the matter was felt to warrant further investigation we would hope to raise any 
concerns directly and - usually - promptly with the supervisor. The caveat is important: trainees 
sometimes request that such discussions occur only after they have left the placement (because they 
worry that their criticism will influence a supervisor’s evaluation). We need to be attentive to such 
requests, and we may delay taking the matter further until the MPR, or after the placement ends. 
However, if we judge the concerns raised to be very serious, we may override the trainee’s anxieties 
and take up the issue directly and immediately. 

 

Usually a senior member of the programme staff would meet with the supervisor, detail the concerns 
and discuss them with the supervisor. Hopefully the spirit of this meeting would be open rather than 
adversarial, with the aim of clarifying concerns. 

 

Outcomes from this meeting would vary. For example: 
 

a) It may become clear that there are no substantial grounds for concerns, and hence that no further 
action is warranted or necessary. 

 
b) The supervisor and the course may agree that the placement was problematic. They may then 

agree to develop an action plan, which would probably include arrangements for monitoring future 
placements, and if appropriate working with the supervisor to help them address any concerns. 

 

c) In some cases, concerns raised about supervision may raise significant questions about a 
supervisor’s professional and clinical capacities. We would still hope to discuss an appropriate 
action plan directly with the supervisor (which could include a decision to not use the placement in 
future). However, some concerns will be sufficient to make it inevitable that our duty of care 
requires us to inform the supervisor’s professional or line manager. (Examples would be practice 
which appears to be at significantly variance with acceptable standards, or breaches of the BPS 
Code of Conduct and relevant Trust procedures). Supervisors would of course be informed of this 
action. It has to be stressed that this step would not be taken unless careful discussion with senior 
programme staff indicated that such a step was warranted. 

 
 

Because the three North London programmes work closely together to undertake placement 
allocation, it is inevitable that there will be some internal discussion of serious placement concerns. In 
this sense, any investigations described above would be carried out on behalf of all three 
programmes. In some instances there may be a need to ‘suspend’ a placement from the allocation 
process while an investigation took place; if this was the case the supervisor would be informed. 

 
Supervisors will want to be reassured that none of these steps will be taken on the basis of ‘trivial’ or 
vindictive complaints. It is in the interest of programmes as well as supervisors that this is so, and 
there should be enough checks and balances built into the system to ensure that this does not 
happen. A powerful reassurance should be the fact that programmes which took inappropriate and ill- 
founded action against a supervisor would find it hard to get supervisors to agree to supervise for 
them – and rightly so. 

 
We hope that this information sheet does not raise too many concerns. It is not intended to alarm but 
to inform, and we would welcome any feedback from supervisors. 
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6. PLACEMENT ASSESSMENT 

 
 

6.1. Placement assessment procedures 

 
Placement component performance is assessed via submission and review of 

 an End of Placement Assessment form (EPA) 

 and an accompanying Placement Portfolio. 

The EPA form and Portfolio must be submitted by the trainee to the Psychology Helpdesk before an 
agreed deadline, usually two weeks after the end of placement. Trainees must submit in a punched- 
pocket (a) ONE hard copy on paper of each form, with the EPA signed by the supervisor(s) and (b) an 
electronic version of all forms (as one document, in word-processed format, not PDF) on a USB Memory 
Stick clearly labelled with the UEL Student number, and with only the submission document on it. 

 
 

6.2. End of Placement Assessment form 
 

The EPA is the means by which feedback about the clinical skills and competencies of the trainee and 
the quality of the placement is collected formally. The form is provided as Attachment 7. 

 
6.2.1. Preparation 

 

The End of Placement Assessment (EPA) form is the summative assessment completed by the 
placement supervisor. The EPA form should be completed (and the result and qualitative feedback 
discussed) during a meeting between the supervisor and trainee. The meeting is normally held by the 
supervisor and trainee alone, but if there are difficulties, then either party can request that a clinical tutor 
is present. The EPA form includes the following sections: 

 supervisor’s overall evaluation of placement component 

 recommended goals for future placement components 

 summary of range of experiences on placement 

 and supervisor’s Competencies Ratings 
on the basis of which, and a review of the portfolio, the Individual Tutor is asked to make and confirm a 
determination of the overall outcome. 

 
The EPA form requires the supervisor to rate the trainee overall as PASS, FAIL or REFER TO TUTOR 
(see guidelines as to the meaning of these terms below). Technically, the supervisor's rating constitutes 
advice to the Programme Director (Clinical). If the supervisor recommends either Pass or Fail, then the 
Programme Director (Clinical) will usually accept this recommendation for the component and submit 
it to the Assessment/Field Board for ratification. The supervisor recommendation at end of placement 
assessment will be second-marked by the Year Clinical Tutor who will assign the appropriate 
percentage mark (>50% for a placement Pass, <50% for a placement Fail). 

 
 

6.2.2 Instructions to Supervisors 
 

Supervisors are asked to give qualitative feedback to the trainees using the EPA form. Supervisors 
should describe how the trainee is functioning, but giving consideration to their stage of training. The 
following dimensions may help: 

 functions like a qualified clinical psychologist. 

 is very good given stage of training. 

 is average for stage of training. 

 is weaker than would be expected given the stage of training (needs extra help). 
 

Supervisors should operationalise their feedback and give examples where they can. There is space to 
write comments, and these should be discussed with the trainee. Both supervisor and trainee are 
required to sign the form. It is not a requirement that the supervisor and the trainee agree about the 
feedback, or the overall placement rating. Placements are rated as Pass, Fail or Refer to Tutor. The 
rating constitutes advice to the clinical tutor team who carry overall responsibility for the 
recommendation which is made to the Assessment Board. The feedback should be discussed with the 
trainee before he/she gives feedback about the placement. 
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6.2.3. Competencies Rating 
 

This section is for the trainee and supervisor to provide feedback on the trainee’s development of 
clinical competencies during the placement. The sections are intended to broadly reflect the required 
learning outcomes as described within the British Psychological Society’s Accreditation Criteria for 
Postgraduate Training in Clinical Psychology, the Programme’s specific learning outcomes and 
Statement of Orientation and Values (see Appendix 2). 

 
Some areas may be more or less relevant to any specific placement and the headings can be 
regarded as broad high-level summaries of required areas to demonstrate competence. Where the 
placement has offered the trainee opportunities to develop competence in additional areas these 
should be included where most appropriate. 

 

It is suggested that prior to the End of Placement Assessment meeting the trainee and supervisor(s) 
separately consider the feedback for each section, making initial individual comments before further 
discussion in the meeting. Specific feedback based on the supervisor’s direct observations of the 
trainee’s clinical work is particularly helpful. Following the meeting the final document can be 
produced incorporating both trainee and supervisor comments. 

 
It is not a requirement that trainee and supervisor agree on the feedback given, or that the overall 
placement rating that the supervisor will give is agreed. It is expected that any concerns about the 
trainee’s performance will have been raised within supervision (and usually the mid-placement 
review), rather than raised for the first time during the end of placement review meeting. 

 

Structure. The section is divided into three broad areas: 

 Summary of breadth of experience gained 

 Core skills 

o Working effectively with clients, carers, professionals 
o Psychological assessment 
o Psychological formulation 
o Psychological intervention 
o Evaluation 
o Personal and professional skills 
o Communication & teaching 
o Service delivery 
o Use of supervision and feedback 
o Transferable skills 
o Placement-specific competencies 

 Model specific competencies 

 

 
Rating. Tick boxes are used to indicate the summary of breadth of experience gained on placement. 

 
The rating system for core skills and foundation skills (for particular interventions and settings, where 
applicable) is as follows: 
0 = NOT EVIDENT (no evidence or understanding of this competence – please note this may be 

an expected rating for many skills in the first year of training) 

1= EMERGING (trainee is starting to demonstrate this competence, however their understanding 
and/or practice are clearly in the early stages of development) 

2 = CONSOLIDATING (trainee demonstrates competence with some degree of proficiency but 

further work is required in either understanding or practice) 

3 = ESTABLISHED (competence is consistently demonstrated in a proficient manner and trainee 
has an appropriate level of understanding) 

N/A =NON APPLICABLE (no opportunity to develop and evaluate this aspect during this placement). 
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6.2.4 Model specific competency assessment 
 

The British Psychological Society published a new set of standards for Doctoral programmes in 
Clinical Psychology in May 2014 which outlined some additional requirements around assessing 
competencies on placement. 

 
These were: 

 

 To operationalise requirements to demonstrate competence in two specific models of 
psychological therapy (one of which must be CBT) in a credible and robust way 

 To operationalise minimum standards, benchmarked against recognised criteria where 
available 

 To capture application to specific ages, populations and presentations 

 To record in a portfolio of clinical experience, certified by supervisors, which attests to 
achievement of given competencies within a competence framework across clinical activities 

 To include in this portfolio evidence that the trainee has conducted sufficient performance and 
paper and pencil psychometrics to allow generalisability to be inferred (including evidence of 
some, at least formative, in vivo assessment) 

 
We have therefore updated our End of Placement Paperwork (EPA) to include model specific 
competency rating frameworks for each of the four main approaches emphasized at UEL – 
Behavioural and Cognitive Therapies, Systemic and Family Therapies, Psychodynamic and 
Psychoanalytic Therapies and Community Psychology. 

 
The first three of these frameworks are based on the competency frameworks developed by the 
British Psychological Society’s Centre for Outcomes Research and Effectiveness at University 
College London, full details of which can be found on their website at: 

 

https://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks 
 

The fourth (Community Psychology) framework was developed by members of the course team 
drawing on: 

 

 Competencies devised by Division 27 of the APA (the Society for Community Research & 
Action) 

 Competencies devised by the University of Leicester’s clinical psychology programme 

 Critical Community Psychology (Kagan, Burton, Duckett, Lawthom & Siddiquee, 2011) 

 Competencies devised by the University of East London’s Masters in Clinical and Community 
Psychology, in consultation with UK community psychologists 

 

We have also developed a competency framework for Cognitive and Neuropsychological 
Assessment, based on one developed by the British Psychological Society’s Division of 
Neuropsychology, full details of which can be found on their website at: 

 
http://www.bps.org.uk/system/files/Public%20files/required_competences_for_clinical_neuropsycholo 
gy.pdf 

 

Finally, a table for recording neuropsychological and psychometric testing has been added which 
allows trainees to list the tests they have administered over the course of the placement. Columns 
have been included to allow supervisors to indicate whether or not they are confident that the tests 
have been administered and interpreted correctly. If this cannot be assured, the columns should be 
left blank. 

 

6.2.5. Feedback 
 

The End of Placement Assessment form has space for supervisors to make detailed comments on a 
range of clinical competencies; the feedback should be discussed with the trainee at the review and the 
comments written down so that strengths and needs may be clearly identified. The supervisor should 
try to set aside positive or negative personal feelings about trainees when making evaluations. 

https://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks
http://www.bps.org.uk/system/files/Public%20files/required_competences_for_clinical_neuropsychology.pdf
http://www.bps.org.uk/system/files/Public%20files/required_competences_for_clinical_neuropsychology.pdf
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Feedback should be detailed and constructive and designed to help the trainee improve his/her 
performance. Supervisors should avoid a situation in which they are providing totally negative criticism 
which does not encourage or guide trainees to develop a range of effective and appropriate skills. 
Supervisors should also ensure that feedback about the trainee is given before trainees give theirs 
about placement; this way, the trainee is under less pressure to provide only positive information. 

 
It is always easier to give feedback about the positive aspects of clinical or placement performance. 
Negative feedback is always harder to give, especially if the person giving it feels relatively powerless. 
Occasionally, a trainee will feel reluctant to discuss negative placement feedback and reluctant to write 
anything down; occasionally, a supervisor will feel the same. In these cases the matter should be 
discussed with one of the Clinical Tutors. The Clinical Tutors carry ultimate responsibility for the clinical 
rating forms and for the placement feedback; they will listen and advise in individual cases and can be 
available to attend the EPA if desired. 

 

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 feedback will 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 one of the 
clinical tutors for further discussion. 

 
Providing feedback should be a continuous process from the beginning of the placement. However, 
the End of Placement Assessment (EPA) is the time when feedback about the clinical skills and 
competencies of the trainee and the quality of the placement and the supervision are formally 
discussed. In an ideal world, the end of placement review should contain no surprises. If the mid 
placement review (MPR) has been undertaken thoroughly, the trainee will know his/her strengths and 
weaknesses and the supervisor will know the limitation of the placement. However, changes may 
occur in the second half of the placement which will result in the EPA reaching different conclusions 
from the MPR. 

 
Supervisors and trainees should raise doubts about supervision, performance, professional 
behaviour, or clinical competence as early in the placement as possible; they should also raise these 
formally at the time of the MPR or at the very least talk to a member of the clinical tutor team. It is bad 
practice to ‘spring’ new information at the time of the EPA, which was known at the time of the MPR, 
or earlier. 

 
If the supervisor judges the trainee’s performance to be on the borderline of failure, then he/she must 
inform a member of the clinical tutor team as soon as possible. The trainee should then be told 
verbally and where appropriate, in writing, and given the opportunity to discuss the problems. 

 

In joint meetings (e.g. mid-placement or end of placement assessment) feedback about the trainee 
should ideally be discussed first and trainees’ feedback about the placement second (trainees will feel 
less constrained without fear of the real or imagined consequences of their giving negative feedback). 

 
Feedback should be operationalised, should be positive as well as constructively critical and 
illustrated with examples. Both parties should avoid making global or unsubstantiated criticisms or 
general comments on personality. Both parties should avoid presenting only the positive aspects of 
performance or the placement. 

 

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



59 

 

 

6.2.6. Guidelines for Poor Performance and Placement Failure 
 

The significance of poor performance in any one area of clinical functioning will depend upon the 
stage of training and the opportunities available on placement. Thus, trainees in their first year will 
almost always be rated as ‘needs more practice’ or as needing ‘particular help or teaching’. This is 
appropriate and should not constitute grounds for failure. Indeed, it is helpful for the Programme and 
for the trainee to have this sort of feedback as long as the reasons for it are clear. 

 
Whilst failing a placement is difficult for all concerned, trainers (Programme staff, supervisors and the 
clinical tutor team) have a responsibility to the profession and to the public to ensure that only those 
who are deemed able are allowed to qualify and attain eligibility for Chartered status. Someone who 
is unsuitable for training should be identified earlier rather than later in their training. However, since 
trainees in their second and third years should be functioning at a higher level than in the first year, 
poor clinical performance has a different significance at this stage. Therefore, occasionally a 
‘borderline’ trainee may be failed in the second or third year because of poor performance which was 
excused in year one on the basis of inexperience or lack of teaching. 

 
Placements may be judged by the Assessment Board as having been failed because of serious or 
persistent shortcomings in any of the areas covered by the end of placement rating form. Thus a 
trainee who has not reached minimally acceptable levels of clinical competence, judged in the context 
of the stage in training and the opportunities provided on the placement, would be judged as having 
failed the placement. 

 
The following criteria are examples which could lead to a trainee failing a placement. It is not an 
exhaustive list but it is provided as an illustration. 

 

 No evidence of learning or progress over the duration of the placement. 

 Inability to make use of supervision, because of: 

o failure to attend supervision sessions. 
o failure to disclose important details of independent clinical work. 
o dogged adherence to a particular theoretical orientation to the exclusion of other models 
o consistently negative response to constructive criticism 

 Major interpersonal or social skills difficulties with: 

o clients 
o carers/relatives of clients 
o staff 

 Poor reliability: 

o significant absence from placement due to illness or personal circumstances. 
o absences from placement without prior supervisor agreement or knowledge. 
o failure to attend agreed meetings, appointments etc. 

o serious or persistent difficulties with punctuality 

The following criteria could lead to placement failure and they may result in expulsion from the 
Programme. Details of the grounds for exclusion can be found in the Programme Handbook. 

 

 Incompetence or negligence resulting in potential or actual harm to clients or to the public, 
including failure to inform supervisor of critical actions/situations when this could be reasonably 
expected. 

 Abuse of clients: 

o physical violence. 
o verbal abuse or intimidation. 
o verbal abuse on the grounds of a client’s gender, ethnicity, class, disability, etc. 
o exploitation for financial or material gain. 
o entering into a sexual relationship. 

 Other unprofessional conduct, including contravention of national or local health service policy or 
the British Psychological Society ethical and professional practice guidelines. 
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6.3. Placement Portfolio 
 

The trainee’s Placement Portfolio must accompany the EPA form as evidence (in part) of the 
experiences and clinical work undertaken on placement. The portfolio consists of the 

 updated and complete Clinical Caseload Log, (CCL, attachment 8) 

 the trainee’s Competencies & Experiences Log (CEL, attachment 9). 

 and the set of at least 5 Record of Observation forms, (RoO, attachment 10) 

 

The programme also requires that the trainee submits at the same time (though not for the purposes of 
assessment): 

 the Placement Experience Feedback form (PEF, see section 5.3., attachment 11). 

 

If the trainee wishes to, or the Programme Director (Clinical) requests it, the trainee may submit at the 
same time (though not for the purposes of assessment): 

 the Placement Quality Audit form (PQA, see section 5.3., attachment 12) 

 
As well as forming part of the supervisor’s overall evaluation, the portfolio enables the tutors and the 
programme assessors to check that adequate work of sufficient variety is being undertaken. The 
portfolio is also important as a basis for planning future placements, and will be used to contribute to the 
detailed planning of future placement contracts (e.g., as it can be used to identify areas where the 
trainee is experienced as well as where there are gaps in training. The portfolio also makes it easier for 
external assessors to evaluate the experience which we provide on the programme. 

 
 

6.3.1. Clinical Caseload Log 
 

The Clinical Caseload Log (CCL) is the main means by which trainees record the clinical work they 
have undertaken while on placement. The CCL should be used to summarise the work that has been 
done, though without going into too much detail: some examples of the format are provided below. 

 

It is the trainee’s responsibility to ensure that the CCL is updated regularly (at least monthly – to avoid 
the task becoming too burdensome) and to ensure that it is referred to when planning placements, 
setting placement contracts, attending MPRs and in individual annual reviews. The CCL should be 
sent to the individual tutor 1 to 2 weeks prior to the MPR and should be available at the MPR where 
the individual tutor will go through the case load to ensure that a range of experiences are being 
gained. 

 
The CCL is in four parts 

 

 Work that the trainee has observed (attachment 8A), 
 

 Joint work conducted with the supervisor/other professionals (attachment 8B), 
 

 The trainee’s independent work (attachment 8C), and 
 

 Work undertaken that is not direct clinical work and work that has given opportunities for inter- 
professional learning (attachment 8D). 



 

 

 
 

6.3.2. Clinical Caseload Log Example 
 

 

 

Clinical Caseload Log: 
Name of Trainee:  

Placement:  

Supervisor(s):  

 

Observed Work 

Case No. Demographics Referred by Main Problems What was observed? 
(Who did you observe?) 

 

1 

 

Male 30, White UK 

 

GP 

 

Agoraphobia 
 

1 assessment session, 2 CBT treatment sessions 
(supervisor) 

 
Joint Work with Supervisor 

Case No Demographics Referred by Main Problems Number of contacts What did you do? 
What did your supervisor do? 

 

1 
 

Male 10, British Asian 
 

Teacher 
 

Behavioural problems 
 

See next column 
 

Supervisor and self interviewed parents I observed boy in 
school for 3 hours. Joint meeting with supervisor, self and 
teacher to develop behavioural management strategies. 3 
follow up meetings with teacher and self to monitor 

 
Independent  Clinical Work 

Case 
No 

Demographics Referred by Main problems What did you do? 

 Assessment 

 Intervention 
 Any co-workers? 

Describe 
Main 
treatment 
modes 

Number of 
contacts 

Describe 
any 
evaluation 

Any observation of case? 
If so, by whom and how? 

 

1 

 

Female, 34, 
White UK 

 

Psychiatrist 

 

Self-harm, Eating 
disorder, Alcohol 
misuse, Personality 
difficulties 

 

Assessed over 4 sessions 
using clinical interview and 
BDI,BAI, dysfunctional 
assumptions scale 16 
treatment session 

 

CBT 

 

4 assessment 
16 Treatment 

BDI pre- 
post 

1 Assessment directly 
observed by supervisor, 2 
audiotapes part-listened to. 
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6.3.3. Competencies & Experiences Log 
 

The Competencies & Experiences Log (CEL) is designed to help trainees monitor their experience 
and development through training. It is primarily intended as an aid to self-monitoring, although the 
ratings will have been derived mainly from End of Placement Assessment meeting with supervisors. 

 
 

Structure 
 

The CEL is divided into three broad areas: 

 Summary of range of experience gained 

 Core skills – such as how to engage clients or how to formulate cases 

 Model specific competencies 
 

The sections are intended to broadly reflect the required learning outcomes as described within the 
British Psychological Society’s Criteria for Postgraduate Training in Clinical Psychology, the 
Programme’s specific learning outcomes and Statement of Orientation and Values (see Appendix 2). 

 
The CEL consists of a list of clinical and service-related competencies which trainees are expected to 
achieve by the end of training. However, it is important to recognise that trainees will not become 
expert practitioners in all domains by the completion of training. Some areas will be better practised 
than others. 

 
 

How to complete the CEL 

 
1. At the end of each placement component, trainees transfer over the competence ratings 

completed with their supervisor at the End of Placement Assessment. 
2. There are six columns to fill in, one column should be filled in at the end of each 6 month 

placement component. 
3. The key for the ratings is given below; occasionally a placement may not provide an 

opportunity for the development and evaluation of an aspect of competence. In these cases 
the appropriate key should be used. 

4. At the end of each placement component, trainees also transfer over the summary of breadth 
of experience gained. 

5. Trainees are required to review the CEL in preparation for the mid-placement review. 
6. Trainees are required to use the CEL when planning for future placements, and should 

discuss with new supervisors when negotiating a placement contract. 

 
 

Rating of Competencies 

The rating system for the Competencies Log is as follows:- 
 

0 = NOT EVIDENT (no evidence or understanding of this competence – please note this may be 

an expected rating for many skills in the first year of training) 
 

1= EMERGING (trainee is starting to demonstrate this competence, however their understanding 
and/or practice are clearly in the early stages of development) 

 

2 = CONSOLIDATING (trainee demonstrates competence with some degree of proficiency but 
further work is required in either understanding or practice) 

 

3 = ESTABLISHED (competence is consistently demonstrated in a proficient manner and trainee 

has an appropriate level of understanding) 
 

N/A =NON APPLICABLE (no opportunity to develop and evaluate this aspect during this placement). 
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6.3.4. Record of Observation forms 
 
 

The Record of Observation (RoO) form is designed to provide a written summary of a supervisor’s 
feedback upon observing a trainee’s clinical work, either through live contact or via audio- or video- 
recording. The form is provided as attachment 10. 

 

The form should be complete by the supervisor at the time of each observation, and discussed 
between the trainee and supervisor, in order to agree plans for future work, and to address the 
identified development needs. Model specific competency lists should be used to structure this 
feedback where appropriate. 

 
Comments should include enough detail for the Individual Tutor (who will eventually review them) to 
accept them as evidence of competences observed/demonstrated. 

 

The form is structured to allow 
 

 A brief description of the clinical work observed 
 

 The supervisor’s feedback on the trainee’s observed strengths and areas for development, 
 

 and plans for addressing any needs identified for development, within the placement. 

 

The form must be signed by the supervisor and trainee, and submitted as part of the Placement 
Portfolio at the end of the placement component. 

 
Trainees must submit at least five RoOs in their portfolio, in keeping with placement component 
observation requirements. 

 
 

6.3.5 Submission of EPA and Placement Portfolio 
 
 

For placement submissions, the documents (EPA forms and portfolio) must be fully completed by both 
the trainee and the placement supervisor; and submitted within two weeks following the completion of 
placement. The assessment proforma for the EPA must be completed to confirm that all elements of 
the assessment are included. Where a trainee experiences difficulties in obtaining completed and/or 
signed forms from their supervisor(s), the trainee must inform their Year Clinical Tutor as soon as 
possible to agree a plan to submit the missing elements. The date that this plan was discussed and 
agreed must be provided on the assessment proforma. 
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6.3.6 Service-user Feedback on Trainees on Placement 
 

Although not part of formal assessment, all trainees must obtain feedback about their clinical work from 
their clients and/or carers. Trainees can choose to use EITHER: 

 

a) The UEL client feedback questionnaire 
OR 

b) an existing service user feedback questionnaire used in your current service (e.g. CHI-ESQ) 
 

At least two questionnaires should be completed for each 6 month placement. At least one must be 
completed by the MPR and at least one more by the EPA. 

 
Trainees are required to discuss and agree with their supervisors who are the most suitable clients to 
request this information from. The feedback is intended to aid collaborative working with clients, provide 
opportunities for reflective practice, and to further develop clinical skills. Therefore trainees should 
consider requesting feedback from a wide range of clients and those for whom sessions may not have 
gone so well. The purpose of this feedback is to help reflective practice and not for UEL to assess 
trainees’ work. 

 
Feedback forms can be completed at any time during therapy sessions (start, middle, end). Feedback 
may be useful earlier on in the therapeutic process but trainees should consider that clients may find it 
easier to be honest when the sessions are finished. Trainees must always consider the context, 
including the impact of power and the ‘need to please’ when asking clients for feedback. 

 

UEL will not ask the forms to be submitted. Supervisors will be asked to sign the EPA form to state that 
the forms have been presented for discussion in supervision. Individual tutors will also be expecting at 
least one questionnaire to have been completed by the MPR and will therefore request feedback on the 
outcome of client feedback during MPR visits. 

 
If using the UEL client feedback questionnaire, trainees are asked to provide the client with the client 
feedback information sheet which contains the following information: 

 

‘As a Trainee Clinical Psychologist, I would be grateful if you could provide some feedback about how 
you found the sessions and the work we did together. This will help me to improve my practice. 

 
It would be helpful if you are as honest as possible, to let me know how I can improve. It will also let 
me know which parts of our work you felt were most helpful. 

 

The information you provide is valuable to me in the development of my clinical practice. 

Thank you for your time’. 

There are two versions of the questionnaire available, as below. 
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CLIENT FEEDBACK QUESTIONNAIRE 

 

 
 

Please circle the numbers that fit best with your experience: 
 

1. Did you feel comfortable meeting with  (Trainee Clinical 
Psychologist)? 

 

 
0 1 2 3 4 5 6 7 8 9 10 

 
Not at all comfortable very comfortable 

 

 
2. Did you feel able to ask questions if you needed to? 

 

 
0 1 2 3 4 5 6 7 8 9 10 

 
Not at all able very able 

 
 

 
3. Did talking to  (Trainee Clinical Psychologist) help at all? 

 
 

 

0 1 2 3 4 5 6 7 8 9 10 

 
Not at all helpful very helpful 

 
 
 

 
4. Did you feel that  (Trainee Clinical Psychologist) 

thought about your individual experiences (gender, age, culture, 
sexuality, faith, etc.) in your sessions together? 

 
0 1 2 3 4 5 6 7 8 9 10 

 
Was not thought about was very much thought about 
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5. Were your existing skills and knowledge taken into account in thinking 
about how to help you? 

 

0 1 2 3 4 5 6 7 8 9 10 

 
Was not thought about was very much thought about 

 
 

 
6. Would you be happy to work with  (Trainee Clinical 

Psychologist) again ? 

 
 

0 1 2 3 4 5 6 7 8 9 10 

 
Not happy very happy 

 
 

 
7. Would you be happy for someone you care about to be supported by 

them? 
 

0 1 2 3 4 5 6 7 8 9 10 

 
Not happy very happy 

 
 

 
8. What was most helpful about your sessions with  (Trainee 
Clinical Psychologist)? 

 
 
 
 
 

 
9. What would you liked to have been done differently? 

 
 
 
 
 

10. Is there anything else you would like to say about what it was like 

working with  (Trainee Clinical Psychologist)? 
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eedback survey 
Feedback Survey 

 

 

 

You met with a Trainee 
Psychologist today. 

 

They would like to know what 
they were good at and what 
they could be better at. 

 
[replace picture in adjacent 
panel with a photo of trainee if 
possible] 

 
 
 

 

We would like to ask you 
some questions 

 

Such as how you feel about 
your experience. 

 
Whether working with them 
was helpful for you. 

 For each question, please 
  

 

 

 

 

 

 

tick the box 

Under the picture that shows 

what you think     

Yes Sometimes No  

 

 

   

  University of East London  
Professional Doctorate in Clinical Psychology 
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NE 

NE 

 

 
Did you feel comfortable meeting    
with  (Trainee Clinical 
Psychologist)? 

 
 
 
 
 
 
 

 
Tick O 
box 

 

 

 

  

 

 

 

 

 

 

Yes 
 

Maybe 
 

Not 
sure 

 

Probably 
not 

 

No way 

     

 
 
 

 

 

 
Did you feel able to ask questions 
if you wanted to? 

 
 
 
 
 
 
 

 
Tick O 
box 

 

 

 

  

 

 

 

 

 

 

Yes 
 

Maybe 
 

Not 
sure 

 

Probably 
not 

 

No way 
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NE 

NE 

Did talking to 
(Trainee Clinical Psychologist) 

help? 

Tick O 
box 

 

Did they think about what you 
are good at and how this 
could help you? 

Tick O 
box 

 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

  

 

 

 

 

 

Yes 
 

Maybe 
 

Not 
sure 

 

Probably 
not 

 

No way 

     

 
 

  

 

 

 

 

 

Yes 
 

Maybe 
 

Not 
sure 

 

Probably 
not 

 

No way 
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NE 

. 

NE 

Would you be happy to work 
with 
again ? 

   

Tick O 
box 

 
Did you feel that 
thought about you as an 
individual?* 

Tick O 
box 

 

 
 

 

 
 

 

 
 

 

 

 

*Instruction for trainee: this question asks your client to consider how much their individual 

experiences such as age, gender, culture, sexuality, faith etc were considered during your work 

together. This question may be best asked in conversation with your client 

 
 

  

 

 

 

 

 

Yes 
 

Maybe 
 

Not 
sure 

 

Probably 
not 

 

No way 

     

 

 
 

  

 

 

 

 

 

Yes 
 

Maybe 
 

Not 
sure 

 

Probably 
not 

 

No way 
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Is there anything else you would like to say? Could 
anything be improved? 

 
 
 
 

 

 
 

 
 
 

 

 
 

 
 
 
 

 
 

 
 
 

 
 
 

 
 
 
 

 
 

 
 
 

 
 
 

 



72 

 

 

6.4. Results and Outcomes 
 

Supervisors’ ratings of PASS or FAIL or REFER constitute advice to the Programme Director 
(Clinical). The Programme Director (Clinical) has the responsibility to make the formal 
recommendation of PASS or FAIL to the Assessment Board. 

 

Pass 
 

At the end of the placement, the supervisor may feel that the trainee's clinical skills have developed well, 
that s/he has learnt appropriate skills and is sufficiently competent to move on to the next placement. 
The trainee should then pass. If the supervisor is particularly impressed with the trainee's performance, 
this should be indicated in the general comments section. The significance of poor performance in any 
one area of clinical functioning will depend upon the stage of training and the opportunities available on 
placement. Thus, trainees in the first year will almost always need more practice and many will need 
extra help. This is normal and does not necessarily mean the placement should be referred. Indeed, 
such feedback is helpful for the Programme and the trainee as long as the reasons are clear. 

 
 

Fail 
 

A failed placement might result from serious persistent shortcomings in any of the areas covered by the 
clinical feedback form i.e. failure to reach minimally acceptable levels of basic clinical competence 
judged in the context of the stage of training and the opportunities provided by the placement. Examples 
might include serious lack of sensitivity and responsivity to the client's and/or colleague’s 
communications; professional misconduct; failure to complete a sufficient amount of work, etc. 
Guidelines for the passing and failing of placements and for appeals against placement decisions are 
provided below. 

 
Failed placements may, at the discretion of the Assessment Board and if considered necessary, be 
repeated once. A placement failed at re-assessment will result in a failed placement module and 
(since all module are core to the programme) will result in termination of the training contract and 
dismissal from the Programme. (Full Programme regulations are set out in the Programme 
Handbook). 

 
A trainee may not pass a placement if insufficient experience has been gained. If this is the fault of 
the supervisor (e.g. due to ill health or unavailability) then the Programme will make every effort to 
ensure that the trainee is not penalised and every effort will be made to provide appropriate work 
during the rest of training. Nevertheless, a delay to the completion of training may be unavoidable. 

 
 

Refer to Tutor 
 

Trainees in their second and third years should be functioning at a higher level than in the first year. 
Poor clinical performance has a different significance at this stage of training. If a supervisor is unsure 
whether poor performance on a particular item or set of items should constitute placement failure, they 
should discuss this at the earliest opportunity with a member of the Tutor Team, or at the Mid-Placement 
Review meeting, and/or at any point in the placement that concerns are raised. 

 
Referral of a placement may result if you feel that a trainee has serious difficulty in one area (e.g. report 
writing or formulation) but has otherwise developed well. Referral might result in some further work 
being required, but would not necessarily mean a repeat of the whole placement. 

 
The Assessment Board, which has a more complete overview of the trainee's development, will decide 
the outcome. If the shortcomings in the trainee's functioning have been noted in previous placements 
the Board may decide that a referred placement should be failed. 
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6.5. Appeals against placement failure 
 

6.5.1. Appeal Procedures 
 

Trainees have the right of appeal against the Assessment Board’s decision to fail them in any aspect of 
assessment. The University operates an appeals procedure and details are provided in the Programme 
Handbook. It is trainees’ responsibility to access these procedures and to ensure that the time limits for 
submission of appeals to the University are adhered to. 

 
Because of the special nature of placement failure, an additional appeals procedure operates for 
placement failure only. Please note that the University’s appeals procedure takes precedence over 
this additional procedure and that the additional procedure cannot in itself determine nor reverse the 
Assessment Board’s decision. 

 
Trainees can invoke the appeals procedure for placement failure by stating, in writing, to the clinical 
tutor team that they wish to appeal against the recommendation or decision to fail their placement. 

 
This appeals procedure may be invoked at one of two points: after the supervisor has recommended 
failure of the placement and this recommendation has been accepted by the relevant clinical tutor as 
a recommendation to be made to the Assessment Board, before the Board meets; or, after the 
placement failure recommendation has been accepted and ratified by the Assessment Board. 

 
Once the clinical tutor team has received in writing the trainee’s wish to appeal against placement 
failure, the relevant clinical tutor will collate all relevant correspondence from Programme tutors, the 
relevant supervisor(s) from the placement in question, the trainee, the mid placement review form, the 
end of placement assessment form and the trainee’s feedback on placement experience form. All 
relevant documentation will be sent to an independent panel comprising one supervisor and one 
clinical tutor from another Course. The supervisor would be a Consultant grade supervisor from the 
North Thames Region preferably working in the clinical areas and client group of relevance to the 
failed placement and not from the same service where the failed placement was completed. The 
clinical tutor would be from another Course. The supervisor and clinical tutor would consider the 
documentation and agree as to whether there are reasonable grounds for an appeal to proceed or 
not. They will inform the relevant clinical tutor on the Programme of their decision, in writing. 

 
The clinical tutor will inform the trainee and their supervisor(s) of the decision of the panel. If there are 
grounds for the appeal to proceed the clinical tutor will then form an appeals panel to consider the 
appeal. The appeals panel will comprise three people, including an experienced clinical psychologist 
(preferably working in the clinical specialism of the failed placement, but not from the same service in 
which the placement was failed); a clinical tutor from another Course and a member of the academic 
staff at UEL. 

 
The relevant clinical tutor will write to the trainee and the supervisor to inform them when a panel has 
been formed. Both the trainee and the supervisor will be invited to submit, in writing, all relevant 
information to the panel for consideration. The clinical tutor will also submit all relevant information to 
the panel. 

 
The panel will meet first with the trainee. Trainees have a right to have an independent advisor or 
advocate present in this meeting, as an observer and to provide support to the trainee. The 
Programme will seek the names of people willing to act in this capacity or the trainee may seek 
someone independently. 

 

The panel will then meet with the supervisor in confidence. 
The panel will then meet separately with the trainee’s advisor or advocate in confidence. 
The panel will then meet with the relevant clinical tutor in confidence 

 

The panel will provide clear recommendations and reasons for their recommendations. The panel’s 
recommendations will preferably be made to the Assessment Board before the Assessment Board 
Meeting, or to the clinical tutor team and the Chair of the Assessment Board if it is after the Board’s 
decision has been made. 
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6.5.2. Guidelines for appeals panels 
 

The Panel should meet as quickly as possible and should be mindful of the need to reach a decision 
either before the Assessment Board meets or, if the appeals procedure has been invoked, after the 
Assessment Board’s decision, before the time limit for invoking the University’s appeals procedure. 

 
The Panel will have access to the trainee’s file and to the written feedback which has been given 
about the trainee’s clinical competence in previous placements; this may be helpful in judging the 
significance of feedback about poor performance in a particular area of work. 

 
The Panel may seek further written or verbal clarification of the points which are contained in the 
feedback about the trainee’s clinical competence and may additionally wish to present this material to 
the trainee. 

 

The Panel should record the outcome of its deliberations and the reasons for the decision taken and 
communicate them as quickly as possible in person (via a spokesperson for the Panel if it is not 
possible for the Panel to re-convene within the time limits) as well as in writing to the trainee, within 
two days if possible. The Panel should also inform the Chair of the Assessment Board and the 
Programme Director (Clinical) of the outcome. 

 
If the recommendation to fail a placement is ratified by the Assessment Board and the trainee decides 
to invoke the University’s Appeal Procedure as well as the additional procedures, then the Panel 
which formed part of the additional procedures will have the right to communicate their decision and 
their deliberations to University officers involved in a University appeal. 

 
 

6.5.3. Grievances 
 

Grievances concern real or perceived serious causes for complaint about staff or trainees who do not 
behave in ways which are consistent with agreed guidelines, policies or procedures. Grievances may 
concern matters of employment practice or behaviour which is the subject of a Code of Conduct or 
Good Practice Guidelines. A grievance may be raised by an individual or a group with a common 
complaint. Examples include trainees who feel that they have been unfairly treated by a supervisor, 
or where the guidelines on supervision have not been followed. The programme’s response to these 
concerns will follow the procedures for managing placement concerns outlined in section 5.5. 

 

Grievances should first be raised with the relevant line manager; in the case of trainees with a 
grievance about supervision which they have been unable to resolve informally, this should be raised 
with the designated Clinical Tutor for the trainee’s year and then if necessary with the Programme 
Director (Clinical). Grievances about the Clinical Tutor Team or other members of staff which have 
not been resolved informally should be raised with the Programme Director. Grievances about the 
Programme Director which have not been resolved informally should be raised with the Dean of the 
School. 

 
It is good practice when seeking redress for a grievance to start at the bottom of the hierarchy of 
management or responsibility and work up. This means first discussing matters with the relevant 
member of staff to seek a resolution, and only then moving on to more advanced or senior systems. 
You will find that more senior systems may be unwilling to consider your grievance unless you have 
attempted an informal resolution. 

 

The University also has a formal complaints procedure (see UEL Manual of General Regulations & 
Policies which can be found on the UEL website). 
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Expectations of a Health Professional 
 

Registrant practitioner psychologists must: 
 

1. be able to practise safely and effectively within their scope of practice 

 know the limits of their practice and when to seek advice or refer to another professional 

 recognise the need to manage their own workload and resources effectively and be able to 
practise accordingly 

 

2. be able to practise within the legal and ethical boundaries of their profession 

 understand the need to act in the best interests of service users at all times 

 understand what is required of them by the Health and Care Professions Council 

 understand the need to respect, and so far as possible uphold, the rights, dignity, values and 
autonomy of every service user including their role in the diagnostic and therapeutic process 
and in maintaining health and wellbeing 

 recognise that relationships with service users should be based on mutual respect and trust, 
and be able to maintain high standards of practice even in situations of personal 
incompatibility 

 understand current legislation applicable to the work of their profession 

 understand the importance of and be able to obtain informed consent 

 be able to exercise a professional duty of care 

 understand the complex ethical and legal issues of any form of dual relationship and the 
impact these may have on service users 

 understand the power imbalance between practitioners and service users and how this can 
be managed appropriately 

 be able to recognise appropriate boundaries and understand the dynamics of power 
relationships 

 understand the organisational context for their practice as a practitioner psychologist 

 

3. be able to maintain fitness to practise 

 understand the need to maintain high standards of personal and professional conduct 

 understand the importance of maintaining their own health 

 understand both the need to keep skills and knowledge up to date and the importance of 
career-long learning 

 be able to manage the physical, psychological and emotional impact of their practice 
 

4. be able to practise as an autonomous professional, exercising their own professional judgement 

 be able to assess a professional situation, determine the nature and severity of the problem 
and call upon the required knowledge and experience to deal with the problem 

 be able to make reasoned decisions to initiate, continue, modify or cease treatment, 
intervention or the use of techniques or procedures, and record the decisions and reasoning 
appropriately 

 be able to initiate resolution of problems and be able to exercise personal initiative 

 recognise that they are personally responsible for and must be able to justify their decisions 

 be able to make and receive appropriate referrals 

 understand the importance of participation in training, supervision and mentoring 

 

5. be aware of the impact of culture, equality and diversity on practice 

 understand the impact of differences such as gender, sexuality, ethnicity, culture, religion and 
age on psychological wellbeing or behaviour 

 understand the requirement to adapt practice to meet the needs of different groups and 
individuals 

 
6. be able to practise in a non-discriminatory manner 

Health and Care Professions Council 
Standards of Proficiency for Practitioner Psychologists (Extract) 
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7. understand the importance of and be able to maintain confidentiality 

 be aware of the limits of the concept of confidentiality 

 understand the principles of information governance and be aware of the safe and effective 
use of health, social care and other relevant information 

 be able to recognise and respond appropriately to situations where it is necessary to share 
information to safeguard service users or the wider public 

 

8. be able to communicate effectively 

 be able to demonstrate effective and appropriate verbal and nonverbal skills in 
communicating information, advice, instruction and professional opinion to service users, 
colleagues and others 

 be able to communicate in English to the standard equivalent to level 7 of the International 
English Language Testing System, with no element below 6.5 

 understand how communication skills affect assessment of, and engagement with, service 
users and how the means of communication should be modified to address and take account 
of factors such as age, capacity, learning ability and physical ability 

 be able to select, move between and use appropriate forms of verbal and non-verbal 
communication with service users and others 

 be aware of the characteristics and consequences of verbal and non-verbal communication 
and how this can be affected by factors such as age, culture, ethnicity, gender, socio- 
economic status and spiritual or religious beliefs 

 understand the need to provide service users or people acting on their behalf with the 
information necessary to enable them to make informed decisions 

 be able to select the appropriate means for communicating feedback to service users 

 be able to provide psychological opinion and advice in formal settings, as appropriate 

 be able to communicate ideas and conclusions clearly and effectively to specialist and non- 
specialist audiences 

 be able to explain the nature and purpose of specific psychological techniques to service 
users 

 be able to summarise and present complex ideas in an appropriate form 

 understand the need to assist the communication needs of service users such as through the 
use of an appropriate interpreter, wherever possible 

 recognise the need to use interpersonal skills to encourage the active participation of service 
users 

 be able to use formulations to assist multi-professional communication and understanding 

 understand explicit and implicit communications in a practitioner – service user relationship 

 be able to appropriately define and contract work with commissioning service users or their 
representatives 

 
9. be able to work appropriately with others 

 be able to work, where appropriate, in partnership with service users, other professionals, 
support staff and others 

 understand the need to build and sustain professional relationships as both an independent 
practitioner and collaboratively as a member of a team 

 understand the need to engage service users and carers in planning and evaluating 
assessments, treatments and interventions to meet their needs and goals 

 understand the need to implement interventions, care plans or management plans in 
partnership with service users, other professionals and carers 

 be able to initiate, develop and end a practitioner – service user relationship 

 understand the dynamics present in relationships between service users and practitioners 

 be able to contribute effectively to work undertaken as part of a multi-disciplinary team 

 be able to plan, design and deliver teaching and training which takes into account the needs 
and goals of participants 

 be able to support the learning of others in the application of psychological skills, knowledge, 
practices and procedures 

 be able to use psychological formulations with service users to facilitate their understanding of 
their experience or situation 
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10. be able to maintain records appropriately 

 be able to keep accurate, comprehensive and comprehensible records in accordance with 
applicable legislation, protocols and guidelines 

 recognise the need to manage records and all other information in accordance with applicable 
legislation, protocols and guidelines 

 

11. be able to reflect on and review practice 

 understand the value of reflection on practice and the need to record the outcome of such 
reflection 

 recognise the value of case conferences or other methods of review 

 be able to reflect critically on their practice and consider alternative ways of working 

 understand models of supervision and their contribution to practice 

 

12. be able to assure the quality of their practice 

 be able to engage in evidence-based and evidence-informed practice, evaluate practice 
systematically and participate in audit procedures 

 be able to gather information, including qualitative and quantitative data, that helps to 
evaluate the responses of service users to their care or experience 

 be aware of the role of audit and review in quality management, including quality control, 
quality assurance and the use of appropriate outcome measures 

 be able to maintain an effective audit trail and work towards continual improvement 

 be aware of, and able to participate in, quality assurance programmes, where appropriate 

 be able to evaluate intervention plans using recognised outcome measures and revise the 
plans as necessary in conjunction with the service user 

 be able to revise formulations in the light of ongoing intervention and when necessary 
reformulate the problem 

 recognise the need to monitor and evaluate the quality of practice and the value of 
contributing to the generation of data for quality assurance and improvement programmes 

 be able to monitor agreements and practices with service users, groups and organisations 
 

13. understand the key concepts of the knowledge base relevant to their profession 

 understand the structure and function of the human body, together with knowledge of health, 
well-being, disease, disorder and dysfunction relevant to their domain 

 be aware of the principles and applications of scientific enquiry, including the evaluation of the 
effectiveness of interventions and the research process. 

 recognise the role of other professions and stakeholders relevant to the work of their domain 

 understand the structures and functions of UK service providers applicable to the work of their 
domain 

 understand the theoretical basis of, and the variety of approaches to, assessment and 
intervention 

 understand the role of the practitioner psychologist across a range of settings and services 

 understand the concept of leadership and its application to practice 

 understand the application of consultation models to service delivery and practice, including 
the role of leadership and group processes 

 understand theories and evidence concerning psychological development and psychological 
difficulties across the lifespan and their assessment and remediation 

 understand more than one evidence-based model of formal psychological therapy 

 understand psychological models related to how biological, sociological and circumstantial or 
life-event-related factors impinge on psychological processes to affect psychological 
wellbeing 

 understand psychological models related to a range of presentations including: – service 
users with presentations from acute to enduring and mild to severe; – problems with biological 
or neuropsychological aspects; and – problems with mainly psychosocial factors including 
problems of coping, adaptation and resilience to adverse circumstances and life events, 
including bereavement and other chronic physical and mental health conditions 

 understand psychological models related to service users: – from a range of social and 
cultural backgrounds; – of all ages; – across a range of intellectual functioning; – with 
significant levels of challenging behaviour; – with developmental learning disabilities and 
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cognitive impairment; – with communication difficulties; – with substance misuse problems; 
and – with physical health problems 

 understand psychological models related to working: – with service users, couples, families, 
carers, groups and at the organisational and community level; and – in a variety of settings 
including in-patient or other residential facilities with high-dependency needs, secondary 
health care and community or primary care 

 understand change and transition processes at the individual, group and organisational level 

 understand social approaches such as those informed by community, critical and social 
constructivist perspectives 

 understand the impact of psychopharmacological and other clinical interventions on 
psychological work with service users 

 

14. be able to draw on appropriate knowledge and skills to inform practice 

 be able to apply psychology across a variety of different contexts using a range of evidence- 
based and theoretical models, frameworks and psychological paradigms 

 be able to change their practice as needed to take account of new developments or changing 
contexts 

 be able to conduct appropriate assessment or monitoring procedures, treatment, 
interventions, therapy or other actions safely and effectively 

 be able to conduct consultancy 

 be able to formulate specific and appropriate management plans including the setting of 
timescales 

 be able to manage resources to meet timescales and agreed project objectives 

 be able to use psychological formulations to plan appropriate interventions that take the 
service user’s perspective into account 

 be able to direct the implementation of applications and interventions carried out by others 

 be able to gather appropriate information 

 be able to make informed judgements on complex issues in the absence of complete 
information 

 be able to work effectively whilst holding alternative competing explanations in mind 

 be able to generalise and synthesise prior knowledge and experience in order to apply them 
critically and creatively in different settings and novel situations 

 be able to select and use appropriate assessment techniques 

 be able to undertake and record a thorough, sensitive and detailed assessment, using 
appropriate techniques and equipment 

 be able to choose and use a broad range of psychological assessment methods, appropriate 
to the service user, environment and the type of intervention likely to be required 

 be able to decide how to assess, formulate and intervene psychologically from a range of 
possible models and modes of intervention with service users or service systems 

 be able to use formal assessment procedures, systematic interviewing procedures and other 
structured methods of assessment relevant to their domain 

 be able to undertake or arrange investigations as appropriate 

 be able to analyse and critically evaluate the information collected 

 be able to critically evaluate risks and their implications 

 be able to demonstrate a logical and systematic approach to problem solving 

 be able to use research, reasoning and problem solving skills to determine appropriate 
actions 

 be able to recognise when further intervention is inappropriate, or unlikely to be helpful 

 recognise the value of research to the critical evaluation of practice 

 be aware of a range of research methodologies 

 be able to evaluate research and other evidence to inform their own practice 

 be able to initiate, design, develop, conduct and critically evaluate psychological research 

 understand a variety of research designs 

 be able to understand and use applicable techniques for research and academic enquiry, 
including qualitative and quantitative approaches 

 be able to use professional and research skills in work with service users based on a 

scientist-practitioner and reflective practitioner model that incorporates a cycle of assessment, 
formulation, intervention and evaluation 
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 understand research ethics and be able to apply them 

 be able to conduct service and large scale evaluations 

 be able to use information and communication technologies appropriate to their practice 

 be able to assess social context and organisational characteristics 

 be able to develop psychological formulations using the outcomes of assessment, drawing on 
theory, research and explanatory models 

 be able to draw on knowledge of developmental, social and neuropsychological processes 
across the lifespan to facilitate adaptability and change in individuals, groups, families, 
organisations and communities 

 understand therapeutic techniques and processes as applied when working with a range of 
individuals in distress including: – those who experience difficulties related to anxiety, mood, 
adjustment to adverse circumstances or life-events, eating, psychosis, use of substances; 
and – those with somatoform, psychosexual, developmental, personality, cognitive and 
neurological presentations 

 be able, on the basis of psychological formulation, to implement psychological therapy or 
other interventions appropriate to the presenting problem and to the psychological and social 
circumstances of the service user 

 be able to implement therapeutic interventions based on a range of evidence-based models 
of formal psychological therapy, including the use of cognitive behavioural therapy 

 be able to promote awareness of the actual and potential contribution of psychological 
services 

 be able to evaluate and respond to organisational and service delivery changes, including the 
provision of consultation 

 

15. understand the need to establish and maintain a safe practice environment 

 understand the need to maintain the safety of both service users and those involved in their 
care or experience 

 be aware of applicable health and safety legislation, and any relevant safety policies and 
procedures in force at the workplace, such as incident reporting, and be able to act in 
accordance with these 

 be able to establish safe environments for practice, which minimise risks to service users, 
those treating them and others. 
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In May 2014 the BPS published a revised set of standards for Doctoral programmes in Clinical 
Psychology. 

 

A Required Core Competencies 
2. Required learning outcomes for accredited doctorates in Clinical Psychology 

 
2.1. Clinical psychology programmes will vary in the emphases they place on work with 
particular clinical groups, therapeutic modalities, curriculum content, non-therapy skills, 
training methods etc. This is healthy and promotes diversity and richness within the 
profession. It ensures programmes can be responsive to regional and national priorities, 
opens up opportunities for some programmes to coordinate and complement their efforts and 
offers prospective applicants choice of programmes which best suit their own preferences, 
learning style and goals. Similarly, trainee clinical psychologists within programmes may 
follow a range of training pathways depending on practice placement experiences, research 
undertaken, optional modules chosen etc. Thus whilst all graduates will demonstrate core 
standards of proficiency, with transferability demonstrated across the range of clients and 
services as specified below, some variation in individual strengths and competencies will be 
both inevitable and desirable. This context means that whilst the BPS will accredit 
programmes as meeting the standards required for their graduates to be eligible for Chartered 
status, it will be incumbent on programmes to validate the specific portfolio of skills and 
competencies of graduates in a way which is transparent to employers and commissioners of 
services. Whilst programmes are free to develop their own portfolio format, examples of how 
this might look are contained in Appendix 1. These examples should be seen as indicative, 
rather than prescriptive. 

 

2.2. Overarching goals, outcomes, ethos and values for all programmes include the following: 
 

2.2.1 A value driven commitment to reducing psychological distress and enhancing and 
promoting psychological well-being through the systematic application of knowledge derived 
from psychological theory and evidence. Work should be based on the fundamental 
acknowledgement that all people have the same human value and the right to be treated as 
unique individuals. 

 

2.2.2 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. 

 
2.2.3 Knowledge and understanding of psychological (and other relevant) theory and 
evidence, related to specific client groups, presentations, psychological therapies, 
psychological testing, assessment, intervention and secondary prevention required to 
underpin clinical practice. 

 

2.2.4 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. Awareness of the clinical, professional and social contexts within which work is 
undertaken and impact therein. 

 
2.2.5 Clinical and research skills that demonstrate work with clients and systems based on a 
reflective scientist-practitioner model that incorporates a cycle of assessment, formulation, 

British Psychological Society 
Partnership & Accreditation 

Standards for Doctoral programmes in Clinical Psychology (Extracts) 

Revised May 2014 
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intervention and evaluation and that draws from across theory and therapy evidence bases 
as appropriate. 

 

2.2.6 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. 

 

2.2.7 The skills, knowledge and values to work in a range of indirect ways to improve 
psychological aspects of health and healthcare. This includes leadership skills and 
competencies in consultancy, supervision, teaching and training, working collaboratively and 
influencing psychological mindedness and practices of teams. 

 
2.2.8 The skills, knowledge and values to conduct research and reflect upon outcomes in a 
way that enables the profession to develop its knowledge base and to monitor and improve 
the effectiveness of its work. 

 
2.2.9 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. 

 

2.2.10 High level skills in managing a personal learning agenda and self-care, in critical 
reflection and self-awareness that enable transfer of knowledge and skills to new settings and 
problems and professional standards of behaviour as might be expected by the public, 
employers and colleagues. 

 
 
 

Nine core competencies are defined as follows: 
 

2.2.1 Generalisable meta-competencies 
 

 Drawing on psychological knowledge of developmental, social and 
neuropsychological processes across the lifespan to facilitate adaptability and 
change in individuals, groups, families, organisations and communities.

 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. Ability to work effectively 
whilst holding in mind alternative, competing explanations.

 Generalising and synthesising prior knowledge and experience in order to apply 
them critically and creatively in different settings and novel situations.

 Being familiar with theoretical frameworks, the evidence base and practice 
guidance frameworks such as NICE and SIGN, and having the capacity to critically 
utilise these in complex clinical decision making without being formulaic in 
application.

 Complementing evidence based practice with an ethos of practice based evidence where 
processes, outcomes, progress and needs are critically and reflectively evaluated.

 Ability to collaborate with service users and carers, and other relevant 
stakeholders, in advancing psychological initiatives such as interventions and 
research.

 Making informed judgments on complex issues in specialist fields, often in the 
absence of complete information.

 Ability to communicate psychologically-informed ideas and conclusions to, and to 
work effectively with, other stakeholders, (specialist and non-specialist), in order to 
influence practice, facilitate problem solving and decision making.

 Exercising personal responsibility and largely autonomous initiative in complex and 
unpredictable situations in professional practice. Demonstrating self-awareness 
and sensitivity, and working as a reflective practitioner within ethical and 
professional practice frameworks.
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2.2.2. Psychological Assessment 

 
 Developing and maintaining effective working alliances with service users, 

carers, colleagues and other relevant stakeholders.
 Ability to choose, use and interpret a broad range of assessment methods 

appropriate:

o to the client and service delivery system in which the assessment takes place; and 
o to the type of intervention which is likely to be required. 

 Assessment procedures in which competence is demonstrated will include:

o performance based psychometric measures (e.g. of cognition and development); 
o self and other informant reported psychometrics (e.g. of symptoms, thoughts, 

feelings, beliefs, behaviours); 

o systematic interviewing procedures; 
o other structured methods of assessment (e.g. observation, or gathering information 

from others); and 

o assessment of social context and organisations. 

 Understanding of key elements of psychometric theory which have relevance to 
psychological assessment (e.g. effect sizes, reliable change scores, sources of 
error and bias, base rates, limitations etc.) and utilising this knowledge to aid 
assessment practices and interpretations thereof.

 Conducting appropriate risk assessment and using this to guide practice.

 

2.2.3. Psychological Formulation 

 
 Using assessment to develop formulations which are informed by theory and evidence about 

relevant individual, systemic, cultural and biological factors.
 Constructing formulations of presentations which may be informed by, but which are not 

premised on, formal diagnostic classification systems; developing formulation in an emergent 
transdiagnostic context.

 Constructing formulations utilising theoretical frameworks with an integrative, multi-model, 
perspective as appropriate and adapted to circumstance and context.

 Developing a formulation through a shared understanding of its personal meaning with the 
client(s) and / or team in a way which helps the client better understand their experience.

 Capacity to develop a formulation collaboratively with service users, carers, teams and 
services and being respectful of the client or team’s feedback about what is accurate and 
helpful.

 Making justifiable choices about the format and complexity of the formulation that is presented 
or utilised as appropriate to a given situation.

 Ensuring that formulations are expressed in accessible language, culturally sensitive, and 
non-discriminatory in terms of, for example, age, gender, disability and sexuality.

 Using formulations to guide appropriate interventions if appropriate.

 Reflecting on and revising formulations in the light of on-going feedback and intervention.
 Leading on the implementation of formulation in services and utilizing formulation to enhance 

teamwork, multi-professional communication and psychological mindedness in services.

 
 

2.2.4. Psychological Intervention 
 

 On the basis of a formulation, implementing psychological therapy or other interventions 
appropriate to the presenting problem and to the psychological and social circumstances of 
the client(s), and to do this in a collaborative manner with:

• individuals 
• couples, families or groups 
• services / organisations 

 Understanding therapeutic techniques and processes as applied when working with a range 
of different individuals in distress, such as those who experience difficulties related to: 
anxiety, mood, adjustment to adverse circumstances or life events, eating difficulties,
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psychosis, misuse of substances, physical health presentations 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 interventions, of which one must be cognitive- 
behaviour therapy. Model specific therapeutic skills must be evidenced against a competence 
framework as described below, though these may be adapted to account for specific ages 
and presentations etc.

 In addition, however, the ability to utilise multi-model interventions, as appropriate to the 
complexity and / or co-morbidity of the presentation, the clinical and social context and 
service user opinions, values and goals.

 Knowledge of, and capacity to conduct interventions related to, secondary prevention and the 
promotion of health and well-being.

 Conducting interventions in a way which promotes recovery of personal and social functioning 
as informed by service user values and goals.

 Having an awareness of the impact and relevance of psychopharmacological and other 
multidisciplinary 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.

 
 

2.2.5. Evaluation 
 

 Evaluating practice through the monitoring of processes and outcomes, across multiple 
dimensions of functioning, in relation to recovery, values and goals and as informed by 
service user experiences as well as clinical indicators (such as behaviour change and change 
on standardised psychometric instruments).

 Devising innovate evaluative procedures where appropriate.

 Capacity to utilise supervision effectively to reflect upon personal effectiveness, shape and 
change personal and organisational practice including that information offered by outcomes 
monitoring.

 Appreciating outcomes frameworks in wider use within national healthcare systems, the 
evidence base and theories of outcomes monitoring (e.g. as related to dimensions of 
accessibility, acceptability, clinical effectiveness and efficacy) and creating synergy with 
personal evaluative strategies.

 Critical appreciation of the strengths and limitations of different evaluative strategies, including 
psychometric theory and knowledge related to indices of change.

 Capacity to evaluate processes and outcomes at the organisational and systemic levels as 
well as the individual level.

 
 

2.2.6. Research 
 Being a critical and effective consumer, interpreter and disseminator of the research evidence 

base relevant to clinical psychology practice and that of psychological services and 
interventions more widely. Utilising such research to influence and inform the practice of self 
and others.

 Conceptualising, designing and conducting independent, original and translational research of 
a quality to satisfy peer review, contribute to the knowledge base of the discipline, and merit 
publication including: identifying research questions, demonstrating an understanding of 
ethical issues, choosing appropriate research methods and analysis (both quantitative and 
qualitative, reporting outcomes and identifying appropriate pathways for dissemination.

 Understanding the need and value of undertaking translational (applied and applicable) 
clinical research post-qualification, contributing substantially to the development of theory and 
practice in clinical psychology.
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 The capacity to conduct service evaluation, small N, pilot and feasibility studies and other 

research which is consistent with the values of both evidence based practice and practice 
based evidence.

 Conducting research in respectful collaboration with others (e.g. service users, supervisors, 
other disciplines and collaborators, funders, community groups etc.) and within the ethical and 
governance frameworks of the Society, the Division, HCPC, universities and other statutory 
regulators as appropriate.

 
 

2.2.7. 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.

 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.
 Capacity to adapt to, and comply with, the policies and practices of a host organisation with 

respect to time-keeping, record keeping, meeting deadlines, managing leave, health and 
safety and good working relations.

 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 practice and seeking 
appropriate support when necessary, with good awareness of boundary issues.

 Developing resilience but also the capacity to recognize when own fitness to

 practice is compromised and take steps to manage this risk as appropriate.
 Working collaboratively and constructively with fellow psychologists and other colleagues and 

users of services, respecting diverse viewpoints.

 
 

2.2.8. 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.

 
 

2.2.9. Organisational and systemic influence and leadership 

 
 Awareness of the legislative and national planning contexts for service delivery and clinical 

practice.
 Capacity to adapt practice to different organisational contexts for service delivery. This should 

include a variety of settings such as in-patient and community, primary, secondary and 
tertiary care and may include work with providers outside of the NHS.

 Providing supervision at an appropriate level within own sphere of competence.



85 

Appendix 2 
 

 

 

 
 Indirect influence of service delivery including through consultancy, training and working 

effectively in multidisciplinary and cross-professional teams. Bringing psychological influence 
to bear in the service delivery of others.

 Understanding of leadership theories and models, and their application to service 
development and delivery. Demonstrating leadership qualities such as being aware of and 
working with interpersonal processes, proactivity, influencing the psychological mindedness of 
teams and organisations, contributing to and fostering collaborative working practices within 
teams.

 Working with users and carers to facilitate their involvement in service planning and delivery.

 Understanding of change processes in service delivery systems.
 Understanding and working with quality assurance principles and processes including 

informatics systems which may determine the relevance of clinical psychology work within 
healthcare systems.

 Being able to recognise malpractice or unethical practice in systems and organisations and 
knowing how to respond to this, and being familiar with ‘whistleblowing’ policies and issues.

 
 

C Supervised Practice 
 

2.1. Clients, services and modes of work 
 

1. Clinical experience and skills 
 

1.1. The learning outcomes described above need to be demonstrated with a range of clients 
and across a range of settings. In keeping with the spirit of these standards, these outcomes 
are not defined prescriptively, and there are multiple pathways through which these goals 
may be achieved. 

 
1.2. Service Users: A fundamental principle is that trainees work with clients across the 
lifespan, such that they see a range of service users whose difficulties are representative of 
problems across all stages of development. These include: 

 
• 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; 

 
• service users with significant levels of challenging behaviour; 

 

• service users across a range of levels of intellectual functioning over a range of ages, 
specifically to include experience with individuals with developmental intellectual disability 
and acquired cognitive impairment; 

 
• service users whose disability makes it difficult for them to communicate; 

 

• where service users include carers and families; 
 

• service users 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. 

 

1.3. Service delivery systems: Trainees should have experience of working across a range 
of healthcare systems and providers. These could be largely within the NHS but may also 
involve work within third sector, social care, and independent providers encompassing 
primary and community care, secondary care and in-patient or other residential facilities. The 
extent to which such placements are used will be dependent on local circumstances. 
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1.4. Modes and type of work: Trainees should: 

 
• undertake assessment, formulation and intervention both directly and indirectly (e.g. 
through staff, carers and consulting with other professionals delivering care and 
intervention); 

 

• this work should be underpinned by at least two evidence-based models of formal 
psychological intervention, one of which must be cognitive-behaviour therapy; 

 

• however, trainees must be able to work with complexity and co-morbidity and thus draw 
from knowledge bases across models of therapy, and evidence bases for different 
interventions and approaches, when appropriate to the needs and choices of the service 
user; 

 
• work within multi-disciplinary teams and specialist service systems, including some 
observation or other experience of change and planning in service systems; 

 
• be critical of their own approach, and aware of how to practise in the absence of reliable 
evidence, as well as being able to contribute from their work to the evidence base. 

 

1.5. Trainees’ work will need to be informed by a substantial appreciation of the legislative 
and organisational contexts within which clinical practice is undertaken. 

 

1.6. The national standards as set out by the Division of Clinical Psychology’s Faculties and 
Special Interest Groups should provide reference information for supervised practice 
commensurate with competence in a given area of work. Based on this reference information 
programmes will develop, in consultation with local psychologists, their own guidelines on 
required experience,recommending an appropriate amount of clinical work. The degree to 
which programmes privilege particular faculty guidance is one way in which specific 
programme strengths and identity will emerge. 

 
1.7. The length of time in a placement, the number of, and the length of time involved with, 
service users must be sufficient to allow this. An adequate balance of time must be allocated 
across services and client groups, and optimum use made of available placements, so that 
the required range of experience across the lifespan may be gained. 

 
1.8. The programme of supervised clinical experience needs to be planned for each trainee in 
order to ensure that all trainees will gain required experience. The Programme Director or 
Clinical coordinator is responsible for monitoring each individual plan and making adjustments 
as necessary so that any gaps or problems can be identified early and resolved later in 
training. The main requirement is that over the period of the programme trainees must gain 
the range of experience noted above, rather than spending specified lengths of time in 
particular placements. Flexibility in placement planning is needed to ensure this. Trainees 
must be fully involved in monitoring their individual plan. 

 
1.9. Programmes should ensure that within clinical placements trainees have experience of 
working with other professions, and that the opportunities for inter-professional learning are 
maximised. 

 

1.10. Trainees must keep a portfolio of their clinical experience to enable their training plan to 
be monitored and to evidence the range of presentations, service delivery systems, modes of 
working etc. in which competencies have been accrued. 

 
1.11. The portfolio must clearly summarise the experiences and work undertaken within a 
given placement setting and cumulatively across training. Whilst it is expected that the 
competencies outlined in section A.2 related to the transferrable skills of assessment, 
formulation, intervention and evaluation will be integral to most placements, the specific 
service user presentations,service settings and modes of working will vary and need to be 
defined and summarised in a readily accessible and transparent way. Whilst a template 
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example is presented in Appendix 1, programmes are encouraged to develop their own 
portfolio system. 

 

1.12. In addition, programmes must operationalise their requirements for trainees to 
demonstrate competence in the two specific models of psychological therapy required (one of 
which must be cognitive behaviour therapy) in a credible and robust way. The Society 
recognises that there is no patent on defining these and that individual training programmes 
and trainees will vary in the breadth and level of competence promoted. However, the Society 
will accredit programmes in so far as they have operationalised their own minimum standards 
for individual validation. These should be benchmarked against recognised criteria, where 
these exist, such as those formulated by the Society’s Centre for Outcomes Research and 
Effectiveness (CORE) – 
www.ucl.ac.uk/clinical-psychology/CORE/competence_frameworks.htm. However, 
programmes may adapt these, or indeed use other credible competence frameworks, which 
best capture the application of CBT and other therapies to specific ages, populations and 
presentations. A template example of how these might look is presented in Appendix 1. 
1.13. Similar requirements for test competencies should be operationalised as outlined in 
D.3.2 below. 

http://www.ucl.ac.uk/clinical-psychology/CORE/competence_frameworks.htm
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The following guidelines set out the minimum standards necessary to achieve good practice in the 
supervision of clinical trainees. In practice it is often helpful to adapt these guidelines and customise 
them to your specific programme. It is important that these guidelines are read in conjunction with the 
Society’s standards for accredited programmes in clinical psychology. 

 

1. Qualifications of supervisors 

 
1.1 Trainees must be supervised either by: 
(i) A clinical psychologist who is registered with the Health Professions Council, and/or who 
holds Chartered Membership of the Society and full membership of the Division of Clinical 
Psychology, who has at least two years’ post-qualification experience, and who has clinical 
responsibilities in the unit in which the work is carried out; or 
(ii) Any other appropriately qualified and experienced psychologist who is registered with the 
Health Professions Council, and/or who holds Chartered Membership of the Society; or 

(iii) An appropriately qualified and experienced member of another profession who is registered 
with a professional or statutory body which has a code of ethics, and accreditation and 
disciplinary/complaints procedures. 
In case of (ii) or (iii) above, the quality and quantity of supervision that is received by the trainee 
must be monitored carefully by the Programme Director or Clinical Tutor. 

 

1.2 Supervision should normally be provided by a supervisor who has clinical responsibilities in the 
unit or service in which the work is carried out. 

 

2. Supervisors Workshops and Meetings 
 

2.1 Programmes must organise regular supervision workshops to train supervisors in methods of 
supervision; these should be designed with the needs of new as well as experienced supervisors 
in mind. Supervisors are expected to attend workshops on supervision. There should also be 
regular meetings at which supervisors have an opportunity to share information and discuss 
problems. Where programmes make use of team supervision, viz. where the ratio of trainee to 
supervisor is other than 1:1, the programme must ensure that appropriate guidance is given to 
supervisors and trainees on the procedures that are necessary for good team supervision. It will 
probably be necessary to establish supervisor workshops related specifically to team supervision. 

 
2.2 Suggested learning objectives for introductory supervisor training are provided at 
www.bps.org.uk/accreditation/downloads. Programmes that have developed supervisor training 
that reflects these objectives are able to seek approval for their training from the Society’s 
Learning Centre (www.bps.org.uk/learningcentre), enabling supervisors who successfully 
complete the training to apply for entry to the Society’s Register of Applied Psychology Practice 
Supervisors. 

 
2.3 It is important that supervisors keep abreast of theoretical, research and professional 
developments in their fields of work and participate in continuing professional development. 

 

3. Allocation to Clinical Placements 

 
3.1 There should be an explicit procedure for allocating trainees to clinical placements. All trainees 
and supervisors involved should understand the procedure and know how to influence decisions 
about clinical placements. The person responsible for arranging placements should give primacy 
to general training requirements and competency development needs but should also take 
account of the needs of individual trainees. Information should be provided about the experience 
obtainable in the various placements to help trainees and programme staff to make placement 

British Psychological Society 
Partnership & Accreditation 

Additional guidance for clinical psychology training programmes: Guidelines on 

clinical supervision (Revised September 2010) 

http://www.bps.org.uk/accreditation/downloads
http://www.bps.org.uk/learningcentre)
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decisions. 

 
3.2 The Programme should try to ensure effective co-working for trainees who are sharing the same 
placement. This is especially important where there is team supervision, with two trainees allocated to 
one supervisor, or when two or more trainees receive supervision from a team of 
supervisors, within the same placement. 

 

4. Setting up the Placement 
 

4.1 Both trainee(s) and supervisor(s) must have an opportunity to meet either before, or at the very 
beginning of the placement to discuss the range of experience, which is to be provided, and the 
expectations (hours, days of work, etc) of the trainee(s). The general aims of the placement 
should normally be agreed within the first two weeks of the placement and a clinical contract 
should be written. Attention must be paid in the clinical contract to the range of opportunities 
available in the placement, and to the needs, interests and previous experience of the trainee. 
Particular efforts should be made to fill major gaps in the trainee’s experience, and records of the 
trainee’s previous experience should be available for this purpose. The Programme Director or 
Clinical Tutor will have played a major role in the assessment of the trainee’s strengths and needs 
and in the sequence of placements. 

 
4.2 In cases where there is more than one supervisor involved in a trainee’s placement (team 
supervision) a primary supervisor must be identified for each trainee who will take responsibility 
for the planning and co-ordination of that trainee's placement, supervision and assessment, and 
for liaison with Programme staff. 

 
4.3 The supervisor must plan an induction for the trainee, arrange for cover in the event of annual or 
other leave and should plan casework well in advance. 

 

4.4 Care should be taken to ensure that the trainee has access to (at least) shared office space, 
telephone and a desk. There must be adequate arrangements for secretarial and IT support for 
placement work and trainees must be given guidance on the facilities available. 
Supervisors must remember that they have clinical and legal responsibilities for their trainees 
throughout the training period. It is good practice for supervisors to be insured, for trainees to be 
aware of relevant legal boundaries (e.g. re. the Data Protection Act, the Children Act). It is 
essential that trainees have appropriate (substantive or honorary) contracts that allow them to 
work in their placement. 

 

5. Placement Content 
 

5.1 Programmes must develop, in consultation with the Division of Clinical Psychology’s Faculties and 
Special Interest Groups and local supervisors, guidelines on the required experience in clinical 
placements, recommending an appropriate amount of clinical work. 

 
5.2 The local guidelines on placement content should be taken into account in the provision of 
placement experience for the trainee. The level of his/her experience and expertise and the stage 
of training will determine the particular balance of work for each individual trainee. 

 
5.3 Supervisors should ensure that trainees undertake an appropriate quantity of clinical work. There 
are dangers in both extremes: too little work reduces the opportunity for learning and too much 
may reduce trainees' capacity for planning or reflecting upon the work. Supervisors should 
monitor the balance of time spent by the trainee on work at different levels (direct client work, 
indirect and organisational work). This balance will vary according to the stage of training and the 
type of placement. Supervisors should be alert to the dangers of time being lost at the start of the 
placement through suitable work not being available and should take this into account in preparing 
for the arrival of the trainee. 

 

5.4 A log must be kept of the work a trainee has done in a clinical placement. The programme must 
ensure that the Clinical Tutor appropriately uses these records in planning future placements and 
by future clinical supervisors in discussing what experience they should provide. 
With team supervision, the programme should give clear guidelines about the experience to be 
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acquired so that the placement may be planned to make optimal use of others involved in 
providing supervision. 

 

6. Clinical Supervision 
 

6.1 There must be a formal, scheduled supervision meeting each week that must be of at least an 
hour's duration. Longer supervision will sometimes be needed, especially where team or group 
supervision is used. In addition, supervisors should try to make themselves available for informal 
discussion of matters that arise between formal supervision sessions. The total contact between 
the trainee(s) and supervisor(s) must be at least three hours a week, and will need to be 
considerably longer than this time at the beginning of training. 

 
6.2 In cases of team or group supervision, trainees must always receive, in addition, an appropriate 
amount of individual supervision. Individual supervision must provide opportunities to discuss 
personal issues, professional development, overall workload and organisational difficulties as well 
as on-going casework. 

 
6.3 Adequate time for clinically relevant reading must be made available to the trainee on placement. 
In addition, supervisors have a crucial role in contributing to the integration of the academic and 
practical aspects of the Programme. They should discuss literature relevant to the clinical work in 
hand and suggest suitable reading to the trainee. In general they should help trainees to develop 
a scholarly and critical approach to their clinical work. 

 
6.4 In addition to discussing clinical work, it is essential that the trainees and supervisors have 
opportunities to observe each other at work: the trainee can learn much more from this and it is 
essential in order for the supervisor to give the trainee accurate and constructive feedback. 
Placements differ in the most appropriate opportunities for such direct contact: some may use 
joint clinical work of some kind; others may prefer audiotape, videotape or a one-way screen. 
Some form of mutual observation of clinical work is regarded as essential. 

 
 

7. Quality of Clinical Supervision 
 

7.1 The quality of the supervision that is provided for the trainee will depend upon many factors. The 
care taken in the early stages to build up a good relationship will enhance the quality of the clinical 
supervision. 

 
7.2 Supervisors should be prepared to adapt their style of supervision to the stage of the programme 
a trainee has reached. It is necessary to be prepared to describe basic clinical procedures in 
detail and to ensure that trainees have an adequate grasp of techniques they are asked to use. 
Detailed training in techniques should also be available to more experienced trainees if required. 

 

7.3 Trainees and supervisors may find that they have a different orientation and interests. Where this 
happens tolerance should be shown on both sides. Trainees should be helped to see that they 
might learn much that is valuable from a supervisor whose approach they may not ultimately wish 
to adopt. On the other hand, supervisors should see it as one of their functions to help trainees 
develop their own interests in an appropriate way. Where supervisors decide they must overrule 
the way the trainee wishes to work, they should explain their reasons with care, rather than simply 
asserting that this is how things should be done. 

 

7.4 Supervisors should be prepared to discuss seriously and sympathetically any general issues of 
relationships with patients or staff that arise in the programme of clinical work. They should be 
sensitive to any personal issues that arise for the trainees in relation to clients and be prepared to 
discuss these in a supportive way when they are considered to affect the trainee’s work. The 
range of personal issues that can be raised by clinical work is wide and includes, for example, 
over-involvement, dealing with anger and despair, workload and time management problems. 

 

8. Clinical Reports and Communication 

 
8.1 Communication with other members of clinical teams and networks involves both written and 
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verbal reports. Verbal reporting and discussion are often more important than formal written 
reports in terms of their effects on clinical decisions and action. Since the relative importance of 
written and oral communication is likely to vary between settings, supervisors will need to identify 
the most important channels of communication in their placement and teach the trainee to use 
these channels effectively and efficiently. Training in effective communication will involve both 
observation of the supervisor’s behaviour, and practice by the trainee with ample opportunity for 
feedback. 

 
8.2 There is a wide variation within the profession in how clinical reports are written and presented, 
particularly with respect to the amount of detailed information provided. Trainees need to be 
acquainted with a variety of report and letter writing styles. If there is agreement about minimal 
requirements of clarity and relevance in reports, exposure to individual differences between 
supervisors is more likely to be constructive than confusing. Trainees should be encouraged to 
write reports that are appropriate to the recipient (whether this is a professional colleague or a 
client), avoid jargon, distinguish clearly between fact and opinion, and provide consistent clarity of 
expression. Both supervisor and trainee should be aware of the potential conflict between 
communicating fully to professional colleagues and maintaining confidentiality. 

 

9. Review Meetings and Feedback 

 
9.1 There must be a formal process during each placement whereby the Programme team monitors 
the clinical experience of trainees and the supervision provided, and helps to resolve any 
problems that may have arisen. The aims of this are: 
a) to review the progress of the clinical Contract 
b) to give feedback to the trainee on his/her clinical performance 
c) to allow the trainee to comment on the adequacy of the placement 
d) to set targets based upon the above for the remainder of the placement 

e) to give feedback to the supervisor on his/her performance. 
 

9.2 When a trainee is involved with some form of team supervision, the programme must ensure that 
each trainee’s experience is monitored on an individual basis. Other review or feedback of 
meetings that may be held at the beginning and end of a placement should also allow for 
individual time allocation for each trainee. If possible, all team supervisors involved with any single 
trainee should be involved in the monitoring process (and beginning and end of placement 
meetings). Where it is not possible for all a trainee's supervisors to be present at a key review 
meeting, one designated supervisor should seek views from other team supervisors prior to the 
meeting, and provide feedback after the meeting. 

 

9.3 Matters such as the physical resources available to the trainee (room space, secretarial backup, 
etc) and theory-practice links may also be usefully discussed at this time. Supervisors and 
trainees may find it helpful in the review to go through the rating forms that will be used at the end 
of the placement. 

 
9.4 In general, it is expected that the programme staff member conducting the monitoring will hold 
discussions with the trainee and supervisor separately and then hold a joint discussion. In this 
way more accurate feedback about the trainee’s performance and about the quality of the 
supervision provided may be obtained. The timing of the monitoring is important if sufficient time is 
to be left for improvements to be made. A plan and timetable for the review should be agreed at 
the start of the placement. 

 
9.5 Mid placement qualitative feedback is essential both for the supervisor and the trainee. 
Supervisors should try to set aside positive or negative personal feelings about trainees when 
making evaluations. Feedback should be detailed and constructive and designed to help trainees 
develop a range of effective and appropriate skills; thus, feedback should be critical but not wholly 
negative. 

 
9.6 If seriously dissatisfied about aspects of a trainee's performance, supervisors should regard 
themselves as under an obligation to the profession to indicate this to the programme staff. 

 
9.7 The trainee also has a responsibility to the programme and to the profession to give feedback to 
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the programme staff about the quality of the placement and the supervision. 

 
9.8 At the end of the placement the supervisor must give the trainee full feedback on his/her clinical 
performance. The trainee must see the supervisor's written assessment. Any major points that the 
supervisor is concerned about should normally have been raised well beforehand, at least during 
the formal monitoring process, to allow the trainee time to improve. The trainee must also have 
ample opportunity to comment on the placement, for example, on the experience and the 
supervision received. The trainee's views should be recorded formally as part of the general 
evaluation of the placement. Feedback forms and forms for rating clinical competence should 
always be completed at the time of the end of placement review and returned promptly. 

 

9.9 The points made in section 9.5 concerning the provision of balanced, constructive and detailed 
feedback to the trainee also apply to the end of placement review. The supervisor should, in 
addition, help the trainee to identify gaps in his/her experience to facilitate planning for  
subsequent placements. It is important for the supervisor and trainee to forward this information to 
the person responsible for co-ordinating placements. 

 

10. Assessment of Clinical Competence 

 
10.1 It is important that supervisors are familiar with the examination and continuous assessment 
requirements for trainees and the guidelines and regulations for these. 

 

10.2 In cases of team supervision, all supervisors who have been involved with the trainee(s) must be 
familiar with the programme's assessment procedure and must give feedback on the trainee(s) 
clinical competence. 

 
10.3 Supervisors must be familiar with the specific criteria for passing and failing in the assessment of 
clinical competence set by the programme. In addition, supervisors should be aware of appeals 
procedures. In cases where trainees have displayed unsatisfactory behaviour, such as regular 
and serious lateness for clinical appointments, professional misconduct, or failure to acquire an 
adequate level of clinical competence, trainees must be left in no doubt about the problem. The 
supervisors should discuss with the Clinical Tutor what action should be taken and it may be 
helpful to have a member of the programme staff present at the time of the end of placement 
review. 
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1. Introduction 

 
UEL increasingly recognises the importance of placement learning and its current and potential future 
impact on the way in which students learn. Please note that where reference is made in the policy to 
UEL or UEL Schools, this also applies to any of its collaborative partners. The policy has been 
informed by the QAA Code of Practice on Work-Based and Placement Learning published in 
September 2007. 

 
This policy is intended to be a general policy which gives guidance on the minimum requirements 
prior to the commencement of a work-based or placement learning, but the method by which this is 
done can be adapted to suit the needs of an individual UEL School or collaborative partner. The 
policy is supported by guidance notes on, for example, Criminal Records Bureau (CRB) checks or 
health and safety, and examples of good practice, such as student placement handbooks. 

 

2. Scope of the policy 

 
This policy relates to any situation where a student works or studies in an approved non-UEL location, 
whether in the UK or overseas, and where their work or placement situation contributes directly 
towards the learning outcomes of their programme of study. Please note that the word placement is 
used to refer to any work-based learning situation which falls within the scope of the policy. 

 

We define work-based learning to mean any learning which takes place in a workplace which is 
directly relevant and contributes to students meeting relevant learning outcomes. Work-based 
learning may be paid or unpaid. It does not apply to any employment undertaken outside of a 
programme of study, which does not contribute towards the meeting of learning outcomes. 

 
We define a placement to mean a period of study undertaken outside the institution which could either 
be in a work or educational context. A placement could be a block of work undertaken on a PGCE 
programme, a year in industry on a sandwich programme, or a semester or more in a European Union 
University.  The student may have organised this themselves, but it would need to be approved - or 
we would organise it. There should be at least one named UEL school contact for each placement 
(referred to as the placement coordinator in this policy), although some schools may prefer to have a 
number of named contacts dealing with different elements of the work-based learning or placement 
experience. 

 

3. Approval of placement providers 

 
The placement coordinator or, if relevant, admissions tutor, should satisfy themselves that each 
placement provider, whether allocated by the UEL school or independently found by the student, is 
suitable. Procedures for securing, approving and allocating placements should be transparent to all, 
and take in to account, as a minimum: 

 the suitability of the placement to allow students to successfully meet the learning outcomes of 
the placement; 

 health and safety requirements; 

 any relevant professional, statutory or regulatory body (PSRB) requirements governing the 
suitability of placements; 

 student support on placements, including the mechanisms for dealing with any problems or 
complaints. 

 

Information should be given to students on the consequences of failure to either secure or complete a 
placement. Procedures should be established to allow students to complete any work-based learning 
or placement requirements in cases where the placement needs to be terminated early by one of the 
parties involved. 

University of East London 
Quality Assurance and Enhancement 

Policy on Work Based Learning and Placement Management 
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4. Role of placement providers 

 

The placement coordinator should make placement providers aware of their responsibilities in relation 
to: 

 the provision of learning opportunities; 

 their role in relation to the mentoring of students, and, if applicable, the assessment of students; 

 the health and safety of students, including provision of any specialist materials or clothing 
needed; 

 their responsibility in relation to insurance cover in the event of accident; 

 their responsibility for making reasonable adjustments for students with a disability; 

 any obligation to attend any meetings concerning the placement, or provide a report on the 
placement; 

 any changes in a student's circumstances either before commencement of or during the 
placement. 

A signed pro-forma or contract confirming that the necessary requirements are in place at the provider 
is needed for each placement. 

 
 

5. Student rights and responsibilities 
 

The placement coordinator should ensure that students are made aware of: 

 their responsibilities in relation to the programme of study which the placement makes up part of; 

 their responsibilities for managing their behaviour as representatives of UEL; 

 their responsibilities in relation to health and safety issues; 

 their need to remain in contact with the placement coordinator in order to provide feedback on 
progress; 

 their entitlement in relation to tutoring or mentoring; 

 the need to alert the placement provider and placement coordinator to any problems with the 
placement that may impede their satisfactory progress and completion of the placement; 

 the ability of the placement provider to raise any issues with the placement coordinator regarding 
the student’s suitability to practice; 

 their need to comply with PSRB requirements, if appropriate; 

 the formal UEL complaint procedure; 

 any information relating to intellectual property rights, if relevant. 

 

6. Staffing 
 

Schools and services should ensure that all UEL staff involved in placements are made aware of any 
relevant issues relating to the identification and approval of placement opportunities, and provide 
training if required. Schools and services should also ensure that staff at placement providers receive 
any additional training required, including any orientation to UEL procedures or policy, which may 
impact on their role in the placement setting. 

 
 

7. Monitoring and evaluation of placements 

 
All placements should be subject to effective monitoring procedures. These should include as a 
minimum: 

 UEL placement coordinators should ensure that feedback from students is collected both during 
the placement and on completion of the placement; 

 analysis of the placements should take place as part of the annual monitoring process (REP) for 
programmes and fields; 

 placement coordinators should ensure that feedback is collected from placement providers, 
perhaps by means of a focussed employers group, and from any other UEL staff connected to 
placements. 
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Trainee: 
 

Year of intake: 

UEL Tutor: 

Essential training needs: 

Desirable training needs: 

Specific competencies to be addressed: 

Trainee interests: 

Additional info/special requirements: 

Overall Summary: 

(Suggest if 1 x 12 months or 2 x 6 months) 

Suggested placements/supervisors: 

University of East London 
Professional Doctorate in Clinical Psychology 

Year 3 Placement Planning Summary Sheet 
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Engage/form working alliance 
 

Assessment (inc. standardised 
instruments/tests) 

 

Formulation 

Intervention 

Evaluation 

Communication & teaching 

Personal/professional skills 

Self-reflection & self-care 

Research 

Leadership 

 

 
 

  

Competencies 

Broad, high-level summaries of 
required skills 

 

A broad knowledge base applied to 
professional ethical practice 

Delivery mode 
Direct 
Indirect 
Individual 

Couple 
Family 
Group 
MDT 

Training 
Consultation 

Service-user inv. 
Policy 

Diversity 
Gender 

Age 
Ethnicity 

Social class 
Sexuality 

Service 
context 
Primary 

Secondary 
Community 
Out-patient 
In-patient 
3rd Sector 

Variation in problem 

 

Severity 
mild / mod / severe 

 

Chronicity 

acute  enduring 
 

Causality 
biological  psychosocial 

 

Working with 
coping/adaptation 

(e.g. physical disability/illness) 
yes / no 

 

Intellectual functioning 

impairment  no imp. 
 

Verbal fluency 

no speech  fluent 
 

Challenging behaviour 
none  high 

Therapeutic 
Modality 

 

CBT 

BT 

Psychodynamic 

Systemic 

Narrative 

CAT 
 

Community 
Psychology 

 

Others:- 

 

 

N.B. At least 
CBT plus one 

other 

Client 
Groups 

 

AMH 
 

Child 
 

Older 
Adults 

 

S&E 
 

Learning 
Disability 

 

Health 
 

Subs- 
Misuse 

 

Neuro 

Others:- 
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Older Adults Log: Independent Clinical Work 
Name of Trainee:  

Year of Intake:  

 

 
No. 

 
Demographics 
(age, sex, status) 

 
Referred by 

 
Main problems 

What did you do? 

 Assessment 

 Intervention 
 co-workers? 

Describe 
Main 
treatment 
modes 

Number 
of 
contacts 

 
Describe any 
evaluation 

Placement on which 
this work was 
conducted and name 
of supervisor 

 

1 
        

 

2 
        

 

3 
        

 

4 
        

 

5 
        

University of East London 
Professional Doctorate in Clinical Psychology 
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Learning Disabilities Log: Independent Clinical Work 
Name of Trainee:  

Year of Intake:  

 

 
No. 

 
Demographics 
(age, sex, status) 

 
Referred by 

 
Main problems 

What did you do? 

 Assessment 

 Intervention 
 co-workers? 

Describe 
Main 
treatment 
modes 

Number 
of 
contacts 

 
Describe any 
evaluation 

Placement on which 
this work was 
conducted and name 
of supervisor 

 

1 
        

 

2 
        

 

3 
        

 

4 
        

 

5 
        

University of East London 
Professional Doctorate in Clinical Psychology 
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Seen by Initial: Date 
University of East London 

Professional Doctorate in Clinical Psychology 

 

Administrator   

Individual Tutor   
 

 

 

 
Trainee: 

 
Supervisor(s): 

   

Placement No.: 
 
 

  Location(s): 
Start date: 

 
 

   

End date: 
 
Mid-placement 

  review date(s): 
Placement days: 

 
 

  End of placement 
University days:  review date(s) 

 

 

 

1. What are the recommendations from the previous placement? Please list. 
 

 

2. Trainee’s Previous Experience and Knowledge 
 

 

Placement Contract 

Ensure that the previous End of Placement Assessment materials are considered by the trainee and supervisor. 

 
What experience and knowledge is the trainee bringing to the Placement? 
This should be considered in relationship to the transfer of knowledge and skills to new settings and problems. 

What specific knowledge base does the trainee require for this placement? 

As the trainee progresses through the programme they will be increasingly clear regarding their individual 
training needs, gaps in training, areas of strength and areas that need further development. 

 
Whilst specific competencies will develop on each placement, all contracts must have a developmental 
perspective. In practice this means that the supervisor needs to be fully informed of the trainee’s previous 
relevant experience and current training needs in relationship to their stage of training. 

 

What teaching relevant to this placement has the trainee received at UEL? 
 
What teaching relevant to this placement will the trainee receive at UEL during the time span of this placement? 
(It is helpful for the trainee to provide the relevant UEL timetables and/or module guides at this point). 
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3. Induction and Orientation (first 2 weeks) 
 

 

4 Competencies Specific to the Placement 
 

 

5. Supervision 
 

 
Specify plans, for example these should include meeting other professionals and becoming familiar with the 
service context. 

 
The Trainee ought to be familiarised with the legislative and national planning context of the service, including 
current UK legislation applicable to the area/specialty. 

 

Trainees must become familiar with the service’s Health & Safety policy and procedures, particularly in relation 
to off-site working and visits to client homes. 

 
The induction and orientation should take account of the trainee's background knowledge of services for this 
client group and the cultural and organisational issues specific to the placement. 

 
Outline the learning opportunities that are specific to this placement. 

 
For example this would include; working within a specific service context setting; working with specific 
psychological models of assessment and intervention; carrying out clinical work with specific client groups etc. 

 

It may be helpful to refer to the summary of core competencies and model specific competence lists (see 
Placement Modules Handbook): 
Professional & Transferable skills 
Assessment 
Formulation 
Intervention 
Evaluation 
Research 
Personal and Professional Skills 
Communication and Teaching 
Service Delivery 

 
Specify arrangements and expectations regarding supervision. 

 
Formal supervision time must be for an absolute minimum of one hour per week. The programme requests a 
minimum of 1.5 hours. Total contact time between supervisor(s) and trainee must be at least 3 hours per week. 
It is strongly advised to arrange a specific time and day to meet weekly. 

 
Trainees find it particularly valuable when supervisors are clear regarding their expectations of the supervision 
process and discuss with the trainee what they have found most useful in past experiences of supervision. 

 
Some important questions to consider when setting up supervision are as follows; 

 What models/modes of supervision are the trainee and supervisor familiar with? 

 How are theory practice links going to be addressed and fostered within supervision? 

 What methods of feedback will be used? 
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6. Observation of Clinical Work 
 

 

7. Clinical work 
 

 

8. Indirect Clinical Work and Inter Professional Working 
 

 

9. Regular meetings 
 

 
Specify plans for mutual observation and joint assessments. 

 
Live observation: - The trainee must have the opportunity to observe the supervisor working clinically (minimum 
of 5 times) and the supervisor must observe the trainee working clinically (minimum of 5 times). 

 

Video and Audio Tape: - Trainees are requested to videotape or audiotape (with the client’s consent) at least 1 
clinical session whilst on placement. It is expected that the trainee then selects and transcribes portions of the 
session for detailed review in supervision. 

 
The Record of Observation (RoO) of clinical work form should be completed for every observation of the trainee, 
direct or taped (with reference to model specific competence lists where appropriate). 

 

Most trainees need to begin by observing their supervisors, and then moving progressively to more independent 
work. It is usually helpful to move through clear phases of (a) trainee watches supervisor (b) trainee and 
supervisor work together (c) supervisor watches trainee. This pattern is easier to follow when conducting 
assessments. 

 

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. 

 
As a general guideline trainees usually carry around 6-7 ongoing substantive pieces of clinical work at any one 
time. Trainees should usually be seeing clients within the first few weeks and should be building up to a full 
workload and range of clinical activities in the first 6 weeks. 

 
While it is important that trainees see a reasonable number of persons/contacts for direct work, some of these 
‘pieces’ of work could be indirect with staff or carers or service related research. It is very desirable that at least 
one piece of clinical work is undertaken independently by the trainee from the assessment through to 
termination. 

 

Ensure that a range of clients are seen (e.g., by ethnicity, age, gender, social context, presenting difficulties). 

 
Is there any work with users / carers and/or staff planned? 

 
Will the trainee be able to observe / carry out any consultation work? 

Trainees should gain experience of work with other professionals. 

 
To include allocation meetings, team meetings, department meetings. 

 
Specify how frequently the trainee is expected to attend, and their role in the meeting. 
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10. Assessment 
 

 

11. Formulation 
 

 

12. Direct Clinical Interventions and Approaches to Therapy 
 

 

13. Outcome and Evaluation 
 

 

 

14. Communication and Teaching 
 

 
What formal psychological models will be used to inform the assessment process? 

Specify what experience the trainee will gain in psychometric assessment. 

What policies/legislation/clinical skills does the trainee need to be familiar with/competent in with respect to risk 
assessment? 

 

Will the trainee need to work with an interpreter? 

 
The trainee should demonstrate skills in using formulations in the following areas: 
with clients to facilitate their understanding of their experience, 
to plan appropriate interventions that takes the client’s perspective into account, 
to assist multi-professional communication and the understanding of clients and their care, and 
revising formulations in the light of ongoing intervention and re-formulating when necessary. 

 
Trainee and supervisor should consider how the development of formulation skills will be monitored and 
assessed on placement. The preparation of short formulations by the trainee prior to supervision can be very 
helpful. 

 
What formal psychological models of therapy are likely to be used on placement? 

What approaches to therapy will the trainee be exposed to? 

Is service delivery organised around any specific models of intervention? 

 
What outcome measures will the trainee become familiarised with? 

Will the trainee gain any experience in service evaluation? 

 
Supervisors should closely monitor and help develop trainee’s oral communication. 

Specify any teaching planned 

Specify opportunities for the trainee to communicate clinical and non clinical information from a psychological 
perspective e.g. consultation and service planning. 
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15. Research 
 

 

16. Resources 
 

 

17. Report Writing and Correspondence 
 

 

18. Arrangements for ending placement: What procedures will be followed? 
 

 

19. Other Experience 
 

 

Trainee’s Signature: Supervisor’s Signature: 
Date: Date: 

 
 

Email and send/supply a signed a copy of the agreed contract as soon as completed to: 
 Professional Doctorate in Clinical Psychology, University of East London, Water Lane, 

LONDON E15 4LZ

 Email: clinpsy@uel.ac.uk

 
Specify any plans for service related research. 

Doctoral research should be discussed as necessary. 

 
What resources will be available? For example is there access to library/computer facilities? 

What accommodation is available for the trainee? 

 
Supervisors should closely monitor and help develop trainee’s written communication. 

Specify policy and expectations with regard to reviewing and signing-off correspondence. 

 
What are the expectations regarding arrangements for handing over clients, finishing reports etc. 

 

There should be a formal End of Placement Review before the end of the placement at which the completed 

Supervisor's 'End of Clinical Placement Rating form', the Trainee's 'Feedback on Placement form' and clinical log 
are discussed. 

 
Specify any additional aims for the placement. 

 

If the trainee will be submitting a Practical Report based on work done on placement, agree dates for supervisor 
to receive a draft, and for supervisor to return comments and signed confirmation form to trainee. 

mailto:clinpsy@uel.ac.uk
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Your psychologist is a trainee clinical psychologist, employed by the NHS while studying 
for a Doctorate in Clinical Psychology at the University of East London (UEL). Your 
psychologist’s NHS work is being supervised by an experienced qualified Clinical 
Psychologist. One way of improving the quality of this supervision is to record (audio-tape 
or video-tape) one or more of your sessions. Listening to or watching a tape gives a 
supervisor a much better idea of what is happening in your sessions, and in this way helps 
your psychologist to help you. If you consent to this, your psychologist will inform you if 
they decide that it would be helpful to go ahead and record your session(s). 

 
Unless your psychologist explicitly indicates otherwise: 

 Tapes of your session would only be listened to or watched by your psychologist’s 
supervisor.

 Tapes would only be used for the educational purpose of supervision.

 Recordings would be deleted once their educational purpose had been completed.
 

Some clients find it can be very helpful to listen to or watch a recording of their sessions. 
You may also wish to have a copy of the recording for yourself, which can be arranged by 
your psychologist at your request. Occasionally, trainees may wish to use recordings to 
help them write practical reports of clinical activity. If this is the case, they will discuss this 
with you. 

 
 Please tick 

I understand that I am not obliged to give consent, and that if I do 
not want to, this will not affect my treatment 

 

I agree to the possible recording of my sessions 
 

I understand that the recording would only be used for the 
purposes of supervision and education 

 

I understand that the recording will be deleted once its 
educational purpose had been completed 

 

I understand that I may ask for a copy of any recording made 
 

 
 

Name and signature of trainee clinical psychologist 

Name and signature of client 

Date 

University of East London 
Professional Doctorate in Clinical Psychology 

 
Client Consent Form – Recording of Clinical Sessions 
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  University of East London  
Professional Doctorate in Clinical Psychology 

 

 
 

MID-PLACEMENT REVIEW FORM 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 Yes No 

Did you receive caseload log prior to the MPR?  

Are there any serious concerns about: 

a) The trainee’s competence:  

b) The placement  

 

 

Strengths and key achievements: 

 

 

 

 

 

 

 
Targets identified for remainder of placement: 

 

 

 

 

 

Trainee:  Supervisor(s): 
   

Date of MPR:   

  Placement: 

Conducted by:  Location(s): 
   

MPR Number:   
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Summary of discussion: 
 

 

Signed: 
 
 

 

Checklist: 
 

 Caseload and range of experiences (NB. Older adult and PLD competencies)

 Live observations/RoOs (min.5)

 Audio or video recording used in supervision?

 Service user feedback forms

 360 feedback from colleagues

 Professionalism (e.g. timekeeping, reliability, interpersonal skills)

 Strengths & areas of development

 
o N.B. Competencies: core skills, assessment, formulation, intervention, evaluation, personal 

and professional skills, communication and teaching, service delivery, use of supervision 
and feedback, transferable skills, leadership competences, placement specific skills. 

 

 Familiarised with service user involvement initiatives?

 Inter-professional learning?

 Theory practice links – may want to discuss a piece of clinical work

 Supervision – Regular? Reliable? Quality of interpersonal relationship? Culture/Power 
discussed? Theory practice links made? How used?

 Academic work – SRR, practical reports, thesis

 Targets for rest of placement
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Seen by Initial: Date: 
University of East London 

Professional Doctorate in Clinical Psychology 

 

Administrator   

Individual Tutor   
 

 

 

Please complete the cover sheet below in full, and tick the adjacent boxes to confirm that you have complied 
with each statement. Failing to do either will result in your assessment being delayed and/or returned to you 
for resubmission. Raise any queries regarding this submission with your year tutor well in advance of 
submission. 

 
 

UEL STUDENT NAME: 

 

 

UEL STUDENT NUMBER: 

 

 

MODULE SUBMISSION: 
(e.g. PYD201) 

 

 

COMPONENT SUBMISSION: 
(e.g. Placement 2) 

 

 
Tick (with an ‘X’) the appropriate boxes below to indicate which forms/evidence you are submitting to the 
EPA portfolio. Mark with nil ( ‘O’ ) any boxes to indicate the forms/evidence you are not submitting. 

 

For any non-submitted elements, please provide the plan for delayed submission and the date that 
this was discussed and agreed with year clinical tutor. 

 
Section A (signed by trainee and placement supervisor) 

Placement experience feedback form (signed by trainee and placement supervisor) 

Competencies Log 

Caseload Log 

At Least 5 Record of Observation Forms 

 

Assessment Pro forma - EPA 

If your submission is incomplete (there are any documents missing or unsigned), please give the 
date that this was discussed and agreed with your year tutor here along with details of the 
proposed plan to submit missing documents: 
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This form must be completed at the end of each placement component: i.e., at the end of a 6-month or 12- 
month placement, or at the mid-point of a 12-month placement. Refer to the Placement Modules Handbook 
for advice on preparing for the EPA meeting(s). Trainees must submit forms to the placement officer no 
more than two weeks after the end of placement. 

 

Name of trainee:  

Name of supervisor(s)  

Type of placement (e.g., Older Adult)  

Location of placement  

Start date  

Completion date  

Number of days on this placement  

Total days on ALL placements so far  

 
 

A. Supervisor’s Overall Evaluation of Placement Component 
 

Have the MPR targets been met? YES / NO* 

For the end of a 6 or 12 month placement: Has the placement contract been fulfilled?  
YES / NO* 

Or for the mid-point of a 12 month placement: Is the contract on target to be fulfilled?  

Have the caseload and competencies logs been attached and reviewed by supervisor? YES / NO* 

*If no please comment in the space(s) provided overleaf. 

Number of direct observations of trainee by supervisor  

Number of direct observations of supervisor by trainee  

Result Recommendation: (tick one): Pass:  Fail:  Refer to tutor:  

Signature of supervisor(s)  

Signature of trainee  

Date  

 

B. Individual/Clinical Tutor’s Evaluation of Placement Component 
 

Have the MPR targets been addressed? YES / NO 

For the end of a 6 or 12 month placement: Has the placement contract been addressed? 
YES / NO 

Or: for the mid-point of a 12 month placement: Is the contract on target to be fulfilled? 

Are the caseload and competencies logs, and observation records, attached and complete? YES / NO 

Result Recommendation: (tick one): Pass (>60%):  Fail (<60%):  

Signature of tutor  

Date  

 
END OF PLACEMENT ASSESSMENT 
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C. Qualitative Summary & Recommendations 
 

General comments of supervisor(s) 

 
 

General comments of trainee 

 
 
 

 

To be completed by supervisor(s) and trainee together: 

 For end of a 6- or 12- month placement component: recommended goals for future placements 

 For mid-point of a 12-month placement module: key targets for next 6 months of placement 

 derived from ‘Areas for Development’ sections of EPA 
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D. Summary of Range of Experiences 
 

 

 
Tick 

Setting 
Inpatient/Residential 

 

Outpatient 
 

Community  

Primary Care  

Secondary Care  

Non NHS  

Other (specify):  

Delivery Mode  

Individual direct 

Individual indirect  

Couple and/or relationship  

Family or small system  

Group or team  

Large group or organisation  

Teaching, training  

Supervision or consultation  

Service development or policy  

Service-user or carer led  

Other (specify):  

Presentation type  

Severity: mild 

Severity: moderate  

Severity: severe  

Chronicity: short-term  

Chronicity: medium term  

Chronicity: enduring  

Causality: biological and/or medical  

Causality: psychological and/or interpersonal  

Causality: social and/or multi-systemic  

Ability: severe cognitive and/or communication impairments  

Ability: cognitive and/or communication impairments  

Ability: cognitively unimpaired and/or high-functioning  

Coping/adaptation (e.g. physical disability/illness)  

Behaviour that challenges  
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E. Competency Ratings 

 

This section sets out the areas of competency that trainees should acquire over training, as laid out in the 
BPS standards for doctoral training programmes in Clinical Psychology. Please rate the trainee’s current 
level of competence in each of these areas using the rating scale below. 

 
Key: 

 

0 = NOT EVIDENT: no evidence or understanding of this competency – please note this may be an 
expected rating for many skills in the first year of training 

1 = EMERGING: trainee is starting to demonstrate this competency, however their understanding and/or 

practice are clearly in the early stages of development 
2 = CONSOLIDATING: trainee demonstrates competency with some degree of proficiency but further work 

is required in either understanding or practice 
3 = ESTABLISHED: competency is consistently demonstrated in a proficient manner and trainee has an 

appropriate level of understanding 
NA = NON APPLICABLE: no opportunity to develop and evaluate this aspect during this placement. 

 
 

1. Core, personal and professional skills 
The core skills, knowledge and values to work effectively with clients, carers and other 
professionals 

 
Rating 

Demonstrates an understanding of ethical issues and applies these in complex clinical contexts, 
ensuring that informed consent underpins all contact with clients. 

 

Considers the inherent power imbalance between practitioners and clients and how abuse of this 
can be minimised. 

 

Understands the impact of differences, diversity and social inequalities on people’s lives, and their 
implications for working practices. 

 

Understands the impact of one’s own value base upon clinical practice. 
 

Works effectively at an appropriate level of autonomy, with awareness of the limits of own 
competence and accepting accountability to relevant professional and service managers. 

 

Able to adapt to and comply with organisation policies and practices of with respect to time- 
keeping, record keeping, deadlines, managing leave, health & safety and working relations. 

 

Develops resilience but also the capacity to recognize when own fitness to 
practice is compromised and take steps to manage this risk as appropriate 

 

Works collaboratively and constructively with fellow psychologists and other colleagues and users 
of services, respecting diverse viewpoints. 

 

Able to conduct service evaluation, small N, pilot and feasibility studies and other research which is 
consistent with the values of both evidence based practice and practice based evidence. 

 

Able to critically consume, interpret and disseminate research evidence relevant to clinical 
psychology practice and that of psychological services and interventions more widely, utilising such 
research to influence and inform the practice of self and others. 

 

 
 

Supervisor’s comments 

 

Strengths 

 
 
 

Areas for development 
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Trainee’s comments 

 
 
 
 

2. Psychological assessment and formulation Rating 

Able to choose, use and interpret a broad range of assessment methods appropriate to: 
1. The client and service delivery system in which the assessment takes place 
2. The type of intervention which is likely to be required 

 

Able to use performance based psychometric measures (e.g. of cognition and development). 
 

Able to use self and other informant reported psychometrics (e.g. of symptoms, thoughts, feelings, 
beliefs, behaviours) and understand key elements of psychometric theory 

 

Able to use systematic interviewing procedures. 
 

Able to use other structured methods of assessment (e.g. observation, or gathering information 
from others). 

 

Able to assess social context and organisations. 
 

Able to conduct appropriate risk assessments and use to guide practice. 
 

--------------------------------------------------------------------------------------------------------------------  
 

Able to use assessment to develop formulations which are informed by theory and evidence about 
relevant individual, systemic, cultural and biological factors. 

 

Able to construct formulations of presentations which may be informed by, but which are not 
premised on, formal diagnostic classification systems. 

 

Able to construct formulations utilising theoretical frameworks with an integrative, multi-model, 
perspective as appropriate and adapted to circumstance and context. 

 

Able to develop a formulation through a shared understanding of its personal meaning with the 
client(s) and/or team in a way which helps the client better understand their experience, taking 
account of feedback about its accuracy and helpfulness. 

 

Able to: 
1. Make justifiable choices about the format and complexity of the formulation that is presented or 
utilised as appropriate to a given situation 
2. Ensure that formulations are expressed in language that is accessible, culturally sensitive and 
non-discriminatory. 

 

Able to use formulations to guide appropriate interventions if appropriate. 
 

Able to reflect on and revise formulations in the light of on-going feedback and intervention. 
 

Strengths 

 
 
 

Areas for development 
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Able to lead on the implementation of formulation in services and utilise formulation to enhance 
teamwork, multi-professional communication and psychological mindedness in services. 

 

 
 

Supervisor’s comments 

 
 

Trainee’s comments 

 
 
 
 
 

3. Psychological intervention and evaluation Rating 

Able to implement psychological therapy on the basis of a formulation, or other interventions 
appropriate to the presenting problem and to the psychological and social circumstances of the 
client(s), and to do this in a collaborative manner. 

 

Understands therapeutic techniques and processes as applied when working 
with a range of different individuals in distress. 

 

Able to utilise multi-model interventions, as appropriate to the complexity and / or co-morbidity of 
the presentation, the clinical and social context and service user opinions, values and goals. 

 

Knowledge of, and capacity to conduct interventions related to, secondary prevention and the 
promotion of health and well-being. 

 

Able to conduct interventions in a way which promotes recovery of personal and social functioning 
as informed by service user values and goals. 

 

Demonstrates an awareness of the impact and relevance of psychopharmacological and other 
multidisciplinary interventions. 

 

Understands social approaches to intervention; for example, those informed by community, critical, 
and social constructionist perspectives. 

 

Able to implement interventions and care plans through, and with, other professions and/or with 
individuals who are professional or informal carers for a client. 

 

Strengths 

 
 
 
 

Areas for development 

Strengths 

 
 
 
 

Areas for development 
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Able to recognise when (further) intervention is inappropriate, or unlikely to be helpful, and 
communicate this sensitively to clients and carers. 

 

-------------------------------------------------------------------------------------- 
 

Able to evaluate practice through the monitoring of processes and outcomes, across multiple 
dimensions of functioning, in relation to recovery, values and goals and as informed by service user 
experiences as well as clinical indicators. 

 

 
Able to devise innovate evaluative procedures where appropriate. 

 

Able to utilise supervision and information offered by outcomes monitoring to reflect upon personal 
effectiveness, in order to shape and change personal and organisational practice. 

 

Able to critically appreciate the strengths and limitations of different evaluative strategies, including 
psychometric theory and knowledge related to indices of change. 

 

Able to evaluate processes and outcomes at the organisational and systemic levels as well as the 
individual level. 

 

 

Supervisor’s comments 

 
 

Trainee’s comments 

 
 
 
 

4. Communication, teaching & service delivery Rating 

Communicates 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 

 

Strengths 

 
 
 
 

 
Areas for development 

Strengths 

 
 
 
 

 
Areas for development 
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users and their carers).  

Able to adapt style of communication to people with a wide range of levels of cognitive ability, 
sensory acuity and modes of communication. 

 

Able to prepare and deliver teaching and training which takes into account the needs and goals of 
the participants (for example, by appropriate adaptations to methods and content). 

 

Understands the process of providing expert psychological opinion and advice, including the 
preparation and presentation of evidence in formal settings. 

 

Understands the process of communicating effectively through interpreters and having an 
awareness of the limitations thereof. 

 

Supports others’ learning in the application of psychological skills, knowledge, practices and 
procedures. 

 

-------------------------------------------------------------------------------------------------  
 

Demonstrates awareness of the legislative and national planning contexts for service delivery and 
clinical practice. 

 

Able to indirectly influence service delivery through consultancy, training and working effectively in 
multidisciplinary and cross-professional teams. Bringing psychological influence to bear in the 
service delivery of others. 

 

Understands leadership theories and models, and their application to service development and 
delivery. 

 

Demonstrates leadership qualities such as being aware of and working with interpersonal 
processes, proactivity, influencing the psychological mindedness of teams and organisations, 
contributing to and fostering collaborative working practices within teams. 

 

Works with users and carers to facilitate their involvement in service planning and delivery. 
 

Understands change processes in service delivery systems. 
 

Understands and works with quality assurance principles and processes including informatics 
systems which may determine the relevance of clinical psychology work within healthcare systems. 

 

Able to recognise malpractice or unethical practice in systems and organisations and knowing how 
to respond to this, and is familiar with ‘whistleblowing’ policies and issues. 

 

 

Supervisor’s comments 

 
 

Trainee’s comments 

 

Strengths 

 
 
 

Areas for development 

Strengths 

 
 
 

Areas for development 
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5. Supervision and feedback Rating 

Manages own personal learning needs and develops strategies for meeting these. 
 

Uses supervision to reflect on practice, and makes appropriate use of feedback received. 
 

Develops strategies to handle the emotional and physical impact of practice and seeks appropriate 
support when necessary, with good awareness of boundary issues. 

 

Able to provide supervision at an appropriate level within own sphere of competence. 
 

Understands the supervision process for both supervisee and supervisor roles. 
 

 
 
 

Supervisor’s comments 

 
 

Trainee’s comments 

 
 
 

6. Any further competencies specific to this placement (this may include 

competencies specific to client group, service delivery etc.) 
Rating 

  

  

  

  

  

Strengths 

 
 
 
 

Areas for development 

Strengths 

 
 
 

Areas for development 



Attachment 7 

122 

 

 

 

  

 
 
 

Supervisor’s comments 

 
 

Trainee’s comments 

 
 

 

F. Model Specific Competency Ratings 
 

Please find below five model specific competency rating scales covering the five psychological approaches 

emphasized in the UEL teaching curriculum (Behavioural and Cognitive Therapies, Systemic and Family 

Therapies, Psychodynamic and Psychoanalytic Therapies, Community Psychology and Cognitive & 

Neuropsychological Assessment). Where work has been undertaken using one of these approaches, please 

complete the relevant rating scale. 

 

Where psychometric or neuropsychological testing has been conducted on placement, please use the 

relevant logs to list the tests or measures that have been used. 

Strengths 

 
 
 
 
 
 
 

 
Areas for development 

Strengths 

 
 
 
 
 

 
Areas for development 
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Competencies in Behavioural & Cognitive Therapies 

 

This section sets out the broad areas of competence in the behavioural and cognitive approaches (B&CT) 
that the trainee should acquire over training. At the end of each placement where these orientations have 
been used, trainees and supervisors should jointly rate each area of competence. For further information 
please see the competence framework at: 
https://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks/cognitive-and- 
behavioural-therapy 

 
 

B&CT Domains & Competencies Rating: 

 
Basic 

 

Knowledge of: 

 basic principles of CBT and rationale for treatment 

 common cognitive biases relevant to CBT  

 the role of safety-seeking behaviours  

Ability to: 

 implement CBT using a collaborative approach 

 

 use explain & demonstrate the rationale for BT and/or CBT  

 agree goals for the intervention  

 share responsibility for session structure and content  

 structure sessions and adhere to an agreed agenda  

 plan and to review practice assignments (‘homework’)  

 use summaries and feedback to structure the session  

 use measures and self-monitoring to guide and monitor  

 use the maintenance cycle to set targets for intervention  

 use problem-solving approaches  

 end therapy in a planned manner  

 to plan for long-term maintenance of gains after treatment  

 
Core 

 

Ability to: 

 use exposure techniques 

 use applied relaxation & applied tension  

 use activity monitoring & scheduling  

 use thought records  

 identify and work with safety behaviours  

 detect, examine and help reality-test thoughts and images  

 elicit key cognitions/images  

 identify and help modify assumptions, attitudes and rules  

 employ imagery techniques  

 identify and help client modify core beliefs  

 plan and conduct behavioural experiments  

 develop formulation and use this to develop treatment plan  

 understand client’s inner world and response to therapy  

http://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks/cognitive-and-


124 

 

 

 

Presentations that B&CT intervention has focused on 
Attachment 7 

Presentations Additional notes Number of 
people 

Anxiety 
(e.g. panic, phobia, generalised 
anxiety) 

  

Obsessions and compulsions   

Trauma related difficulties   

Low mood 
(e.g. depression) 

  

Fluctuating mood 
(e.g. bipolar disorder, 
dysregulation) 

  

Psychosis 
(e.g. hearing voices, unusual 
beliefs) 

  

Relationship difficulties 
(e.g. couple work, family 
functioning) 

  

Severe interpersonal difficulties 
(e.g. difficulties that attract a 
personality disorder diagnosis) 

  

Physical health presentations 
(e.g. sexual health, HIV, chronic 
conditions) 

  

Adjustment and coping 
(e.g. bereavement, retirement) 

  

Behaviour that challenges 
(e.g. school refusal, offending 
behaviour, anger difficulties) 

  

Addictive behaviours 
(e.g. drug use, gambling) 

  

Eating difficulties   

Cognitive impairment 
(e.g. organic and functional in 
origin) 

  

Neurodevelopmental difficulties   

Other (please specify)   

Other (please specify)   

Other (please specify)   
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Competencies in Systemic & Family Therapies 

Attachment 7 

 

 
This section sets out the broad areas of competence in the systemic and family approaches (S&FT) that the 
trainee should acquire over training. At the end of each placement where these approaches have been 
used, trainees and supervisors should jointly rate each area of competence. For further information please 
see the competence framework at: 
https://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks/Systemic_Therapy 

 

 

S&FT Domains & Competencies Rating: 

 
Basic 

 

Knowledge of: 

 the rationale for the systemic approach 

 systemic principles that inform the therapeutic approach  

 systemic theories of problems, resilience and change  

 systemic approaches that enable therapeutic change  

Ability to: 

 initiate a systemic piece of work 

 

 initiate contact and undertake a systemic assessment  

 develop and maintain engagement  

 develop systemic hypotheses and identify client goals  

 establish the context for a systemic intervention  

 maintain and develop a systemic approach  

 work in a reflective manner  

 use monitoring to promote change  

 facilitate communication across the system  

 manage endings  

 
Core 

 

Ability to: 

 use systemic hypotheses 

 use circular interviewing  

 use systemic techniques to promote change  

 work towards resolving problems  

 map systems  

 make use of genograms  

 make use of sculpting exercises  

 make use of enactments  

 work with a systemic team  

 implement systemic interventions in an adaptive manner  

 maintain a relational approach  

 hold a non-pathologising view of the system  

 make use of the interpersonal perspective  

http://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks/Systemic_Therapy
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Presentations that S&FT intervention has focused on 
 

Attachment 7 

Presentations Additional notes Number of 
people 

Anxiety 
(e.g. panic, phobia, generalised 
anxiety) 

  

Obsessions and compulsions   

Trauma related difficulties   

Low mood   
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(e.g. depression)   

Fluctuating mood 
(e.g. bipolar disorder, 
dysregulation) 

  

Psychosis 
(e.g. hearing voices, unusual 
beliefs) 

  

Relationship difficulties 
(e.g. couple work, family 
functioning) 

  

Severe interpersonal difficulties 
(e.g. difficulties that attract a 
personality disorder diagnosis) 

  

Physical health presentations 
(e.g. sexual health, HIV, chronic 
conditions) 

  

Adjustment and coping 
(e.g. bereavement, retirement) 

  

Behaviour that challenges 
(e.g. school refusal, offending 
behaviour, anger difficulties) 

  

Addictive behaviours 
(e.g. drug use, gambling) 

  

Eating difficulties   

Cognitive impairment 
(e.g. organic and functional in 
origin) 

  

Neurodevelopmental difficulties   

Other (please specify)   

Other (please specify)   

Other (please specify)   
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Competencies in Psychodynamic & Psychoanalytic Therapies 

 

This section sets out the broad areas of competence in the Psychodynamic & Psychoanalytic (PDAT) 
approaches that the trainee should acquire over training. At the end of each placement where these 
orientations have been used, trainees and supervisors should jointly rate each area of competence. For 
further information please see the competence framework at: 
https://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks/Psychoanalytic- 
Psychodynamic-Therapy 

 
 

PDAT Domains & Competencies Rating: 

 
Basic 

 

Knowledge of: 

 basic principles and rationale of psychodynamic/analytic approaches 

Ability to: 

 assess the likely suitability of an psychodynamic/analytic approach 

 

 engage the client in psychodynamic/analytic therapy  

 derive an psychodynamic/analytic formulation  

 establish and manage the therapeutic frame and boundaries  

 work with unconscious communication  

 facilitate the exploration of unconscious dynamics  

 help the client become aware of unconscious feelings  

 maintain an psychodynamic/analytic focus  

 respond to difficulties in the therapeutic relationship  

 work with both the client’s internal and external reality  

 
Core 

 

Ability to: 

 make dynamic interpretations 

 maintain the primary focus of interpretations  

 participate in the process of interpretation  

 appreciate the client’s experience of interpretations  

 work in the transference and counter transference  

 facilitate the client’s exploration of the therapeutic relationship  

 maintain the focus of exploration on the transference  

 understand and help the client manage emotional impact  

 respond non-defensively to the client’s experience  

 use the therapist’s experience of the transference  

 make use of the counter transference as the basis for interpretation  

 reflect on involvement in the therapeutic process  

 recognise and work with defences  

 help the client understand defences  

 manage the anxiety generated by their exploration  

 work through the termination phase of therapy  

 be attuned to direct and indirect references to endings  

 prepare the client for the ending  

http://www.ucl.ac.uk/pals/research/cehp/research-groups/core/competence-frameworks/Psychoanalytic-
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Presentations that PDAT intervention has focused on 

 

Presentations Additional notes Number of 
people 

Anxiety 
(e.g. panic, phobia, generalised 
anxiety) 

  

Obsessions and compulsions   

Trauma related difficulties   

Low mood 
(e.g. depression) 

  

Fluctuating mood 
(e.g. bipolar disorder, 
dysregulation) 

  

Psychosis 
(e.g. hearing voices, unusual 
beliefs) 

  

Relationship difficulties 
(e.g. couple work, family 
functioning) 

  

Severe interpersonal difficulties 
(e.g. difficulties that attract a 
personality disorder diagnosis) 

  

Physical health presentations 
(e.g. sexual health, HIV, chronic 
conditions) 

  

Adjustment and coping 
(e.g. bereavement, retirement) 

  

Behaviour that challenges 
(e.g. school refusal, offending 
behaviour, anger difficulties) 

  

Addictive behaviours 
(e.g. drug use, gambling) 

  

Eating difficulties   

Cognitive impairment 
(e.g. organic and functional in 
origin) 

  

Neurodevelopmental difficulties   

Other (please specify)   

Other (please specify)   

Other (please specify)   
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Competencies in Community Psychology 
 

This section sets out the broad areas of competence in Community Psychology approaches that the trainee 
should acquire over training. At the end of each placement where this approach has been taken, trainees 
and supervisors should jointly rate each area of competence. 

 
The following resources have been drawn on in developing these competencies: 

 Competencies devised by Division 27 of the APA (the Society for Community Research & Action) 

 Competencies devised by the University of Leicester’s clinical psychology programme 

 Critical Community Psychology (Kagan, Burton, Duckett, Lawthom & Siddiquee, 2011) 

 Competencies devised by the University of East London’s Masters in Clinical and Community 
Psychology, in consultation with UK community psychologists 

 

 

Community Psychology Domains & Competencies 
 

Rating: 

 

Basic 

 

Ability to: 

 apply an ecological perspective and levels of analysis in practice 

 

 apply a perspective based on values of social justice  

 apply liberatory and transformational models of learning, practice and social 
change 

 

 value, integrate and bridge multiple worldviews, cultures and identities  

 promote genuine representation and respect for all community members and their 
divergent perspectives 

 

 identify professional and ethical dilemmas and reflect critically on one’s own 
values and power in a variety of contexts 

 

 

Core 

 

Ability to: 

 Ability to engage with and work collaboratively with different community 
stakeholders to plan, develop and implement programmes of collective action in 
community settings 

 Ability to identify community strengths and resources and possibilities for 
individual and collective action in response to a particular issue 

 

 Ability to apply models of small and large group systems to facilitate the capacity 
of community groups to work together productively 

 

 Ability to articulate and apply a preventative and health promotion approach  

 Ability to analyse relevant health and social policies and collaborate with 
community partners to utilise advocacy skills for agreed objectives in a 
professionally appropriate manner 
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Presentations that Community Psychology intervention has focused on 

 

Presentations Additional notes Number of 
people 

Anxiety 
(e.g. panic, phobia, generalised 
anxiety) 

  

Obsessions and compulsions   

Trauma related difficulties   

Low mood 
(e.g. depression) 

  

Fluctuating mood 
(e.g. bipolar disorder, 
dysregulation) 

  

Psychosis 
(e.g. hearing voices, unusual 
beliefs) 

  

Relationship difficulties 
(e.g. couple work, family 
functioning) 

  

Severe interpersonal difficulties 
(e.g. difficulties that attract a 
personality disorder diagnosis) 

  

Physical health presentations 
(e.g. sexual health, HIV, chronic 
conditions) 

  

Adjustment and coping 
(e.g. bereavement, retirement) 

  

Behaviour that challenges 
(e.g. school refusal, offending 
behaviour, anger difficulties) 

  

Addictive behaviours 
(e.g. drug use, gambling) 

  

Eating difficulties   

Cognitive impairment 
(e.g. organic and functional in 
origin) 

  

Neurodevelopmental difficulties   

Other (please specify)   

Other (please specify)   

Other (please specify)   

Other (please specify)   

Other (please specify)   

Other (please specify)   

Other (please specify)   
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Competencies in Cognitive & Neuropsychological Assessment 

 
 

This section identifies broad areas of competence and specific skills pertaining to cognitive / 
neuropsychological practice that trainees should acquire over training. At the end of each placement where 
these approaches have been used, trainees and supervisors should jointly rate each area of competence. 
For further information please see the competence framework at: 
http://www.bps.org.uk/system/files/Public%20files/required_competences_for_clinical_neuropsychology.pdf 

 

 

Basic 
Rating 

Knowledge of: 

 clinical neuropsychology and it’s theoretical foundations 

 brain development over the lifespan  

 major structures of the brain  

 brain and behaviour relationships  

 contemporary models/frameworks of health, disability and participation  

 personal and professional dimensions to ethical neuropsychological practice  

 
Core 

 

Ability to: 

 provide a reasoned rationale for testing 

 communicate a rationale for testing to clients  

 address issues of consent and/or capacity for examination  

 gain informed consent for testing from clients  

 to consider wider contexts that affect presentation 

 e.g., social, emotional, cognitive and occupational, educational spheres 

 

 plan, prepare and structure testing sessions  

 address the psychological factors that may influence a client’s view of testing  

 select relevant neuropsychological tests  

 build and maintain rapport during testing  

 consider the many factors that may affect and individual’s performance 
e.g., psychological state, sensory/physical deficits, communication, fatigue, cognitive 

strategies 

 

 explain convergence and notable discrepancies in results/observations  

 construct a formulation integrates findings with psychological and neuropsychological 
theory 

 

 construct a formulation that incorporates everyday difficulties reported by 
individual/relative/others/school with test results 

 

 use formulation to facilitate an individual/family’s understanding and adjustment to plan 
interventions 

 

 use formulation to facilitate systemic/family adjustment to plan interventions  

 integrate neuropsychological practice within a framework of therapeutic involvement  

 use results of testing to compile individually tailored biopsychosocial formulations  

 communicate/feedback the results of testing clearly  

 make appropriate recommendations for future management  

 feedback to clients/families in an accessible way  

 engage with relevant organisational or professional system/ processes (e.g. EHCP)  

http://www.bps.org.uk/system/files/Public%20files/required_competences_for_clinical_neuropsychology.pdf
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All performance and paper and pencil psychometric assessments should be logged in the following tables. Tests should only be logged where the 
trainee has utilized the test as principal or joint lead in a piece of work. 

 
Supervisors should record that they are satisfied that a test has been correctly administered and interpreted by ticking the relevant boxes below and 
signing the front of the EPA paperwork. 

 

Where a test has been used but correct administration and or interpretation cannot be assured, please leave the relevant box unticked. 

A cumulative log should be kept across placements. 

 

Neuropsychological Test Log: 
 

 

Clinical use/Reason for assessment? 
 

Age 
 

Tests used 
 

Administration 
(please tick) 

 

Observed 
(please tick) 

 

Interpretation 
(please tick) 
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Psychometric Test Log: 

 
 

Clinical use/Reason for assessment? 
 

Age 
 

Tests used 
 

Administration 

(please tick) 

 

Interpretation 

(please tick) 
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Clinical Caseload Log: Work you have observed 

Name of Trainee:  

Placement:  

Supervisor(s):  

 

No. Demographics Referred by Main presenting difficulties What was observed? 
(Who did you observe?) 
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Clinical Caseload Log: Joint Work with Supervisor 

Name of Trainee:  

Placement:  

Supervisor(s):  

 

No Demographics Referred by Main presenting difficulties Number of contacts What did you do? 
What did your supervisor do? 
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Clinical Caseload Log: Independent Work 

Name of Trainee:  

Placement:  

Supervisor(s):  

 
No Demographics Referred by Main presenting 

difficulties 
What did you do? 

 Assessment 

 Intervention 
 Any co-workers? 

Approach to 
intervention 

Number of 
contacts 

Describe any 
evaluation 

Any observation of 
case? 
If so, by whom and 
how? 
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Clinical Caseload Log: Non-direct Work 
(e.g. teaching, training, consultation, providing supervision). 

Name of Trainee:  

Placement:  

Supervisor(s):  

 

No Description of activity 
& source of request 

Co-workers? Theoretical underpinnings Number 
of hours 

Describe any evaluation Any observation of the work? 
If so, by whom and how? 

       

       

 

Clinical Caseload Log: Inter-professional Learning 
(i.e. learning with trainees of other professions, case discussion or 

academic meetings with other professionals present). 

Name of Trainee:  

Placement:  

Supervisor(s):  

 

No Description of learning 
activity 

Other trainee 
professionals or 
professionals involved 

Theoretical 
underpinnings 

Number 
of hours 

Describe any evaluation Any observation of the 
work? 
If so, by whom and how? 
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Name: 

 

University of East London 
Professional Doctorate in Clinical Psychology 

 

 
COMPETENCIES LOG BOOK 

 

 
 

A SUMMARY OF RANGE OF EXPERIENCES PLACEMENT 

  1 2 3 4 5 6 

 
Please tick 

 

 
Have you had a chance to work in the following settings? 

 Inpatient/Residential       

 Outpatient       

 Community       

 Primary Care       

 Secondary Care       

 Non NHS       

 Other (specify)       

 
 

 
Have you had a chance to work in the modes? 

 Individual (direct)       

 Individual (indirect)       

 Couple and/or relationship       

 Family or small system       

 Group or team       

 Large group or organisation       

 Teaching, training       

 Supervision or consultation       

 Service development or policy       

 Service-user or carer led       

 Other (specify):       

 
 

 
Have you had a chance to work with the following presentation types? 

 Severity: mild       

 Severity: moderate       

 Severity: severe       

 Chronicity: short-term       

 Chronicity: medium term       
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 Chronicity: enduring       

 Causality: biological and/or medical       

 Causality: psychological and/or interpersonal       

 Causality: social and/or multi-systemic       

 Ability: severe cognitive and/or communication impairments       

 Ability: cognitive and/or communication impairments       

 Ability: cognitively unimpaired and/or high-functioning       

 Coping/adaptation (e.g. physical disability/illness)       

 Behaviour that challenges       

 
 

B CORE SKILLS PLACEMENT 

  1 2 3 4 5 6 
 

1. Core, personal and professional skills 
The core skills, knowledge and values to work effectively with clients, carers and other professionals 

Demonstrates an understanding of ethical issues and applies these in 
complex clinical contexts, ensuring that informed consent underpins all 
contact with clients. 

      

Considers the inherent power imbalance between practitioners and clients 
and how abuse of this can be minimised. 

      

Understands the impact of differences, diversity and social inequalities on 
people’s lives, and their implications for working practices. 

      

Understands the impact of one’s own value base upon clinical practice.       

Works effectively at an appropriate level of autonomy, with awareness of the 
limits of own competence and accepting accountability to relevant 
professional and service managers. 

      

Able to adapt to and comply with organisation policies and practices of with 
respect to time-keeping, record keeping, deadlines, managing leave, health 
& safety and working relations. 

      

Develops resilience but also the capacity to recognize when own fitness to 
practice is compromised and take steps to manage this risk as appropriate 

      

Works collaboratively and constructively with fellow psychologists and other 
colleagues and users of services, respecting diverse viewpoints. 

      

Able to conduct service evaluation, small N, pilot and feasibility studies and 
other research which is consistent with the values of both evidence based 
practice and practice based evidence. 

      

Able to critically consume, interpret and disseminate research evidence 
relevant to clinical psychology practice and that of psychological services 
and interventions more widely, utilising such research to influence and 
inform the practice of self and others. 

      

 

2. Psychological assessment and formulation 
Able to choose, use and interpret a broad range of assessment methods 
appropriate to: 

3. The client and service delivery system in which the assessment takes 
place 

4. The type of intervention which is likely to be required 

      

Able to use performance based psychometric measures (e.g. of cognition and 
development). 

      

Able to use self and other informant reported psychometrics (e.g. of symptoms, 
thoughts, feelings, beliefs, behaviours) and understand key elements of 
psychometric theory 

      

Able to use systematic interviewing procedures.       

Able to use other structured methods of assessment (e.g. observation, or 
gathering information from others). 
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Able to assess social context and organisations.       

Able to conduct appropriate risk assessments and use to guide practice.       

--------------------------------------------------------------------------------------------------------------  
------ 

      

Able to use assessment to develop formulations which are informed by theory and 
evidence about relevant individual, systemic, cultural and biological factors. 

      

Able to construct formulations of presentations which may be informed by, but 
which are not premised on, formal diagnostic classification systems. 

      

Able to construct formulations utilising theoretical frameworks with an integrative, 
multi-model, perspective as appropriate and adapted to circumstance and context. 

      

Able to develop a formulation through a shared understanding of its personal 
meaning with the client(s) and/or team in a way which helps the client better 
understand their experience, taking account of feedback about its accuracy and 
helpfulness. 

      

Able to: 

1. Make justifiable choices about the format and complexity of the formulation that 
is presented or utilised as appropriate to a given situation 
2. Ensure that formulations are expressed in language that is accessible, culturally 
sensitive and non-discriminatory. 

      

Able to use formulations to guide appropriate interventions if appropriate.       

Able to reflect on and revise formulations in the light of on-going feedback and 
intervention. 

      

Able to lead on the implementation of formulation in services and utilise 
formulation to enhance teamwork, multi-professional communication and 
psychological mindedness in services. 

      

 
 

3. Psychological intervention and evaluation 
 

Able to implement psychological therapy on the basis of a formulation, or other 
interventions appropriate to the presenting problem and to the psychological 
and social circumstances of the client(s), and to do this in a collaborative 
manner. 

      

Understands therapeutic techniques and processes as applied when working 
with a range of different individuals in distress. 

      

Able to utilise multi-model interventions, as appropriate to the complexity and / 
or co-morbidity of the presentation, the clinical and social context and service 
user opinions, values and goals. 

      

Knowledge of, and capacity to conduct interventions related to, secondary 
prevention and the promotion of health and well-being. 

      

Able to conduct interventions in a way which promotes recovery of personal 
and social functioning as informed by service user values and goals. 

      

Demonstrates an awareness of the impact and relevance of 
psychopharmacological and other multidisciplinary interventions. 

      

Understands social approaches to intervention; for example, those informed by 
community, critical, and social constructionist perspectives. 

      

Able to implement interventions and care plans through, and with, other 
professions and/or with individuals who are professional or informal carers for a 
client. 

      

Able to recognise when (further) intervention is inappropriate, or unlikely to be 
helpful, and communicate this sensitively to clients and carers. 

      

--------------------------------------------------------------------------------------       

Able to evaluate practice through the monitoring of processes and outcomes, 
across multiple dimensions of functioning, in relation to recovery, values and 
goals and as informed by service user experiences as well as clinical 
indicators. 

      

 
Able to devise innovate evaluative procedures where appropriate. 

      

Able to utilise supervision and information offered by outcomes monitoring to 
reflect upon personal effectiveness, in order to shape and change personal and 
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organisational practice.       

Able to critically appreciate the strengths and limitations of different evaluative 
strategies, including psychometric theory and knowledge related to indices of 
change. 

      

Able to evaluate processes and outcomes at the organisational and systemic 
levels as well as the individual level. 

      

 
 

4. Communication, teaching & service delivery 
 

Communicates 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). 

      

Able to adapt style of communication to people with a wide range of levels of cognitive 
ability, sensory acuity and modes of communication. 

      

Able to prepare and deliver teaching and training which takes into account the needs 
and goals of the participants (for example, by appropriate adaptations to methods and 
content). 

      

Understands the process of providing expert psychological opinion and advice, 
including the preparation and presentation of evidence in formal settings. 

      

Understands the process of communicating effectively through interpreters and having 
an awareness of the limitations thereof. 

      

Supports others’ learning in the application of psychological skills, knowledge, 
practices and procedures. 

      

-------------------------------------------------------------------------------------------------        

Demonstrates awareness of the legislative and national planning contexts for service 
delivery and clinical practice. 

      

Able to indirectly influence service delivery through consultancy, training and working 
effectively in multidisciplinary and cross-professional teams. Bringing psychological 
influence to bear in the service delivery of others. 

      

Understands leadership theories and models, and their application to service 
development and delivery. 

      

Demonstrates leadership qualities such as being aware of and working with 
interpersonal processes, proactivity, influencing the psychological mindedness of 
teams and organisations, contributing to and fostering collaborative working practices 
within teams. 

      

Works with users and carers to facilitate their involvement in service planning and 
delivery. 

      

Understands change processes in service delivery systems.       

Understands and works with quality assurance principles and processes including 
informatics systems which may determine the relevance of clinical psychology work 
within healthcare systems. 

      

Able to recognise malpractice or unethical practice in systems and organisations and 
knowing how to respond to this, and is familiar with ‘whistleblowing’ policies and 
issues. 

      

 

 
5. Supervision and feedback 

 

 

Manages own personal learning needs and develops strategies for meeting 
these. 

      

Uses supervision to reflect on practice, and makes appropriate use of 
feedback received. 

      

Develops strategies to handle the emotional and physical impact of practice 
and seeks appropriate support when necessary, with good awareness of 
boundary issues. 

      

Able to provide supervision at an appropriate level within own sphere of 
competence. 

      



Attachment 9 

143 

 

 

 

 

C MODEL SPECIFIC COMPETENCIES PLACEMENT 

  1 2 3 4 5 6 

 

 

B&CT Basic       

 Knowledge of: 
 basic principles of CBT and rationale for treatment 

      

  common cognitive biases relevant to CBT       

  the role of safety-seeking behaviours       

 Ability to: 
 implement CBT using a collaborative approach 

      

  use explain & demonstrate the rationale for BT and/or CBT       

  agree goals for the intervention       

  share responsibility for session structure and content       

  structure sessions and adhere to an agreed agenda       

  plan and to review practice assignments (‘homework’)       

  use summaries and feedback to structure the session       

  use measures and self-monitoring to guide and monitor       

  use the maintenance cycle to set targets for intervention       

  use problem-solving approaches       

  end therapy in a planned manner 
  to plan for long-term maintenance of gains after treatment       

 Core       

 Ability to: 
 use exposure techniques 

      

  use applied relaxation & applied tension       

  use activity monitoring & scheduling       

  use thought records       

  identify and work with safety behaviours       

  detect, examine and help reality-test thoughts and images       

  elicit key cognitions/images       

  identify and help modify assumptions, attitudes and rules       

  employ imagery techniques       

  identify and help client modify core beliefs       

  plan and conduct behavioural experiments       

  develop formulation and use this to develop treatment plan       

  understand client’s inner world and response to therapy       

 
S&FT Basic       

 Knowledge of: 
 the rationale for the systemic approach 

      

  systemic principles that inform the therapeutic approach       

  systemic theories of problems, resilience and change       

  systemic approaches that enable therapeutic change       

 Ability to: 
 initiate a systemic piece of work 

      

  initiate contact and undertake a systemic assessment       

  develop and maintain engagement       

  develop systemic hypotheses and identify client goals       

  establish the context for a systemic intervention       

  maintain and develop a systemic approach       

  work in a reflective manner       

  use monitoring to promote change       

  facilitate communication across the system       

  manage endings       
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 Core       

 Ability to: 
 use systemic hypotheses 

      

  use circular interviewing       

  use systemic techniques to promote change       

  work towards resolving problems       

  map systems       

  make use of genograms       

  make use of sculpting exercises       

  make use of enactments       

  work with a systemic team       

  implement systemic interventions in an adaptive manner       

  maintain a relational approach       

  hold a non-pathologising view of the system       

  make use of the interpersonal perspective       

 
PDAT Basic       

 Knowledge of: 

 basic principles and rationale of psychodynamic/analytic 
approaches 

      

 Ability to: 

 assess the likely suitability of an psychodynamic/analytic 
approach 

      

  engage the client in psychodynamic/analytic therapy       

  derive an psychodynamic/analytic formulation       

  establish and manage the therapeutic frame and boundaries       

  work with unconscious communication       

  facilitate the exploration of unconscious dynamics       

  help the client become aware of unconscious feelings       

  maintain an psychodynamic/analytic focus       

  respond to difficulties in the therapeutic relationship       

  work with both the client’s internal and external reality       

 Core       

 Ability to: 
 make dynamic interpretations 

      

  maintain the primary focus of interpretations       

  participate in the process of interpretation       

  appreciate the client’s experience of interpretations       

  work in the transference and counter transference       

  facilitate the client’s exploration of the therapeutic relationship       

  maintain the focus of exploration on the transference       

  understand and help the client manage emotional impact       

  respond non-defensively to the client’s experience       

  use the therapist’s experience of the transference       

  make use of the counter transference as the basis for 
interpretation 

      

  reflect on involvement in the therapeutic process       

  recognise and work with defences       

  help the client understand defences       

  manage the anxiety generated by their exploration       

  work through the termination phase of therapy       

  be attuned to direct and indirect references to endings       

  prepare the client for the ending       

 
Comm Basic       

 Ability to: 

 apply an ecological perspective and levels of analysis in 
practice 
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  apply a perspective based on values of social justice       

  apply liberatory and transformational models of learning, 
practice and social change 

      

  value, integrate and bridge multiple worldviews, cultures and 
identities 

      

  promote genuine representation and respect for all 
community members and their divergent perspectives 

      

  identify professional and ethical dilemmas and reflect 
critically on one’s own values and power in a variety of 
contexts 

      

 Core       

 Ability to: 

 Ability to engage with and work collaboratively with different 
community stakeholders to plan, develop and implement 
programmes of collective action in community settings 

      

  Ability to identify community strengths and resources and 
possibilities for individual and collective action in response to 
a particular issue 

      

  Ability to apply models of small and large group systems to 
facilitate the capacity of community groups to work together 
productively 

      

  Ability to articulate and apply a preventative and health 
promotion approach 

      

  Ability to analyse relevant health and social policies and 
collaborate with community partners to utilise advocacy skills 
for agreed objectives in a professionally appropriate manner 

      

Neuro Basic       

 Knowledge of: 
 clinical neuropsychology and it’s theoretical foundations 

      

  brain development over the lifespan       

  major structures of the brain       

  brain and behaviour relationships       

  contemporary models/frameworks of health, disability and 
participation 

      

  personal and professional dimensions to ethical 
neuropsychological practice 

      

 Core       

 Ability to: 
 provide a reasoned rationale for testing 

      

  communicate a rationale for testing to clients       

  address issues of consent and/or capacity for examination       

  gain informed consent for testing from clients       

  to consider wider contexts that affect presentation 

 e.g., social, emotional, cognitive and occupational, 
educational spheres 

      

  plan, prepare and structure testing sessions       

  address the psychological factors that may influence a 
client’s view of testing 

      

  select relevant neuropsychological tests       

  build and maintain rapport during testing       

  consider the many factors that may affect and individual’s 
performance 
e.g., psychological state, sensory/physical deficits, 
communication, fatigue, cognitive strategies 

      

  explain convergence and notable discrepancies in 
results/observations 

      

  construct a formulation integrates findings with psychological 
and neuropsychological theory 

      

  construct a formulation that incorporates everyday difficulties 
reported by individual/relative/others/school with test results 
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  use formulation to facilitate an individual/family’s 
understanding and adjustment to plan interventions 

      

  use formulation to facilitate systemic/family adjustment to 
plan interventions 

      

  integrate neuropsychological practice within a framework of 
therapeutic involvement 

      

  use results of testing to compile individually tailored 
biopsychosocial formulations 

      

  communicate/feedback the results of testing clearly       

  make appropriate recommendations for future management       

  feedback to clients/families in an accessible way       

  engage with relevant organisational or professional system/ 
processes (e.g. EHCP) 
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This form is designed to provide a summary record of supervisors’ observation of trainees’ clinical work, live 
or audio / video recorded. It is intended to be completed by the supervisor at the time of the observation and 
discussed between trainee and supervisor with plans being made to address identified development needs. 

 

***Please use relevant model specific competency list to structure your feedback where appropriate*** 
(these can be found in the end of placement paperwork) 

 
Completed forms should be submitted with the End of Placement Assessment forms and those available 
should be considered at Mid-Placement Review. 

 

Trainee  

Supervisor  

Date of observation  

Placement  

 

 

SUPERVISOR’S FEEDBACK:- 
 

 

 

 

Signed: Supervisor 

Train 

Record of observation of clinical work 

Brief description of the clinical work observed:- 

The trainee’s observed strengths were: 

The trainee’s areas for development were: 

Plans for addressing these areas within this placement: 
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This form is for the trainee to comment on each aspect of the placement; giving constructive feedback in 
each area. There is also the opportunity for supervisors to comment, if they wish to. 

 

Name of trainee  

Name of supervisor(s)  

Placement (e.g., Older Adult, LD, Organisational)  

 
 

1. Organisation of the placement 

 Pre-placement meeting 

 Arrangements for MPR 

 Experience of MPR 

 Information about trainee received before placement 

 Placement contract, negotiated and individualised 

 Provision of induction about the service context and systems 

Trainee’s comments: 

Supervisor’s comments: 

 
 

2 Supervision arrangements  

 Planning and timing of supervision 

 Frequency and duration of supervision 

 Preparation for supervision 

 Balance of directive and facilitative supervision 

 Exchange of views and ideas 

 Use of reading materials and resources 

 Use of observation (live and recorded) 

 Experience of observations 

Trainee’s comments 

Supervisor’s comments 

University of East London 
Professional Doctorate in Clinical Psychology 

 
Placement Experience Feedback Form 
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3. Experiences available during placement  

 Types and variety of clinical work 

 Models and approaches used 

 Work load 

 Settings and contexts for clinical work 

Trainee’s comments: 

Supervisor’s comments 

 

 

4. Physical resources  

 Space, desk, access to PC, telephones 
 clinical rooms. 

 Secretarial & administrative support 
 Library and educational resources 

Trainee’s comments: 

Supervisor’s comments 

 

 

5. Any further comments 

Trainee’s comments 

Supervisor’s comments 

 

Signature of supervisor(s)  

Signature of trainee  

Date  
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Placement Type:  

Supervisor:  

Duration:  

Date:  

 

 

 

 

 

 

University of East London 
Professional Doctorate in Clinical Psychology 

 

Placement Quality Audit Form (Confidential Trainee Feedback) 

Placement Experience 

Access to Resources 

Supervision 

Observation 

Placement Strengths 

Areas for Improvement 


