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CBT Centre:  Guidelines, marker feedback and assessment criteria 
for written case reports
This assignment relates to PSYC 6135 Portfolio.  The aim of the case report is for you to demonstrate competence in applying CBT theory to the assessment, formulation and intervention with an individual patient.  Additionally, the aim is for you to evaluate critically the CBT model and your own practice.  It is not permissible to submit more than one case report / presentation (written or oral) on the same person.
Your portfolio will include assignments and feedback linked to your taught and supervision modules, as well as assignments submitted for the first time within the portfolio (e.g. additional case reports).  The portfolio will include four case reports of people regularly brought to University supervision.  The portfolio will include case reports not previously submitted, of 2000 and 4000 words.  See guidelines and marking criteria for the portfolio, for full details of case reports submitted.
The key difference between the 2000 and 4000 word assignments is the level of detail required regarding CBT theory and critical review.  It is not permissible to exceed the work count.  Please refer to the handbook for details of what is and is not included in the word count.  In brief, the title page, references and appendices are not included; all other material is included.  Penalties will be imposed automatically on any piece of written coursework that is longer than the specified maximum length, even if only by one word.  There are also penalties for late submissions (see handbook).  These assignments are awarded pass / fail grades.
Content and structure
1.  Title page and list of contents

Use the standard assignment cover sheet.  Specify the module number and name, assignment name, submission date and your student number.  Give your case report a title, including the type of problem you have addressed, e.g. Written case report:  CBT for depression with a 52 year old woman.  Include an accurate word count (including only and all material in the word count).  The title page is not included in the word count.  The contents page is included in the word count.
2.  Theoretical background (in brief for 2000 word case report, more fully for 4000 word case report)
This is an important section which allows you to demonstrate your understanding and critical evaluation of relevant CBT clinical and research literature.  Describe the key theoretical concepts and psychological processes of the model.  Justify your use of the model with this person, given their presentation.
3.  Background information

Briefly give an introduction to the person, including reason for referral, biographical information and details regarding current circumstances, including age, gender, relationship status, family situation, employment status, impact of mental health on functioning (including ability to work), and whether employment support is required.
Client confidentiality must be maintained at all times.  Any breach of confidentiality may lead to failure of the assignment.

4.  Assessment

Present all information about the client relevant to his or her treatment, some of which you will later use in your formulation.  Be precise and factual at this stage.  Objective observation and / or formal measures are an important supplement to interview data.  Include:
i) Presenting problem(s):  Provide information about key components of the problem(s), i.e. thoughts, behaviours, feelings and physiological sensations.  Describe environmental factors involved in the client’s presentation.  Give frequency, intensity, severity and duration information, as well as impact on functioning.  

ii) Tentative therapy goal(s):  Describe as expressed by your client at assessment, i.e. what do they hope to get out of therapy?

iii) Background information:  Include onset and course of problem(s), previous treatment, strengths and coping skills, any psycho-social issues (e.g. difficulties with housing, employment), relevant personal history (e.g. early or later adversity, stating how this is relevant).
iv) Measures:  Include clinical rationale and results for standardised questionnaires (e.g. GAD7, PHQ9) and personalised measures designed to assess target problems (e.g. symptom ratings).
v) DSM or ICD diagnoses if relevant.
5.  Formulation

Explain vulnerability to, onset and maintenance of problem(s) in CBT terms:
i) From term 2 onwards, always use a specific theory-based formulation (e.g. Clark’s cognitive model of panic) in preference to general models unless there is good clinical reason not to do so.  Ensure that the formulation includes meaningful and specific links between the components of the model. 

ii) Describe precipitating factors / critical environmental incidents.  Specify the circumstances that you hypothesise to have initiated the development of the problem(s).
iii) Specify any vulnerability factors (core beliefs and assumptions) resulting from historical context that may have predisposed the person to develop the problem(s), be maintaining these, and leave the person vulnerable to future episodes.  Indicate the evidence on which you base these hypotheses.

The formulation should be logically coherent and demonstrate your knowledge of CBT theory.  Your hypotheses about aetiological and maintaining factors should be clear.  You should also be explicit about any areas where you lack information.  Illustrate your formulation with diagrams or flow-charts.
6.  Treatment plan

Specify the plan you and your client have agreed:
i) State the operationalised therapy goals agreed.  Attend to employment-related goals and (for IAPT students) describe use of employment advisors (or state why not).
ii) Outline the individualised treatment plan giving details of estimated number of sessions, how the problem(s) will be tackled in detail and measures to be used routinely.  Link clearly to your formulation.
iii) Identify likely obstacles to treatment given your formulation and indicate how you plan to address these.
iv) Describe your likely relapse prevention plan.
7.  Treatment to date

i) Summarise interventions and number of sessions completed to date.  Provide sufficient detail to demonstrate your clinical skills.  It is not acceptable to simply list techniques; evidence your knowledge of specific interventions, your rationale for using these with this person, and ability to apply them in clinical practice.  
ii) Give at least one detailed example of an intervention in practice, e.g. thought diary or behavioural experiment, and describe how you used and built on this.
iii) Describe how you have supported your client improve work functioning and / or get back to work, and justify any decision to not attend to this.
8.  Outcome

Describe outcomes in relation to the person’s presenting problems, therapy goals and employment (if relevant).  Report and interpret regular outcome measures used, including problem specific measures.  Illustrate with graphs of regularly collected measures.  Comment on the pattern of scores over time and your use of measures (and the pattern of measures over time) in clinical decision making.
9.  Critical review (in brief for 2000 word case report, more fully for 4000 word case report)
This section allows you to demonstrate your ability to appraise critically your own CBT practice.  Describe your strengths, weaknesses and key learning, as well as what you might have done differently.  Try to account for client engagement and improvement, or limits to these.  Link your review back to the CBT literature and implications for future practice.
10.  References


References should be cited using the APA style.  A version of this is used in Behavioural and Cognitive Psychotherapy.  The detailed APA Guide is available in the university library and online at http://owl.english.purdue.edu/owl/resource/560/01/.  Case reports typically include 10-20 references.
Style

Case reports should be written in plain English, using technically correct language and a formal style.  Close attention should be given to correct grammar, syntax, spelling and punctuation.  Parsimony, clarity of expression and good organisation of the material is essential, so that the presentation is readable and flows well.  Ensure that all work has been carefully spell-checked and proof-read before submission.
Written Case Report Feedback
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Resubmission:  Y/N

This document provides detailed feedback for your written case report. Take the time to use this feedback to strengthen subsequent submissions.

1. Title page and list of contents

	Point
	Outcome (delete as applicable)
	Type

	Use the standard assignment cover sheet
	Included / not included / not applicable
	Essential

	Specify the module number and name, assignment name, submission date and your student number
	Included / not included / not applicable
	Strongly desirable

	Include an accurate word count (including only and all material in the word count)
	Included / not included / not applicable
	Strongly desirable

	Additional Comments

	


2. Theoretical background

	Point
	Outcome (delete as applicable)
	Type

	Describe the key theoretical concepts and psychological processes of the model
	Included / not included / not applicable
	Essential

	Justify your use of the model with this person, given their presentation
	Included / not included / not applicable
	Strongly desirable

	Additional Comments

	


3. Background information

	Point
	Outcome (delete as applicable)
	Type

	Give the reason for referral
	Included / not included / not applicable
	Essential

	Give biographical information and details regarding current circumstances, including age, gender, relationship status, family situation, employment status, impact of mental health on functioning (including ability to work), and whether employment support is required
	Included / not included / not applicable
	Strongly desirable

	Ensure no breach of confidentiality
	Included / not included / not applicable
	Essential

	Additional Comments

	


4. Assessment

	Point
	Outcome (delete as applicable)
	Type

	Presenting problem(s):  Provide information about key components of the problem(s), i.e. thoughts, behaviours, feelings
	Included / not included / not applicable
	Essential

	Provide information about physiological sensations
	Included / not included / not applicable
	Strongly desirable

	Describe environmental factors involved in the client's presentation
	Included / not included / not applicable
	Essential

	Give frequency, intensity, severity and duration information, as well as impact on functioning
	Included / not included / not applicable
	Strongly desirable

	State tentative therapy goal(s)
	Included / not included / not applicable
	Essential

	Background information: Include onset and course of problem(s)
	Included / not included / not applicable
	Essential

	Background information: Describe previous treatment
	Included / not included / not applicable
	Strongly desirable

	Background information: Describe strengths
	Included / not included / not applicable
	Strongly desirable

	Background information: Describe coping skills
	Included / not included / not applicable
	Strongly desirable

	Outline relevant psycho-social issues (e.g. difficulties with housing, employment)
	Included / not included / not applicable
	Strongly desirable

	Describe relevant personal history (e.g. early or later adversity, stating how this is relevant)
	Included / not included / not applicable
	Strongly desirable

	Measures:  Include clinical rationale
	Included / not included / not applicable
	Strongly desirable

	Report and interpret results for standardised questionnaires
	Included / not included / not applicable
	Strongly desirable

	Include any personalised measures designed to assess target problems (e.g. symptom ratings)
	Included / not included / not applicable
	Extra

	Give DSM or ICD diagnoses if relevant
	Included / not included / not applicable
	Extra

	Additional Comments

	


5. Formulation

	Point
	Outcome (delete as applicable)
	Type

	From term 2 onwards, always use a specific theory-based formulation (e.g. Clark's cognitive model of panic) in preference to general models unless there is good clinical reason not to do so
	Included / not included / not applicable
	Essential

	Ensure that the formulation includes meaningful and specific links between the components of the model
	Included / not included / not applicable
	Strongly desirable

	Describe precipitating factors / critical environmental incidents, and specify the circumstances that you hypothesise to have initiated the development of the problem(s)
	Included / not included / not applicable
	Strongly desirable

	Specify any vulnerability factors (core beliefs and assumptions) resulting from historical context that may have predisposed the person to develop the problem(s), be maintaining these, and leave the person vulnerable to future episodes; indicate the evidence on which you base these hypotheses
	Included / not included / not applicable
	Strongly desirable

	From term two onwards, ensure that the formulation is logically coherent and demonstrates your knowledge of CBT theory
	Included / not included / not applicable
	Essential

	From term two onwards, your hypotheses about aetiological and maintaining factors are clear
	Included / not included / not applicable
	Essential

	Be explicit about any areas where you lack information
	Included / not included / not applicable
	Extra

	Illustrate your formulation with diagrams or flow-charts
	Included / not included / not applicable
	Essential

	Additional Comments

	


6. Treatment plan

	Point
	Outcome (delete as applicable)
	Type

	State the operationalised therapy goals agreed (or explain why you were unable to agree these)
	Included / not included / not applicable
	Essential

	Attend to employment-related goals and (for IAPT students) describe use of employment advisors (or state why not)
	Included / not included / not applicable
	Strongly desirable

	Outline the individualised treatment plan giving details of estimated number of sessions and how the problem(s) will be tackled in detail
	Included / not included / not applicable
	Essential

	Outline measures to be used routinely
	Included / not included / not applicable
	Strongly desirable

	Link the treatment plan clearly to your formulation
	Included / not included / not applicable
	Essential

	Identify likely obstacles to treatment given your formulation and indicate how you plan to address these
	Included / not included / not applicable
	Strongly desirable

	Outline your likely relapse prevention plan
	Included / not included / not applicable
	Strongly desirable

	Additional Comments

	


7. Treatment to date

	Point
	Outcome (delete as applicable)
	Type

	Summarise interventions and number of sessions completed to date; provide sufficient detail to demonstrate your clinical skills (it is not acceptable to simply list techniques - evidence your knowledge of specific interventions and ability to apply these in clinical practice)
	Included / not included / not applicable
	Essential

	Evidence your rationale for using these techniques with this person
	Included / not included / not applicable
	Strongly desirable

	Give at least one detailed example of an intervention in practice
	Included / not included / not applicable
	Essential

	Describe how you have supported your client improve work functioning and / or get back to work, and justify any decision to not attend to this
	Included / not included / not applicable
	Strongly desirable

	Additional Comments

	


8. Outcome

	Point
	Outcome (delete as applicable)
	Type

	Describe outcomes in relation to the person's presenting problems and therapy goals
	Included / not included / not applicable
	Essential

	Describe outcomes in relation to the person's employment (if relevant)
	Included / not included / not applicable
	Strongly desirable

	Report and interpret regular outcome measures used
	Included / not included / not applicable
	Essential

	Illustrate outcomes with graphs of regularly collected measures
	Included / not included / not applicable
	Strongly desirable

	Comment on the pattern of scores over time
	Included / not included / not applicable
	Strongly desirable

	Comment on your use of measures (and the pattern of measures over time) in your clinical decision making
	Included / not included / not applicable
	Strongly desirable

	Additional Comments

	


9. Critical review

	Point
	Outcome (delete as applicable)
	Type

	Demonstrate your ability to appraise critically your own CBT practice
	Included / not included / not applicable
	Essential

	Describe your strengths, weaknesses and key learning
	Included / not included / not applicable
	Essential

	Try to account for client engagement and improvement, or limits to these
	Included / not included / not applicable
	Strongly desirable

	Link your review back to the CBT literature
	Included / not included / not applicable
	Essential

	Draw out implications for your future clinical practice
	Included / not included / not applicable
	Strongly desirable

	Additional Comments

	


10. References and style

	Point
	Outcome (delete as applicable)
	Type

	Cite references using the APA style
	Included / not included / not applicable
	Strongly desirable

	Write in plain English, using technically correct language and a formal style
	Included / not included / not applicable
	Strongly desirable

	Pay close attention to correct grammar, syntax, spelling and punctuation
	Included / not included / not applicable
	Strongly desirable

	Ensure parsimony, clarity of expression and good organisation of the material
	Included / not included / not applicable
	Strongly desirable

	Additional Comments

	


	Final Comments

	 


Overall the result of this case report is: Pass / Fail
In the event of a fail, you must attend to all components marked ‘essential’ above. 
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Marking criteria:   Written case presentation assessment criteria

	
	Fail
	Pass

	LO1: Assess, formulate and treat a client to a competent


	Inadequate level of competency demonstrated

Inadequate length of treatment

Inadequate or inappropriate range of interventions

Inadequate use of assignment guidelines


	Acceptable – excellent level of competency demonstrated 

Adequate – extensive length of treatment

Adequate – extensive range of interventions

Acceptable – excellent use of assignment guidelines

	LO2: Critically evaluate your own CBT practice

	Inadequate ability to evaluate own practice

Little or no evidence of therapist strengths and weaknesses


	Acceptable – excellent ability to evaluate own practice

Acceptable – extensive evidence of therapist strengths and weaknesses


	LO3: Apply theory to practice
	Little or no evidence of relevant theory and literature and/or incorrectly referenced

Very limited or no engagement with the literature throughout the report


	Acceptable – extensive evidence of relevant theory and literature and correctly referenced

Acceptable – excellent engagement with the literature throughout the report


These marking criteria are used in conjunction with the assignment guidelines and the university’s standard marking scheme: https://www.efolio.soton.ac.uk/blog/handbook-jw-cbt/section-iv-bits/marking/.  A student must pass all learning outcomes; the above criteria are not necessarily equally weighted.
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