CRITERIA FOR MARKING CASE PRESENTATIONS

DISTINCTION

70% or over
EXCELLENT

· Excellent conceptualisation, based on in-depth knowledge of theory and research      
and
· Penetrating clinical judgement (i.e. sophisticated clinical skills; highly sensitive to individual client needs; measures and interventions apt and extremely well implemented) and
· Evidence of independent thought; finely developed ability to reflect on/learn from practice 
PASS 50-69%

63-69%
VERY GOOD

· Very good conceptualisation, showing sound knowledge of theory and research  
and/or
· Balanced, careful clinical judgement: very good clinical skill and sensitivity  
and/or
· Some initiative, and very good ability to reflect on and learn from practice  
56-62%
GOOD

· Conceptualisation informed by some knowledge of theory and research  
and/or
· Some good clinical judgement (e.g. skills good, but lacking consistency; follows CBT protocol, but without much ability to adapt to the individual patient)  
and/or
· Some evidence of independent thought; good attempt to reflect on and learn from practice 
50-55%
ADEQUATE BUT BASIC

· Basic conceptualisation, reflecting elementary knowledge of related theory and research  
and/or
· Limited clinical judgement (e.g. basic clinical skills; appropriate measures and/or interventions omitted; limited attempt to adapt protocol to the individual patient; interventions, though cognitive-behavioural in nature do not follow logically from conceptualisation/problem list, or are not integrated into a coherent treatment plan)  
and/or
· Little evidence of independent thought; limited ability to reflect on/learn from practice  
FAIL
Under 50%
POOR

· Significant absence of understanding or misunderstanding of CT theory and research (e.g. errors in understanding of CT literature; inappropriate or incorrect model/conceptualisation)

· Poor clinical judgement (e.g. serious omissions in treatment; persistence in using inappropriate interventions; treatment poorly carried out, mechanically applied, or not cognitive-behavioural in nature; interventions poorly selected and unrelated to diagnosis, conceptualisation or problem list; insensitivity to individual patient’s needs)

· Little or no evidence of ability to reflect on or learn from practice

NB: the quality of presentation (e.g., coherence, spelling, grammar) will be considered in determining the exact mark within the indicated band.

OXFORD COGNITIVE THERAPY CENTRE
Marking Case Presentations: Checklist of Contents

The checklist covers items specified in the case presentation guidelines, in the order in which they should occur.  Marks should be lost where significant content is omitted, unless its inclusion is judged unnecessary or inappropriate.

1.
Contents page
2.
Introduction
Brief introduction relating case to relevant literature, and giving biographical and demographic data.

3.
Presenting problem
Presenting problem(s) and associated goals

Diagnosis, where appropriate

Scores on standard & idiographic measures (referenced as appropriate) and rationale for selecting particular measures. 
Outline of previous treatment (if relevant)
Current coping

Suitability for CBT intervention

4.
Conceptualisation

Specific theory-based cognitive model used as framework for conceptualisation, including:

· Maintenance cycles (links between elements clarified and appropriate emphasis given to role of cognitive elements)

· Triggers/critical incidents

· Underlying core beliefs/DAs

· Experiences that have contributed to/reinforced the above

Diagrams/flowcharts

Missing, or as yet unclear data identified

Hypotheses about originating and maintaining factors clear

5.
Course of therapy
Goals (reviewed)
Description of cognitive-behavioural methods used (verbal, behavioural, imaginal, other) with a rationale for using particular strategies
Continued refinement of conceptualisation, if appropriate

Obstacles arising during therapy formulated and competently resolved
Relapse management plan and Blueprint

6.
Outcome
Changes in original problems

Progress towards goals

Changes in standard and idiographic measures

Illustrative graphs/diagrams/tables

Plans for continuing therapy plus hypothesised outcome, if appropriate

IF TREATMENT IS ONGOING: a detailed and justified plan for continued therapy with an indication of potential obstacles to therapy and possible solutions

7.
Discussion

Appropriateness of original formulation/reformulation

Patient and therapist factors that helped/hindered therapy

Helpful/unhelpful treatment procedures identified

What the therapist might have done differently, given the benefit of hindsight
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