UCNI Trainee Psychodynamic Psychotherapy Handbook (June 2023)
Overview for Trainees 

1.0. Completion of psychodynamic psychotherapy case 
Trainees must treat a person under supervision with an accredited psychotherapy supervisor, using therapy informed by psychodynamic principles for at least 40 sessions (each session lasting approximately 1 hour). The psychotherapy should consist of regular sessions scheduled at least weekly, although twice-weekly sessions are also possible. For most trainees, treatment extends for at least a year and while 40 sessions is a minimum, therapy often exceeds 40 sessions. 

The trainee must be the sole therapist/practitioner of psychological intervention for the case. Trainees must participate in formative case based discussions with their supervisor during the therapy process. 


2.0 	UCNI Pre-requisites
2.1	It is a UCNI requirement that trainees do not commence their psychodynamic psychotherapy case until after Stage 1 training has been completed.  

2.2 	Additionally, trainees must have completed the Therapeutic Alliance EPA (Psychodynamically informed patient encounters and managing the therapeutic alliance ST2-PSY-EPA2) prior to commencing therapy.  A teaching course with video feedback sessions runs in the Stage 2 Formal Education Course to support you achieving this EPA.

2.3 	These pre-requisites have been put in place in order to ensure that trainees are well prepared for the psychodynamic psychotherapy case.  Experience with a variety of different patient interactions, and the receiving of feedback on your observed patient interactions with respect to the therapeutic alliance, are invaluable building blocks to delivering effective therapy.

2.4 	Additionally, these pre-requisites in combination with the supervision processes outlined below help to maintain a level of quality control over the therapy delivered, and ensure that appropriate levels of competency have been demonstrated by the trainee.  This respects the patients’ rights to an appropriate standard of care (Right 4 of the Code of Health and Disability Services Consumers' Rights).

2.5 	Exemptions to these pre-requisites may be considered on a case by case basis and can be discussed with your local psychotherapy co-ordinator and/or the Director of Training.  Such considerations would include any prior experience in psychiatry and/or psychotherapy; the current demands of your rotation (if in Stage 1); the completion of alternate psychotherapy EPAs (e.g. Supportive psychotherapy ST2-PSY-EPA3 or Cognitive–behavioural therapy (CBT) for management of anxiety ST2-PSY-EPA4), or any other relevant experience or considerations.	

3.0 	Requirements 
3.1 	Detailed responsibilities of both supervisors and trainees are outlined in the UCNI Psychotherapy Supervision Contract, which should be read through and signed by both trainee and supervisor at the outset. (See Appendix 6 for Supervision Contract)



3.2 	Ask your local psychotherapy coordinator (Dr Tony Muller (Waikato), Dr Duncan Neilson (BOP) and Dr Martin van Zyl (Lakes) or failing that Dr A Stephan (DOT) to direct you to an approved psychodynamic supervisor before you have begun to assess the patient’s suitability for psychotherapy. Some supervisors may wish to ensure trainees do some reading or other preparatory study. Initial supervision sessions should involve discussions about selection and suitability of any proposed patient for psychotherapy as well as some orientation of the trainee to psychodynamic psychotherapy. (See Appendix 2a and 2b for reading lists). Supervisors may choose alternative reading material.
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3.3 	Once it is agreed with your psychotherapy supervisor that you have a suitable patient (please see section 4.0 below), you should also organise a direct line of clinical responsibility to a Consultant Psychiatrist, usually your current RANZCP supervisor or a psychiatrist from the team, to which the patient has been allocated (see section 7.0 below).  The Consultant Psychiatrist with clinical responsibility should be named on the Supervision Contract.

3.4 	Clarify the limits of confidentiality with the patient including, safety to self or others, court subpoena, child protection agency, or land transport agency. Explain that it is very uncommon in psychotherapy for a therapist to have to breach confidentiality events. There should also be discussion of the role of the supervisors, the case write up and recording of sessions (see sections directly below).

3.5 	The patient must agree and sign a written college consent to participate in therapy and to have case subsequently submitted as a written case history albeit de-identified. (See Appendix 3a for RANZCP patient consent). 

	
3.6 	For your protection and that of the client, but more particularly for your learning, all sessions must be videotaped or failing this (a poor second) audiotaped. Samples of these recordings are regularly reviewed by your supervisor. Client agreement for this is recorded on the standard DHB video/audio recording consent form.  Explain that only you and your supervisor will have access to the video, that videos will be deleted as you go, and how you will keep the video secure. A patient who is unwilling to consent to recording is unsuitable as patient for training purposes. (See Appendix 3b for Patient consent to record).

	
3.7 	Once you begin therapy, supervision should occur at a minimum of one session for every two therapy sessions (i.e. fortnightly). In the initial stages, weekly supervision would be preferable (i.e. one supervision session for each psychotherapy session). 

3.8 	There is a requirement for three formative case-based discussions, which provide formal opportunities for structured formative feedback. They should focus on case selection, formulation and termination. They are mandatory but also useful, as they correspond to specific marking domains for the written case report. Guidance for completing the psychotherapy case- based discussions can be found in the Psychotherapy Case Discussion Protocol on the college website. (See Appendix 4a for Psychotherapy Case- based discussion protocol and Appendix 4b for CBD form).


		
3.9 	If you have significant concerns or difficulties with the process, please contact psychotherapy co-ordinator Dr Tony Muller (Waikato), coordinator of training Dr Duncan Neilson (BOP) Dr Martin van Zyl (Lakes) or failing satisfaction Dr A Stephan Director of Training UCNI.  


4.0 	Finding a Suitable Patient 
4.1 	Ultimately, the responsibility for finding a suitable client for the long psychotherapy case lies with you as a trainee. We acknowledge that this can be difficult and in Waikato we periodically approach services about finding suitable patients. If the referral form indicates potential suitability, an email will be sent to trainees who have identified themselves as wanting a case. Allocation will be on a first come first served basis. 

4.2 	To optimise the chances of a good outcome a certain degree of client stability, motivation and ability to tolerate distress is required without engaging in actions that take them away from their emotional experience; and are also inherently harmful. As for most Trainees, this is likely to be their first psychodynamic psychotherapeutic work, the relative exclusion criteria are tighter than they would be for a more experienced clinician. Generally, these tighter criteria result in better experiences for you as the trainee, your supervisor and the patient as well as better outcomes on the written case history. See Appendix 5 for Psychotherapy Referral Form. 

	

5.0 	Assessment 

5.1	Assessment includes a psychiatric assessment, which should include: evidence of current Axis I conditions, which might be better treated, for example, with medication or CBT; efficacy of past treatments, including counselling or psychotherapy and  indicators of ability to manage emotions or of poor impulse control i.e. engaging in behaviours which assist the person to feel better in the short-term but make things worse long-term such as active substance use, active suicidality, self-harm, bulimia, anorexia, violence, problem gambling/sex or problem spending. 
Central to psychodynamic therapy is the understanding that emotions have important functions in living an effective life and part of the work of psychodynamic psychotherapy is accessing and embracing (rather than avoiding) emotions (e.g. sadness, anger, anxiety). This can be hard work for the client and is often distressing before the benefits of the hard work reap reward. Therefore, we need to assess the client’s capacity to successfully do this without therapy making things worse. This requires sufficient stability and psychological skills (there are different treatments for the treatment stage where the client does not yet have this stability and skills). This will be part of your assessment and informed patient consent.  

5.2 	Notice the degree to which the client is aware of their inner world and is able to self-reflect, think abstractly and to make sense of their experiences. Assess their intellectual and emotional understanding of the process of therapy. Your own reactions to the patient are also important to note. 

5.3 	The role of assessment is to orientate your patient to psychodynamic therapy and identify what the client wants from their life and therapy. Use this understanding to develop a collaborative understanding of how chronic problems came about and refine these into tangible factors that you and client can agree to work on.  During the assessment phase, you will need to balance making a viable relationship with getting information. At best, information gathering will be fluid and organic. In the assessment phase, it is appropriate that you provide more structure so as to get the required information. This compares to the therapy phase, provided the client is relatively stable and not too symptomatic, you will deliberately have a softer, more listening and reflective role so as to support and encourage your client to take charge of the content and process of therapy.

5.4 	Clarify role with referrer and client – that is until (and if) such time that you and client agree to start psychotherapy, you are ASSESSING ONLY, suitability for long-term psychodynamic psychotherapy between yourself and your client. During this assessment phase, you do not take any responsibility for treatment (crisis, medication, other) apart from ensuring that in the event of a current crisis that communication with and transition of the provision of service to the suitable treating clinician takes place. 

5.5 	At the first meeting, orient and inform the client that this is part of your psychiatry training requirements; that you will/might need to write up the treatment for examination purposes; and that you will receive regular expert supervision. Explain the supervision in a matter of fact way; that is this is part of good practice and it is intended to maximise the skill of yourself in providing the treatment and therefore to maximise the outcome for your client. Explain how the best supervision and therefore your client’s treatment will take place when there is the opportunity for your supervisor to observe your actual work (rather than your recall of what you did) via video and in a matter of fact way seek their permission for you to video every session routinely.

5.6 	Explain that, whilst you are inexperienced in this treatment, the advantages for the client are (where true) that due to their situation being non-acute and below the chronic severity for someone to be treated in the service, that they would not otherwise get this psychodynamic psychotherapy within the service. Inform them that another option is for them to seek out such treatment in the community from an appropriate clinician but this would naturally need to be privately funded. The intensive supervision required (say one hour supervision for every one or two hours’ therapy) in some way counters some of the disadvantages of therapy with a relatively inexperienced person. 


6.0 	Therapy via Video-conferencing
6.1 	While the value and role of communication technology in psychotherapy is acknowledged, the use of videoconference facilities is may not always be appropriate for the initial stage of learning psychotherapy, where therapeutic alliance and management of risk are being learnt and framed. It is expected that the first five sessions are completed face to face to establish the therapeutic frame and relationship.
6.2 	Thereafter a trainee may submit an application to the DOT for prospective approval to conduct a portion of the psychotherapy sessions via videoconference where the therapy. 
6.3 	In exceptional circumstances, approval to conduct psychotherapy via telephone for a maximum of five sessions can be considered by the DOT. 
6.4 	Trainees should include supporting documentation from their psychotherapy supervisor with their requests and must address the mitigating circumstances, the impact on the therapeutic relationship and the anticipated number of sessions that would be conducted via these means, as well as the other requirement. (See Appendix 9 Application to conduct psychotherapy via videoconferencing).

	
6.5 	Approval by the DOT is on a case-by-case basis. For applications, outside of these parameters e.g. first 5 sessions by video conference or more than 5 sessions by telephone, applications should be made to the DOT, who will decide whether to refer to the UCNI committee or the NZBTC.


7.0 	Roles and Structure

7.1 	Roles and responsibilities of trainees and supervisors are outlined in the supervision contract, which should be signed by both parties at the beginning of supervision. (See Appendix 6 Supervision Contract).
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7.2 	During this assessment phase, you do not take any responsibility for treatment (crisis, medication, other) apart from ensuring that in the event of a current crisis that communication with and transition of the provision of service to the suitable treating clinician takes place. 

7.3 	If you, your supervisor and the patient decide to proceed with therapy, the patient will need to be a patient of the DHB. This may mean that some patients are accepted into the service or remain in the service under a community mental health, who would otherwise have not met criteria. In Waikato, this has been agreed to by the clinical directors and senior management. It may mean that you take over the key-working role for this client. 

7.4 	There needs to be a direct line of clinical responsibility to a Consultant Psychiatrist, this could either be your supervising consultant or a psychiatrist from the team, to which the patient has been allocated. The relevant psychiatrist will need to be informed and in agreement with these respective roles, and named on the supervision contract.

7.5 	Any prescriber role will be determined by the psychiatrist that has line responsibility for your work with this client, who may prescribe him/herself or delegate to the GP. You will NOT be a prescribing clinician.  If the responsible psychiatrist is not comfortable with this, discuss this with the DOT or local training co-ordinator. 

7.6 	Roles of other team members are determined by patient needs. If the major contact is with the Trainee as therapist then it would be reasonable to expect the trainee to take over the keyworker role and responsibilities. 

7.7 	Your role is to orient and inform the client that this is part of your psychiatry training requirements; that you will need to write up the treatment for examination purposes; and that you will receive regular expert supervision. You must also gain appropriate patient consents (see above).


8.0 	Documentation
8.1 	You must document each interaction you have with the patient in their clinical notes. This includes phone or text communication to arrange appointments, initial assessment sessions for suitability, and sessions to gather history to develop a formulation.  Such entries should contain statements of facts concerning the history and management of the psychotherapy patient, including risk management. 

8.2 	Documentation is necessary for medicolegal reasons, and may be viewed by any other clinicians who may be involved in the patient's care (either during your therapy or in the future), may be requested and read by the patient themselves, and may also be of use to you when you write up the case later.  It is thus important to carefully consider what level of detail is required for clinical utility without unnecessarily exposing the patient.  Your supervisor should review your documentation periodically and provide feedback on the appropriateness and detail of your documentation.

8.3 	Whilst seeing a patient for psychotherapy treatment, you are responsible for keeping the clinical file up to date with progress notes, medication details and risk assessment accurately recorded. Upon termination of the therapy, the details of follow-up arrangements for care should be clearly documented.  (See Appendix 8 College regulations).

	

9.0 	Written Case Report

9.1 	Trainees are required to submit a written case report of 8,000 to 10,000 words based on their psychodynamic psychotherapy case. This is assessed centrally by the College at the level of competency of a consultant psychiatrist. It should have been passed at the latest after 60 months of RANZCP training. (See Appendix 7a Case Marking form). 


9.2 	This report entails a significant time commitment from both the trainee and also the supervisor.  Additional supervision sessions are often necessary to support you through the write-up. It is a good idea to get someone else, who was not involved in the case to read through your case to check the coherence of the narrative. Local coordinators may help with this, however bear in mind that it is a significant undertaking.  It is thus important that you allow adequate time for the write-up, and opportunity to receive feedback and incorporate it in your written case (several weeks). 

9.3 	The Psychotherapy Written Case may be submitted on four occasions per year. Please refer to the exam timetable on the college website. It must be de- identified, and accompanied by: the psychotherapy submission form (signed by the psychodynamic supervisor and where appropriate the psychiatrist supervisor); the three-completed case based discussion forms; and DOT written approval if you have had supervision by video-call. (See Appendix 7b Case Submission form). 

	

10.0	College Regulations & Resources

10.1 	For detailed requirements, please refer to the Psychotherapy Written Case Policy and 	Procedures. (See Appendix 8 College regulations).

	
10.2 	There are a number of resources available on the college website including a webinar, an e-	module on Learnit, the guide to psychotherapy training, video and slides and workshop 	notes. (See Appendix 2a Recommended reading & resources and Appendix 2b APA 	reading list).
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The links are: 
https://www.ranzcp.org/pre-fellowship/assessments-college-administered/psychotherapy-written-case

Follow this link to the RANZCP website for the RANZCP guide for psychotherapy training
https://www.ranzcp.org/getmedia/d77f70aa-4922-4276-827c-265655127f83/guide-for-psychotherapy-training.pdf
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Appendix 2a: Reading list and resources UCNI Psychotherapy Handbook June 2023

Recommended Readings:

Psychodynamic theory and practice

Core readings

Bateman A, Brown D, Pedder J (2010) Introduction to Psychotherapy: An outline of psychodynamic principles and practice. 4th edn. London, UK: Routledge.

Beatson J, Rao S, Watson C (2010) Borderline Personality Disorder: Towards Effective Treatment. Melbourne, Australia: Spectrum.

Cabaniss DL, Cherry S, Douglas CJ, Schwartz AR (2011) Psychodynamic Psychotherapy: A Clinical Manual. Chicester, UK: Wiley-Blackwell.

Cabaniss DL, Cherry S, Douglas CJ, Graver RL, Schwartz AR (2013) Psychodynamic Formulation. Chicester, UK: Wiley-Blackwell.

Frankland A (2010): The Little Psychotherapy Book: Object Relations in Practice 1st edn. Oxford, UK: Oxford University Press.

Gabbard G (2010) Long-Term Psychodynamic Psychotherapy: A Basic Text. 2nd edn. Arlington, USA: American Psychiatric Publishing.

Gabbard G (2014) Psychodynamic Psychiatry in Clinical Practice. 5th edn. Arlington, USA: American Psychiatric Publishing.

Lemma A (2015) Introduction to the Principles of Psychoanalytic Psychotherapy, second edition; Wiley-Blackwell.

McWilliams N (2004) Psychoanalytic Psychotherapy: A Practitioner’s Guide. 1st edn. New York, USA: The Guilford Press.

McWilliams N (2011) Psychoanalytic Diagnosis: understanding personality structure in the Clinical Process.  Guildford Press.

Meares R (2012) Borderline Personality Disorder and the Conversational Model: A Clinician’s Manual. New York, USA: WW Norton & Company.



Further readings

Bateman A. & Fonagy P. Handbook of Mentalizing in Mental Health Practice. American Psychiatric Association Publishing. 

Bloch S (2006) An Introduction to the Psychotherapies. 4th edn. Oxford, UK: Oxford University Press.

Caper, R (1988) Immaterial Facts: Freud’s Discovery of Psychic Reality and Klein’s Development of His Work. USA: Jason Aronson Inc.

Casement P (1985) On Learning from the Patient. New York, USA: The Guildford Press. Coltart N (1993) How to Survive as a Psychotherapist. 1st edn. London, UK: Sheldon Press.

Malan D (2007) Individual Psychotherapy and the Science of Psychodynamics. 2nd edn. London, UK: Hodder Education.

Milton J, Polmear C, Fabricius J (2004) A Short Introduction to Psychoanalysis. London, UK: Sage Publications.

Mitchell SA, Black MJ (1995) Freud and Beyond: A History of Modern Psychoanalytic Thought. New York, USA: Basic Books.

Ogden T (2005) The Art of Psychoanalysis: Dreaming Undreamt dreams and Interrupted Cries. London, UK: Routledge.

MacKinnon LK, James K (1987) The Milan Systemic Approach –

General references 

Beitman BD, Thase ME, Riba M, Safer DL (2003) Integrating Psychotherapy and Pharmacotherapy: Dissolving the Mind–Brain Barrier. New York, USA: Norton & Company Inc.

Brazelton MD, Berry T, Cramer BG (1991) The Earliest Relationship: Parents, Infants, and the Drama of Early Attachment. London, UK: Karnac Books.

Cameron P, Ennis J, Deadman J (1998) Standards and Guidelines for the Psychotherapies. 1st edn. Ontario, Canada: University of Toronto Press.

Fonagy P, Gergely G, Jurist E, Target M (2005) Affect Regulation, Mentalization and the Development of the Self. New York, USA: Other Press.

Gabbard E, Beck J, Holmes J (2005) Oxford Textbook of Psychotherapy. London, UK: Oxford University Press.

Havens L (1986) Making Contact; uses of language in psychotherapy. Harvard University Press. 

Havens L (1989) A Safe Place; laying the groundwork for psychotherapy. Harvard University Press. 

Jackson H (1994) Using Self Psychology in Psychotherapy. Maryland, USA: Rowman and Littlefield Publishers Inc.

Kazdin AE (2008) Evidence-Based treatment and practice: new opportunities to bridge clinical research and practice, enhance the knowledge base, and improve patient care. American Psychologist 63(3): 146–159.

Kerr IB. (2005) Cognitive Analytic Therapy. Psychiatry 4(5): 28–33. Pinsker H (1997) A Primer of Supportive Psychotherapy. New York, USA: Routledge.

Roth A, Fonagy P What works for whom?: A Critical Review of Psychotherapy Research. New York, USA: The Guilford Press.

Vaillant G (2002) Ageing Well: Surprising Guideposts to a Happier Life from the landmark Harvard study of adult development. Victoria, Australia: Scribe Publications.

Van der Hart O, Nijenhuis ER, Steele K (2006) The Haunted Self: Structural Dissociation and the Treatment of Chronic Traumatization. New York, USA: WW Norton & Co Inc.

Winston A, Rosenthal R, Pinsker H (2011) Learning Supportive Psychotherapy: An Illustrated Guide. Arlington, USA: American Psychiatric Publishing.

Evidence base for psychoanalytic psychotherapy https://www.bpc.org.uk/sites/psychoanalytic-council.org/files/E-Library%20of%20Papers_1.pdf

Written guides, books, articles and slides

· Guide to Psychotherapy Training [PDF; 124 KB], prepared by Dr Paul Cammell.

· Makers of Modern Psychotherapy book series, edited by Laurence Spurling [Routledge Publishing].

· The case for case histories written by Dr Mary Frost, the then Chair of Case History subcommittee, Committee for Exams, appeared in Australasian Psychiatry in October 2009. The underlying principles of writing a good case history that Dr Frost refers to are as relevant today for trainees as they were in 2009. It will assist trainees in their preparation for the Psychotherapy Written Case.

· Congress 2022 Psychotherapy Written Case Workshop slides [PDF; 844 KB]



Webinars and e-learning

· Psychotherapy Written Case webinar available on Learnit [member log-in required] hosted by Dr Paul Cammell. This webinar discusses PWC requirements, methodology, how to find a suitable patient, supervision, submission and assessment and Q&A.

· Trainee Support Webinar series: Navigating the Psychotherapy Written Case available on Learnit [member log-in required].

· Trainee Program - Psychotherapy Written Case available on Learnit [member log-in required] . 

· The Psychotherapy Written Case in the 2012 Fellowship Program. Following discussions with the Faculty of Psychotherapy, Associate Professor Beth Kotze has prepared this video for psychotherapy supervisors, to help them assist trainees in the preparation and submission of the Psychotherapy Written Case. The video will also be useful for trainees. Also available: Presentation slides [PDF; 240 KB] 
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I. CORE TEXTS 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C.: American Psychiatric Press. 
 
Gabbard, G.O. (2004) Long-Term Psychodynamic Psychotherapy: A Basic Text,  
Washington, DC: American Psychiatric Press. 
 
McWilliams N. (1999) Psychoanalytic Case Formulation, New York: The Guilford Press, 
Inc. 
 
McWilliams N. (2004) Psychoanalytic Psychotherapy, New York: Guilford Press. 
 
Mitchell, S.A., Black, M.J. (1995) Freud and Beyond: A History of Modern 
Psychoanalytic Thought, New York: Basic Books. 
 
Moore, B.E. (1995) Psychoanalysis: The Major Concepts, New Haven, Yale University 
Press. 
 
Moore, B.E., Fine, B.R., eds. (1990) Psychoanalytic Terms and Concepts, New Haven: 
Yale University Press. 
 
Schwartz, H., et al. (1995) Psychodynamic Concepts in General Psychiatry, Washington, 
D.C.: American Psychiatric Press. 
 
 
II. HISTORY 
 
Eagle, M. (2000) “Psychoanalysis: History of the Field,” in Encyclopedia of Psychology, 
ed. A. Kazdin, New York: Oxford University Press. 
 
Gay, P. (1988).  Freud:  A Life for Our Time, New York: W. W. Norton & Co. 
 
Jones, E. (1961) The Life and Work of Sigmund Freud, ed. L. Trilling & S. Marcus, New 
York: Basic Books, Harper. 
 
 
III. BASIC PRINCIPLES 
 
“Psychoanalysis, psychodynamics and psychic determinism,” (1990) in Psychoanalytic 
Terms and Concepts, ed. Moore, B.E, Fine, B.R., New Haven: Yale University Press. 
 
Auchincloss, E.L., Glick, R.A. (1998) “The psychoanalytic model of the mind,” in 
Psychiatry, (Chapter 1) ed. R. Michels, Philadelphia: Lippincott. 
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Cooper, A. (1985) An historical review of psychoanalytic paradigms, in Models of the 
Mind, ed. A. Rothstein, Madison CT, International Universities Press, pp. 5-20. 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C. American Psychiatric Press, ch. 1-2. 
 
Michels, R. (1995) Basic principles of psychodynamic psychiatry in Psychodynamic 
Concepts in General Psychiatry, ed. H. Schwartz et al, Washington D.C.: American 
Psychiatric Press, pp. 3-12. 
 
Westen, D. (2000) Psychoanalysis: theories, in Encyclopedia of Psychology. Ed. A. 
Kazdin, New York: Oxford University Press. 
 
 
IV. THEORY OF MIND 
 
Arlow, J., Brenner, C. (1964) Psychoanalytic Concepts and Structural Theory, New 
York: International Universities Press,  ch. 2-3.  
 
Arlow, J. (1995) Unconscious fantasy, in Psychoanalysis : The Major Concepts, ed. 
Moore, B.E., Fine, B.R., New Haven:Yale University Press.  
 
Arlow, J. (1969) Unconscious fantasy and disturbances of mental experience, 
Psychoanalytic Quarterly, 38:1-27. 
 
Arlow, J., Brenner, C. (1964) Psychoanalytic Concepts and Structural Theory, New 
York: International Universities Press, ch. 4-5.  
 
Brenner, C. (1955)  An Elementary Textbook of Psychoanalysis, New York: International 
Universities Press. 
 
Kernberg, O. (1995) Psychoanalytic object relations theories, in Psychoanalysis: The 
Major Concepts, eds. Moore, B.E., Fine, B.R., New Haven: Yale University Press. 
 
Wiedeman, G. (1995) Sexuality in Psychoanalysis : The Major Concepts, ed. Moore, 
B.E., Fine, B.R. New Haven: Yale University Press. 
 
 “Aggression, Conflict, Compromise formation, Defense, Ego, Ego function, Ego ideal, 
Fantasy, Instinctual drive, Infantile sexuality, Id, Libido theory, Object, Object 
constancy, Object relations theory, Psychic reality, Psychosexual development, 
Representational world, Self, Self psychology, Structure, Structural theory, Superego, 
Topographic Point of View, Unconscious” (1990) in Psychoanalytic Terms and 
Concepts, eds. Moore, B.E, Fine, B.R., New Haven: Yale University Press. 
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V. DEVELOPMENT  
  
 “Development,” (1990) in Psychoanalytic Terms and Concepts, ed. Moore, B.E, Fine, 
B.R., New Haven: Yale University Press. 
 
Fraiberg, S.H. (1996) The Magic Years, New York: Scribner. 
 
Greenspan, S., Pollock, G. eds (1989, 1990) The Course of Life, 2nd edition,  Madison, 
CT: International Universities Press.  Volume I: Infancy, Volume II: Early Childhood, 
Volume III: Childhood, Volume IV: Adolescence, Volume V: Adulthood and the Aging 
Process. 
 
Tyson, P., Tyson, R. (1995) Development, in Psychoanalysis : The Major Concepts, eds. 
Moore, B.E., Fine, B.R., New Haven, Yale University Press, 1995 
 
Tyson, P., Tyson, R. (1990)  Psychoanalytic Theories of Development: An Integration, 
New Haven: Yale University Press , ch.1-2.  
 
 
VI. PSYCHOPATHOLOGY 
 
Ahktar, S. (1992) Broken Structures: Severe personality disorders and their treatment, 
New Jersey, Jason Aronson. 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C.: American Psychiatric Press. 
 
MacKinnon, R., Michels, R. (1971) The Psychiatric Interview in Clinical Practice, 
Philadelphia: W.B. Saunders. 
 
McWilliams, N. (1999) Psychoanalytic Case Formulation, New York: The Guilford 
Press, Inc., pp. 200-209. 
 
Schwartz, H, et al. (1995)  Psychodynamic Concepts in General Psychiatry, Washington 
D.C.: American Psychiatric Press. 
 
Shapiro, D. (1965) Neurotic Styles, New York: Basic Books.  
 
 
VII. ASSESSMENT: INTERVIEWING AND FORMULATION 
 
Lister, E., Auchincloss, E.L., Cooper, A. (1995) The Psychodynamic Formulation, in 
Psychodynamic Concepts in General Psychiatry, eds. Schwartz, H., et al., Washington 
D.C.: American Psychiatric Press. 
 
MacKinnon, R.A., Michels, R. (1971) The Psychiatric Interview in Clinical Practice. 
Philadelphia, PA: W. B. Saunders Co. 
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McWilliams, N. (1999) Psychoanalytic Case Formulation, New York: The Guilford 
Press, Inc., pp. 200-209. 
 
Peebles-Kleiger, M.J. (2002) Beginnings: The Art & Science of Planning Psychotherapy, 
Hillsdale, NJ: The Analytic Press, Inc., ch. 3. 
 
Summers, R.F. (2003) “The Psychodynamic Formulation Updated,” American Journal of 
Psychotherapy, 57:1. 
 
 
VIII.  TREATMENT 
 
Gabbard, G.O. (2004) Long-Term Psychodynamic Psychotherapy: A Basic Text. 
Washington, D.C.: American Psychiatric Press. 
 
Greenson, R. (1967) The Theory and Technique of Psychoanalysis, New York: 
International Universities Press. 
 
McWilliams, N. (2004) Psychoanalytic Psychotherapy: A Practitioner’s Guide. New 
York: Guilford Press. 
 
Rockland, L. (1989) Supportive Psychotherapy: A Psychodynamic Approach.  New 
York: Basic Books.  
 


 
IX. RELATIONSHIP TO OTHER THERAPIES 
 
Cutler, J., et al. (2004) Comparing Cognitive Behavior Therapy, Interpersonal 
Psychotherapy, and Psychodynamic Psychotherapy, American Journal of Psychiatry, 161 
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X. THE PSYCHOTHERAPY EXPERIENCE: CASE DESCRIPTIONS 
 
Druss, R. (2000) Listening to Patients: Relearning the Art of Healing in Psychotherapy, 
New York: Oxford Univ. Press.   
 
Luepnitz, D.A. (2003) Schopenauer’s Porcupines: Intimacy and It’s Dilemmas. New 
York: Basic Books, Ch. 3. 
 
Malan, D.M. (1979)  Individual Psychotherapy and the Science of Psychodynamics, 
London: Butterworths, 1979, ch. 1-3. 
 
McWilliams, N. (2004) Psychoanalytic Psychotherapy: A Practitioner’s Guide. New 
York: Guilford Press, ch. 8,9. 
 
Vaughan, S.C. (1997) The Talking Cure.  New York: Henry Holt and Co. 
 
 
XI. CLASSIC FREUD PAPERS (Most of these papers can be found in Gay, P., ed., 


(1989) The Freud Reader, New York: W.W. Norton. 
 
Breuer, J., Freud S. (1893-5) Case histories: Fraulein Anna O. in Studies on Hysteria, 
Standard Edition 2:21-47 (The invention of the “talking cure.”) 
 
Freud, S. (1900) The method of interpreting dreams: An analysis of a specimen dream, in 
The Interpretation of Dreams, Standard Edition 4:96-121 (Freud’s self-analysis: the 
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Freud, S. (1900) Material sources of dreams-Typical dreams, in The Interpretation of 
Dreams, Standard Edition 4:255-266 (Freud introduces the Oedipus complex.) 
 
Freud, S. (1905 [1901]) Fragment of an analysis of a case of hysteria, Standard Edition 
7:1-22 (The case of Dora: transference and countertransference in the clinical situation.) 
 
Freud, S. (1911-15) Papers on technique, Standard Edition 12: 89-171 (Words of wisdom 
from Freud on beginning treatment, interpreting dreams, the dynamics of transference, 
understanding enactment, and other topics.) 
 
Freud, S. (1910 [1909]) Five lectures on psychoanalysis, Standard Edition 11:1-55 
(Freud’s lectures at Clark University: a concise and fun-to-read summary of core 
concepts.) 
 
Freud, S. (1916) Some character types met with in psychoanalytic work, Standard Edition 
14:309-336 (Introduction to the concept of character types, especially those with self-
defeating behaviors.) 
 
Freud, S. (1917 [1915]) Mourning and melancholia, Standard Edition 14:237-258 
(Introduction to the concepts of internalization and the super-ego.) 
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story in his own words.) 
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Leichsenring, F., Rabung, S., Leibing, E. (2004) The Efficacy of Short-term 
Psychodynamic Psychotherapy in Specific Psychiatric Disorders: A Meta-analysis, 
Arch Gen Psychiatry, Dec., 61: 1208 – 1216. 
 
Monsen, J., et al. (1995) Personality Disorders and Psychosocial Changes After Intensive 
Psychotherapy: A Prospective Follow-Up Study of an Outpatient Psychotherapy Project, 
5 Years After End of Treatment, Scandinavian Journal of Psychology, 36:256-268. 
 
Wilzcek, A., Barber, J.P., Gustavsson, J.P., Asberg, M., Weinryb, R.M. (2004) Change 
after Long-term Psychotherapy, Journal of the American Psychoanalytic Association, 
52(4): 1163-1184.  
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Psychotherapy Written Case patient consent form v0.2 Page 1 of 1 
Case History Subcommittee approved 21/10/13 


Psychotherapy Written Case – Patient consent form 
To be used by trainees submitting a Psychotherapy Written Case under the Fellowship Regulations 2012. 


Note: It is the trainee’s responsibility for safe keeping of this form as per local Department of 
Health protocols. 


I,        , (patient’s name) hereby consent to allow 


Dr         (name of doctor submitting the case report) to use my 


de-identified case notes and other medical files/related materials to inform a case report to be submitted to the 


Royal Australian College & New Zealand College of Psychiatrists for the purpose of assessment of the 


submitting doctor. 


I understand that the doctor providing my clinical care is undertaking training in psychiatry and that routine 


clinical notes will be kept in accordance with the hospital or clinic’s usual standard. I understand that the clinical 


care provided by this doctor will be supervised as part of the training process and that the supervision will take 


the form of one or more of the following (delete where not applicable): 


1. The sessions will be recorded by the doctor in handwritten notes.


2. The sessions may be audiorecorded by the doctor.


3. This session material will be presented to the supervisor as part of the training process.


4. The handwritten notes will be read, or the audiorecorded material played, to a small number (four or five) of


other doctors who are also undergoing supervision as part of the training process.


I provide this consent on the undertaking given by the doctor (as signed below) that: 


• The handwritten notes or recorded sessions will be kept in accordance with relevant privacy laws.
• In group settings, my surname will not be mentioned or a pseudonym will be used.
• The material (referred to in points 1 and 2 above) will be destroyed as per legal requirements to protect


confidentiality.


Patient name (print) 


Signature ................................................................ Date  


Patient’s legal guardian (if applicable)  


Signature ................................................................ Date  


Trainee name (print) 


Signature ................................................................ Date 





		Date: 

		Date_2: 

		Date_3: 

		Patient Signature: 

		Patients legal guardian: 

		Patients legal guardian's Signature: 

		Tranee Name: 

		Trainee Signature: 

		Patient Name: 

		Doctor's Name submitting hte case report: 
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Mental Health and 
Addictions Service 


Consent to Audio/Video Recording 
 
Consent is being sought for:  (please tick the appropriate box) 
 


Photo Images   


Audio Recording  


Video Recording  
 
_________________________________ (name of the Mental Health Professional) has explained 
to me the reasons for, expected benefits and any risks of the above activities.  I have had 
opportunity to ask questions and have received all the information I require.  I understand that I can 
ask for further information or withdraw my consent at any time.  I consent to take part in the above 
recording/conferencing activities (delete the appropriate section). 
 
 


Service User/Tāngata Whaiora 
 
Name:  ________________________________________________________________________ 
 
Signature:  ________________________________________________  Date:  _______________ 
 
 
 


Guardian/Carer/Significant Others/Kaitiaki  
(if applicable, refer to Waikato DHB informed consent policy) 
 
Name:  _______________________________________  Signature:  _______________________ 
 
Relationship:  _______________________________________  Date:  ______________________ 
 
 
 


Health Professional/Kai Mataara 
On behalf of the team treating the service user, I have confirmed with the service user that s/he 
has no further questions and wishes to proceed.  I have also informed service user what 
information collected will be used for and that it will be stored for _______________________ 
(state how long), after which time it will be destroyed.  A copy of the Informed Consent brochure 
(#HP364) has been provided. 
 
Name:  _______________________________________  Signature:  _______________________ 
 
Designation:  ____________________________  Date:  _________________ Ph: ____________ 
 
 
 
Give a copy of this completed form to the service user/Tāngata Whaiora.  The original should be filed on the clinical record. 


 
  


Patient Label 
Name:  _______________________________________ 
NHI:  ______________________ DOB:  _____________ 
Address:  _____________________________________ 


 







 
 
 


Statement of the Interpreter (if applicable) 
I have interpreted the information referred to above to the best of my ability, and in a way in which I 
believe s/he can understand.  I am a professional interpreter acting in that capacity working for  
_____________________________________.  This agency is contracted to Waikato DHB to 
provide interpreter services. 
 
 
Name:  ______________________________________ 
 
Signature:  ___________________________________ 
 
Date:  _______________________________ 
 
 
 


I have withdrawn my consent  
(if consent is withdrawn, please draw a line through the whole document). 
 
Service user/Tāngata Whaiora:  _______________________________________________ 
 
Signature:  _________________________________________ 
 
Date:  _____________________________________________ 
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Psychotherapy case discussion 
 
Protocol 


Purpose 
To assist trainees and psychotherapy supervisors with psychotherapy case discussions as 
required by the Psychotherapy Written Case. For more detail, please refer to the Psychotherapy 
Written Case Policy and Procedure. 


Note: the psychotherapy case discussion is a different assessment with different requirements to 
the Case-based Discussion (CbD) Workplace-Based Assessment (WBA) used throughout training. 


Introduction 
The Psychotherapy Written Case assessment comprises the provision of at least 40 sessions of 
psychotherapy informed by psychodynamic principles and reflection on this therapy through 
submission of a formal case report. 


During the psychotherapy process, trainees must participate in three formative psychotherapy case 
discussions about the patient whose therapy is the subject of the Psychotherapy Written Case with 
their psychotherapy supervisor to encourage reflection on the treatment progress and provide 
opportunities to receive qualitative feedback. 


Trainees must submit three completed psychotherapy case discussion forms to the College with 
their Psychotherapy Written Case. 


Focus 
Case discussions should occur during the early, middle and late phases of the psychotherapy and 
should focus on pivotal points or milestones in the therapy process or on treatment dilemmas 
and/or emerging issues. 


The supervisor should mark on the Psychotherapy case discussion form the topics covered in each 
psychotherapy case discussion. 


How to undertake a psychotherapy case discussion 
1. During the early, middle and late phases of the psychotherapy, the trainee should organise an 


individual supervision session with their psychotherapy supervisor for their psychotherapy case 
discussion. 


2. The trainee discusses their psychotherapy case with their supervisor. 


3. When required, the supervisor should question the trainee about key issues pertinent to the 
phase of therapy. 


4. Following the discussion, the supervisor should facilitate a positive interaction and give 
constructive feedback to the trainee. 


5. The supervisor rates the trainee’s performance using the 9-point scale on the psychotherapy 
case discussion form. 


6. The trainee and supervisor should discuss and agree on the next steps for the case and then 
both trainee and supervisor should sign the form. 


 


Psychotherapy case discussion protocol v0.6 Page 1 of 2 
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Assessment criteria 
The aim of psychotherapy case discussions is to enable psychotherapy supervisors to provide 
systematic assessment and structured feedback across the following key areas. 
• Assessment – diagnosis and differential diagnosis. 
• Formulation – the ability to provide a formulation that demonstrates longitudinal and recent 


variables that have impacted upon the patient’s current presentation. 
• Risk assessment and management – appropriate assessment and management of risks 


associated with psychotherapeutic treatment, including considering chronic baseline risk and 
factors that would predict a shift from baseline, eg. therapist’s leave. 


• Medical treatment – focused and appropriate investigations and interpretation of the results, 
integrating knowledge into a comprehensive understanding of the patient and any implications 
for psychotherapy. 


• Psychotherapeutic processes – discussion of the therapeutic process including reflection on 
the nature of the therapeutic relationship. 


• Note keeping – accurate and up-to-date progress notes including appropriate attention to 
confidentiality, etc. 


• Professionalism – appropriate professional standards demonstrated in all aspects of the 
case, eg. confidentiality, respect, time keeping, maintaining records, appropriate doctor–patient 
relationships, boundary maintenance, etc. 


Feedback 
The feedback given after a psychotherapy case discussion is an important aspect of the encounter. 
The quality of feedback can be enhanced by encouraging self-assessment and should highlight the 
positive aspects of the discussion as well as any suggestions for improvement and any agreed 
actions or goals. 


Supervisors should also consider how the trainee demonstrates clinical judgement through an 
integrated understanding of patient and therapy mode selection and management of relationship 
issues and provide specific feedback. 


Guidance for discussion 
The following topics are intended to assist psychotherapy supervisors direct psychotherapy case 
discussions and elicit further information from trainees. They may also guide trainees to 
understand important focal points for discussions regarding their case. 


Discussions are not limited to these topics and other questions may be used to prompt focused 
discussion about the case at the psychotherapy supervisor’s discretion. 


Discussion topics: 
• psychodynamic formulation 
• suitability, indications and contraindications of the patient for psychotherapy 
• the developmental issues and underlying conflicts, with reference to theory and techniques 
• transference and countertransference experiences including in relation to significant events in 


therapy such as therapist’s leave 
• frame, setting and boundaries of therapy including particular issues such as setting and 


maintaining the frame of therapy, time keeping, gift giving, etc. 
• termination and appropriate transfer of the patient for continued therapy/care where 


appropriate. 
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Psychotherapy case discussion form v0.8 Page 1 of 2 
Case History Subcommittee approved 21/10/2013 (v0.2); amended and approved as per Board 22/08/16 


Psychotherapy case discussion form 
To be completed by trainees submitting a Psychotherapy Written Case under the Fellowship 
Regulations 2012. 
Trainees must complete three formative psychotherapy case discussions about the patient whose therapy is 
the subject of the Psychotherapy Written Case. Please submit the three completed psychotherapy case 
discussion forms to the College with your Psychotherapy Written Case. 
Refer to the psychotherapy case discussion protocol for assistance with psychotherapy case discussions. 


Trainee name RANZCP ID 


Date of discussion Sessions completed
(at time of discussion) 


Psychotherapy case discussion      First      Second      Third 


CASE DISCUSSION FOCUS 
Please indicate the areas this case discussion focused on (tick all that apply): 


Early phase of treatment Middle phase of treatment Late phase of treatment 


 Case selection  Therapeutic process  Reformulation 


 Suitability of chosen modality  Key episodes  Termination 


 Assessment/mental state 
 examination 


 Reflection on nature of the 
 therapeutic relationship 


 Evaluation of the therapy 


 Initial formulation  Treatment dilemmas/emerging 
issues (eg. transference, 
boundaries, termination, etc.) 


 Specific learning points from the 
experience 


 Understanding of relevant 
theoretical 
frameworks/therapies 


 Understanding and application of 
relevant theoretical 
frameworks/therapies 


 Review of appropriateness of 
 chosen therapeutic model 


 Other (specify)  Other (specify)  Reflection on supervision 


 Other (specify) 


ASSESSMENT CRITERIA 
Psychotherapy supervisors, please rate the following areas of the psychotherapy case discussion on the scale below. 


Below standard Meets standard Above standard 
1 2 3 4 5 6 7 8 9 


Assessment, including diagnosis and differential diagnosis N/A 


Formulation, including the ability to provide a formulation that 
demonstrates longitudinal and recent variables that have 
impacted upon the patient’s current presentation 


N/A 


Risk assessment and management, including acute and 
chronic risk of the underlying condition as well as risks 
associated with psychotherapeutic treatment 


N/A 


Medical treatment, including implications for psychotherapy N/A 


Psychotherapeutic processes, including comment on the 
relationship, boundary maintenance, eg. establishing and 
maintaining the therapeutic frame, time keeping, dealing with 
crises, etc. 


N/A 


Note keeping, including up-to-date records in the patient’s file, 
appropriate attention to confidentiality, etc. N/A 


Professionalism, including confidentiality, respect, time 
keeping, maintaining records, appropriate doctor–patient 
relationships, boundary maintenance, etc. 


N/A 
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FEEDBACK – Supervisor to trainee 
What aspects were done well? 


Comment on clinical judgement. (See the protocol for guidance.) 


Suggestions for improvement. 


Agreed actions/goals. 


Psychotherapy supervisor name (print) 


RANZCP ID (if applicable) 


Signature Date  


Trainee signature ..................................................................... Date  


..................................................................... 





		First: Off

		Second: Off

		Third: Off

		Case selection: Off

		Suitability of chosen modality: Off

		Assessmentmental state: Off

		Initial formulation: Off

		Understanding of relevant: Off

		Other specify: Off

		Therapeutic process: Off

		Key episodes: Off

		Reflection on nature of the: Off

		Treatment dilemmasemerging: Off

		Understanding and application of: Off

		Other specify_2: Off

		Reformulation: Off

		Termination: Off

		Evaluation of the therapy: Off

		Specific learning points from the: Off

		Review of appropriateness of: Off

		Reflection on supervision: Off

		Other specify_3: Off

		Date: 

		Date_2: 

		Assessment 2: Off

		Assessment 3: Off

		Assessment 4: Off

		Assessment 5: Off

		Assessment 6: Off

		Assessment 7: Off

		Assessment 8: Off

		Assessment 9: Off

		Assessment 1: Off

		Risk Assess & Mgt 1: Off

		Risk Assess & Mgt 2: Off

		Risk Assess & Mgt 3: Off

		Risk Assess & Mgt 4: Off

		Risk Assess & Mgt 5: Off

		Risk Assess & Mgt 6: Off

		Risk Assess & Mgt 7: Off

		Risk Assess & Mgt 8: Off

		Risk Assess & Mgt 9: Off

		Medical treatment 1: Off

		Medical treatment 2: Off

		Medical treatment 3: Off

		Medical treatment 4: Off

		Medical treatment 5: Off

		Medical treatment 6: Off

		Medical treatment 7: Off

		Medical treatment 8: Off

		Medical treatment 9: Off

		Psychotherapeutic processes 1: Off

		Psychotherapeutic processes 2: Off

		Psychotherapeutic processes 3: Off

		Psychotherapeutic processes 4: Off

		Psychotherapeutic processes 5: Off

		Psychotherapeutic processes 6: Off

		Psychotherapeutic processes 7: Off

		Psychotherapeutic processes 8: Off

		Psychotherapeutic processes 9: Off

		Note keeping 1: Off

		Note keeping 2: Off

		Note keeping 3: Off

		Note keeping 4: Off

		Note keeping 5: Off

		Note keeping 6: Off

		Note keeping 7: Off

		Note keeping 8: Off

		Note keeping 9: Off

		Formulation 1: Off

		Formulation 2: Off

		Formulation 3: Off

		Formulation 4: Off

		Formulation 5: Off

		Formulation 6: Off

		Formulation 7: Off

		Formulation 8: Off

		Formulation 9: Off

		Professionalism 1: Off

		Professionalism 2: Off

		Professionalism 3: Off

		Professionalism 4: Off

		Professionalism 5: Off

		Professionalism 6: Off

		Professionalism 7: Off

		Professionalism 8: Off

		Professionalism 9: Off

		Other, Middle phase: 

		Other, Early phase: 

		Other, Late phase: 

		Sessions completed: 

		RANZCP ID: 

		Trainee name: 

		Date of discussion: 

		Psychotherapy supervisor name: 

		Psychotherapy supervisor RANZCP ID: 

		Psychotherapy supervisor Signature: 

		Trainee Signature: 

		What aspects were done well?: 

		Clincial judgement: 


		Suggestions for improvement: 

		Agreed actions/goals: 
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Appendix 5: Patient suitability and referral UCNI Psychotherapy Handbook June 2023		Appendix 6

Referral for ‘long-term’ Psychodynamic Psychotherapy with Psychiatry Registrar in Training



Thank you for referring your client for longer term psychodynamic therapy (40 sessions) with a training registrar, who will receive close supervision from an experienced psychodynamic psychotherapist. To optimise the chances of a good outcome a certain degree of client stability, motivation and ability to tolerate distress is required. Psychodynamic psychotherapy encourages emotional experiencing and often involves periods of increased client distress. The client will need the capacity to tolerate this distress without engaging in actions (see relative exclusion criteria) that take them away from their emotional experience and that are also inherently harmful. As this is likely to be the registrar’s first psychodynamic psychotherapeutic work, the relative exclusion criteria are tighter than they would be for a more experienced clinician. Please feel free to attach any other information you consider relevant.

		



		Patient Name: 

		NHI



		Referrer: 

		Date:



		Goals of Referral: Long-standing issues the client wants to address e.g. relationship, assertion, self-esteem 



		



		



		



		



		



		



		



		



		



		



		Indicators of Suitability 

		

		

		



		Stability 

		Yes 

		No

		Unsure



		Absence of active Axis I condition (except dysthymia, GAD)

		

		

		



		History of stability in relationships (family, friends, colleagues)

		

		

		



		History of stability in work or study

		

		

		



		Acceptably stable housing

		

		

		



		Acceptable stability in finances 

		

		

		



		Motivation and goals

		Yes

		No

		Unsure



		Individual is aware of their difficulties 

		

		

		



		Individual is curious about the basis of their difficulties

		

		

		



		Individual has clear idea of what they want to change

		

		

		



		Willingness & ability to attend regularly for 40 sessions

		

		

		



		Willingness and ability to tolerate periods of increased distress

		

		

		



		Relative Exclusion Criteria 

		



		Behavioural Dysregulation 

		Yes

		No

		Unsure



		Current or past history of suicidal behaviour 

		

		

		



		Current or past history of self-harm 

		 

		

		



		Current or past history of violence 

		

		

		



		Current or past history of substance use problems 

		

		

		



		Current or past history of problem gambling, sex, spending  

		

		

		



		Current or past history of anorexia nervosa or bulimia

		

		

		



		Current or past history of dissociation (from awareness of mild numbing to more extreme absences and memory gaps)

		

		

		



		Other 

		Yes

		No

		Unsure



		Current or past history of psychosis

		

		

		



		Long-term hospitalisation

		

		

		



		Personality disorder 

		Yes

		No

		Unsure



		Cluster A Personality disorder (paranoid, schizotypal, schizoid

		

		

		



		Cluster B Personality disorder (narcissistic, borderline, antisocial)

		

		

		



		General Comments ( PTO if required)
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o Conduct therapy by videoconference.
o Conduct therapy by videoconference during the first five


sessions.
o Conduct therapy sessions by telephone (up to five sessions).


PSYCHOTHERAPY CASE INFORMATION   


Name and location of the Health Service where the patient is registered and will remain an open case:        


Clinician responsible for the patient’s clinical care: 


RANZCP Psychotherapy Supervisor (if different from above): 


Number of psychotherapy sessions completed to date: 


Number of psychotherapy sessions planned to be completed by videoconference / telephone: 


Please detail the reasons why the sessions are required to be conducted by videoconference / telephone: 


Patient consent obtained to conduct therapy sessions by videoconference / telephone: 


APPLICATION TO CONDUCT PSYCHOTHERAPY 
SESSIONS VIA VIDEOCONFERENCE 


Trainees must prospectively apply to their Director of Training (DOT) for approval to conduct a 
portion of the psychotherapy sessions (for the Psychotherapy Written Case) via videoconference 
and, in exceptional circumstances, teleconference. 


Trainees on a break in training are reminded that applications to conduct therapy on a break in training 
must be considered by the Committee for Training.    


If supported, the trainee must submit this form alongside their Psychotherapy Written Case. 


TRAINEE DETAILS  


RANZCP ID: 


Name: 


Stage of Training: 


Mobile Phone: 


Email:  


APPLICATION TO (select all that apply)  


Page 1RANZCP PWC video-conferencing application form v.1.2 
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RANZCP PWC video-conferencing application form v.1.2 


Please outline the patient’s suitability to undertake therapy by videoconference / telephone and any 
potential impacts of conducting sessions by videoconference / telephone. This section is to be completed 
if applying to conduct therapy by videoconference or telephone.  


VIDEOCONFERENCE / TELEPHONE CHECKLIST 


To be completed by the trainee (Y/N checklist): 


1. The patient is registered as an open case at an approved workplace and managed with
appropriate clinical governance.


2. The health service has medical indemnity in place which includes videoconference/telephone
sessions


3. I will make entries into the relevant health facilities case notes.


4. Both locations will be designated as private for the duration of the session.


5. The audio and video equipment being used is adequate (e.g. no delays in communication) and is
being conducted on a device approved by the workplace.


6. I have considered and discussed any cultural sensitivities where the recording or viewing of
personal images may cause distress (where relevant).


7. I am aware of the current literature relating to telehealth and have completed any applicable
local training in relation to telehealth.


TRAINEE DECLARATION  


I declare the information provided above to be true. 


Trainee name: ………………………………………. 


Trainee signature: …………………………………. 


RANZCP PSYCHOTHERAPY SUPERVISOR DECLARATION   


I support this application to conduct psychotherapy sessions by videoconference / telephone: Y/N


Comments (if not approved, please provide further information as to why): 


The information provided above is correct.  


Supervisor name: ………………………………………........................ 


Page 2


Supervisor signature: …………………………………… 







RANZCP PWC video-conferencing application form v.1.2 


SERVICE DIRECTOR / LOCAL TRAINING COORDINATOR 


The patient remains an open registered case with the health service and a clinician remains responsible 
for the clinical care of the patient.  Y/N


Comments (as required) 


Supervisor name: ………………………………………. 


Supervisor signature: …………………………………… 


DIRECTOR OF TRAINING 


I approve this application to conduct psychotherapy session by videoconference. (Y/N) 


Comments (if not approved, please provide further information as to why)  


DOT name: …………………………………… 


DOT signature: ……………………………... 


Please return this form to the trainee as this approval will be required to be submitted alongside the 
Psychotherapy Written Case application.  
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		DOT name: 

		Trainee Name: 
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UCNI Supervision Contract between Trainee and Supervisor





Supervisor	__________________________ Supervisee	______________________

Signature	__________________________ Signature 	______________________

Date		__________________________ Date		 ______________________

Frequency 	__________________________ Meeting length	______________________



1.0 Contract



The supervision contract is an agreement made between the supervisor, supervisee and the relevant organizations; in this case Upper Central North Island RANZCP training program (UCNI) and Te Whatu Ora Waikato. The Director of Training (DOT) Dr A Stephan is the representative of Te Whatu Ora  and RANZCP. This is delegated to Dr D Neilson and Dr M van Zyl in Tauranga and Rotorua respectively. 



2.0 Purpose of Supervision 



Supervision is a formal process which fulfils the RANZCP (Royal Australia New Zealand College of Psychiatrists) and local UCNI training requirements. It provides support and coaching for the Trainee to engage safely in their training experience of providing psychodynamic psychotherapy. It has the further goal of enhancing the knowledge, competence, and reflective practice skills of the Supervisee.  As this may be the sole experience of psychodynamic psychotherapy, there is no expectation that the Trainee will obtain the competences required to work independently as a psychodynamic therapist.



3.0 Supervisor Responsibilities 



The supervisor’s responsibilities are as follows:



3.1 Before Commencement of Therapy

· To determine the Trainee has adequate knowledge of psychodynamic psychotherapy, Supervisors may choose to give Trainees relevant preparatory reading.

· To be involved with selection of a suitable patient for psychodynamic therapy with a potentially novice therapist (see Appendix 5  guidelines for suitability for therapy). 

· To sight and confirm the patient consent forms for therapy and recording purposes.  

· To plan to schedule supervision sessions; with frequency of preferably weekly but not less than fortnightly, recognising that leave, work schedules, or client availability may reduce the frequency. 

· To liaise with the RANZCP approved supervisor, with whom the registrar has a direct line of clinical responsibility for care of this patient (usually the registrar’s supervising consultant).

· To acknowledge any personal circumstances which might affect supervision.



3.2 During Therapy

· To encourage the Trainee’s professional development and self-reflective capacity; offering feedback on strengths and underdeveloped areas and coaching in therapeutic skills. 

· To monitor and listen to samples of video or audio recordings of therapy sessions at least once every two months. 

· To undertake three formative case-based discussions as required by RANZCP. 

· To acknowledge any change in personal circumstances that might affect supervision.



3.3 Supervision Notes 

· To keep brief documentation of the supervision process in such a way that the contents, as well as the decisions/options for exploration are recorded. This documentation should be kept securely  for seven years and should be available to the trainee on request. 

· If the supervision ends before therapy-end, the notes will be passed on to the next Supervisor. If the Supervisee leaves the organisation the notes will be archived in the trainee’s RANZCP file. 

· Supervision notes may only be accessed by the DOT when there is a specific and serious need to gain access to these records (see confidentiality section).

· To send to the DOT, a record of attendance at supervision sessions and a record that samples of recorded sessions have been monitored at specified time points .i.e. at the halfway point of therapy (20 weeks) and at the conclusion of therapy at 40 weeks, as well as  at any time during therapy when requested by the DOT or representatives.  (See Appendix A below). 



3.4 Breakdown of Therapy 

· To determine if therapy has irreparably broken down, and whether or not this relates to insufficient registrar skill and capability. If registrar skill or capability is a significant factor, to assess and advise DOT or representative of the patient’s ongoing therapy needs so this can be organised within existing services adult mental health services (see confidentiality section).





3.5 Written Case Submission 

· Attest that the psychotherapy written case accurately reflects the presentation of the patient’s treatment as carried out by the trainee, as evidenced by signing the Case Submission form.

· Be familiar with the style and contact requirements of the written case report, and ideally to provide feedback on draft reports.  





4.0 Trainee/Supervisee Responsibilities



The trainee’s responsibilities are as follows:



4.1 Before commencement of Therapy

· To make appropriate disclosure when orientating the client to psychotherapy (what to expect and alternatives) prior to gaining consents. 

· To inform client of training requirements including that the case is recorded, will be written up and submitted to RANZCP. 

· To obtain client written permission (RANZCP consent form)

· To obtain and keep secure standard DHB consent forms for audio or video recording. 

· To keep the patient consents form as per DHB policies and to keep an individual copy securely. 

· To gain support of their supervising psychiatrist for overall responsibility for care and treatment. 

.  

4.2 Conduct of Therapy

· To endeavour, to the best of their ability, to engage with the client in a therapeutic manner.

· To abide by RANZCP guidelines for ethical conduct. 

· To see the patient in appropriate office facilities within normal working hours, except for exceptional circumstances, which need to be approved by the DOT. 

· To preferably videotape or failing this, audiotape, all psychotherapy sessions. 

· To obtain DOT approval prior to using teleconferencing or telephone to conduct therapy 



4.3 Supervision 

· To prepare material for presentation at sessions, including making available session recordings.  

· To discuss any boundary issues with clients, which are unusual, such as, touch, gifts, therapist self-disclosure, unusual appointment times or strong emotional experiences.

· To inform the supervisor of any life stresses or circumstances which may affect your work.

· To acknowledge honestly, skill, knowledge or experience deficits.

· To follow through on supervision agreements made.

· To ensure required case-base discussions are completed and provide appropriate forms. 

· To follow- up with the Supervisor to schedule the next supervision if you miss an appointment.

· To not obtain any other individual psychotherapy supervision concurrently for this case.  Group, peer and cultural supervision may, however, run concurrently, with agreement of the supervisor.  



4.4 Clinical Documentation 

· To record notes into the client’s clinical files for all clinical interactions. All entries should include statements concerning facts of the history, mental state, management and risk management. 

· To supply the supervisor with copies of notes made in the clinical file on a two- monthly basis.

· To give the supervisor the opportunity to view all other written communication i.e. discharge summaries and letters to confirm they are satisfactory as professional communication.  

· To keep the clinical file up to date and to ensure that key working roles, including, for example ensuring treatment plans, HoNOS are completed three monthly.

· To provide regular (3 monthly minimum) letters to general practitioners. 

· Where appropriate, e.g. reflecting decisions taken, to record supervision sessions in the file. 



4.5 Therapy Notes & Session Recordings

· With patient permission, the trainee may keep separate notes including subjective impressions, personal reactions and interpretations. These often form the basis of much of supervision and may be useful when writing up the written case history. These notes must be de-identified and kept in a secure place as per DHB policies. They should be retained for the minimum legally required time, typically 7 years. 

· To document in the clinical file where these therapy notes can be accessed, noting they could be subpoenaed if required by a court of law. 

· To keep all recorded patient material securely as per DHB policy and to erase all recordings at the completion of the case if not beforehand.



4.6 Patient safety 

· To advise general practitioner and supervising psychiatrist if at any time the mental state deteriorates to a level requiring additional mental health interventions, or risk is deemed high.

· To advise psychotherapy supervisor if there is any threat to the therapeutic relationship or expressed patient dissatisfaction with therapy or failure to attend.   

· To facilitate formal discharge from services at end of therapy.



5.0 Emergency Consultation 



Communication that consultation is required on an emergency basis must be clearly communicated by the Supervisee. In the case of an emergency consultation, the Supervisor will endeavour to make telephonic consultation available within a 24-hour period at the very least. Thereafter, a face-to-face meeting can be arranged as required. 



6.0 Confidentiality  & Exceptions



Generally, all supervision content is confidential and the supervisor is not expected to report on the content. Exceptions to confidentiality are outlined below. 



Exceptions to confidentiality occur when there are significant concerns about competency, safety, ethics or fitness to practice.   The Supervisor will be obliged to bring serious concerns, which cannot be resolved to a satisfactory level within the supervision process itself, to the attention of the Director of Training (DOT) or their representative. The Supervisee will be informed prior to such action being taken, (see clauses of exceptions to confidentiality in ‘Supervision notes’ and ‘Breakdown of therapy). 



The Supervisor is accountable to report that supervision takes place regularly and will complete a brief report form as specified in Appendix A. The Supervisor is also obliged to raise any appropriate supervision matters with his/her own supervisor.



7.0 Dissatisfaction or Grievance Process



Dissatisfaction with the supervision process should be resolved within the supervisor-supervisee relationship in the first instance. Failing resolution within this context, then it should be brought to the attention of the Director of Training or their representative.  



Either party can terminate supervision, but if the contract is planned to be prematurely dissolved, the Director of Training or delegate should be informed. Where a serious dispute exists, the DOT or delegate may call for disclosure of the supervision contents. 



Appendix 1 

		Supervision Log
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Education Training Policy and Procedure 


Psychotherapy Written Case 


Authorising Committee/ Department:  Education Committee  


Responsible Committee/ Department:  Education Committee 


Document Code:  
POL PRC EDT-TRN Psychotherapy Written Case Education Training 
Procedure (11.1) 


 


Policy on Psychotherapy Written Case 


This policy sets out the requirements of the Psychotherapy Written Case, which trainees must 
successfully complete in order to be eligible for Fellowship. 


 


Policy statement 


The successful completion of a Psychotherapy Written Case is a requirement of the RANZCP Fellowship 
Program. This summative assessment comprises at least 40 sessions of therapy provision together with 
a related written case report, which are designed to help trainees meet the Fellowship Competencies, 
particularly in the CanMEDS framework roles of Medical Expert, Communicator and Professional. 


 


Purpose  


This policy and procedure sets out the requirements of the Psychotherapy Written Case and the 
expectations and high-level operational activities for its satisfactory completion as a mandatory 
component of training under the RANZCP Fellowship Regulations 2012. 


The general purpose of the Psychotherapy Written Case is: 


• for the trainee to demonstrate understanding of and ability to apply psychodynamic principles 
in the psychological treatment of a patient 


• for the trainee to demonstrate understanding that symptoms, behaviours, and motivations 
often have complex meanings that may not be readily apparent 


• to assess the trainee’s ability to communicate their assessment, formulation and 
management of a person with psychiatric problems in written professional English 


• to provide trainees with an opportunity to demonstrate their capacity to reflect on their clinical 
involvement with a patient, the contribution of supervision and on their role as part of the 
broader mental health system. 


The skills involved in preparing the formal psychiatric report are an integral aspect of a psychiatrist’s 
expertise, necessary in communicating with referring doctors or in constructing medico-legal opinions. 


This assessment will contribute to the trainee’s ability to meet the Fellowship Competencies, particularly 
in the CanMEDS Framework role of Medical Expert, Communicator and Professional.  


 


Policy details 


1. Requirements of the Psychotherapy Written Case 


The Psychotherapy Written Case assessment includes both the provision of psychotherapy and the 
writing and submission of a case report. 


1.1 Standard 







 


11.1 Psychotherapy Written Case Education Training Policy & Procedure v.3.7 Page 2 of 22 


The Psychotherapy Written Case will be assessed at the standard expected at the end of Stage 3 
(as described by the assessment domains).  


Trainees may begin the psychotherapy in Stage 1. The competence of the trainee as a therapist 
is not the major focus of the assessment. The trainee is expected to maturely reflect on all 
aspects of the therapy (integrating theoretical and clinical knowledge) at the standard expected at 
the end of stage 3 in the written report. 


 


1.2 Learning goals 


The learning goals of the Psychotherapy Written Case are to develop the trainee’s ability to: 


o conduct psychological therapy 


o acquire knowledge of psychotherapeutic principles and practices 


o integrate psychiatric/medical and psychotherapeutic perspectives in the practice of 
medical psychotherapy 


o integrate theoretical and clinical knowledge 


o formulate a case where psychodynamic factors are prominent 


o communicate in professional English to the standard of a formal report, which implies 
attention to grammar, spelling and lack of repetitiveness 


o organise data and present it in a written report in a logical and coherent manner (with 
appropriate attention to the structure to promote reader understanding) 


o capture and convey the essence of the patient together with the essence of the 
therapeutic relationship 


o reflect and identify the nature of the engagement between the therapist (the trainee) 
and the patient 


o reflect on the role of, and relationship with, the psychotherapy supervisor. 


 


2. The psychotherapy 


In order to successfully complete the Psychotherapy Written Case, trainees must treat a person, 
under supervision, using therapy informed by psychodynamic principles for at least 40 sessions 
(each session lasting approximately 1 hour). The psychotherapy should last for at least 6–12 months 
with at least one session weekly to achieve the necessary experience for the demonstration and 
discussion of the required psychotherapeutic principles and practices.  


In many instances, more than the minimum 40 sessions will be needed to achieve the goals of the 
Psychotherapy Written Case and the therapy may continue beyond 40 sessions and/or the time of 
writing up the case. This decision should be made in discussion with the patient, psychotherapy and 
psychiatrist supervisor(s) (where different) with regard to the patient’s needs. 


All requirements of this policy and procedure must be adhered to throughout the entire 
psychotherapy, including any sessions in excess of the minimum 40. 


 


2.1 Knowledge, skills and attitudes gained through the therapy 


Trainee competence in conducting therapy over 40 or more sessions is demonstrated through 
the knowledge, skills and attitudes gained.  


The competencies to be gained might broadly be expected to include, but are not limited to, the 
following: 


Knowledge 
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o Acquiring knowledge of psychotherapeutic principles and practices.  


o Understanding that symptoms, behaviours and motivations often have complex 
meanings. 


o Understanding the impact of life cycle issues. 


o The indications and contraindications for psychodynamically informed therapy. 


Skills 


o Ability to build and monitor a therapeutic alliance (over a longer term than is often 
possible in usual trainee rotations) including managing disruptions and problems. 


o Ability to engage a patient in exploring life history in-depth, including relationships, 
fears, traumas and losses.  


o Ability to create and maintain a safe therapeutic environment for the patient. 


o Ability to refine and improve on listening and empathy skills. 


o Ability to use self-reflection, clarification and interpretation to enhance progress of 
treatment. 


o Ability to manage both the early assessment and the termination phases. 


o Ability to make use of ongoing supervision. 


Attitudes 


o Empathic, respectful, open, collaborative attitude and ability to tolerate ambiguity. 


o Sensitive to sociocultural issues that arise during therapy. 


o Ability to display confidence in the psychodynamic process. 


o Genuine. 


o Non-judgmental. 


o Patient-centred. 


o Professional (for example, privacy and confidentiality, attend sessions in timely 
manner, arrange follow up, manage interruptions). 


o Ethical (for example, maintenance of appropriate therapy notes, informed consent, 
appropriate boundary maintenance). 


 


3. Supervision 


All psychotherapy supervisors must be accredited by the Branch Training Committee (BTC) and be 
appropriately skilled and experienced to supervise psychotherapy.  


 


3.1 Supervision during the psychotherapy 


The process of supervision must begin before therapy actually starts. The psychotherapy 
supervisor must be involved in the selection of a patient, who must be suitable for (at least) 40 
sessions of psychotherapy. 


As outlined in point 6, trainees must participate in three formative Psychotherapy Case 
Discussions with their psychotherapy supervisor during the therapy process. 


In addition to their three formative Psychotherapy Case Discussions, trainees must have regular 
supervision sessions with their psychotherapy supervisor to allow mutual examination of both the 
psychotherapy process and the contributions of the trainee and the patient to this process. 
Individual supervision on a weekly basis is ideal. If this is not possible, supervision should be at 
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least fortnightly. Group supervision can be used as an alternative to individual supervision as 
long as each trainee involved takes part in all discussions. In relation to group supervision, the 
following criteria should be met: 


o groups should not exceed 5 trainees 


o meetings should be ideally weekly or at least fortnightly 


o meetings should be 1 – 2 hours 


o each trainee’s case should be discussed at least at every second session. 


It is the trainee’s responsibility to provide regular communication of progress and significant 
developments in the psychotherapy of the patient to the psychotherapy supervisor (and 
psychiatrist supervisor where different). 


 


3.2 Supervisor requirements 


The psychotherapy supervisor is required to: 


o supervise the trainee’s clinical care of the patient within the clinical governance 
structure of the health facility 


▪ However, if the psychotherapy supervisor: 


• is not a psychiatrist; or 


• does not work for the health facility which with the patient is registered; 
or 


• is accessed via telephone or videoconference; 


then the trainee must ensure that their clinical care of the patient is supervised 
by a College-accredited psychiatrist supervisor who has oversight and clinical 
governance of the patient’s treatment in the health facility with which the 
patient is registered. 


▪ It is recommended that there is communication between the psychiatrist 
supervisor and psychotherapy supervisor at the start of therapy and if/when 
the trainee transfers to another service to delineate the extent of responsibility 
or co-management (if any), of the patient. 


o engage in three formative Psychotherapy Case Discussions with the trainee during 
the course of psychotherapy as outlined in point 6 and in the Psychotherapy Case 
Discussion Protocol 


o attest that the Psychotherapy Written Case accurately reflects the presentation of the 
patient and the management as carried out by the trainee 


o view all related written communication, for example, discharge summaries, and 
confirm they are satisfactory as professional communication. 


The psychotherapy supervisor must confirm the above by signing the Psychotherapy Written 
Case Submission Form. 


The psychotherapy supervisor must be familiar with the style and content requirements of the 
written case report. 


 


3.3 Psychotherapy supervision via telephone or videoconference 


A trainee who is unable to access a local psychotherapy supervisor in person may access an 
accredited psychotherapy supervisor via telephone or videoconference. Psychotherapy 
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supervision must fulfil the requirements as per points 3.1 and 3.2 above, whether conducted in 
person or via telephone or videoconference systems.  


A trainee who has arranged access to a psychotherapy supervisor via telephone or 
videoconference must apply for prospective approval from their DOT. Approval for psychotherapy 
supervision via telephone or videoconference will be determined on a case-by-case basis with 
consideration of the accessibility and availability of local psychotherapy supervision, in addition to 
supporting documentation provided by the trainee and/or potential psychotherapy supervisor. If 
approval is granted, it must be documented by the DOT in writing prior to the commencement of 
the psychotherapy and the trainee must submit this documentation to the College head office 
attached to their Psychotherapy Written Case Submission Form.  


o A trainee who has been supervised via telephone or videoconference would be 
expected to address issues around this form of psychotherapy supervision in the case 
report as part of the ‘Supervision’ assessment domain. 


 


4.  Selection of patient 


Any psychotherapy patient seen by a trainee must be managed with appropriate clinical governance 
arrangements in place and registered as an open case at an appropriate health facility linked to an 
accredited training program. The trainee should be in a training post in the same location; however, 
this may not be possible due to trainee or patient movement over the course of treatment. 


• A trainee who is treating a patient who is registered with a different health facility than the one 
through which the trainee is employed must discuss the clinical governance arrangements 
with their supervisor and DOT. Trainees must ensure that they receive documented approval 
for the continuation of treatment by the health facility with which the patient is registered. 
Trainees should also ensure that indemnity arrangements with the facility remain in place.    


A psychotherapy patient must not have already undertaken 40 sessions of psychotherapy with a 
trainee which resulted in the submission of the Psychotherapy Written Case.  


The psychotherapy supervisor must be involved in the selection of a patient, who must be suitable 
for (at least) 40 sessions of psychotherapy. 


If a trainee is unsure as to whether the selected patient is a suitable choice for the Psychotherapy 
Written Case, their DOT should be included in discussions with their psychotherapy supervisor. A 
trainee who has further questions can contact the CFT via the Training Department at the College 
head office. 


 


4.1 Patient consent form 


Trainees must obtain consent from their patient and have the prescribed Patient Consent Form 
signed before therapy begins.  


o Trainees who select a child or adolescent patient must obtain consent from patient’s 
legal guardian before therapy begins in the first instance. Trainees must also take into 
consideration the legal requirements in relation to treatment of minors. 


o In the case of multiple supervisors (if the trainee’s accredited psychotherapy 
supervisor and accredited psychiatrist supervisor are different people), valid consent 
should include informing the patient of the roles of both supervisors and clarifying the 
clinical governance arrangements. 


o A trainee who has received prospective approval from their DOT to conduct a portion 
of the psychotherapy sessions via videoconference must obtain specific consent from 
the patient for videoconference sessions, in line with Appendix 1. 


The Patient Consent Form is to be sighted and confirmed on the Psychotherapy Written Case 
Submission Form by the trainee’s psychotherapy supervisor. 
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The trainee is responsible for the safe-keeping of the Patient Consent Form as per local record 
management policies, which usually require documentation of the patient’s consent to be filed in 
the patient’s formal case file held at the health facility. A copy of the Patient Consent Form should 
also be kept by the trainee.  


Additionally, all legal and ethical consents required by the relevant health facility should be 
addressed by the trainee. 


 


4.2 Use of a child or adolescent patient 


While there is no restriction on selecting a child or adolescent patient for the Psychotherapy 
Written Case, the marking requirements can be very difficult to fulfil when the patient is a very 
young child because of the need to tailor the therapeutic relationship to the appropriate stage of 
the child’s development and the level of sophistication required to describe the psychotherapy 
process.  


Trainees who have selected a child or adolescent patient should reflect age appropriate 
considerations in their assessment and management of the patient (see the ‘assessment’ and 
‘management plan’ assessment domains outlined in point 10). 


 


4.3 Requests to conduct psychotherapy sessions via videoconference (Refer to 
Appendix 1) 


While the value and role of communication technology in psychotherapy is acknowledged, the 
use of videoconference facilities is may not always be appropriate for the initial stage of learning 
psychotherapy, where therapeutic alliance and management of risk are being learnt and framed.  


However, trainees may apply to their Director of Training (DOT) for approval to conduct a portion 
of the psychotherapy sessions via videoconference.  Applications must be prospective and must 
be made in writing and submitted to the DOT.   


It is expected that the first five sessions are completed face to face to establish the therapeutic 
frame and relationship. Applications to complete any of the first five sessions via videoconference 
must be made to the DOT and provide justification as to why the sessions need to be undertaken 
by videoconference. The DOT will review and can approve such an application if there is a 
justifiable reason to conduct the sessions by videoconference. The DOT may refer the application 
to Branch Training Committee (BTC) or New Zealand Training Committee (NZTC), if required .  


Trainees should include supporting documentation from their psychotherapy supervisor with their 
requests and must address the mitigating circumstances, the impact on the therapeutic 
relationship and the anticipated number of sessions that would be conducted via these means, as 
well as the other requirements set out in Appendix 1.  


The DOT will consider these requests for approval on a case-by-case basis. The DOT may refer 
an application to the Branch Training Committee or New Zealand Training Committee in cases 
where a decision cannot be reached.  


Trainees must seek prospective approval for sessions to be conducted via videoconference even 
when they are in addition to the minimum 40 sessions of psychotherapy. 


If approval is granted, the trainee must submit the documentation provided by the DOT to the 
College head office attached to their Psychotherapy Written Case Submission Form. 


Applications to conduct psychotherapy via telephone can be considered in exceptional 
circumstances only as telephone does not allow for the visual cues necessary in learning 
psychotherapy.  


Approval to conduct psychotherapy via telephone for a maximum of five sessions can be 
considered by the DOT. Applications for greater than a total of five sessions via telephone must 
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be submitted to the Committee for Training and detail the exceptional circumstances and have 
the support of the Psychotherapy supervisor.   


 


5. Provision of therapy 


The trainee must be the sole therapist/practitioner of psychological intervention for the case. 


The psychotherapy will generally be undertaken while the trainee is in a College-accredited training 
post due to the clinical supervision required (i.e. not while a trainee is on an approved break in 
training or has otherwise interrupted their training). Any variation will require prospective approval by 
the CFT. Applications must be made in writing and submitted via the Training Department at the 
College head office. 


The patient should be seen in appropriate office facilities within normal working hours, for both 
trainee and patient safety.   


The patient needs to be aware of how to access emergency or after-hours support. This information 
should be clearly documented. 


 


5.1 Documentation 


The trainee must make an entry in the health facility case notes for each attendance by the 
patient. Such entries should contain statements of facts concerning the history and management 
of the psychotherapy patient, including risk management. Whilst seeing a patient for 
psychotherapy treatment, the trainee is responsible for keeping this clinical file up to date with 
progress notes, medication details and risk assessment accurately recorded. Upon termination of 
the therapy with the trainee, the details of follow-up arrangements for care should be clearly 
documented in the health facility case notes. 


5.1.1 Separate training notes 


In addition to the health facility record, trainees may, with the permission of the patient and 
the facility involved, keep separate notes or audiotapes for training purposes on their 
sessions with their psychotherapy patients to discuss with their psychotherapy supervisor.   


These training notes may contain the trainee’s subjective impressions and interpretations of 
their patient. In practice, most psychodynamic psychotherapy treatment under supervision 
occurs with the use of this separate set of training notes. The training notes are also used for 
reference in writing up psychotherapy cases in training. The notes must be de-identified and 
kept in a secure place. These notes should not replicate or be a substitute for good clinical 
notes and records, which would form part of the patient’s clinical file. 


The trainee should document in the health facility case file where these training notes can be 
accessed. The trainee and patient need to be aware that, although these training notes 
belong to the trainee, these notes could also be accessed by the patient in some 
circumstances and/or subpoenaed if required by a court of law. They should be retained and 
not destroyed for the legally required time period in the jurisdiction in which the trainee 
operates, which in most cases will be 7 years. 


 


5.2 Break in therapy 


A Break in therapy of six or more consecutive weeks is not permitted. In exceptional 
circumstances, where a break in therapy is unavoidable, an application must be made to the CFT 
for approval. This application must be made prospectively. Where this is not possible, for 
example due to misadventure or illness, application must be made as soon as practicable. 
Support from the psychotherapy supervisor and local BTC/delegated body of the NZTC should 
be provided as part of the application. Should approval be granted, the trainee should reflect on 
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and explain the effect of the extended break on the conduct of therapy and the effect, if any, it 
had on the progress of therapy.  


Correspondence from the CFT must be provided when submitting the case for marking.  


  


6. Formative assessment – Psychotherapy Case Discussion 


During the psychotherapy process, trainees must participate in three formative Psychotherapy Case 
Discussions about the patient whose therapy will be written up for assessment purposes with their 
psychotherapy supervisor to encourage reflection on the patient’s treatment progress and to provide 
opportunities for qualitative feedback. 


The Psychotherapy Case Discussions should occur during the early, middle and late phases of the 
psychotherapy and should focus on pivotal points or milestones in the therapy process (such as 
case selection, formulation and termination) as these points are critical to meeting the standard for 
the written case report, or on treatment dilemmas and/or emerging issues (such as gift giving, erotic 
transference, boundary issues, etc.). 


For each Psychotherapy Case Discussion, the Psychotherapy Case Discussion Form will be 
completed by the supervisor, together with the trainee. Trainees must retain the three completed 
forms and submit them to the Case History Subcommittee via the College head office with their 
written case report. 


Guidance on Psychotherapy Case Discussions can be found in the Psychotherapy Case Discussion 
Protocol available on the Psychotherapy Written Case page of the College website. 


Note: the Psychotherapy Case Discussion is a different assessment with different requirements to 
the Case-based Discussion (CbD) Workplace-based Assessment (WBA) used throughout training. 


7. Termination 


Termination of therapy should be planned by the trainee with the patient and supervisor(s), and 
should be managed to avoid an abrupt end to treatment and with regard to the patient’s needs. The 
patient should be given clear details of the follow-up arrangements for care following termination of 
therapy with the trainee. These details should be clearly communicated with all members of the 
treating team, and clearly documented in the case notes of the health facility with which the patient 
is registered. 


 


7.1 Termination prior to 40 sessions 


There may be unusual and exceptional cases where therapy is terminated just before the 
planned 40 sessions. Trainees must submit a request to waive the 40 session requirement to the 
CFT via the College head office. Trainees should include supporting documentation from their 
psychotherapy supervisor and/or DOT with their requests. The CFT will consider these requests 
on a case-by-case basis.  


 


8. The written case 


Trainees must write and submit a case report that details their assessment and subsequent 
management of a person through the use of psychological methods over at least 40 sessions. This 
written report forms the summative assessment component of the Psychotherapy Written Case. 


The Psychotherapy Written Case must be a formal report. 


 


8.1 Length 
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The Psychotherapy Written Case must be 8000–10,000 words in length. The word count 
commences from the start of the case (introduction/demographics/synopsis) through to the end of 
the case (discussion/conclusion). 


Written cases found to be outside the prescribed range will be returned by the College unmarked. 


The total word count must appear on the cover page. 


The word count will include: all headings, footnotes, and appendices.  


o Explanatory footnotes are not to be included in the reference list; rather they must 
occur at the appropriate point in the text and be included in the word count. 


The word count will exclude: the de-identification disclaimer, cover sheet (which should include 
the de-identification disclaimer), index/table of contents and references/bibliography. Figures and 
diagrams are also excluded from the word count.  


Trainees are advised to include their references in a separate reference list/bibliography at the 
end of the report and to use superscript numbers in the body of the case, as these can be 
excluded from the word count.  


 


8.2 De-identification and confidentiality 


All data which could potentially identify the patient must be removed from the case report, 
including from all appendices and acknowledgments. 


As part of de-identification, the name of the trainee submitting the case must not appear 
anywhere within the text of the case report (nor the name of any College Fellow or other staff 
involved in any aspect of the case).  


The first time a pseudonym is used, it must have an asterisk (*) after it, indicating that it is a 
pseudonym. Each case report must contain a de-identification disclaimer (and statement 
concerning the use of asterisks) on the cover sheet, stating that all data identifying the patient 
has been removed.  


It is not sufficient to simply use a pseudonym for patients, their families and the submitting 
trainee. The following must also be de-identified: 


o locations, including the patient’s city/town of residence 


o names of mental health services, hospitals and hospital units 


o dates of admission 


o names of College Fellows, supervisors, other staff and trainees 


o identifying data included with X-rays, children’s drawings, copies of letters and/or 
other information included with the case report including any appendices or 
attachments. 


Where individually relevant, the country of origin and occupation of the patient must also be 
modified, that is, where circumstances are so unique or unusual as to allow easy identification. 


o Trainees are strongly advised to avoid high-profile cases. 


o It is recognised that at times altering ethnicity, country of origin, occupation or a 
significant identifying aspect of the patient, or the respective genders of the trainee 
and/or patient, can potentially detract from the richness and essence of the case. 
Trainees are advised to seek their supervisor’s input to determine whether such 
alterations are necessary to avoid potential breaches of patient confidentiality and to 
refer to principle four of the RANZCP Code of Ethics. The trainee should document 
this rationale in their case. 


The de-identification disclaimer is not included in the word count. 
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8.2.1 Failure for identification 


Case reports that include data which, in the opinion of the examiner, leads to the 
identification of the patient or the trainee, will be returned to the trainee as failed.  


A case that has been failed on these grounds will not be marked and the only feedback the 
trainee will receive will appear in the ‘De-identification’ section of the Psychotherapy Written 
Case marking sheet. (On the next submission, a new Psychotherapy Written Case 
Submission Form and fee will be required.)  


8.2.2 Examples of de-identification disclaimers 


‘In accordance with Psychotherapy Written Case Policy and Procedure (11.1), all data which 
could potentially identify the patient, their family and other individuals has been removed 
from this case report. The locations, names of hospitals, supervisors and dates of 
assessment have been modified and replaced with a pseudonym marked by an asterisk (e.g. 
Jane*) the first time they appear in the text.’ 


‘Pseudonyms are used for all names in this case report and are marked with an asterisk (e.g. 
Jane*). All data that could potentially identify the patient has been removed from this case to 
ensure confidentiality.’ 


8.2.3 Proofreading following de-identification 


Trainees are reminded to carefully proofread their case report following de-identification. 
Inconsistent ages, dates or names make it difficult to understand the timeline of events within 
the case and can distract from the true essence of the case. 


8.3 Presentation 


If the examiners are of the opinion that the case does not meet the standard of a formal report, it 
will be failed. 


Trainees should present their written case report according to the following requirements: 


a) The case report is well presented with a clear layout. 


o Professional English is used with appropriate spelling and grammar. 


o The font must be 12 point font. 


o The font used is to be consistent throughout the case, for example Arial or Times New 
Roman. 


o The report must be double-spaced. 


o Pages must be numbered and should be printed double sided when possible. 


b) The data is organised and presented in a logical and coherent manner. 


c) All references cited in the text are listed at the end of the report in an accepted reference 
style that uses superscript numbers in the body of the case, e.g. Vancouver style. (This is to 
ensure the word count can be verified). 


d) The report has been carefully proofread (by supervisor and/or third party, as well as by the 
trainee). 


o It is recommended that trainees seek advice in relation to the style of expression, use 
of language, structure and organisation of content, which could be provided by a 
colleague or a professional editor. In relation to the specific clinical content/clarity of 
clinical concepts, trainees should consult their supervisor or another clinician. 


o Trainees are reminded that they are required to submit work that is their own 
independent undertaking. The Case History Subcommittee encourages and supports 
the formative process that occurs when trainees and supervisors/Directors of Training 
review draft case submissions. Careful proofreading by a third party is recommended; 
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however, for a professional editor or supervisor/Director of Training to substantially 
modify the content of the case report would be considered unauthorised collaboration. 


o Trainees are reminded to adhere to the de-identification and confidentiality 
requirements for the case report before seeking advice from a third party 
non-clinician. 


e) Each case report must be bound securely, for example, spiral binding. Cases that are not 
bound securely will be returned unmarked. 


o The Psychotherapy Written Case Submission Form is not to be bound within the case. 


o Stapling, the use of bulldog clips, paper clips, ringed binders or tube or metal file 
fasteners, (i.e.: no hole punching) are insufficient. 


 


9. Submission of the Psychotherapy Written Case 


Trainees must be actively training or on an approved break in training in order to be eligible to 
submit their Psychotherapy Written Case. Trainees who have interrupted their training without 
approval for a break in training are considered to be not in training as per the Leave and 
Interruptions to Training Policy (23.1), and are not eligible to complete or submit their Psychotherapy 
Written Case during that time. A trainee’s status will be assessed in line with the relevant final 
submission date as per the published examination timetable.  


Trainees must submit their Psychotherapy Written Case to the Case History Subcommittee via the 
College head office. The Psychotherapy Written Case may be submitted at any time; however, the 
Case History Subcommittee will mark cases and release results in designated time periods with the 
final submission dates specified on the College website. The Case History Subcommittee will 
delegate the marking of individual cases to suitably experienced Fellows. 


When submitting a Psychotherapy Written Case, trainees must complete the Psychotherapy Written 
Case Submission Form, together with their case history, three completed Psychotherapy Case 
Discussion Forms, a hard copy of their current medical registration and the prescribed fee to the 
College by 5pm, Melbourne time on the published submission date. Applications will not be 
accepted via any other method. 


• Submissions received after the submission date will not be accepted under any 
circumstances and will be held over until the next submission date; however, submissions 
that are postmarked before submission closing will be accepted. 


• Case reports will not be processed without the electronic copy, payment or signed 
Psychotherapy Case Discussion Forms and Psychotherapy Written Case Submission Form. 
In these instances, the case report will be returned by the College unmarked. 


• The trainee’s name is not to appear anywhere on the case. The trainee’s name must only be 
recorded on the Psychotherapy Written Case Submission Form. Cases found to have the 
trainee’s name on them will be returned unmarked by the College; however, the College is 
not responsible for ensuring the return of identifiable case reports before they are sent to the 
examiners. 


Note: If within the text of the case report, there is data which in the opinion of the examiner 
might identify the trainee, it will be returned to the trainee as failed as outlined in point 8.2.1. 


Trainees who are applying for special consideration should follow the overarching requirements of 
the Special Consideration Policy (18.2). 


 


9.1 Electronic copy 


A Microsoft Word version (not PDF) of the Psychotherapy Written Case must be submitted via 
email to cases@ranzcp.org.. It is the trainee’s responsibility to ensure files are correctly saved to 



mailto:cases@ranzcp.org
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the disc. Applications without correctly saved files will be considered incomplete and will not be 
accepted.  


o The word count stated by the trainee on the Psychotherapy Written Case Submission 
Form will be verified. 


o The case report should be saved as one file, not as separate files (cover page, table 
of contents, case, and references). 


 


9.2 Trainee submissions related to targeted learning 


Trainees who are undertaking or have undertaken targeted learning relevant to the 
Psychotherapy Written Case must comply with the Targeted Learning Policy and Procedure (6.2). 
A brief reference to the requirements follows; however, applicants are responsible for being 
aware of all requirements of the Targeted Learning Policy and Procedure. 


A targeted learning plan should be reviewed by the trainee, DOT and supervisor (where relevant) 
prior to the trainee submitting or re-submitting a Psychotherapy Written Case.  


A trainee who is required to undertake progression-based targeted learning (for not passing the 
Psychotherapy Written Case by the targeted learning deadline on the Trainee Progress 
Trajectory) remains eligible to submit their case.  


A trainee who is required to undertake assessment-based targeted learning (for two failures of 
the Psychotherapy Written Case) will be eligible to re-attempt once they submit the 
Commencement of Targeted Learning Form to the College Training Department. A trainee’s re-
submission will not be accepted if the College does not have notification that the trainee has 
commenced targeted learning by the final submission date.  


 


9.3 Trainee submissions related to training review  


Trainees required to submit a Training Review application for the Psychotherapy Written Case 
are not eligible to apply for further attempts at the Psychotherapy Written Case unless a Training 
Review outcome is received and provides the trainee with further attempts or time to complete 
the Psychotherapy Written Case.  


 


 


10. Summative assessment domains 


The following domains summarise key elements that should be addressed in the written report 
and that will be assessed (see the Psychotherapy Written Case marking sheet for further 
guidance).  Whilst each domain is required to be covered and the case is marked accordingly, 
the relative importance of material and hence content will vary according to the case. 


 


10.1 Assessment (including mental state examination and initial formulation) 


o A thorough, comprehensive and detailed psychiatric history in the standard format 
including discussion of the referral, history of presenting complaint, past psychiatric 
history, as relevant. 


o Detailed personal and developmental histories in order to substantiate the 
psychological formulation and management plan proposed. 


o A thorough and comprehensive mental state examination with emphasis tailored to 
the person. The emphasis should be upon those aspects of mental status that are 
meaningful to the process of psychotherapy while giving a level of detail in other 
areas of mental status appropriate to the circumstances. 
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o Consideration of the physical health of the person is expected, although it is 
acknowledged that this task may have been undertaken by the general practitioner. 


o The issues around the collection of any further information including physical 
investigations. 


o An initial formulation should demonstrate the trainee’s understanding of why this 
person presented with this illness at this time, rather than merely an explanation of 
the illness. Careful attention should be paid to include significant organic 
factors/illness 


o A diagnosis and differential diagnosis using a recognised classificatory system  


The above criteria will be assessed at the proficient standard as the competence of the trainee as 
a therapist is not the major focus of the assessment (see point 1.1). The below criteria (and all 
further domains) will be assessed at the standard expected at the end of stage 3.This distinction 
is set out in the Psychotherapy Written Case marking sheet. 


o Sophisticated understanding of the immediate and long-term risks of the individual 
that include considerations of history and mental state examination and the impact of 
treatment. 


o Reflection of components of the assessment including any gaps in the information 
obtained, mental state examination and diagnostic conclusions. 


Trainees who choose a child or adolescent case are reminded to reflect age appropriate 
considerations in their assessment of the patient. 


 


10.2 Management plan 


o The management plan is clearly informed by the formulation and considers all of the 
relevant biological, psychological, social, spiritual and cultural issues. 


o If other health professionals are involved, for example as case managers or 
medication prescribers, this should be detailed and the issues around this fully 
explored and discussed. This may be particularly pertinent when there are significant 
organic factors/illnesses. 


o Justification of the psychological therapeutic model used. This should include a 
discussion of the way in which therapy was negotiated with the patient, other 
modalities that were considered and the reasons for their rejection, potential risks of 
therapy, goals and expectations of the patient and the therapist, awareness of any 
limitations of the model used and the suitability of the type of therapy for the patient. 


o Hypotheses are provided regarding the potential difficulties with the therapeutic 
alliance and barriers to psychotherapy, including potential problems arising during 
care. 


Trainees who choose a child or adolescent case are reminded to reflect age appropriate 
considerations in their management of the patient. 


 


10.3 Clinical progress 


o A review of the process of psychotherapy with a clear description of the psychological 
processes that were observed and experienced. These should be explained using a 
theoretical concept appropriate to the therapeutic style employed. 


o Discussion of the relationship between the patient and the trainee, as therapist, with 
regard to the therapeutic model being used. 


o Evidence of the trainee’s self-awareness, capacity for reflection and appropriate self-
criticism, awareness of limitations to expertise and appropriate seeking of support. 
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o A summary of the therapy. There is no single method for describing a course of 
therapy; however, the capacity to prioritise and identify the key episodes in the 
therapy should be demonstrated. 


o Discussion of termination, either actual or anticipated. This should include how 
termination was explained to and negotiated with the patient. If relevant, comment on 
the appropriateness of termination of therapy. 


o Issues of boundaries and ethical dilemmas are identified and responded to. 


o The language used is technically sophisticated and psychological terms are not mis-
used. 


o If the use of videoconference for a number of psychotherapy sessions was approved, 
there should be a discussion of the use of this technology and any effect that it may 
have had on the therapy. 


 


 


 


10.4 Reformulation 


o A sophisticated psychological formulation that reflects increased understanding of the 
person as a result of the therapy. The extent and complexity of the reformulation will 
vary with the psychotherapy modality used. The trainee should reflect on the extent 
and nature of the changes from initial formulation. The reformulation should include 
vulnerability and resilience factors.  


 


10.5 Supervision 


o Description of the role of the psychotherapy supervisor in the trainee’s learning, 
including the supervisor’s role in the examination of the psychotherapy process and 
the contributions of the trainee and patient to this process. 


o If the psychotherapy supervisor was not the consultant psychiatrist involved with the 
patient, the role of both the consultant psychiatrist and the supervisor should be 
described. 


o Critically appraises components of the supervisory relationship, the limitations of the 
supervisory process and reflects on the learnings for their own general supervision 
practice. (The competence of the trainee as a psychotherapy supervisor is not the 
focus of this criterion.) 


o If the psychotherapy supervision was provided as group supervision and/or via 
telephone or videoconference, any effects of this type of supervision should be 
described. 


 


10.6 Communication/liaison 


o Outline of communication with other professionals who are or will be working with the 
person undergoing therapy. 


o Discussion of issues that may arise with respect to the therapy and therapeutic 
relationship as a result of communication with other professionals. 


 


10.7 Discussion 


o Evaluation of the therapy and its significance for the person. 
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o Reflection on the mode of therapy undertaken and its appropriateness and usefulness 
for the person. The reflection should place the therapy in the context of the theory 
underpinning the model of therapy. 


o The discussion should be reflective and, as appropriate, critical of the existing 
theoretical knowledge and model of therapy.  


o Demonstration of the trainee’s learning as a result of the therapeutic experience with 
the person. 


 


11. Assessment marking 


The Psychotherapy Written Case will be assessed to the standard expected at the end of stage 3 
(as described by the assessment domains) regardless of when it is submitted. Case reports are 
marked as pass or fail. 


To achieve a pass in the Psychotherapy Written Case, trainees must meet the de-identification, 
presentation requirements detailed in points 8.2 and 8.3 and achieve a ‘satisfactory’ grade in all 
aspects of the marking domains detailed above.  


A mark of ‘not satisfactory’ or ‘no’ in any domain will result in the case being failed.  


Trainees will be notified by email of the result of their Psychotherapy Written Case submission. 
Trainees can also obtain their results from the College website using their RANZCP ID number. 


• Trainees who have monies outstanding to the College at the time of submission will not have 
their Psychotherapy Written Case results released to them until all outstanding monies are 
cleared. 


 


11.1 Determination of a failed case report 


In the event that a case report is failed by an examiner, a second examiner will review the case. If 
the second examiner also fails the case then the trainee is informed that the case report has 
failed. Should there not be a consensus; the case report is referred to the Chair, Case History 
Subcommittee for a final determination.  


 


11.2 Failed Psychotherapy Written Case 


Trainees will receive a copy of the Psychotherapy Written Case marking sheet, indicating which 
domains were not satisfactory, and written feedback. Failed case reports are retained on file with 
a copy of the feedback provided to the trainee. 


Written feedback will indicate general areas requiring revision; however, this is not intended to be 
a detailed critique or step-by-step guide to rectify the case and other areas may need attention. 
Where the fail is a result of problems with de-identification, no feedback will be provided on the 
body of the case report. 


o The following disclaimer will appear on the bottom of each page of feedback: 


This feedback is provided for educational purposes only and is not a basis for appeal. 
All submitted case reports have been marked according to the domains detailed in 
the attached Psychotherapy Written Case marking sheet. In some instances, an 
examiner has provided additional comments to highlight areas of the case requiring 
revision; however, this is not intended to be a step-by-step guide to rectify the case 
and other areas may need your consideration. You may amend the case report in 
light of these comments or submit a completely new case. It is noted that on some 
occasions other sections of the case will be substantially affected by the rewriting. 
Changes made will need to be reflected consistently throughout the case. On 
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resubmission, a case will be marked as a whole. In some instances, examiners may 
advise trainees that the failed case is unsuitable for resubmission. 


11.2.1 Submission following a failed Psychotherapy Written Case 


Trainees may submit an entirely new case or resubmit the same case revised according to 
the feedback provided. (In some instances, examiners may advise trainees that the failed 
case is unsuitable for resubmission.) 


o Trainees are reminded that feedback is a guide to the resubmission process. On 
resubmission, a case will be marked as a whole. 


o It is noted that on some occasions other sections of the case will be substantially 
affected by the rewriting. Changes made will need to be reflected consistently 
throughout the case. 


o Trainees must not change the initial sociodemographic and/or clinical data when they 
rewrite a case for resubmission. 


Cases are identified by the College as ‘First submission’, ‘Second submission’ and ‘Third 
submission’.  


o If a trainee resubmits a case for the first time (i.e. their ‘second submission’), the 
resubmission and all previous feedback are sent to the original examiner for marking. 


o If a trainee resubmits a case for the second time (i.e. their ‘third submission’), the 
resubmission and all previous feedback are sent to the Chair, Case History 
Subcommittee, for marking.  


o A trainee is not permitted to resubmit a case for a third time without approval from the 
CFE that it is acceptable for them to do so. Trainees must also have adhered to the 
overarching requirements of the Targeted Learning Policy and Procedure (6.2) and 
the Failure to Progress Policy (19.1). 


o The accompanying Psychotherapy Written Case Submission Form does not need to 
be signed by the trainee’s psychotherapy supervisor for a resubmission of the case. 


If a trainee elects to submit a new case, the examiner will not need to refer to earlier 
submissions. 


o A new Psychotherapy Written Case Submission Form (complete with psychotherapy 
supervisor’s signature) is required. 


11.2.2 Multiple failures of the Psychotherapy Written Case 


Trainees who fail the Psychotherapy Written Case twice must undertake assessment-based 
targeted learning as per the Policies and Procedures on Targeted Learning (6.2) and 
Progression through Training (6.1). 


Trainees who fail the Psychotherapy Written Case three times must submit a training review 
application to the CFT as to why they should be able to continue towards Fellowship as per 
the Failure to Progress Policy (19.1). 


 


12. Deadline 


Trainees must pass the Psychotherapy Written Case to be eligible for Fellowship. (See the 
Progression through Training Policy (6.1) for more information on submission deadlines.) 


The deadline for successfully completing the Psychotherapy Written Case is detailed in the Policy 
on Progression through Training (6.1). A brief reference to these requirements and those of the 
Policy on Failure to Progress (19.1) follow; however, trainees are responsible for knowing the 
requirements of these and other policies in full. 
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The Psychotherapy Written Case is expected to be attempted and passed by the time the trainee 
has completed 60 months’ full-time equivalent (FTE) accredited training. 


• Failure to do so will result in a requirement for the trainee to undertake progression-based 
targeted learning and may lead to a requirement for the trainee to submit a training review 
application to the CFT as to why they should be able to continue towards Fellowship. Further 
detail, including information on exceptional cases, can be found in the Policy and Procedure 
on Failure to Progress (19.1). 


 


13. Recognition of prior learning 


Trainees who have completed a psychotherapy experience that they believe to be equivalent may 
apply for recognition of prior learning (RPL) in relation to the Psychotherapy Written Case as 
outlined in the Recognition of Prior Learning Policy (14.1). As stated in that policy, RPL may be 
granted where it is confirmed that there is equivalency.  


• Trainees who receive an exemption from the 40 sessions due to RPL being granted but who 
do not receive RPL for the written case report are automatically exempted from the 
requirement to complete three formative case discussions. Proof of RPL for the 40 
psychotherapy sessions must be attached to the Psychotherapy Written Case Submission 
Form upon submission of the Psychotherapy Written Case. Without this proof, the 
Psychotherapy Written Case will be returned unmarked. Trainees in this circumstance must 
still include adequate and convincing discussion in their write up and demonstrate the 
required psychotherapeutic principles and practice. 


 


14. Reviews of decisions 


Any request by a trainee for review of a decision in relation to the Psychotherapy Written Case 
should follow the formal education review process. 


 


15. Monitoring, evaluation and review  


The Education Committee (EC) shall implement, monitor and review this policy and report on 
anomalies and issues as these arise. 


This policy will be reviewed biennially and updated as required. 


 


Associated Documents 


1. Regulation: 11.1 Psychotherapies Education Training Regulation  
 


2. Policy: 6.1 Progression through Training Education Training Policy  


19.1 Failure to Progress Education Training Policy 


12.1 Supervision Education Training Policy 


14.1 Recognition of Prior Learning Education Training Policy and Procedure 


6.2 Targeted Learning Education Training Policy and Procedure 


18.2 Special Consideration Education Training Policy 


 


3. Forms: Psychotherapy Case Discussion form 


Psychotherapy Written Case submission form 


Patient consent form 
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Psychotherapy Written Case marking sheet 


 


4. Other:  Example cover sheet and de-identification 


Psychotherapy Case Discussion protocol 
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for more than one psychotherapy written case.   


February 2024  NEXT REVIEW  
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APPENDIX 1 


Requirements for psychotherapy to be conducted via videoconference 


The minimum 40 sessions of psychotherapy leading toward the Psychotherapy Written Case should be 
conducted in person as this is important for the psychotherapy learning process. However, as stated in 
point 4.3, a trainee may submit an application to the DOT for prospective approval to conduct a portion 
of the psychotherapy sessions via videoconference and where the therapy frame and relationship have 
been established previously through face-to-face sessions. The DOT will consider the application for 
approval on a case-by-case basis. Applications to conduct the first five sessions of psychotherapy via 
videoconference must be considered by the BTC / NZTC.  


Trainees approved by the DOT to conduct a number of psychotherapy sessions via videoconference 
must continue to comply with all requirements of the Psychotherapy Written Case Policy and Procedure 
as well as the additional requirements below. 


Trainees must submit the Application to conduct psychotherapy session by videoconference form, with  
the completed declaration by their RANZCP psychotherapy supervisor. A trainee’s application should 
describe the mitigating circumstances, the number of sessions completed at the time of application and 
expected number to be completed via videoconference, a description of the established therapeutic 
relationship and any potential impacts of the change. The below additional requirements for 
psychotherapy conducted via videoconference should also be addressed in a trainee’s application. 


A. The patient must be registered as an open case at an appropriate health facility and managed 
with appropriate clinical governance, including the following: 


a. There must be consideration whether therapy conducted via videoconference is safe and 
clinically appropriate for the patient and documentation from the responsible clinician 
confirming this. 


b. There must be appropriate provisions in place to ensure both patient and trainee needs 
can be met before, during and after the sessions. 


i. There must be provision for a locally based healthcare professional to be 
immediately available for the patient to call on before, during and after the session 
as needed. 


ii. There must be crisis and emergency protocols in place to address safety issues 
with patients, including adequate support staff present at the remote site in order 
to safely care for the patient. 


c. The trainee and health services must document who has regulatory authority and any and 
all requirements (including those for liability insurance) that apply when practising in 
another jurisdiction (e.g. across state lines), with particular attention to the additional 
responsibility that might apply in mental health legislation. 


d. The trainee must have the approval of the health service at which they are employed, as 
well as the service where the patient is registered for the proposed arrangements. 
Furthermore, trainees should ensure that medical indemnity arrangements are in place. 


e. The health facilities should have standard operating procedures or protocols in place that 
specify administrative, clinical and technical requirements, among other factors, for 
therapy delivered by videoconference. 


B. Written patient consent (specific to conducting sessions via videoconference) must be obtained, 
including to the following: 


a. the potential limitations of therapy delivered by videoconference compared to face-to-face 
engagement 
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b. the identification of any other person who is to be present during a session; the patient’s 
specific consent must be obtained prior to the start of the session if another person is to 
be present 


c. the potential technical issues that may occur and/or interrupt a session, including audio or 
video delay, and the availability of technical support  


d. the potential limitations of IT security provided by third parties 


e. any ability of third party providers to record psychotherapy data 


f. whether the session can be video-recorded by the trainee and/or patient. 


g. any relevant cost ramifications, including any effect that the provision of therapy through 
this modality may have on the patient’s Medicare benefits or other relevant entitlements. 


C. The trainee must make entries into the relevant health facility’s case notes (the health facility with 
which the patient is registered). Documentation requirements include the following: 


a. Health facility case notes must be kept at the health facility with which the patient is 
registered. This may require that the health service has a process in place for securely 
storing electronic clinical notes or that the notes may need to be faxed or posted securely 
rather than emailed. Trainees should adhere to the process required by the health 
service. Trainees are responsible for ensuring that their case notes have been 
incorporated into the patient’s file at the health facility. 


b. The documentation must identify: 


i. that the session was conducted over videoconference 


ii. who was in attendance through the session 


iii. whether the reception or video link was adequate to make a clinical assessment 


iv. whether there were any technical difficulties that might have interfered with the 
ability to assess the patient.  


c. Training notes for the purpose of writing up the case must be kept securely as per policy 
point 5.1. 


D. The patient and trainee should both be located in appropriate facilities during the sessions, which 
should generally be conducted during normal working hours.  


E. In relation to privacy, the following must be fulfilled: 


a. Both locations must be designated as private for the duration of the session and no 
unauthorised access should be permitted. 


b. There must be assurances that the volume of the conversation is adjusted so that it 
cannot be heard by others and so that other noises do not disturb the session. 


F. In relation to technology and audio/visual, the following must be fulfilled: 


a. Workplace video equipment should be used rather than home computers. 


b. Skype and similar commercial services should generally not be used as privacy of the 
material broadcast through their platforms cannot be guaranteed. 


c. The room should be lit well enough for the trainee to see the patient without undue 
shadows that obscure communication and vice versa. 
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d. There should be the ability to view posture and movement  


e. Alternative arrangements may need to be made if a patient is not getting the support 
needed through the videoconference sessions, especially if technical failures occur.  


G. The following other requirements must be fulfilled: 


a. Cultural sensitivities must be considered and discussed, including whether the recording 
and viewing of personal images may cause distress.  


b. Trainees must be aware of the current literature relating to telehealth. Additionally, any 
applicable Commonwealth/state training should be completed before the video sessions 
are to occur (i.e. those required to use/bill for this modality of therapy).  


  
References 


RANZCP, “Professional Practice Standards and Guides for Telepsychiatry” (2013).  


RANZCP, “Technical Specifications for Telepsychiatry”. 


RANZCP, “Medicare benefits for Telepsychiatry”. 
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Case History Subcommittee 


Psychotherapy Written Case 
Marking sheet 


Case number:    


Candidate number:  Examiner number:  


Date of submission:  Submission number:  


Please note that the patient consent, word count and other administrative requirements of 
this submission conform to the guidelines set out in the Psychotherapy Written Case Policy 
and Procedure. 
 


Examiners, please rate the following aspects of the Psychotherapy Written Case by indicating your 
assessment in the appropriate box. 
De-identification Yes No 


Does this Psychotherapy Written Case meet the de-identification requirements 
(as detailed in point 8.2 of the Psychotherapy Written Case Policy and 
Procedure)? 
If the answer to the above is ‘No’, the case report is to be failed and returned 
unmarked with no feedback provided. 


  


 
 


Presentation Yes No 


Is the content presented according to the requirements as described in point 8.3 
of the Psychotherapy Written Case Policy and Procedure?   


Does the standard of written English conform to the guidelines as described in 
point 8.3 of the Psychotherapy Written Case Policy and Procedure?   


The case report needs a substantial rewrite to provide clarity. Because of the 
serious deficits in language and grammar, the case report is unable to be 
adequately appraised in its current state. 
Limited feedback is provided but there may be matters of concern that only 
become apparent once the case report is rewritten. 


  
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The following domains are to be articulated at the standard expected at the end of Stage 3. 


Assessment (including mental state examination and initial formulation) 
Consider the following (if relevant to this case) in assessing this domain. 


The following criteria are to be met at the proficient standard: 


A thorough, comprehensive and detailed psychiatric history in the standard format including 
discussion of the referral, history of presenting complaint, past psychiatric history, as relevant. 


Detailed personal and developmental histories in order to substantiate the psychological 
formulation and management plan proposed. 


A thorough and comprehensive mental state examination with emphasis tailored to the person. 
The emphasis should be upon those aspects of mental status that are meaningful to the process 
of psychotherapy while giving a level of detail in other areas of mental status appropriate to the 
circumstances. 


Consideration of the physical health of the person is expected, although it is acknowledged that 
this task may have been undertaken by the general practitioner. 


The issues around the collection of any further information including physical investigations. 


An initial formulation should demonstrate the trainee’s understanding of why this person 
presented with this illness at this time, rather than merely an explanation of the illness. Careful 
attention should be paid to include significant organic factors/illness. 


A diagnosis and differential diagnosis using a recognised classificatory system. 


  Satisfactory  Not satisfactory 


The following criteria are to be met at the standard expected at the end of Stage 3: 


Sophisticated understanding of the immediate and long-term risks of the individual that include 
considerations of history and mental state examination and the impact of treatment. 


Reflection of components of the assessment including any gaps in the information obtained, 
mental state examination and diagnostic conclusions. 


  Satisfactory  Not satisfactory 


 


Management plan 
Consider the following (if relevant to this case) in assessing this domain. 


The management plan is clearly informed by the formulation and considers all of the relevant 
biological, psychological, social, spiritual and cultural issues. 


If other health professionals are involved, for example as case managers or medication 
prescribers, this should be detailed and the issues around this fully explored and discussed. This 
may be particularly pertinent when there are significant organic factors/illnesses. 


Justification of the psychological therapeutic model used. This should include a discussion of the 
way in which therapy was negotiated with the patient, other modalities that were considered and 
the reasons for their rejection, potential risks of therapy, goals and expectations of the patient 
and the therapist, awareness of any limitations of the model used and the suitability of the type 
of therapy for the patient. 


Hypotheses are provided regarding the potential difficulties with the therapeutic alliance and 
barriers to psychotherapy, including potential problems arising during care. 


  Satisfactory  Not satisfactory 
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Clinical progress 
Consider the following in assessing this domain. 


A review of the process of psychotherapy with a clear description of the psychological processes 
that were observed and experienced. These should be explained using a theoretical concept 
appropriate to the therapeutic style employed. 


Discussion of the relationship between the patient and the trainee, as therapist, with regard to 
the therapeutic model being used. 


Evidence of the trainee’s self-awareness, capacity for reflection and appropriate self-criticism, 
awareness of limitations to expertise and appropriate seeking of support. 


A summary of the therapy. There is no single method for describing a course of therapy; 
however, the capacity to prioritise and identify the key episodes in the therapy should be 
demonstrated. 


Discussion of termination, either actual or anticipated. This should include how termination was 
explained to and negotiated with the patient. If relevant, comment on the appropriateness of 
termination of therapy. 


Issues of boundaries and ethical dilemmas are identified and responded to. 


The language used is technically sophisticated and psychological terms are not mis-used. 


If the use of videoconference for a number of psychotherapy sessions was approved, there 
should be a discussion of the use of this technology and any effect that it may have had on the 
therapy. 


  Satisfactory  Not satisfactory 


 


Reformulation 
Consider the following in assessing this domain. 


A sophisticated psychological formulation that reflects increased understanding of the person as 
a result of the therapy. The extent and complexity of the reformulation will vary with the 
psychotherapy modality used. The trainee should reflect on the extent and nature of the changes 
from initial formulation. The reformulation should include vulnerability and resilience factors. 


  Satisfactory  Not satisfactory 


 


Supervision 
Consider the following (if relevant to this case) in assessing this domain. 


Description of the role of the psychotherapy supervisor in the trainee’s learning, including the 
supervisor’s role in the examination of the psychotherapy process and the contributions of the 
trainee and patient to this process. 


If the psychotherapy supervisor was not the consultant psychiatrist involved with the patient, the 
role of both the consultant psychiatrist and the supervisor should be described. 


Critically appraises components of the supervisory relationship, the limitations of the supervisory 
process and reflects on the learnings for their own general supervision practice. (The 
competence of the trainee as a psychotherapy supervisor is not the focus of this criterion.) 


If the psychotherapy supervision was provided as group supervision and/or via telephone or 
videoconference, any effects of this type of supervision should be described. 


  Satisfactory  Not satisfactory 
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Communication/liaison 
Consider the following (if relevant to this case) in assessing this domain. 


Outline of communication with other professionals who are or will be working with the person 
undergoing therapy. 


Discussion of issues that may arise with respect to the therapy and therapeutic relationship as a 
result of communication with other professionals. 


  Satisfactory  Not satisfactory 


 


Discussion 
Consider the following (if relevant to this case) in assessing this domain. 


Evaluation of the therapy and its significance for the person. 


Reflection on the mode of therapy undertaken and its appropriateness and usefulness for the 
person. The reflection should place the therapy in the context of the theory underpinning the 
model of therapy. 


The discussion should be reflective and, as appropriate, critical of the existing theoretical 
knowledge and model of therapy. 


Demonstration of the trainee’s learning as a result of the therapeutic experience with the person. 


  Satisfactory  Not satisfactory 


 
 


Examiners please note: 
To achieve a pass in the Psychotherapy Written Case, trainees must meet the de-identification and 
presentation requirements and achieve a ‘satisfactory’ grade in all aspects of the marking domains. 


 


The result for this Psychotherapy Written Case is  Pass  Fail 
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Comments 
Assessment (including mental state examination and initial formulation) 


 


 


 


 


 


 


Management plan 


 


 


 


 


 


 


Clinical progress 


 


 


 


 


 


 


Reformulation 


 


 


 


 


 


 


This feedback is provided for educational purposes only and is not a basis for appeal. All submitted case reports have been marked 
according to the domains detailed in the attached marking sheet. In some instances, an examiner has provided additional comments to 
highlight areas of the case requiring revision; however, this is not intended to be a step-by-step guide to rectify the case and other areas 
may need your consideration. You may amend the case report in light of these comments or submit a completely new case. It is noted 
that on some occasions other sections of the case will be substantially affected by the rewriting. Changes made will need to be reflected 
consistently throughout the case. On resubmission, a case will be marked as a whole. In some instances, examiners may advise 
trainees that the failed case is unsuitable for resubmission. 
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Discussion 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


This feedback is provided for educational purposes only and is not a basis for appeal. All submitted case reports have been marked 
according to the domains detailed in the attached marking sheet. In some instances, an examiner has provided additional comments to 
highlight areas of the case requiring revision; however, this is not intended to be a step-by-step guide to rectify the case and other areas 
may need your consideration. You may amend the case report in light of these comments or submit a completely new case. It is noted 
that on some occasions other sections of the case will be substantially affected by the rewriting. Changes made will need to be reflected 
consistently throughout the case. On resubmission, a case will be marked as a whole. In some instances, examiners may advise 
trainees that the failed case is unsuitable for resubmission. 
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Psychotherapy Written Case submission form 
To be completed by trainees submitting a Psychotherapy Written Case under the Fellowship Regulations 2012. 


Please submit this form to the College’s examination department: 
RANZCP, Examinations – Psychotherapy Case, 309 La Trobe Street, Melbourne VIC 3000, Australia. 


RANZCP ID ............................. 


Trainee Name 


Mobile phone* .............................................. Email address* ............................................................. 


*Your details will be updated on the College database if they don’t match the existing records.


PAYMENT DETAILS 
The Psychotherapy Written Case submission fee must accompany this form. Payment can be made by 
completing the details below. 


 Electronic funds transfer (EFT) Date of transfer ………………………… 


Australian EFT payments to: New Zealand EFT payments to: 


Bank 
BSB 
Account No 
Account name 
Payment description 
Reference number 


Westpac Banking Corporation 
033178 
801076 
RANZCP 
[include surname and PsychCase] 


Bank 
Account No 
Account name 
Payment description 
Reference number 


Westpac NZ 
03-0207-0285242-000
RANZCP
[include surname and PsychCase]


Credit card payment  Visa  MasterCard


Card no ……………………………………………. Expiry date ……………………………………… 


Signature ……………………………………………. 


 Cheque (made payable to RANZCP)


Amount $............................................................  AUS  NZ


Fees will be deducted within 10 working days of receipt of application. Please ensure that funds are available 
during this time.  PLEASE NOTE: This submission form becomes an invoice once paid. RANZCP 
examination fees are not subject to GST. 


PSYCHOTHERAPY CASE INFORMATION 


Number of therapy sessions with the subject of this Psychotherapy Case† ........................................... 


Word count .................................. 


Submission number  First  Second  Third


For resubmissions (please indicate)  Same patient  New patient
†Approval must be sought from the Committee for Training (CFT) to waive the minimum 40 session therapy 
requirement. 


.............................................................................................................................................
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PSYCHOTHERAPY SUPERVISOR DECLARATION 
I certify that: 
• I supervised the trainee’s clinical care of the patient described in this case report‡ 
• I engaged in three formative psychotherapy case discussions with the trainee about the patient 


described in this case report during the course of the psychotherapy§ 
• to the best of my knowledge this Psychotherapy Written Case accurately reflects the 


presentation of the patient and the management as carried out by the trainee 
• I have read the case report and to the best of my knowledge this Psychotherapy Written Case 


is the trainee’s own work 
• I have viewed related written communication (eg. discharge summaries) and confirm they are 


satisfactory as professional communication. 
 


‡If the psychotherapy supervisor is not a psychiatrist, the College-accredited psychiatrist supervisor (who supervised the 
patient’s clinical care) must also sign below. 
 


§Trainees who receive an exemption from the 40 session therapy requirement due to Recognition of Prior Learning 
(RPL) but who do not receive RPL for the written case report are automatically exempted from the requirement to 
complete three formative psychotherapy case discussions. 


 
I also confirm that the patient has signed the prescribed consent form for his/her de-identified case 
notes and other medical files/related material to be used as a basis for this Psychotherapy Written 
Case. 
 


Psychotherapy supervisor name (print) ................................................................  


RANZCP ID (if applicable) ................................................................  


Signature ................................................................ Date .............................. 


Position/title, organisation ........................................................................................................... 


Mobile phone ................................................................  


Email address ................................................................  


Psychiatrist supervisor name 
(if applicable) 


  


................................................................  


RANZCP ID ................................................................  


Signature ................................................................ Date .............................. 
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TRAINEE CHECKLIST 
I have: 
 proofread the case report 
 de-identified the case report as appropriate (and completed the de-identification checklist on 


page 4) 
 included a cover page which contains the word count and de-identification disclaimer 
 attached three psychotherapy case discussion forms (if applicable) 
 attached proof of RPL for the 40 psychotherapy sessions (if applicable) 
 attached documentation showing that the CFT waived the 40 session requirement (if applicable) 
 attached documentation from my Director of Training that grants approval for psychotherapy 
 supervision via telephone or videoconference (if applicable) 
 attached documentation from the CFT that grants approval to conduct psychotherapy sessions 
 via videoconference (if applicable) 
 attached my current medical registration 
 provided a CD copy of the case report. 
 
TRAINEE DECLARATION 
I hereby certify that: 
• this Psychotherapy Written Case is my own independent undertaking, is based on a patient 


directly under my care and accurately reflects the patient’s presentation 
• I engaged in three formative psychotherapy case discussions about the patient described in 


this case report with my psychotherapy supervisor during the course of the psychotherapy* 
• I have de-identified the case report to preserve the anonymity of the patient by using 


pseudonyms and/or modifying other information which may lead to the identification of the 
patient 


• I transfer to the Royal Australian and New Zealand College of Psychiatrists all rights of 
ownership, including copyright of this Psychotherapy Written Case, and undertake not to use 
this Psychotherapy Written Case or copies thereof for any purpose other than private study, 
except with the permission of the Committee for Examinations. 


*Trainees who receive an exemption from the 40 session therapy requirement due to RPL but who do not receive RPL 
for the written case report are automatically exempted from the requirement to complete three formative psychotherapy 
case discussions. Proof of RPL for the 40 psychotherapy sessions must be attached to this form upon submission of the 
Psychotherapy Written Case. 


 
 


Trainee signature ..................................................................................... Date ................................... 
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This page will be forwarded with the case report to the examiner 


All data which could potentially identify the patient must be removed from the Psychotherapy 
Written Case. It is not sufficient to simply use a pseudonym. Locations, names of hospitals, 
hospital units, supervisors and dates of admission must also be modified. 


The following is a list of areas where de-identification is required. Tick the relevant boxes to 
indicate if de-identification has been carried out. 


 Names of patients and their families.


 Names of mental health services and hospitals.


 Names of patient’s city/town of residence.


 Identifying data included with X-rays, children’s drawings and/or other information included with
the case report.


Where individually relevant, country of origin and occupation, where circumstances are so
unique as to allow easy identification.


 Appendices or attachments, such as copies of letters and other supporting documents.


 Names of College Fellows, supervisors and trainees, including the submitting trainee.


CHECKLIST 
 Data which has been de-identified has been indicated by an asterisk (*) the first time it appears


in the text.


 A de-identification disclaimer (and statement concerning the use of asterisks) has been included
on the cover page of the case report.


Patient’s pseudonym: ................................................................. 
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Education Training Policy and Procedure 


Psychotherapy Written Case 


Authorising Committee/ Department:  Education Committee  


Responsible Committee/ Department:  Education Committee 


Document Code:  
POL PRC EDT-TRN Psychotherapy Written Case Education Training 
Procedure (11.1) 


 


Policy on Psychotherapy Written Case 


This policy sets out the requirements of the Psychotherapy Written Case, which trainees must 
successfully complete in order to be eligible for Fellowship. 


 


Policy statement 


The successful completion of a Psychotherapy Written Case is a requirement of the RANZCP Fellowship 
Program. This summative assessment comprises at least 40 sessions of therapy provision together with 
a related written case report, which are designed to help trainees meet the Fellowship Competencies, 
particularly in the CanMEDS framework roles of Medical Expert, Communicator and Professional. 


 


Purpose  


This policy and procedure sets out the requirements of the Psychotherapy Written Case and the 
expectations and high-level operational activities for its satisfactory completion as a mandatory 
component of training under the RANZCP Fellowship Regulations 2012. 


The general purpose of the Psychotherapy Written Case is: 


• for the trainee to demonstrate understanding of and ability to apply psychodynamic principles 
in the psychological treatment of a patient 


• for the trainee to demonstrate understanding that symptoms, behaviours, and motivations 
often have complex meanings that may not be readily apparent 


• to assess the trainee’s ability to communicate their assessment, formulation and 
management of a person with psychiatric problems in written professional English 


• to provide trainees with an opportunity to demonstrate their capacity to reflect on their clinical 
involvement with a patient, the contribution of supervision and on their role as part of the 
broader mental health system. 


The skills involved in preparing the formal psychiatric report are an integral aspect of a psychiatrist’s 
expertise, necessary in communicating with referring doctors or in constructing medico-legal opinions. 


This assessment will contribute to the trainee’s ability to meet the Fellowship Competencies, particularly 
in the CanMEDS Framework role of Medical Expert, Communicator and Professional.  


 


Policy details 


1. Requirements of the Psychotherapy Written Case 


The Psychotherapy Written Case assessment includes both the provision of psychotherapy and the 
writing and submission of a case report. 


1.1 Standard 
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The Psychotherapy Written Case will be assessed at the standard expected at the end of Stage 3 
(as described by the assessment domains).  


Trainees may begin the psychotherapy in Stage 1. The competence of the trainee as a therapist 
is not the major focus of the assessment. The trainee is expected to maturely reflect on all 
aspects of the therapy (integrating theoretical and clinical knowledge) at the standard expected at 
the end of stage 3 in the written report. 


 


1.2 Learning goals 


The learning goals of the Psychotherapy Written Case are to develop the trainee’s ability to: 


o conduct psychological therapy 


o acquire knowledge of psychotherapeutic principles and practices 


o integrate psychiatric/medical and psychotherapeutic perspectives in the practice of 
medical psychotherapy 


o integrate theoretical and clinical knowledge 


o formulate a case where psychodynamic factors are prominent 


o communicate in professional English to the standard of a formal report, which implies 
attention to grammar, spelling and lack of repetitiveness 


o organise data and present it in a written report in a logical and coherent manner (with 
appropriate attention to the structure to promote reader understanding) 


o capture and convey the essence of the patient together with the essence of the 
therapeutic relationship 


o reflect and identify the nature of the engagement between the therapist (the trainee) 
and the patient 


o reflect on the role of, and relationship with, the psychotherapy supervisor. 


 


2. The psychotherapy 


In order to successfully complete the Psychotherapy Written Case, trainees must treat a person, 
under supervision, using therapy informed by psychodynamic principles for at least 40 sessions 
(each session lasting approximately 1 hour). The psychotherapy should last for at least 6–12 months 
with at least one session weekly to achieve the necessary experience for the demonstration and 
discussion of the required psychotherapeutic principles and practices.  


In many instances, more than the minimum 40 sessions will be needed to achieve the goals of the 
Psychotherapy Written Case and the therapy may continue beyond 40 sessions and/or the time of 
writing up the case. This decision should be made in discussion with the patient, psychotherapy and 
psychiatrist supervisor(s) (where different) with regard to the patient’s needs. 


All requirements of this policy and procedure must be adhered to throughout the entire 
psychotherapy, including any sessions in excess of the minimum 40. 


 


2.1 Knowledge, skills and attitudes gained through the therapy 


Trainee competence in conducting therapy over 40 or more sessions is demonstrated through 
the knowledge, skills and attitudes gained.  


The competencies to be gained might broadly be expected to include, but are not limited to, the 
following: 


Knowledge 
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o Acquiring knowledge of psychotherapeutic principles and practices.  


o Understanding that symptoms, behaviours and motivations often have complex 
meanings. 


o Understanding the impact of life cycle issues. 


o The indications and contraindications for psychodynamically informed therapy. 


Skills 


o Ability to build and monitor a therapeutic alliance (over a longer term than is often 
possible in usual trainee rotations) including managing disruptions and problems. 


o Ability to engage a patient in exploring life history in-depth, including relationships, 
fears, traumas and losses.  


o Ability to create and maintain a safe therapeutic environment for the patient. 


o Ability to refine and improve on listening and empathy skills. 


o Ability to use self-reflection, clarification and interpretation to enhance progress of 
treatment. 


o Ability to manage both the early assessment and the termination phases. 


o Ability to make use of ongoing supervision. 


Attitudes 


o Empathic, respectful, open, collaborative attitude and ability to tolerate ambiguity. 


o Sensitive to sociocultural issues that arise during therapy. 


o Ability to display confidence in the psychodynamic process. 


o Genuine. 


o Non-judgmental. 


o Patient-centred. 


o Professional (for example, privacy and confidentiality, attend sessions in timely 
manner, arrange follow up, manage interruptions). 


o Ethical (for example, maintenance of appropriate therapy notes, informed consent, 
appropriate boundary maintenance). 


 


3. Supervision 


All psychotherapy supervisors must be accredited by the Branch Training Committee (BTC) and be 
appropriately skilled and experienced to supervise psychotherapy.  


 


3.1 Supervision during the psychotherapy 


The process of supervision must begin before therapy actually starts. The psychotherapy 
supervisor must be involved in the selection of a patient, who must be suitable for (at least) 40 
sessions of psychotherapy. 


As outlined in point 6, trainees must participate in three formative Psychotherapy Case 
Discussions with their psychotherapy supervisor during the therapy process. 


In addition to their three formative Psychotherapy Case Discussions, trainees must have regular 
supervision sessions with their psychotherapy supervisor to allow mutual examination of both the 
psychotherapy process and the contributions of the trainee and the patient to this process. 
Individual supervision on a weekly basis is ideal. If this is not possible, supervision should be at 
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least fortnightly. Group supervision can be used as an alternative to individual supervision as 
long as each trainee involved takes part in all discussions. In relation to group supervision, the 
following criteria should be met: 


o groups should not exceed 5 trainees 


o meetings should be ideally weekly or at least fortnightly 


o meetings should be 1 – 2 hours 


o each trainee’s case should be discussed at least at every second session. 


It is the trainee’s responsibility to provide regular communication of progress and significant 
developments in the psychotherapy of the patient to the psychotherapy supervisor (and 
psychiatrist supervisor where different). 


 


3.2 Supervisor requirements 


The psychotherapy supervisor is required to: 


o supervise the trainee’s clinical care of the patient within the clinical governance 
structure of the health facility 


▪ However, if the psychotherapy supervisor: 


• is not a psychiatrist; or 


• does not work for the health facility which with the patient is registered; 
or 


• is accessed via telephone or videoconference; 


then the trainee must ensure that their clinical care of the patient is supervised 
by a College-accredited psychiatrist supervisor who has oversight and clinical 
governance of the patient’s treatment in the health facility with which the 
patient is registered. 


▪ It is recommended that there is communication between the psychiatrist 
supervisor and psychotherapy supervisor at the start of therapy and if/when 
the trainee transfers to another service to delineate the extent of responsibility 
or co-management (if any), of the patient. 


o engage in three formative Psychotherapy Case Discussions with the trainee during 
the course of psychotherapy as outlined in point 6 and in the Psychotherapy Case 
Discussion Protocol 


o attest that the Psychotherapy Written Case accurately reflects the presentation of the 
patient and the management as carried out by the trainee 


o view all related written communication, for example, discharge summaries, and 
confirm they are satisfactory as professional communication. 


The psychotherapy supervisor must confirm the above by signing the Psychotherapy Written 
Case Submission Form. 


The psychotherapy supervisor must be familiar with the style and content requirements of the 
written case report. 


 


3.3 Psychotherapy supervision via telephone or videoconference 


A trainee who is unable to access a local psychotherapy supervisor in person may access an 
accredited psychotherapy supervisor via telephone or videoconference. Psychotherapy 
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supervision must fulfil the requirements as per points 3.1 and 3.2 above, whether conducted in 
person or via telephone or videoconference systems.  


A trainee who has arranged access to a psychotherapy supervisor via telephone or 
videoconference must apply for prospective approval from their DOT. Approval for psychotherapy 
supervision via telephone or videoconference will be determined on a case-by-case basis with 
consideration of the accessibility and availability of local psychotherapy supervision, in addition to 
supporting documentation provided by the trainee and/or potential psychotherapy supervisor. If 
approval is granted, it must be documented by the DOT in writing prior to the commencement of 
the psychotherapy and the trainee must submit this documentation to the College head office 
attached to their Psychotherapy Written Case Submission Form.  


o A trainee who has been supervised via telephone or videoconference would be 
expected to address issues around this form of psychotherapy supervision in the case 
report as part of the ‘Supervision’ assessment domain. 


 


4.  Selection of patient 


Any psychotherapy patient seen by a trainee must be managed with appropriate clinical governance 
arrangements in place and registered as an open case at an appropriate health facility linked to an 
accredited training program. The trainee should be in a training post in the same location; however, 
this may not be possible due to trainee or patient movement over the course of treatment. 


• A trainee who is treating a patient who is registered with a different health facility than the one 
through which the trainee is employed must discuss the clinical governance arrangements 
with their supervisor and DOT. Trainees must ensure that they receive documented approval 
for the continuation of treatment by the health facility with which the patient is registered. 
Trainees should also ensure that indemnity arrangements with the facility remain in place.    


A psychotherapy patient must not have already undertaken 40 sessions of psychotherapy with a 
trainee which resulted in the submission of the Psychotherapy Written Case.  


The psychotherapy supervisor must be involved in the selection of a patient, who must be suitable 
for (at least) 40 sessions of psychotherapy. 


If a trainee is unsure as to whether the selected patient is a suitable choice for the Psychotherapy 
Written Case, their DOT should be included in discussions with their psychotherapy supervisor. A 
trainee who has further questions can contact the CFT via the Training Department at the College 
head office. 


 


4.1 Patient consent form 


Trainees must obtain consent from their patient and have the prescribed Patient Consent Form 
signed before therapy begins.  


o Trainees who select a child or adolescent patient must obtain consent from patient’s 
legal guardian before therapy begins in the first instance. Trainees must also take into 
consideration the legal requirements in relation to treatment of minors. 


o In the case of multiple supervisors (if the trainee’s accredited psychotherapy 
supervisor and accredited psychiatrist supervisor are different people), valid consent 
should include informing the patient of the roles of both supervisors and clarifying the 
clinical governance arrangements. 


o A trainee who has received prospective approval from their DOT to conduct a portion 
of the psychotherapy sessions via videoconference must obtain specific consent from 
the patient for videoconference sessions, in line with Appendix 1. 


The Patient Consent Form is to be sighted and confirmed on the Psychotherapy Written Case 
Submission Form by the trainee’s psychotherapy supervisor. 
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The trainee is responsible for the safe-keeping of the Patient Consent Form as per local record 
management policies, which usually require documentation of the patient’s consent to be filed in 
the patient’s formal case file held at the health facility. A copy of the Patient Consent Form should 
also be kept by the trainee.  


Additionally, all legal and ethical consents required by the relevant health facility should be 
addressed by the trainee. 


 


4.2 Use of a child or adolescent patient 


While there is no restriction on selecting a child or adolescent patient for the Psychotherapy 
Written Case, the marking requirements can be very difficult to fulfil when the patient is a very 
young child because of the need to tailor the therapeutic relationship to the appropriate stage of 
the child’s development and the level of sophistication required to describe the psychotherapy 
process.  


Trainees who have selected a child or adolescent patient should reflect age appropriate 
considerations in their assessment and management of the patient (see the ‘assessment’ and 
‘management plan’ assessment domains outlined in point 10). 


 


4.3 Requests to conduct psychotherapy sessions via videoconference (Refer to 
Appendix 1) 


While the value and role of communication technology in psychotherapy is acknowledged, the 
use of videoconference facilities is may not always be appropriate for the initial stage of learning 
psychotherapy, where therapeutic alliance and management of risk are being learnt and framed.  


However, trainees may apply to their Director of Training (DOT) for approval to conduct a portion 
of the psychotherapy sessions via videoconference.  Applications must be prospective and must 
be made in writing and submitted to the DOT.   


It is expected that the first five sessions are completed face to face to establish the therapeutic 
frame and relationship. Applications to complete any of the first five sessions via videoconference 
must be made to the DOT and provide justification as to why the sessions need to be undertaken 
by videoconference. The DOT will review and can approve such an application if there is a 
justifiable reason to conduct the sessions by videoconference. The DOT may refer the application 
to Branch Training Committee (BTC) or New Zealand Training Committee (NZTC), if required .  


Trainees should include supporting documentation from their psychotherapy supervisor with their 
requests and must address the mitigating circumstances, the impact on the therapeutic 
relationship and the anticipated number of sessions that would be conducted via these means, as 
well as the other requirements set out in Appendix 1.  


The DOT will consider these requests for approval on a case-by-case basis. The DOT may refer 
an application to the Branch Training Committee or New Zealand Training Committee in cases 
where a decision cannot be reached.  


Trainees must seek prospective approval for sessions to be conducted via videoconference even 
when they are in addition to the minimum 40 sessions of psychotherapy. 


If approval is granted, the trainee must submit the documentation provided by the DOT to the 
College head office attached to their Psychotherapy Written Case Submission Form. 


Applications to conduct psychotherapy via telephone can be considered in exceptional 
circumstances only as telephone does not allow for the visual cues necessary in learning 
psychotherapy.  


Approval to conduct psychotherapy via telephone for a maximum of five sessions can be 
considered by the DOT. Applications for greater than a total of five sessions via telephone must 
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be submitted to the Committee for Training and detail the exceptional circumstances and have 
the support of the Psychotherapy supervisor.   


 


5. Provision of therapy 


The trainee must be the sole therapist/practitioner of psychological intervention for the case. 


The psychotherapy will generally be undertaken while the trainee is in a College-accredited training 
post due to the clinical supervision required (i.e. not while a trainee is on an approved break in 
training or has otherwise interrupted their training). Any variation will require prospective approval by 
the CFT. Applications must be made in writing and submitted via the Training Department at the 
College head office. 


The patient should be seen in appropriate office facilities within normal working hours, for both 
trainee and patient safety.   


The patient needs to be aware of how to access emergency or after-hours support. This information 
should be clearly documented. 


 


5.1 Documentation 


The trainee must make an entry in the health facility case notes for each attendance by the 
patient. Such entries should contain statements of facts concerning the history and management 
of the psychotherapy patient, including risk management. Whilst seeing a patient for 
psychotherapy treatment, the trainee is responsible for keeping this clinical file up to date with 
progress notes, medication details and risk assessment accurately recorded. Upon termination of 
the therapy with the trainee, the details of follow-up arrangements for care should be clearly 
documented in the health facility case notes. 


5.1.1 Separate training notes 


In addition to the health facility record, trainees may, with the permission of the patient and 
the facility involved, keep separate notes or audiotapes for training purposes on their 
sessions with their psychotherapy patients to discuss with their psychotherapy supervisor.   


These training notes may contain the trainee’s subjective impressions and interpretations of 
their patient. In practice, most psychodynamic psychotherapy treatment under supervision 
occurs with the use of this separate set of training notes. The training notes are also used for 
reference in writing up psychotherapy cases in training. The notes must be de-identified and 
kept in a secure place. These notes should not replicate or be a substitute for good clinical 
notes and records, which would form part of the patient’s clinical file. 


The trainee should document in the health facility case file where these training notes can be 
accessed. The trainee and patient need to be aware that, although these training notes 
belong to the trainee, these notes could also be accessed by the patient in some 
circumstances and/or subpoenaed if required by a court of law. They should be retained and 
not destroyed for the legally required time period in the jurisdiction in which the trainee 
operates, which in most cases will be 7 years. 


 


5.2 Break in therapy 


A Break in therapy of six or more consecutive weeks is not permitted. In exceptional 
circumstances, where a break in therapy is unavoidable, an application must be made to the CFT 
for approval. This application must be made prospectively. Where this is not possible, for 
example due to misadventure or illness, application must be made as soon as practicable. 
Support from the psychotherapy supervisor and local BTC/delegated body of the NZTC should 
be provided as part of the application. Should approval be granted, the trainee should reflect on 
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and explain the effect of the extended break on the conduct of therapy and the effect, if any, it 
had on the progress of therapy.  


Correspondence from the CFT must be provided when submitting the case for marking.  


  


6. Formative assessment – Psychotherapy Case Discussion 


During the psychotherapy process, trainees must participate in three formative Psychotherapy Case 
Discussions about the patient whose therapy will be written up for assessment purposes with their 
psychotherapy supervisor to encourage reflection on the patient’s treatment progress and to provide 
opportunities for qualitative feedback. 


The Psychotherapy Case Discussions should occur during the early, middle and late phases of the 
psychotherapy and should focus on pivotal points or milestones in the therapy process (such as 
case selection, formulation and termination) as these points are critical to meeting the standard for 
the written case report, or on treatment dilemmas and/or emerging issues (such as gift giving, erotic 
transference, boundary issues, etc.). 


For each Psychotherapy Case Discussion, the Psychotherapy Case Discussion Form will be 
completed by the supervisor, together with the trainee. Trainees must retain the three completed 
forms and submit them to the Case History Subcommittee via the College head office with their 
written case report. 


Guidance on Psychotherapy Case Discussions can be found in the Psychotherapy Case Discussion 
Protocol available on the Psychotherapy Written Case page of the College website. 


Note: the Psychotherapy Case Discussion is a different assessment with different requirements to 
the Case-based Discussion (CbD) Workplace-based Assessment (WBA) used throughout training. 


7. Termination 


Termination of therapy should be planned by the trainee with the patient and supervisor(s), and 
should be managed to avoid an abrupt end to treatment and with regard to the patient’s needs. The 
patient should be given clear details of the follow-up arrangements for care following termination of 
therapy with the trainee. These details should be clearly communicated with all members of the 
treating team, and clearly documented in the case notes of the health facility with which the patient 
is registered. 


 


7.1 Termination prior to 40 sessions 


There may be unusual and exceptional cases where therapy is terminated just before the 
planned 40 sessions. Trainees must submit a request to waive the 40 session requirement to the 
CFT via the College head office. Trainees should include supporting documentation from their 
psychotherapy supervisor and/or DOT with their requests. The CFT will consider these requests 
on a case-by-case basis.  


 


8. The written case 


Trainees must write and submit a case report that details their assessment and subsequent 
management of a person through the use of psychological methods over at least 40 sessions. This 
written report forms the summative assessment component of the Psychotherapy Written Case. 


The Psychotherapy Written Case must be a formal report. 


 


8.1 Length 
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The Psychotherapy Written Case must be 8000–10,000 words in length. The word count 
commences from the start of the case (introduction/demographics/synopsis) through to the end of 
the case (discussion/conclusion). 


Written cases found to be outside the prescribed range will be returned by the College unmarked. 


The total word count must appear on the cover page. 


The word count will include: all headings, footnotes, and appendices.  


o Explanatory footnotes are not to be included in the reference list; rather they must 
occur at the appropriate point in the text and be included in the word count. 


The word count will exclude: the de-identification disclaimer, cover sheet (which should include 
the de-identification disclaimer), index/table of contents and references/bibliography. Figures and 
diagrams are also excluded from the word count.  


Trainees are advised to include their references in a separate reference list/bibliography at the 
end of the report and to use superscript numbers in the body of the case, as these can be 
excluded from the word count.  


 


8.2 De-identification and confidentiality 


All data which could potentially identify the patient must be removed from the case report, 
including from all appendices and acknowledgments. 


As part of de-identification, the name of the trainee submitting the case must not appear 
anywhere within the text of the case report (nor the name of any College Fellow or other staff 
involved in any aspect of the case).  


The first time a pseudonym is used, it must have an asterisk (*) after it, indicating that it is a 
pseudonym. Each case report must contain a de-identification disclaimer (and statement 
concerning the use of asterisks) on the cover sheet, stating that all data identifying the patient 
has been removed.  


It is not sufficient to simply use a pseudonym for patients, their families and the submitting 
trainee. The following must also be de-identified: 


o locations, including the patient’s city/town of residence 


o names of mental health services, hospitals and hospital units 


o dates of admission 


o names of College Fellows, supervisors, other staff and trainees 


o identifying data included with X-rays, children’s drawings, copies of letters and/or 
other information included with the case report including any appendices or 
attachments. 


Where individually relevant, the country of origin and occupation of the patient must also be 
modified, that is, where circumstances are so unique or unusual as to allow easy identification. 


o Trainees are strongly advised to avoid high-profile cases. 


o It is recognised that at times altering ethnicity, country of origin, occupation or a 
significant identifying aspect of the patient, or the respective genders of the trainee 
and/or patient, can potentially detract from the richness and essence of the case. 
Trainees are advised to seek their supervisor’s input to determine whether such 
alterations are necessary to avoid potential breaches of patient confidentiality and to 
refer to principle four of the RANZCP Code of Ethics. The trainee should document 
this rationale in their case. 


The de-identification disclaimer is not included in the word count. 
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8.2.1 Failure for identification 


Case reports that include data which, in the opinion of the examiner, leads to the 
identification of the patient or the trainee, will be returned to the trainee as failed.  


A case that has been failed on these grounds will not be marked and the only feedback the 
trainee will receive will appear in the ‘De-identification’ section of the Psychotherapy Written 
Case marking sheet. (On the next submission, a new Psychotherapy Written Case 
Submission Form and fee will be required.)  


8.2.2 Examples of de-identification disclaimers 


‘In accordance with Psychotherapy Written Case Policy and Procedure (11.1), all data which 
could potentially identify the patient, their family and other individuals has been removed 
from this case report. The locations, names of hospitals, supervisors and dates of 
assessment have been modified and replaced with a pseudonym marked by an asterisk (e.g. 
Jane*) the first time they appear in the text.’ 


‘Pseudonyms are used for all names in this case report and are marked with an asterisk (e.g. 
Jane*). All data that could potentially identify the patient has been removed from this case to 
ensure confidentiality.’ 


8.2.3 Proofreading following de-identification 


Trainees are reminded to carefully proofread their case report following de-identification. 
Inconsistent ages, dates or names make it difficult to understand the timeline of events within 
the case and can distract from the true essence of the case. 


8.3 Presentation 


If the examiners are of the opinion that the case does not meet the standard of a formal report, it 
will be failed. 


Trainees should present their written case report according to the following requirements: 


a) The case report is well presented with a clear layout. 


o Professional English is used with appropriate spelling and grammar. 


o The font must be 12 point font. 


o The font used is to be consistent throughout the case, for example Arial or Times New 
Roman. 


o The report must be double-spaced. 


o Pages must be numbered and should be printed double sided when possible. 


b) The data is organised and presented in a logical and coherent manner. 


c) All references cited in the text are listed at the end of the report in an accepted reference 
style that uses superscript numbers in the body of the case, e.g. Vancouver style. (This is to 
ensure the word count can be verified). 


d) The report has been carefully proofread (by supervisor and/or third party, as well as by the 
trainee). 


o It is recommended that trainees seek advice in relation to the style of expression, use 
of language, structure and organisation of content, which could be provided by a 
colleague or a professional editor. In relation to the specific clinical content/clarity of 
clinical concepts, trainees should consult their supervisor or another clinician. 


o Trainees are reminded that they are required to submit work that is their own 
independent undertaking. The Case History Subcommittee encourages and supports 
the formative process that occurs when trainees and supervisors/Directors of Training 
review draft case submissions. Careful proofreading by a third party is recommended; 
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however, for a professional editor or supervisor/Director of Training to substantially 
modify the content of the case report would be considered unauthorised collaboration. 


o Trainees are reminded to adhere to the de-identification and confidentiality 
requirements for the case report before seeking advice from a third party 
non-clinician. 


e) Each case report must be bound securely, for example, spiral binding. Cases that are not 
bound securely will be returned unmarked. 


o The Psychotherapy Written Case Submission Form is not to be bound within the case. 


o Stapling, the use of bulldog clips, paper clips, ringed binders or tube or metal file 
fasteners, (i.e.: no hole punching) are insufficient. 


 


9. Submission of the Psychotherapy Written Case 


Trainees must be actively training or on an approved break in training in order to be eligible to 
submit their Psychotherapy Written Case. Trainees who have interrupted their training without 
approval for a break in training are considered to be not in training as per the Leave and 
Interruptions to Training Policy (23.1), and are not eligible to complete or submit their Psychotherapy 
Written Case during that time. A trainee’s status will be assessed in line with the relevant final 
submission date as per the published examination timetable.  


Trainees must submit their Psychotherapy Written Case to the Case History Subcommittee via the 
College head office. The Psychotherapy Written Case may be submitted at any time; however, the 
Case History Subcommittee will mark cases and release results in designated time periods with the 
final submission dates specified on the College website. The Case History Subcommittee will 
delegate the marking of individual cases to suitably experienced Fellows. 


When submitting a Psychotherapy Written Case, trainees must complete the Psychotherapy Written 
Case Submission Form, together with their case history, three completed Psychotherapy Case 
Discussion Forms, a hard copy of their current medical registration and the prescribed fee to the 
College by 5pm, Melbourne time on the published submission date. Applications will not be 
accepted via any other method. 


• Submissions received after the submission date will not be accepted under any 
circumstances and will be held over until the next submission date; however, submissions 
that are postmarked before submission closing will be accepted. 


• Case reports will not be processed without the electronic copy, payment or signed 
Psychotherapy Case Discussion Forms and Psychotherapy Written Case Submission Form. 
In these instances, the case report will be returned by the College unmarked. 


• The trainee’s name is not to appear anywhere on the case. The trainee’s name must only be 
recorded on the Psychotherapy Written Case Submission Form. Cases found to have the 
trainee’s name on them will be returned unmarked by the College; however, the College is 
not responsible for ensuring the return of identifiable case reports before they are sent to the 
examiners. 


Note: If within the text of the case report, there is data which in the opinion of the examiner 
might identify the trainee, it will be returned to the trainee as failed as outlined in point 8.2.1. 


Trainees who are applying for special consideration should follow the overarching requirements of 
the Special Consideration Policy (18.2). 


 


9.1 Electronic copy 


A Microsoft Word version (not PDF) of the Psychotherapy Written Case must be submitted via 
email to cases@ranzcp.org.. It is the trainee’s responsibility to ensure files are correctly saved to 



mailto:cases@ranzcp.org
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the disc. Applications without correctly saved files will be considered incomplete and will not be 
accepted.  


o The word count stated by the trainee on the Psychotherapy Written Case Submission 
Form will be verified. 


o The case report should be saved as one file, not as separate files (cover page, table 
of contents, case, and references). 


 


9.2 Trainee submissions related to targeted learning 


Trainees who are undertaking or have undertaken targeted learning relevant to the 
Psychotherapy Written Case must comply with the Targeted Learning Policy and Procedure (6.2). 
A brief reference to the requirements follows; however, applicants are responsible for being 
aware of all requirements of the Targeted Learning Policy and Procedure. 


A targeted learning plan should be reviewed by the trainee, DOT and supervisor (where relevant) 
prior to the trainee submitting or re-submitting a Psychotherapy Written Case.  


A trainee who is required to undertake progression-based targeted learning (for not passing the 
Psychotherapy Written Case by the targeted learning deadline on the Trainee Progress 
Trajectory) remains eligible to submit their case.  


A trainee who is required to undertake assessment-based targeted learning (for two failures of 
the Psychotherapy Written Case) will be eligible to re-attempt once they submit the 
Commencement of Targeted Learning Form to the College Training Department. A trainee’s re-
submission will not be accepted if the College does not have notification that the trainee has 
commenced targeted learning by the final submission date.  


 


9.3 Trainee submissions related to training review  


Trainees required to submit a Training Review application for the Psychotherapy Written Case 
are not eligible to apply for further attempts at the Psychotherapy Written Case unless a Training 
Review outcome is received and provides the trainee with further attempts or time to complete 
the Psychotherapy Written Case.  


 


 


10. Summative assessment domains 


The following domains summarise key elements that should be addressed in the written report 
and that will be assessed (see the Psychotherapy Written Case marking sheet for further 
guidance).  Whilst each domain is required to be covered and the case is marked accordingly, 
the relative importance of material and hence content will vary according to the case. 


 


10.1 Assessment (including mental state examination and initial formulation) 


o A thorough, comprehensive and detailed psychiatric history in the standard format 
including discussion of the referral, history of presenting complaint, past psychiatric 
history, as relevant. 


o Detailed personal and developmental histories in order to substantiate the 
psychological formulation and management plan proposed. 


o A thorough and comprehensive mental state examination with emphasis tailored to 
the person. The emphasis should be upon those aspects of mental status that are 
meaningful to the process of psychotherapy while giving a level of detail in other 
areas of mental status appropriate to the circumstances. 
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o Consideration of the physical health of the person is expected, although it is 
acknowledged that this task may have been undertaken by the general practitioner. 


o The issues around the collection of any further information including physical 
investigations. 


o An initial formulation should demonstrate the trainee’s understanding of why this 
person presented with this illness at this time, rather than merely an explanation of 
the illness. Careful attention should be paid to include significant organic 
factors/illness 


o A diagnosis and differential diagnosis using a recognised classificatory system  


The above criteria will be assessed at the proficient standard as the competence of the trainee as 
a therapist is not the major focus of the assessment (see point 1.1). The below criteria (and all 
further domains) will be assessed at the standard expected at the end of stage 3.This distinction 
is set out in the Psychotherapy Written Case marking sheet. 


o Sophisticated understanding of the immediate and long-term risks of the individual 
that include considerations of history and mental state examination and the impact of 
treatment. 


o Reflection of components of the assessment including any gaps in the information 
obtained, mental state examination and diagnostic conclusions. 


Trainees who choose a child or adolescent case are reminded to reflect age appropriate 
considerations in their assessment of the patient. 


 


10.2 Management plan 


o The management plan is clearly informed by the formulation and considers all of the 
relevant biological, psychological, social, spiritual and cultural issues. 


o If other health professionals are involved, for example as case managers or 
medication prescribers, this should be detailed and the issues around this fully 
explored and discussed. This may be particularly pertinent when there are significant 
organic factors/illnesses. 


o Justification of the psychological therapeutic model used. This should include a 
discussion of the way in which therapy was negotiated with the patient, other 
modalities that were considered and the reasons for their rejection, potential risks of 
therapy, goals and expectations of the patient and the therapist, awareness of any 
limitations of the model used and the suitability of the type of therapy for the patient. 


o Hypotheses are provided regarding the potential difficulties with the therapeutic 
alliance and barriers to psychotherapy, including potential problems arising during 
care. 


Trainees who choose a child or adolescent case are reminded to reflect age appropriate 
considerations in their management of the patient. 


 


10.3 Clinical progress 


o A review of the process of psychotherapy with a clear description of the psychological 
processes that were observed and experienced. These should be explained using a 
theoretical concept appropriate to the therapeutic style employed. 


o Discussion of the relationship between the patient and the trainee, as therapist, with 
regard to the therapeutic model being used. 


o Evidence of the trainee’s self-awareness, capacity for reflection and appropriate self-
criticism, awareness of limitations to expertise and appropriate seeking of support. 
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o A summary of the therapy. There is no single method for describing a course of 
therapy; however, the capacity to prioritise and identify the key episodes in the 
therapy should be demonstrated. 


o Discussion of termination, either actual or anticipated. This should include how 
termination was explained to and negotiated with the patient. If relevant, comment on 
the appropriateness of termination of therapy. 


o Issues of boundaries and ethical dilemmas are identified and responded to. 


o The language used is technically sophisticated and psychological terms are not mis-
used. 


o If the use of videoconference for a number of psychotherapy sessions was approved, 
there should be a discussion of the use of this technology and any effect that it may 
have had on the therapy. 


 


 


 


10.4 Reformulation 


o A sophisticated psychological formulation that reflects increased understanding of the 
person as a result of the therapy. The extent and complexity of the reformulation will 
vary with the psychotherapy modality used. The trainee should reflect on the extent 
and nature of the changes from initial formulation. The reformulation should include 
vulnerability and resilience factors.  


 


10.5 Supervision 


o Description of the role of the psychotherapy supervisor in the trainee’s learning, 
including the supervisor’s role in the examination of the psychotherapy process and 
the contributions of the trainee and patient to this process. 


o If the psychotherapy supervisor was not the consultant psychiatrist involved with the 
patient, the role of both the consultant psychiatrist and the supervisor should be 
described. 


o Critically appraises components of the supervisory relationship, the limitations of the 
supervisory process and reflects on the learnings for their own general supervision 
practice. (The competence of the trainee as a psychotherapy supervisor is not the 
focus of this criterion.) 


o If the psychotherapy supervision was provided as group supervision and/or via 
telephone or videoconference, any effects of this type of supervision should be 
described. 


 


10.6 Communication/liaison 


o Outline of communication with other professionals who are or will be working with the 
person undergoing therapy. 


o Discussion of issues that may arise with respect to the therapy and therapeutic 
relationship as a result of communication with other professionals. 


 


10.7 Discussion 


o Evaluation of the therapy and its significance for the person. 
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o Reflection on the mode of therapy undertaken and its appropriateness and usefulness 
for the person. The reflection should place the therapy in the context of the theory 
underpinning the model of therapy. 


o The discussion should be reflective and, as appropriate, critical of the existing 
theoretical knowledge and model of therapy.  


o Demonstration of the trainee’s learning as a result of the therapeutic experience with 
the person. 


 


11. Assessment marking 


The Psychotherapy Written Case will be assessed to the standard expected at the end of stage 3 
(as described by the assessment domains) regardless of when it is submitted. Case reports are 
marked as pass or fail. 


To achieve a pass in the Psychotherapy Written Case, trainees must meet the de-identification, 
presentation requirements detailed in points 8.2 and 8.3 and achieve a ‘satisfactory’ grade in all 
aspects of the marking domains detailed above.  


A mark of ‘not satisfactory’ or ‘no’ in any domain will result in the case being failed.  


Trainees will be notified by email of the result of their Psychotherapy Written Case submission. 
Trainees can also obtain their results from the College website using their RANZCP ID number. 


• Trainees who have monies outstanding to the College at the time of submission will not have 
their Psychotherapy Written Case results released to them until all outstanding monies are 
cleared. 


 


11.1 Determination of a failed case report 


In the event that a case report is failed by an examiner, a second examiner will review the case. If 
the second examiner also fails the case then the trainee is informed that the case report has 
failed. Should there not be a consensus; the case report is referred to the Chair, Case History 
Subcommittee for a final determination.  


 


11.2 Failed Psychotherapy Written Case 


Trainees will receive a copy of the Psychotherapy Written Case marking sheet, indicating which 
domains were not satisfactory, and written feedback. Failed case reports are retained on file with 
a copy of the feedback provided to the trainee. 


Written feedback will indicate general areas requiring revision; however, this is not intended to be 
a detailed critique or step-by-step guide to rectify the case and other areas may need attention. 
Where the fail is a result of problems with de-identification, no feedback will be provided on the 
body of the case report. 


o The following disclaimer will appear on the bottom of each page of feedback: 


This feedback is provided for educational purposes only and is not a basis for appeal. 
All submitted case reports have been marked according to the domains detailed in 
the attached Psychotherapy Written Case marking sheet. In some instances, an 
examiner has provided additional comments to highlight areas of the case requiring 
revision; however, this is not intended to be a step-by-step guide to rectify the case 
and other areas may need your consideration. You may amend the case report in 
light of these comments or submit a completely new case. It is noted that on some 
occasions other sections of the case will be substantially affected by the rewriting. 
Changes made will need to be reflected consistently throughout the case. On 
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resubmission, a case will be marked as a whole. In some instances, examiners may 
advise trainees that the failed case is unsuitable for resubmission. 


11.2.1 Submission following a failed Psychotherapy Written Case 


Trainees may submit an entirely new case or resubmit the same case revised according to 
the feedback provided. (In some instances, examiners may advise trainees that the failed 
case is unsuitable for resubmission.) 


o Trainees are reminded that feedback is a guide to the resubmission process. On 
resubmission, a case will be marked as a whole. 


o It is noted that on some occasions other sections of the case will be substantially 
affected by the rewriting. Changes made will need to be reflected consistently 
throughout the case. 


o Trainees must not change the initial sociodemographic and/or clinical data when they 
rewrite a case for resubmission. 


Cases are identified by the College as ‘First submission’, ‘Second submission’ and ‘Third 
submission’.  


o If a trainee resubmits a case for the first time (i.e. their ‘second submission’), the 
resubmission and all previous feedback are sent to the original examiner for marking. 


o If a trainee resubmits a case for the second time (i.e. their ‘third submission’), the 
resubmission and all previous feedback are sent to the Chair, Case History 
Subcommittee, for marking.  


o A trainee is not permitted to resubmit a case for a third time without approval from the 
CFE that it is acceptable for them to do so. Trainees must also have adhered to the 
overarching requirements of the Targeted Learning Policy and Procedure (6.2) and 
the Failure to Progress Policy (19.1). 


o The accompanying Psychotherapy Written Case Submission Form does not need to 
be signed by the trainee’s psychotherapy supervisor for a resubmission of the case. 


If a trainee elects to submit a new case, the examiner will not need to refer to earlier 
submissions. 


o A new Psychotherapy Written Case Submission Form (complete with psychotherapy 
supervisor’s signature) is required. 


11.2.2 Multiple failures of the Psychotherapy Written Case 


Trainees who fail the Psychotherapy Written Case twice must undertake assessment-based 
targeted learning as per the Policies and Procedures on Targeted Learning (6.2) and 
Progression through Training (6.1). 


Trainees who fail the Psychotherapy Written Case three times must submit a training review 
application to the CFT as to why they should be able to continue towards Fellowship as per 
the Failure to Progress Policy (19.1). 


 


12. Deadline 


Trainees must pass the Psychotherapy Written Case to be eligible for Fellowship. (See the 
Progression through Training Policy (6.1) for more information on submission deadlines.) 


The deadline for successfully completing the Psychotherapy Written Case is detailed in the Policy 
on Progression through Training (6.1). A brief reference to these requirements and those of the 
Policy on Failure to Progress (19.1) follow; however, trainees are responsible for knowing the 
requirements of these and other policies in full. 
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The Psychotherapy Written Case is expected to be attempted and passed by the time the trainee 
has completed 60 months’ full-time equivalent (FTE) accredited training. 


• Failure to do so will result in a requirement for the trainee to undertake progression-based 
targeted learning and may lead to a requirement for the trainee to submit a training review 
application to the CFT as to why they should be able to continue towards Fellowship. Further 
detail, including information on exceptional cases, can be found in the Policy and Procedure 
on Failure to Progress (19.1). 


 


13. Recognition of prior learning 


Trainees who have completed a psychotherapy experience that they believe to be equivalent may 
apply for recognition of prior learning (RPL) in relation to the Psychotherapy Written Case as 
outlined in the Recognition of Prior Learning Policy (14.1). As stated in that policy, RPL may be 
granted where it is confirmed that there is equivalency.  


• Trainees who receive an exemption from the 40 sessions due to RPL being granted but who 
do not receive RPL for the written case report are automatically exempted from the 
requirement to complete three formative case discussions. Proof of RPL for the 40 
psychotherapy sessions must be attached to the Psychotherapy Written Case Submission 
Form upon submission of the Psychotherapy Written Case. Without this proof, the 
Psychotherapy Written Case will be returned unmarked. Trainees in this circumstance must 
still include adequate and convincing discussion in their write up and demonstrate the 
required psychotherapeutic principles and practice. 


 


14. Reviews of decisions 


Any request by a trainee for review of a decision in relation to the Psychotherapy Written Case 
should follow the formal education review process. 


 


15. Monitoring, evaluation and review  


The Education Committee (EC) shall implement, monitor and review this policy and report on 
anomalies and issues as these arise. 


This policy will be reviewed biennially and updated as required. 


 


Associated Documents 


1. Regulation: 11.1 Psychotherapies Education Training Regulation  
 


2. Policy: 6.1 Progression through Training Education Training Policy  


19.1 Failure to Progress Education Training Policy 


12.1 Supervision Education Training Policy 


14.1 Recognition of Prior Learning Education Training Policy and Procedure 


6.2 Targeted Learning Education Training Policy and Procedure 


18.2 Special Consideration Education Training Policy 


 


3. Forms: Psychotherapy Case Discussion form 


Psychotherapy Written Case submission form 


Patient consent form 
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Psychotherapy Written Case marking sheet 


 


4. Other:  Example cover sheet and de-identification 


Psychotherapy Case Discussion protocol 
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APPENDIX 1 


Requirements for psychotherapy to be conducted via videoconference 


The minimum 40 sessions of psychotherapy leading toward the Psychotherapy Written Case should be 
conducted in person as this is important for the psychotherapy learning process. However, as stated in 
point 4.3, a trainee may submit an application to the DOT for prospective approval to conduct a portion 
of the psychotherapy sessions via videoconference and where the therapy frame and relationship have 
been established previously through face-to-face sessions. The DOT will consider the application for 
approval on a case-by-case basis. Applications to conduct the first five sessions of psychotherapy via 
videoconference must be considered by the BTC / NZTC.  


Trainees approved by the DOT to conduct a number of psychotherapy sessions via videoconference 
must continue to comply with all requirements of the Psychotherapy Written Case Policy and Procedure 
as well as the additional requirements below. 


Trainees must submit the Application to conduct psychotherapy session by videoconference form, with  
the completed declaration by their RANZCP psychotherapy supervisor. A trainee’s application should 
describe the mitigating circumstances, the number of sessions completed at the time of application and 
expected number to be completed via videoconference, a description of the established therapeutic 
relationship and any potential impacts of the change. The below additional requirements for 
psychotherapy conducted via videoconference should also be addressed in a trainee’s application. 


A. The patient must be registered as an open case at an appropriate health facility and managed 
with appropriate clinical governance, including the following: 


a. There must be consideration whether therapy conducted via videoconference is safe and 
clinically appropriate for the patient and documentation from the responsible clinician 
confirming this. 


b. There must be appropriate provisions in place to ensure both patient and trainee needs 
can be met before, during and after the sessions. 


i. There must be provision for a locally based healthcare professional to be 
immediately available for the patient to call on before, during and after the session 
as needed. 


ii. There must be crisis and emergency protocols in place to address safety issues 
with patients, including adequate support staff present at the remote site in order 
to safely care for the patient. 


c. The trainee and health services must document who has regulatory authority and any and 
all requirements (including those for liability insurance) that apply when practising in 
another jurisdiction (e.g. across state lines), with particular attention to the additional 
responsibility that might apply in mental health legislation. 


d. The trainee must have the approval of the health service at which they are employed, as 
well as the service where the patient is registered for the proposed arrangements. 
Furthermore, trainees should ensure that medical indemnity arrangements are in place. 


e. The health facilities should have standard operating procedures or protocols in place that 
specify administrative, clinical and technical requirements, among other factors, for 
therapy delivered by videoconference. 


B. Written patient consent (specific to conducting sessions via videoconference) must be obtained, 
including to the following: 


a. the potential limitations of therapy delivered by videoconference compared to face-to-face 
engagement 
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b. the identification of any other person who is to be present during a session; the patient’s 
specific consent must be obtained prior to the start of the session if another person is to 
be present 


c. the potential technical issues that may occur and/or interrupt a session, including audio or 
video delay, and the availability of technical support  


d. the potential limitations of IT security provided by third parties 


e. any ability of third party providers to record psychotherapy data 


f. whether the session can be video-recorded by the trainee and/or patient. 


g. any relevant cost ramifications, including any effect that the provision of therapy through 
this modality may have on the patient’s Medicare benefits or other relevant entitlements. 


C. The trainee must make entries into the relevant health facility’s case notes (the health facility with 
which the patient is registered). Documentation requirements include the following: 


a. Health facility case notes must be kept at the health facility with which the patient is 
registered. This may require that the health service has a process in place for securely 
storing electronic clinical notes or that the notes may need to be faxed or posted securely 
rather than emailed. Trainees should adhere to the process required by the health 
service. Trainees are responsible for ensuring that their case notes have been 
incorporated into the patient’s file at the health facility. 


b. The documentation must identify: 


i. that the session was conducted over videoconference 


ii. who was in attendance through the session 


iii. whether the reception or video link was adequate to make a clinical assessment 


iv. whether there were any technical difficulties that might have interfered with the 
ability to assess the patient.  


c. Training notes for the purpose of writing up the case must be kept securely as per policy 
point 5.1. 


D. The patient and trainee should both be located in appropriate facilities during the sessions, which 
should generally be conducted during normal working hours.  


E. In relation to privacy, the following must be fulfilled: 


a. Both locations must be designated as private for the duration of the session and no 
unauthorised access should be permitted. 


b. There must be assurances that the volume of the conversation is adjusted so that it 
cannot be heard by others and so that other noises do not disturb the session. 


F. In relation to technology and audio/visual, the following must be fulfilled: 


a. Workplace video equipment should be used rather than home computers. 


b. Skype and similar commercial services should generally not be used as privacy of the 
material broadcast through their platforms cannot be guaranteed. 


c. The room should be lit well enough for the trainee to see the patient without undue 
shadows that obscure communication and vice versa. 
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d. There should be the ability to view posture and movement  


e. Alternative arrangements may need to be made if a patient is not getting the support 
needed through the videoconference sessions, especially if technical failures occur.  


G. The following other requirements must be fulfilled: 


a. Cultural sensitivities must be considered and discussed, including whether the recording 
and viewing of personal images may cause distress.  


b. Trainees must be aware of the current literature relating to telehealth. Additionally, any 
applicable Commonwealth/state training should be completed before the video sessions 
are to occur (i.e. those required to use/bill for this modality of therapy).  


  
References 


RANZCP, “Professional Practice Standards and Guides for Telepsychiatry” (2013).  


RANZCP, “Technical Specifications for Telepsychiatry”. 


RANZCP, “Medicare benefits for Telepsychiatry”. 
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Recommended Readings:

Psychodynamic theory and practice

Core readings

Bateman A, Brown D, Pedder J (2010) Introduction to Psychotherapy: An outline of psychodynamic principles and practice. 4th edn. London, UK: Routledge.

Beatson J, Rao S, Watson C (2010) Borderline Personality Disorder: Towards Effective Treatment. Melbourne, Australia: Spectrum.

Cabaniss DL, Cherry S, Douglas CJ, Schwartz AR (2011) Psychodynamic Psychotherapy: A Clinical Manual. Chicester, UK: Wiley-Blackwell.

Cabaniss DL, Cherry S, Douglas CJ, Graver RL, Schwartz AR (2013) Psychodynamic Formulation. Chicester, UK: Wiley-Blackwell.

Frankland A (2010): The Little Psychotherapy Book: Object Relations in Practice 1st edn. Oxford, UK: Oxford University Press.

Gabbard G (2010) Long-Term Psychodynamic Psychotherapy: A Basic Text. 2nd edn. Arlington, USA: American Psychiatric Publishing.

Gabbard G (2014) Psychodynamic Psychiatry in Clinical Practice. 5th edn. Arlington, USA: American Psychiatric Publishing.

Lemma A (2015) Introduction to the Principles of Psychoanalytic Psychotherapy, second edition; Wiley-Blackwell.

McWilliams N (2004) Psychoanalytic Psychotherapy: A Practitioner’s Guide. 1st edn. New York, USA: The Guilford Press.

McWilliams N (2011) Psychoanalytic Diagnosis: understanding personality structure in the Clinical Process.  Guildford Press.

Meares R (2012) Borderline Personality Disorder and the Conversational Model: A Clinician’s Manual. New York, USA: WW Norton & Company.



Further readings

Bateman A. & Fonagy P. Handbook of Mentalizing in Mental Health Practice. American Psychiatric Association Publishing. 

Bloch S (2006) An Introduction to the Psychotherapies. 4th edn. Oxford, UK: Oxford University Press.

Caper, R (1988) Immaterial Facts: Freud’s Discovery of Psychic Reality and Klein’s Development of His Work. USA: Jason Aronson Inc.

Casement P (1985) On Learning from the Patient. New York, USA: The Guildford Press. Coltart N (1993) How to Survive as a Psychotherapist. 1st edn. London, UK: Sheldon Press.

Malan D (2007) Individual Psychotherapy and the Science of Psychodynamics. 2nd edn. London, UK: Hodder Education.

Milton J, Polmear C, Fabricius J (2004) A Short Introduction to Psychoanalysis. London, UK: Sage Publications.

Mitchell SA, Black MJ (1995) Freud and Beyond: A History of Modern Psychoanalytic Thought. New York, USA: Basic Books.

Ogden T (2005) The Art of Psychoanalysis: Dreaming Undreamt dreams and Interrupted Cries. London, UK: Routledge.

MacKinnon LK, James K (1987) The Milan Systemic Approach –

General references 

Beitman BD, Thase ME, Riba M, Safer DL (2003) Integrating Psychotherapy and Pharmacotherapy: Dissolving the Mind–Brain Barrier. New York, USA: Norton & Company Inc.

Brazelton MD, Berry T, Cramer BG (1991) The Earliest Relationship: Parents, Infants, and the Drama of Early Attachment. London, UK: Karnac Books.

Cameron P, Ennis J, Deadman J (1998) Standards and Guidelines for the Psychotherapies. 1st edn. Ontario, Canada: University of Toronto Press.

Fonagy P, Gergely G, Jurist E, Target M (2005) Affect Regulation, Mentalization and the Development of the Self. New York, USA: Other Press.

Gabbard E, Beck J, Holmes J (2005) Oxford Textbook of Psychotherapy. London, UK: Oxford University Press.

Havens L (1986) Making Contact; uses of language in psychotherapy. Harvard University Press. 

Havens L (1989) A Safe Place; laying the groundwork for psychotherapy. Harvard University Press. 

Jackson H (1994) Using Self Psychology in Psychotherapy. Maryland, USA: Rowman and Littlefield Publishers Inc.

Kazdin AE (2008) Evidence-Based treatment and practice: new opportunities to bridge clinical research and practice, enhance the knowledge base, and improve patient care. American Psychologist 63(3): 146–159.

Kerr IB. (2005) Cognitive Analytic Therapy. Psychiatry 4(5): 28–33. Pinsker H (1997) A Primer of Supportive Psychotherapy. New York, USA: Routledge.

Roth A, Fonagy P What works for whom?: A Critical Review of Psychotherapy Research. New York, USA: The Guilford Press.

Vaillant G (2002) Ageing Well: Surprising Guideposts to a Happier Life from the landmark Harvard study of adult development. Victoria, Australia: Scribe Publications.

Van der Hart O, Nijenhuis ER, Steele K (2006) The Haunted Self: Structural Dissociation and the Treatment of Chronic Traumatization. New York, USA: WW Norton & Co Inc.

Winston A, Rosenthal R, Pinsker H (2011) Learning Supportive Psychotherapy: An Illustrated Guide. Arlington, USA: American Psychiatric Publishing.

Evidence base for psychoanalytic psychotherapy https://www.bpc.org.uk/sites/psychoanalytic-council.org/files/E-Library%20of%20Papers_1.pdf

Written guides, books, articles and slides

· Guide to Psychotherapy Training [PDF; 124 KB], prepared by Dr Paul Cammell.

· Makers of Modern Psychotherapy book series, edited by Laurence Spurling [Routledge Publishing].

· The case for case histories written by Dr Mary Frost, the then Chair of Case History subcommittee, Committee for Exams, appeared in Australasian Psychiatry in October 2009. The underlying principles of writing a good case history that Dr Frost refers to are as relevant today for trainees as they were in 2009. It will assist trainees in their preparation for the Psychotherapy Written Case.

· Congress 2022 Psychotherapy Written Case Workshop slides [PDF; 844 KB]



Webinars and e-learning

· Psychotherapy Written Case webinar available on Learnit [member log-in required] hosted by Dr Paul Cammell. This webinar discusses PWC requirements, methodology, how to find a suitable patient, supervision, submission and assessment and Q&A.

· Trainee Support Webinar series: Navigating the Psychotherapy Written Case available on Learnit [member log-in required].

· Trainee Program - Psychotherapy Written Case available on Learnit [member log-in required] . 

· The Psychotherapy Written Case in the 2012 Fellowship Program. Following discussions with the Faculty of Psychotherapy, Associate Professor Beth Kotze has prepared this video for psychotherapy supervisors, to help them assist trainees in the preparation and submission of the Psychotherapy Written Case. The video will also be useful for trainees. Also available: Presentation slides [PDF; 240 KB] 
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I. CORE TEXTS 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C.: American Psychiatric Press. 
 
Gabbard, G.O. (2004) Long-Term Psychodynamic Psychotherapy: A Basic Text,  
Washington, DC: American Psychiatric Press. 
 
McWilliams N. (1999) Psychoanalytic Case Formulation, New York: The Guilford Press, 
Inc. 
 
McWilliams N. (2004) Psychoanalytic Psychotherapy, New York: Guilford Press. 
 
Mitchell, S.A., Black, M.J. (1995) Freud and Beyond: A History of Modern 
Psychoanalytic Thought, New York: Basic Books. 
 
Moore, B.E. (1995) Psychoanalysis: The Major Concepts, New Haven, Yale University 
Press. 
 
Moore, B.E., Fine, B.R., eds. (1990) Psychoanalytic Terms and Concepts, New Haven: 
Yale University Press. 
 
Schwartz, H., et al. (1995) Psychodynamic Concepts in General Psychiatry, Washington, 
D.C.: American Psychiatric Press. 
 
 
II. HISTORY 
 
Eagle, M. (2000) “Psychoanalysis: History of the Field,” in Encyclopedia of Psychology, 
ed. A. Kazdin, New York: Oxford University Press. 
 
Gay, P. (1988).  Freud:  A Life for Our Time, New York: W. W. Norton & Co. 
 
Jones, E. (1961) The Life and Work of Sigmund Freud, ed. L. Trilling & S. Marcus, New 
York: Basic Books, Harper. 
 
 
III. BASIC PRINCIPLES 
 
“Psychoanalysis, psychodynamics and psychic determinism,” (1990) in Psychoanalytic 
Terms and Concepts, ed. Moore, B.E, Fine, B.R., New Haven: Yale University Press. 
 
Auchincloss, E.L., Glick, R.A. (1998) “The psychoanalytic model of the mind,” in 
Psychiatry, (Chapter 1) ed. R. Michels, Philadelphia: Lippincott. 
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Cooper, A. (1985) An historical review of psychoanalytic paradigms, in Models of the 
Mind, ed. A. Rothstein, Madison CT, International Universities Press, pp. 5-20. 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C. American Psychiatric Press, ch. 1-2. 
 
Michels, R. (1995) Basic principles of psychodynamic psychiatry in Psychodynamic 
Concepts in General Psychiatry, ed. H. Schwartz et al, Washington D.C.: American 
Psychiatric Press, pp. 3-12. 
 
Westen, D. (2000) Psychoanalysis: theories, in Encyclopedia of Psychology. Ed. A. 
Kazdin, New York: Oxford University Press. 
 
 
IV. THEORY OF MIND 
 
Arlow, J., Brenner, C. (1964) Psychoanalytic Concepts and Structural Theory, New 
York: International Universities Press,  ch. 2-3.  
 
Arlow, J. (1995) Unconscious fantasy, in Psychoanalysis : The Major Concepts, ed. 
Moore, B.E., Fine, B.R., New Haven:Yale University Press.  
 
Arlow, J. (1969) Unconscious fantasy and disturbances of mental experience, 
Psychoanalytic Quarterly, 38:1-27. 
 
Arlow, J., Brenner, C. (1964) Psychoanalytic Concepts and Structural Theory, New 
York: International Universities Press, ch. 4-5.  
 
Brenner, C. (1955)  An Elementary Textbook of Psychoanalysis, New York: International 
Universities Press. 
 
Kernberg, O. (1995) Psychoanalytic object relations theories, in Psychoanalysis: The 
Major Concepts, eds. Moore, B.E., Fine, B.R., New Haven: Yale University Press. 
 
Wiedeman, G. (1995) Sexuality in Psychoanalysis : The Major Concepts, ed. Moore, 
B.E., Fine, B.R. New Haven: Yale University Press. 
 
 “Aggression, Conflict, Compromise formation, Defense, Ego, Ego function, Ego ideal, 
Fantasy, Instinctual drive, Infantile sexuality, Id, Libido theory, Object, Object 
constancy, Object relations theory, Psychic reality, Psychosexual development, 
Representational world, Self, Self psychology, Structure, Structural theory, Superego, 
Topographic Point of View, Unconscious” (1990) in Psychoanalytic Terms and 
Concepts, eds. Moore, B.E, Fine, B.R., New Haven: Yale University Press. 
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V. DEVELOPMENT  
  
 “Development,” (1990) in Psychoanalytic Terms and Concepts, ed. Moore, B.E, Fine, 
B.R., New Haven: Yale University Press. 
 
Fraiberg, S.H. (1996) The Magic Years, New York: Scribner. 
 
Greenspan, S., Pollock, G. eds (1989, 1990) The Course of Life, 2nd edition,  Madison, 
CT: International Universities Press.  Volume I: Infancy, Volume II: Early Childhood, 
Volume III: Childhood, Volume IV: Adolescence, Volume V: Adulthood and the Aging 
Process. 
 
Tyson, P., Tyson, R. (1995) Development, in Psychoanalysis : The Major Concepts, eds. 
Moore, B.E., Fine, B.R., New Haven, Yale University Press, 1995 
 
Tyson, P., Tyson, R. (1990)  Psychoanalytic Theories of Development: An Integration, 
New Haven: Yale University Press , ch.1-2.  
 
 
VI. PSYCHOPATHOLOGY 
 
Ahktar, S. (1992) Broken Structures: Severe personality disorders and their treatment, 
New Jersey, Jason Aronson. 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C.: American Psychiatric Press. 
 
MacKinnon, R., Michels, R. (1971) The Psychiatric Interview in Clinical Practice, 
Philadelphia: W.B. Saunders. 
 
McWilliams, N. (1999) Psychoanalytic Case Formulation, New York: The Guilford 
Press, Inc., pp. 200-209. 
 
Schwartz, H, et al. (1995)  Psychodynamic Concepts in General Psychiatry, Washington 
D.C.: American Psychiatric Press. 
 
Shapiro, D. (1965) Neurotic Styles, New York: Basic Books.  
 
 
VII. ASSESSMENT: INTERVIEWING AND FORMULATION 
 
Lister, E., Auchincloss, E.L., Cooper, A. (1995) The Psychodynamic Formulation, in 
Psychodynamic Concepts in General Psychiatry, eds. Schwartz, H., et al., Washington 
D.C.: American Psychiatric Press. 
 
MacKinnon, R.A., Michels, R. (1971) The Psychiatric Interview in Clinical Practice. 
Philadelphia, PA: W. B. Saunders Co. 
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McWilliams, N. (1999) Psychoanalytic Case Formulation, New York: The Guilford 
Press, Inc., pp. 200-209. 
 
Peebles-Kleiger, M.J. (2002) Beginnings: The Art & Science of Planning Psychotherapy, 
Hillsdale, NJ: The Analytic Press, Inc., ch. 3. 
 
Summers, R.F. (2003) “The Psychodynamic Formulation Updated,” American Journal of 
Psychotherapy, 57:1. 
 
 
VIII.  TREATMENT 
 
Gabbard, G.O. (2004) Long-Term Psychodynamic Psychotherapy: A Basic Text. 
Washington, D.C.: American Psychiatric Press. 
 
Greenson, R. (1967) The Theory and Technique of Psychoanalysis, New York: 
International Universities Press. 
 
McWilliams, N. (2004) Psychoanalytic Psychotherapy: A Practitioner’s Guide. New 
York: Guilford Press. 
 
Rockland, L. (1989) Supportive Psychotherapy: A Psychodynamic Approach.  New 
York: Basic Books.  
 


 
IX. RELATIONSHIP TO OTHER THERAPIES 
 
Cutler, J., et al. (2004) Comparing Cognitive Behavior Therapy, Interpersonal 
Psychotherapy, and Psychodynamic Psychotherapy, American Journal of Psychiatry, 161 
(9): 1567. 
 
Williams, P. (2004) What is psychoanalysis?  What is a psychoanalyst? Textbook of 
Psychoanalysis, eds. Person, E., et al., Washington, D.C.: American Psychiatric Press.   
 
Graller, J., et al. (2001). Concurrent therapies: analysts’ collaboration with other 
therapists, J. Amer. Psychoanal. Assn., 49:607-628. 
 
Mintz, D. (2002) Meaning and medication in the care of treatment-resistant patients, Am 
J Psychother. 56(3):322-37. 
 
Busch, F., Auchincloss, E.L., (1995) The Psychology of Prescribing and Taking 
Medication, in Psychodynamic Concepts in General Psychiatry, ed. Schwartz, H., et al, 
Washington D.C., American Psychiatric Press, ch. 25. 
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X. THE PSYCHOTHERAPY EXPERIENCE: CASE DESCRIPTIONS 
 
Druss, R. (2000) Listening to Patients: Relearning the Art of Healing in Psychotherapy, 
New York: Oxford Univ. Press.   
 
Luepnitz, D.A. (2003) Schopenauer’s Porcupines: Intimacy and It’s Dilemmas. New 
York: Basic Books, Ch. 3. 
 
Malan, D.M. (1979)  Individual Psychotherapy and the Science of Psychodynamics, 
London: Butterworths, 1979, ch. 1-3. 
 
McWilliams, N. (2004) Psychoanalytic Psychotherapy: A Practitioner’s Guide. New 
York: Guilford Press, ch. 8,9. 
 
Vaughan, S.C. (1997) The Talking Cure.  New York: Henry Holt and Co. 
 
 
XI. CLASSIC FREUD PAPERS (Most of these papers can be found in Gay, P., ed., 


(1989) The Freud Reader, New York: W.W. Norton. 
 
Breuer, J., Freud S. (1893-5) Case histories: Fraulein Anna O. in Studies on Hysteria, 
Standard Edition 2:21-47 (The invention of the “talking cure.”) 
 
Freud, S. (1900) The method of interpreting dreams: An analysis of a specimen dream, in 
The Interpretation of Dreams, Standard Edition 4:96-121 (Freud’s self-analysis: the 
dream of Irma’s injection.) 
 
Freud, S. (1900) Material sources of dreams-Typical dreams, in The Interpretation of 
Dreams, Standard Edition 4:255-266 (Freud introduces the Oedipus complex.) 
 
Freud, S. (1905 [1901]) Fragment of an analysis of a case of hysteria, Standard Edition 
7:1-22 (The case of Dora: transference and countertransference in the clinical situation.) 
 
Freud, S. (1911-15) Papers on technique, Standard Edition 12: 89-171 (Words of wisdom 
from Freud on beginning treatment, interpreting dreams, the dynamics of transference, 
understanding enactment, and other topics.) 
 
Freud, S. (1910 [1909]) Five lectures on psychoanalysis, Standard Edition 11:1-55 
(Freud’s lectures at Clark University: a concise and fun-to-read summary of core 
concepts.) 
 
Freud, S. (1916) Some character types met with in psychoanalytic work, Standard Edition 
14:309-336 (Introduction to the concept of character types, especially those with self-
defeating behaviors.) 
 
Freud, S. (1917 [1915]) Mourning and melancholia, Standard Edition 14:237-258 
(Introduction to the concepts of internalization and the super-ego.) 
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Freud, S. (1924) The dissolution of the Oedipus complex, Standard Edition: 19:173-182 
(The Oedipus complex, development, and structure formation.) 
 
Freud, S. (1925[1924]) An autobiographical study, Standard Edition 20:1-70 (Freud’s life 
story in his own words.) 
  
 
XII.  NEW DIRECTIONS 
 
A. Cognitive Neuroscience and Psychoanalysis 
 
Westen, D. (1999) The scientific status of unconscious processes: is Freud really dead? 
Journal of the American Psychoanalytic Association, 47(4): 1061-1107. 
 
Westen, D., Gabbard, G.O. (2002) Developments in Cognitive Neuroscience : I. Conflict, 
Compromise, and Connectionism. Journal of the American Psychoanalytic Association, 
50(1): 53-98. 
 
Westen, D., Gabbard, G.O. (2002) Developments in Cognitive Neuroscience : II. 
Implications for Theories of Transference, Journal of the American Psychoanalytic 
Association, 50(1): 53-98. 
 
B.  Evidence Base for Psychodynamic Psychotherapy 
 
Leichsenring, F., Rabung, S., Leibing, E. (2004) The Efficacy of Short-term 
Psychodynamic Psychotherapy in Specific Psychiatric Disorders: A Meta-analysis, 
Arch Gen Psychiatry, Dec., 61: 1208 – 1216. 
 
Monsen, J., et al. (1995) Personality Disorders and Psychosocial Changes After Intensive 
Psychotherapy: A Prospective Follow-Up Study of an Outpatient Psychotherapy Project, 
5 Years After End of Treatment, Scandinavian Journal of Psychology, 36:256-268. 
 
Wilzcek, A., Barber, J.P., Gustavsson, J.P., Asberg, M., Weinryb, R.M. (2004) Change 
after Long-term Psychotherapy, Journal of the American Psychoanalytic Association, 
52(4): 1163-1184.  
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Recommended Readings:

Psychodynamic theory and practice

Core readings

Bateman A, Brown D, Pedder J (2010) Introduction to Psychotherapy: An outline of psychodynamic principles and practice. 4th edn. London, UK: Routledge.

Beatson J, Rao S, Watson C (2010) Borderline Personality Disorder: Towards Effective Treatment. Melbourne, Australia: Spectrum.

Cabaniss DL, Cherry S, Douglas CJ, Schwartz AR (2011) Psychodynamic Psychotherapy: A Clinical Manual. Chicester, UK: Wiley-Blackwell.

Cabaniss DL, Cherry S, Douglas CJ, Graver RL, Schwartz AR (2013) Psychodynamic Formulation. Chicester, UK: Wiley-Blackwell.

Frankland A (2010): The Little Psychotherapy Book: Object Relations in Practice 1st edn. Oxford, UK: Oxford University Press.

Gabbard G (2010) Long-Term Psychodynamic Psychotherapy: A Basic Text. 2nd edn. Arlington, USA: American Psychiatric Publishing.

Gabbard G (2014) Psychodynamic Psychiatry in Clinical Practice. 5th edn. Arlington, USA: American Psychiatric Publishing.

Lemma A (2015) Introduction to the Principles of Psychoanalytic Psychotherapy, second edition; Wiley-Blackwell.

McWilliams N (2004) Psychoanalytic Psychotherapy: A Practitioner’s Guide. 1st edn. New York, USA: The Guilford Press.

McWilliams N (2011) Psychoanalytic Diagnosis: understanding personality structure in the Clinical Process.  Guildford Press.

Meares R (2012) Borderline Personality Disorder and the Conversational Model: A Clinician’s Manual. New York, USA: WW Norton & Company.



Further readings

Bateman A. & Fonagy P. Handbook of Mentalizing in Mental Health Practice. American Psychiatric Association Publishing. 

Bloch S (2006) An Introduction to the Psychotherapies. 4th edn. Oxford, UK: Oxford University Press.

Caper, R (1988) Immaterial Facts: Freud’s Discovery of Psychic Reality and Klein’s Development of His Work. USA: Jason Aronson Inc.

Casement P (1985) On Learning from the Patient. New York, USA: The Guildford Press. Coltart N (1993) How to Survive as a Psychotherapist. 1st edn. London, UK: Sheldon Press.

Malan D (2007) Individual Psychotherapy and the Science of Psychodynamics. 2nd edn. London, UK: Hodder Education.

Milton J, Polmear C, Fabricius J (2004) A Short Introduction to Psychoanalysis. London, UK: Sage Publications.

Mitchell SA, Black MJ (1995) Freud and Beyond: A History of Modern Psychoanalytic Thought. New York, USA: Basic Books.

Ogden T (2005) The Art of Psychoanalysis: Dreaming Undreamt dreams and Interrupted Cries. London, UK: Routledge.

MacKinnon LK, James K (1987) The Milan Systemic Approach –

General references 

Beitman BD, Thase ME, Riba M, Safer DL (2003) Integrating Psychotherapy and Pharmacotherapy: Dissolving the Mind–Brain Barrier. New York, USA: Norton & Company Inc.

Brazelton MD, Berry T, Cramer BG (1991) The Earliest Relationship: Parents, Infants, and the Drama of Early Attachment. London, UK: Karnac Books.

Cameron P, Ennis J, Deadman J (1998) Standards and Guidelines for the Psychotherapies. 1st edn. Ontario, Canada: University of Toronto Press.

Fonagy P, Gergely G, Jurist E, Target M (2005) Affect Regulation, Mentalization and the Development of the Self. New York, USA: Other Press.

Gabbard E, Beck J, Holmes J (2005) Oxford Textbook of Psychotherapy. London, UK: Oxford University Press.

Havens L (1986) Making Contact; uses of language in psychotherapy. Harvard University Press. 

Havens L (1989) A Safe Place; laying the groundwork for psychotherapy. Harvard University Press. 

Jackson H (1994) Using Self Psychology in Psychotherapy. Maryland, USA: Rowman and Littlefield Publishers Inc.

Kazdin AE (2008) Evidence-Based treatment and practice: new opportunities to bridge clinical research and practice, enhance the knowledge base, and improve patient care. American Psychologist 63(3): 146–159.

Kerr IB. (2005) Cognitive Analytic Therapy. Psychiatry 4(5): 28–33. Pinsker H (1997) A Primer of Supportive Psychotherapy. New York, USA: Routledge.

Roth A, Fonagy P What works for whom?: A Critical Review of Psychotherapy Research. New York, USA: The Guilford Press.

Vaillant G (2002) Ageing Well: Surprising Guideposts to a Happier Life from the landmark Harvard study of adult development. Victoria, Australia: Scribe Publications.

Van der Hart O, Nijenhuis ER, Steele K (2006) The Haunted Self: Structural Dissociation and the Treatment of Chronic Traumatization. New York, USA: WW Norton & Co Inc.

Winston A, Rosenthal R, Pinsker H (2011) Learning Supportive Psychotherapy: An Illustrated Guide. Arlington, USA: American Psychiatric Publishing.

Evidence base for psychoanalytic psychotherapy https://www.bpc.org.uk/sites/psychoanalytic-council.org/files/E-Library%20of%20Papers_1.pdf

Written guides, books, articles and slides

· Guide to Psychotherapy Training [PDF; 124 KB], prepared by Dr Paul Cammell.

· Makers of Modern Psychotherapy book series, edited by Laurence Spurling [Routledge Publishing].

· The case for case histories written by Dr Mary Frost, the then Chair of Case History subcommittee, Committee for Exams, appeared in Australasian Psychiatry in October 2009. The underlying principles of writing a good case history that Dr Frost refers to are as relevant today for trainees as they were in 2009. It will assist trainees in their preparation for the Psychotherapy Written Case.

· Congress 2022 Psychotherapy Written Case Workshop slides [PDF; 844 KB]



Webinars and e-learning

· Psychotherapy Written Case webinar available on Learnit [member log-in required] hosted by Dr Paul Cammell. This webinar discusses PWC requirements, methodology, how to find a suitable patient, supervision, submission and assessment and Q&A.

· Trainee Support Webinar series: Navigating the Psychotherapy Written Case available on Learnit [member log-in required].

· Trainee Program - Psychotherapy Written Case available on Learnit [member log-in required] . 

· The Psychotherapy Written Case in the 2012 Fellowship Program. Following discussions with the Faculty of Psychotherapy, Associate Professor Beth Kotze has prepared this video for psychotherapy supervisors, to help them assist trainees in the preparation and submission of the Psychotherapy Written Case. The video will also be useful for trainees. Also available: Presentation slides [PDF; 240 KB] 
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I. CORE TEXTS 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C.: American Psychiatric Press. 
 
Gabbard, G.O. (2004) Long-Term Psychodynamic Psychotherapy: A Basic Text,  
Washington, DC: American Psychiatric Press. 
 
McWilliams N. (1999) Psychoanalytic Case Formulation, New York: The Guilford Press, 
Inc. 
 
McWilliams N. (2004) Psychoanalytic Psychotherapy, New York: Guilford Press. 
 
Mitchell, S.A., Black, M.J. (1995) Freud and Beyond: A History of Modern 
Psychoanalytic Thought, New York: Basic Books. 
 
Moore, B.E. (1995) Psychoanalysis: The Major Concepts, New Haven, Yale University 
Press. 
 
Moore, B.E., Fine, B.R., eds. (1990) Psychoanalytic Terms and Concepts, New Haven: 
Yale University Press. 
 
Schwartz, H., et al. (1995) Psychodynamic Concepts in General Psychiatry, Washington, 
D.C.: American Psychiatric Press. 
 
 
II. HISTORY 
 
Eagle, M. (2000) “Psychoanalysis: History of the Field,” in Encyclopedia of Psychology, 
ed. A. Kazdin, New York: Oxford University Press. 
 
Gay, P. (1988).  Freud:  A Life for Our Time, New York: W. W. Norton & Co. 
 
Jones, E. (1961) The Life and Work of Sigmund Freud, ed. L. Trilling & S. Marcus, New 
York: Basic Books, Harper. 
 
 
III. BASIC PRINCIPLES 
 
“Psychoanalysis, psychodynamics and psychic determinism,” (1990) in Psychoanalytic 
Terms and Concepts, ed. Moore, B.E, Fine, B.R., New Haven: Yale University Press. 
 
Auchincloss, E.L., Glick, R.A. (1998) “The psychoanalytic model of the mind,” in 
Psychiatry, (Chapter 1) ed. R. Michels, Philadelphia: Lippincott. 
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Cooper, A. (1985) An historical review of psychoanalytic paradigms, in Models of the 
Mind, ed. A. Rothstein, Madison CT, International Universities Press, pp. 5-20. 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C. American Psychiatric Press, ch. 1-2. 
 
Michels, R. (1995) Basic principles of psychodynamic psychiatry in Psychodynamic 
Concepts in General Psychiatry, ed. H. Schwartz et al, Washington D.C.: American 
Psychiatric Press, pp. 3-12. 
 
Westen, D. (2000) Psychoanalysis: theories, in Encyclopedia of Psychology. Ed. A. 
Kazdin, New York: Oxford University Press. 
 
 
IV. THEORY OF MIND 
 
Arlow, J., Brenner, C. (1964) Psychoanalytic Concepts and Structural Theory, New 
York: International Universities Press,  ch. 2-3.  
 
Arlow, J. (1995) Unconscious fantasy, in Psychoanalysis : The Major Concepts, ed. 
Moore, B.E., Fine, B.R., New Haven:Yale University Press.  
 
Arlow, J. (1969) Unconscious fantasy and disturbances of mental experience, 
Psychoanalytic Quarterly, 38:1-27. 
 
Arlow, J., Brenner, C. (1964) Psychoanalytic Concepts and Structural Theory, New 
York: International Universities Press, ch. 4-5.  
 
Brenner, C. (1955)  An Elementary Textbook of Psychoanalysis, New York: International 
Universities Press. 
 
Kernberg, O. (1995) Psychoanalytic object relations theories, in Psychoanalysis: The 
Major Concepts, eds. Moore, B.E., Fine, B.R., New Haven: Yale University Press. 
 
Wiedeman, G. (1995) Sexuality in Psychoanalysis : The Major Concepts, ed. Moore, 
B.E., Fine, B.R. New Haven: Yale University Press. 
 
 “Aggression, Conflict, Compromise formation, Defense, Ego, Ego function, Ego ideal, 
Fantasy, Instinctual drive, Infantile sexuality, Id, Libido theory, Object, Object 
constancy, Object relations theory, Psychic reality, Psychosexual development, 
Representational world, Self, Self psychology, Structure, Structural theory, Superego, 
Topographic Point of View, Unconscious” (1990) in Psychoanalytic Terms and 
Concepts, eds. Moore, B.E, Fine, B.R., New Haven: Yale University Press. 
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V. DEVELOPMENT  
  
 “Development,” (1990) in Psychoanalytic Terms and Concepts, ed. Moore, B.E, Fine, 
B.R., New Haven: Yale University Press. 
 
Fraiberg, S.H. (1996) The Magic Years, New York: Scribner. 
 
Greenspan, S., Pollock, G. eds (1989, 1990) The Course of Life, 2nd edition,  Madison, 
CT: International Universities Press.  Volume I: Infancy, Volume II: Early Childhood, 
Volume III: Childhood, Volume IV: Adolescence, Volume V: Adulthood and the Aging 
Process. 
 
Tyson, P., Tyson, R. (1995) Development, in Psychoanalysis : The Major Concepts, eds. 
Moore, B.E., Fine, B.R., New Haven, Yale University Press, 1995 
 
Tyson, P., Tyson, R. (1990)  Psychoanalytic Theories of Development: An Integration, 
New Haven: Yale University Press , ch.1-2.  
 
 
VI. PSYCHOPATHOLOGY 
 
Ahktar, S. (1992) Broken Structures: Severe personality disorders and their treatment, 
New Jersey, Jason Aronson. 
 
Gabbard, G.O. (2000) Psychodynamic Psychiatry in Clinical Practice, Third edition, 
Washington, D.C.: American Psychiatric Press. 
 
MacKinnon, R., Michels, R. (1971) The Psychiatric Interview in Clinical Practice, 
Philadelphia: W.B. Saunders. 
 
McWilliams, N. (1999) Psychoanalytic Case Formulation, New York: The Guilford 
Press, Inc., pp. 200-209. 
 
Schwartz, H, et al. (1995)  Psychodynamic Concepts in General Psychiatry, Washington 
D.C.: American Psychiatric Press. 
 
Shapiro, D. (1965) Neurotic Styles, New York: Basic Books.  
 
 
VII. ASSESSMENT: INTERVIEWING AND FORMULATION 
 
Lister, E., Auchincloss, E.L., Cooper, A. (1995) The Psychodynamic Formulation, in 
Psychodynamic Concepts in General Psychiatry, eds. Schwartz, H., et al., Washington 
D.C.: American Psychiatric Press. 
 
MacKinnon, R.A., Michels, R. (1971) The Psychiatric Interview in Clinical Practice. 
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Psychotherapy Written Case patient consent form v0.2 Page 1 of 1 
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Psychotherapy Written Case – Patient consent form 
To be used by trainees submitting a Psychotherapy Written Case under the Fellowship Regulations 2012. 


Note: It is the trainee’s responsibility for safe keeping of this form as per local Department of 
Health protocols. 


I,        , (patient’s name) hereby consent to allow 


Dr         (name of doctor submitting the case report) to use my 


de-identified case notes and other medical files/related materials to inform a case report to be submitted to the 


Royal Australian College & New Zealand College of Psychiatrists for the purpose of assessment of the 


submitting doctor. 


I understand that the doctor providing my clinical care is undertaking training in psychiatry and that routine 


clinical notes will be kept in accordance with the hospital or clinic’s usual standard. I understand that the clinical 


care provided by this doctor will be supervised as part of the training process and that the supervision will take 


the form of one or more of the following (delete where not applicable): 


1. The sessions will be recorded by the doctor in handwritten notes.


2. The sessions may be audiorecorded by the doctor.


3. This session material will be presented to the supervisor as part of the training process.


4. The handwritten notes will be read, or the audiorecorded material played, to a small number (four or five) of


other doctors who are also undergoing supervision as part of the training process.


I provide this consent on the undertaking given by the doctor (as signed below) that: 


• The handwritten notes or recorded sessions will be kept in accordance with relevant privacy laws.
• In group settings, my surname will not be mentioned or a pseudonym will be used.
• The material (referred to in points 1 and 2 above) will be destroyed as per legal requirements to protect


confidentiality.


Patient name (print) 


Signature ................................................................ Date  


Patient’s legal guardian (if applicable)  


Signature ................................................................ Date  


Trainee name (print) 


Signature ................................................................ Date 





		Date: 

		Date_2: 

		Date_3: 

		Patient Signature: 

		Patients legal guardian: 

		Patients legal guardian's Signature: 

		Tranee Name: 

		Trainee Signature: 

		Patient Name: 

		Doctor's Name submitting hte case report: 
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Mental Health and 
Addictions Service 


Consent to Audio/Video Recording 
 
Consent is being sought for:  (please tick the appropriate box) 
 


Photo Images   


Audio Recording  


Video Recording  
 
_________________________________ (name of the Mental Health Professional) has explained 
to me the reasons for, expected benefits and any risks of the above activities.  I have had 
opportunity to ask questions and have received all the information I require.  I understand that I can 
ask for further information or withdraw my consent at any time.  I consent to take part in the above 
recording/conferencing activities (delete the appropriate section). 
 
 


Service User/Tāngata Whaiora 
 
Name:  ________________________________________________________________________ 
 
Signature:  ________________________________________________  Date:  _______________ 
 
 
 


Guardian/Carer/Significant Others/Kaitiaki  
(if applicable, refer to Waikato DHB informed consent policy) 
 
Name:  _______________________________________  Signature:  _______________________ 
 
Relationship:  _______________________________________  Date:  ______________________ 
 
 
 


Health Professional/Kai Mataara 
On behalf of the team treating the service user, I have confirmed with the service user that s/he 
has no further questions and wishes to proceed.  I have also informed service user what 
information collected will be used for and that it will be stored for _______________________ 
(state how long), after which time it will be destroyed.  A copy of the Informed Consent brochure 
(#HP364) has been provided. 
 
Name:  _______________________________________  Signature:  _______________________ 
 
Designation:  ____________________________  Date:  _________________ Ph: ____________ 
 
 
 
Give a copy of this completed form to the service user/Tāngata Whaiora.  The original should be filed on the clinical record. 


 
  


Patient Label 
Name:  _______________________________________ 
NHI:  ______________________ DOB:  _____________ 
Address:  _____________________________________ 


 







 
 
 


Statement of the Interpreter (if applicable) 
I have interpreted the information referred to above to the best of my ability, and in a way in which I 
believe s/he can understand.  I am a professional interpreter acting in that capacity working for  
_____________________________________.  This agency is contracted to Waikato DHB to 
provide interpreter services. 
 
 
Name:  ______________________________________ 
 
Signature:  ___________________________________ 
 
Date:  _______________________________ 
 
 
 


I have withdrawn my consent  
(if consent is withdrawn, please draw a line through the whole document). 
 
Service user/Tāngata Whaiora:  _______________________________________________ 
 
Signature:  _________________________________________ 
 
Date:  _____________________________________________ 
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Psychotherapy case discussion 
 
Protocol 


Purpose 
To assist trainees and psychotherapy supervisors with psychotherapy case discussions as 
required by the Psychotherapy Written Case. For more detail, please refer to the Psychotherapy 
Written Case Policy and Procedure. 


Note: the psychotherapy case discussion is a different assessment with different requirements to 
the Case-based Discussion (CbD) Workplace-Based Assessment (WBA) used throughout training. 


Introduction 
The Psychotherapy Written Case assessment comprises the provision of at least 40 sessions of 
psychotherapy informed by psychodynamic principles and reflection on this therapy through 
submission of a formal case report. 


During the psychotherapy process, trainees must participate in three formative psychotherapy case 
discussions about the patient whose therapy is the subject of the Psychotherapy Written Case with 
their psychotherapy supervisor to encourage reflection on the treatment progress and provide 
opportunities to receive qualitative feedback. 


Trainees must submit three completed psychotherapy case discussion forms to the College with 
their Psychotherapy Written Case. 


Focus 
Case discussions should occur during the early, middle and late phases of the psychotherapy and 
should focus on pivotal points or milestones in the therapy process or on treatment dilemmas 
and/or emerging issues. 


The supervisor should mark on the Psychotherapy case discussion form the topics covered in each 
psychotherapy case discussion. 


How to undertake a psychotherapy case discussion 
1. During the early, middle and late phases of the psychotherapy, the trainee should organise an 


individual supervision session with their psychotherapy supervisor for their psychotherapy case 
discussion. 


2. The trainee discusses their psychotherapy case with their supervisor. 


3. When required, the supervisor should question the trainee about key issues pertinent to the 
phase of therapy. 


4. Following the discussion, the supervisor should facilitate a positive interaction and give 
constructive feedback to the trainee. 


5. The supervisor rates the trainee’s performance using the 9-point scale on the psychotherapy 
case discussion form. 


6. The trainee and supervisor should discuss and agree on the next steps for the case and then 
both trainee and supervisor should sign the form. 
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Assessment criteria 
The aim of psychotherapy case discussions is to enable psychotherapy supervisors to provide 
systematic assessment and structured feedback across the following key areas. 
• Assessment – diagnosis and differential diagnosis. 
• Formulation – the ability to provide a formulation that demonstrates longitudinal and recent 


variables that have impacted upon the patient’s current presentation. 
• Risk assessment and management – appropriate assessment and management of risks 


associated with psychotherapeutic treatment, including considering chronic baseline risk and 
factors that would predict a shift from baseline, eg. therapist’s leave. 


• Medical treatment – focused and appropriate investigations and interpretation of the results, 
integrating knowledge into a comprehensive understanding of the patient and any implications 
for psychotherapy. 


• Psychotherapeutic processes – discussion of the therapeutic process including reflection on 
the nature of the therapeutic relationship. 


• Note keeping – accurate and up-to-date progress notes including appropriate attention to 
confidentiality, etc. 


• Professionalism – appropriate professional standards demonstrated in all aspects of the 
case, eg. confidentiality, respect, time keeping, maintaining records, appropriate doctor–patient 
relationships, boundary maintenance, etc. 


Feedback 
The feedback given after a psychotherapy case discussion is an important aspect of the encounter. 
The quality of feedback can be enhanced by encouraging self-assessment and should highlight the 
positive aspects of the discussion as well as any suggestions for improvement and any agreed 
actions or goals. 


Supervisors should also consider how the trainee demonstrates clinical judgement through an 
integrated understanding of patient and therapy mode selection and management of relationship 
issues and provide specific feedback. 


Guidance for discussion 
The following topics are intended to assist psychotherapy supervisors direct psychotherapy case 
discussions and elicit further information from trainees. They may also guide trainees to 
understand important focal points for discussions regarding their case. 


Discussions are not limited to these topics and other questions may be used to prompt focused 
discussion about the case at the psychotherapy supervisor’s discretion. 


Discussion topics: 
• psychodynamic formulation 
• suitability, indications and contraindications of the patient for psychotherapy 
• the developmental issues and underlying conflicts, with reference to theory and techniques 
• transference and countertransference experiences including in relation to significant events in 


therapy such as therapist’s leave 
• frame, setting and boundaries of therapy including particular issues such as setting and 


maintaining the frame of therapy, time keeping, gift giving, etc. 
• termination and appropriate transfer of the patient for continued therapy/care where 


appropriate. 
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Psychotherapy case discussion form 
To be completed by trainees submitting a Psychotherapy Written Case under the Fellowship 
Regulations 2012. 
Trainees must complete three formative psychotherapy case discussions about the patient whose therapy is 
the subject of the Psychotherapy Written Case. Please submit the three completed psychotherapy case 
discussion forms to the College with your Psychotherapy Written Case. 
Refer to the psychotherapy case discussion protocol for assistance with psychotherapy case discussions. 


Trainee name RANZCP ID 


Date of discussion Sessions completed
(at time of discussion) 


Psychotherapy case discussion      First      Second      Third 


CASE DISCUSSION FOCUS 
Please indicate the areas this case discussion focused on (tick all that apply): 


Early phase of treatment Middle phase of treatment Late phase of treatment 


 Case selection  Therapeutic process  Reformulation 


 Suitability of chosen modality  Key episodes  Termination 


 Assessment/mental state 
 examination 


 Reflection on nature of the 
 therapeutic relationship 


 Evaluation of the therapy 


 Initial formulation  Treatment dilemmas/emerging 
issues (eg. transference, 
boundaries, termination, etc.) 


 Specific learning points from the 
experience 


 Understanding of relevant 
theoretical 
frameworks/therapies 


 Understanding and application of 
relevant theoretical 
frameworks/therapies 


 Review of appropriateness of 
 chosen therapeutic model 


 Other (specify)  Other (specify)  Reflection on supervision 


 Other (specify) 


ASSESSMENT CRITERIA 
Psychotherapy supervisors, please rate the following areas of the psychotherapy case discussion on the scale below. 


Below standard Meets standard Above standard 
1 2 3 4 5 6 7 8 9 


Assessment, including diagnosis and differential diagnosis N/A 


Formulation, including the ability to provide a formulation that 
demonstrates longitudinal and recent variables that have 
impacted upon the patient’s current presentation 


N/A 


Risk assessment and management, including acute and 
chronic risk of the underlying condition as well as risks 
associated with psychotherapeutic treatment 


N/A 


Medical treatment, including implications for psychotherapy N/A 


Psychotherapeutic processes, including comment on the 
relationship, boundary maintenance, eg. establishing and 
maintaining the therapeutic frame, time keeping, dealing with 
crises, etc. 


N/A 


Note keeping, including up-to-date records in the patient’s file, 
appropriate attention to confidentiality, etc. N/A 


Professionalism, including confidentiality, respect, time 
keeping, maintaining records, appropriate doctor–patient 
relationships, boundary maintenance, etc. 


N/A 
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FEEDBACK – Supervisor to trainee 
What aspects were done well? 


Comment on clinical judgement. (See the protocol for guidance.) 


Suggestions for improvement. 


Agreed actions/goals. 


Psychotherapy supervisor name (print) 


RANZCP ID (if applicable) 


Signature Date  


Trainee signature ..................................................................... Date  


..................................................................... 
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Referral for ‘long-term’ Psychodynamic Psychotherapy with Psychiatry Registrar in Training



Thank you for referring your client for longer term psychodynamic therapy (40 sessions) with a training registrar, who will receive close supervision from an experienced psychodynamic psychotherapist. To optimise the chances of a good outcome a certain degree of client stability, motivation and ability to tolerate distress is required. Psychodynamic psychotherapy encourages emotional experiencing and often involves periods of increased client distress. The client will need the capacity to tolerate this distress without engaging in actions (see relative exclusion criteria) that take them away from their emotional experience and that are also inherently harmful. As this is likely to be the registrar’s first psychodynamic psychotherapeutic work, the relative exclusion criteria are tighter than they would be for a more experienced clinician. Please feel free to attach any other information you consider relevant.

		



		Patient Name: 

		NHI



		Referrer: 

		Date:



		Goals of Referral: Long-standing issues the client wants to address e.g. relationship, assertion, self-esteem 



		



		



		



		



		



		



		



		



		



		



		Indicators of Suitability 

		

		

		



		Stability 

		Yes 

		No

		Unsure



		Absence of active Axis I condition (except dysthymia, GAD)

		

		

		



		History of stability in relationships (family, friends, colleagues)

		

		

		



		History of stability in work or study

		

		

		



		Acceptably stable housing

		

		

		



		Acceptable stability in finances 

		

		

		



		Motivation and goals

		Yes

		No

		Unsure



		Individual is aware of their difficulties 

		

		

		



		Individual is curious about the basis of their difficulties

		

		

		



		Individual has clear idea of what they want to change

		

		

		



		Willingness & ability to attend regularly for 40 sessions

		

		

		



		Willingness and ability to tolerate periods of increased distress

		

		

		



		Relative Exclusion Criteria 

		



		Behavioural Dysregulation 

		Yes

		No

		Unsure



		Current or past history of suicidal behaviour 

		

		

		



		Current or past history of self-harm 

		 

		

		



		Current or past history of violence 

		

		

		



		Current or past history of substance use problems 

		

		

		



		Current or past history of problem gambling, sex, spending  

		

		

		



		Current or past history of anorexia nervosa or bulimia

		

		

		



		Current or past history of dissociation (from awareness of mild numbing to more extreme absences and memory gaps)

		

		

		



		Other 

		Yes

		No

		Unsure



		Current or past history of psychosis

		

		

		



		Long-term hospitalisation

		

		

		



		Personality disorder 

		Yes

		No

		Unsure



		Cluster A Personality disorder (paranoid, schizotypal, schizoid

		

		

		



		Cluster B Personality disorder (narcissistic, borderline, antisocial)

		

		

		



		General Comments ( PTO if required)
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UCNI Supervision Contract between Trainee and Supervisor





Supervisor	__________________________ Supervisee	______________________

Signature	__________________________ Signature 	______________________

Date		__________________________ Date		 ______________________

Frequency 	__________________________ Meeting length	______________________



1.0 Contract



The supervision contract is an agreement made between the supervisor, supervisee and the relevant organizations; in this case Upper Central North Island RANZCP training program (UCNI) and Te Whatu Ora Waikato. The Director of Training (DOT) Dr A Stephan is the representative of Te Whatu Ora  and RANZCP. This is delegated to Dr D Neilson and Dr M van Zyl in Tauranga and Rotorua respectively. 



2.0 Purpose of Supervision 



Supervision is a formal process which fulfils the RANZCP (Royal Australia New Zealand College of Psychiatrists) and local UCNI training requirements. It provides support and coaching for the Trainee to engage safely in their training experience of providing psychodynamic psychotherapy. It has the further goal of enhancing the knowledge, competence, and reflective practice skills of the Supervisee.  As this may be the sole experience of psychodynamic psychotherapy, there is no expectation that the Trainee will obtain the competences required to work independently as a psychodynamic therapist.



3.0 Supervisor Responsibilities 



The supervisor’s responsibilities are as follows:



3.1 Before Commencement of Therapy

· To determine the Trainee has adequate knowledge of psychodynamic psychotherapy, Supervisors may choose to give Trainees relevant preparatory reading.

· To be involved with selection of a suitable patient for psychodynamic therapy with a potentially novice therapist (see Appendix 5  guidelines for suitability for therapy). 

· To sight and confirm the patient consent forms for therapy and recording purposes.  

· To plan to schedule supervision sessions; with frequency of preferably weekly but not less than fortnightly, recognising that leave, work schedules, or client availability may reduce the frequency. 

· To liaise with the RANZCP approved supervisor, with whom the registrar has a direct line of clinical responsibility for care of this patient (usually the registrar’s supervising consultant).

· To acknowledge any personal circumstances which might affect supervision.



3.2 During Therapy

· To encourage the Trainee’s professional development and self-reflective capacity; offering feedback on strengths and underdeveloped areas and coaching in therapeutic skills. 

· To monitor and listen to samples of video or audio recordings of therapy sessions at least once every two months. 

· To undertake three formative case-based discussions as required by RANZCP. 

· To acknowledge any change in personal circumstances that might affect supervision.



3.3 Supervision Notes 

· To keep brief documentation of the supervision process in such a way that the contents, as well as the decisions/options for exploration are recorded. This documentation should be kept securely  for seven years and should be available to the trainee on request. 

· If the supervision ends before therapy-end, the notes will be passed on to the next Supervisor. If the Supervisee leaves the organisation the notes will be archived in the trainee’s RANZCP file. 

· Supervision notes may only be accessed by the DOT when there is a specific and serious need to gain access to these records (see confidentiality section).

· To send to the DOT, a record of attendance at supervision sessions and a record that samples of recorded sessions have been monitored at specified time points .i.e. at the halfway point of therapy (20 weeks) and at the conclusion of therapy at 40 weeks, as well as  at any time during therapy when requested by the DOT or representatives.  (See Appendix A below). 



3.4 Breakdown of Therapy 

· To determine if therapy has irreparably broken down, and whether or not this relates to insufficient registrar skill and capability. If registrar skill or capability is a significant factor, to assess and advise DOT or representative of the patient’s ongoing therapy needs so this can be organised within existing services adult mental health services (see confidentiality section).





3.5 Written Case Submission 

· Attest that the psychotherapy written case accurately reflects the presentation of the patient’s treatment as carried out by the trainee, as evidenced by signing the Case Submission form.

· Be familiar with the style and contact requirements of the written case report, and ideally to provide feedback on draft reports.  





4.0 Trainee/Supervisee Responsibilities



The trainee’s responsibilities are as follows:



4.1 Before commencement of Therapy

· To make appropriate disclosure when orientating the client to psychotherapy (what to expect and alternatives) prior to gaining consents. 

· To inform client of training requirements including that the case is recorded, will be written up and submitted to RANZCP. 

· To obtain client written permission (RANZCP consent form)

· To obtain and keep secure standard DHB consent forms for audio or video recording. 

· To keep the patient consents form as per DHB policies and to keep an individual copy securely. 

· To gain support of their supervising psychiatrist for overall responsibility for care and treatment. 

.  

4.2 Conduct of Therapy

· To endeavour, to the best of their ability, to engage with the client in a therapeutic manner.

· To abide by RANZCP guidelines for ethical conduct. 

· To see the patient in appropriate office facilities within normal working hours, except for exceptional circumstances, which need to be approved by the DOT. 

· To preferably videotape or failing this, audiotape, all psychotherapy sessions. 

· To obtain DOT approval prior to using teleconferencing or telephone to conduct therapy 



4.3 Supervision 

· To prepare material for presentation at sessions, including making available session recordings.  

· To discuss any boundary issues with clients, which are unusual, such as, touch, gifts, therapist self-disclosure, unusual appointment times or strong emotional experiences.

· To inform the supervisor of any life stresses or circumstances which may affect your work.

· To acknowledge honestly, skill, knowledge or experience deficits.

· To follow through on supervision agreements made.

· To ensure required case-base discussions are completed and provide appropriate forms. 

· To follow- up with the Supervisor to schedule the next supervision if you miss an appointment.

· To not obtain any other individual psychotherapy supervision concurrently for this case.  Group, peer and cultural supervision may, however, run concurrently, with agreement of the supervisor.  



4.4 Clinical Documentation 

· To record notes into the client’s clinical files for all clinical interactions. All entries should include statements concerning facts of the history, mental state, management and risk management. 

· To supply the supervisor with copies of notes made in the clinical file on a two- monthly basis.

· To give the supervisor the opportunity to view all other written communication i.e. discharge summaries and letters to confirm they are satisfactory as professional communication.  

· To keep the clinical file up to date and to ensure that key working roles, including, for example ensuring treatment plans, HoNOS are completed three monthly.

· To provide regular (3 monthly minimum) letters to general practitioners. 

· Where appropriate, e.g. reflecting decisions taken, to record supervision sessions in the file. 



4.5 Therapy Notes & Session Recordings

· With patient permission, the trainee may keep separate notes including subjective impressions, personal reactions and interpretations. These often form the basis of much of supervision and may be useful when writing up the written case history. These notes must be de-identified and kept in a secure place as per DHB policies. They should be retained for the minimum legally required time, typically 7 years. 

· To document in the clinical file where these therapy notes can be accessed, noting they could be subpoenaed if required by a court of law. 

· To keep all recorded patient material securely as per DHB policy and to erase all recordings at the completion of the case if not beforehand.



4.6 Patient safety 

· To advise general practitioner and supervising psychiatrist if at any time the mental state deteriorates to a level requiring additional mental health interventions, or risk is deemed high.

· To advise psychotherapy supervisor if there is any threat to the therapeutic relationship or expressed patient dissatisfaction with therapy or failure to attend.   

· To facilitate formal discharge from services at end of therapy.



5.0 Emergency Consultation 



Communication that consultation is required on an emergency basis must be clearly communicated by the Supervisee. In the case of an emergency consultation, the Supervisor will endeavour to make telephonic consultation available within a 24-hour period at the very least. Thereafter, a face-to-face meeting can be arranged as required. 



6.0 Confidentiality  & Exceptions



Generally, all supervision content is confidential and the supervisor is not expected to report on the content. Exceptions to confidentiality are outlined below. 



Exceptions to confidentiality occur when there are significant concerns about competency, safety, ethics or fitness to practice.   The Supervisor will be obliged to bring serious concerns, which cannot be resolved to a satisfactory level within the supervision process itself, to the attention of the Director of Training (DOT) or their representative. The Supervisee will be informed prior to such action being taken, (see clauses of exceptions to confidentiality in ‘Supervision notes’ and ‘Breakdown of therapy). 



The Supervisor is accountable to report that supervision takes place regularly and will complete a brief report form as specified in Appendix A. The Supervisor is also obliged to raise any appropriate supervision matters with his/her own supervisor.



7.0 Dissatisfaction or Grievance Process



Dissatisfaction with the supervision process should be resolved within the supervisor-supervisee relationship in the first instance. Failing resolution within this context, then it should be brought to the attention of the Director of Training or their representative.  



Either party can terminate supervision, but if the contract is planned to be prematurely dissolved, the Director of Training or delegate should be informed. Where a serious dispute exists, the DOT or delegate may call for disclosure of the supervision contents. 



Appendix 1 

		Supervision Log



		Date of supervision 

		Number of completed therapy sessions

		Recording seen/heard

Yes/ No

		Notes review

Yes /No 

		Comments (optional as required)



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		Date of supervision

		Number of completed therapy sessions

		Recording seen/heard

Yes/ No

		Notes review

Yes /No

		Comments (optional as required)
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Case History Subcommittee 


Psychotherapy Written Case 
Marking sheet 


Case number:    


Candidate number:  Examiner number:  


Date of submission:  Submission number:  


Please note that the patient consent, word count and other administrative requirements of 
this submission conform to the guidelines set out in the Psychotherapy Written Case Policy 
and Procedure. 
 


Examiners, please rate the following aspects of the Psychotherapy Written Case by indicating your 
assessment in the appropriate box. 
De-identification Yes No 


Does this Psychotherapy Written Case meet the de-identification requirements 
(as detailed in point 8.2 of the Psychotherapy Written Case Policy and 
Procedure)? 
If the answer to the above is ‘No’, the case report is to be failed and returned 
unmarked with no feedback provided. 


  


 
 


Presentation Yes No 


Is the content presented according to the requirements as described in point 8.3 
of the Psychotherapy Written Case Policy and Procedure?   


Does the standard of written English conform to the guidelines as described in 
point 8.3 of the Psychotherapy Written Case Policy and Procedure?   


The case report needs a substantial rewrite to provide clarity. Because of the 
serious deficits in language and grammar, the case report is unable to be 
adequately appraised in its current state. 
Limited feedback is provided but there may be matters of concern that only 
become apparent once the case report is rewritten. 


  
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The following domains are to be articulated at the standard expected at the end of Stage 3. 


Assessment (including mental state examination and initial formulation) 
Consider the following (if relevant to this case) in assessing this domain. 


The following criteria are to be met at the proficient standard: 


A thorough, comprehensive and detailed psychiatric history in the standard format including 
discussion of the referral, history of presenting complaint, past psychiatric history, as relevant. 


Detailed personal and developmental histories in order to substantiate the psychological 
formulation and management plan proposed. 


A thorough and comprehensive mental state examination with emphasis tailored to the person. 
The emphasis should be upon those aspects of mental status that are meaningful to the process 
of psychotherapy while giving a level of detail in other areas of mental status appropriate to the 
circumstances. 


Consideration of the physical health of the person is expected, although it is acknowledged that 
this task may have been undertaken by the general practitioner. 


The issues around the collection of any further information including physical investigations. 


An initial formulation should demonstrate the trainee’s understanding of why this person 
presented with this illness at this time, rather than merely an explanation of the illness. Careful 
attention should be paid to include significant organic factors/illness. 


A diagnosis and differential diagnosis using a recognised classificatory system. 


  Satisfactory  Not satisfactory 


The following criteria are to be met at the standard expected at the end of Stage 3: 


Sophisticated understanding of the immediate and long-term risks of the individual that include 
considerations of history and mental state examination and the impact of treatment. 


Reflection of components of the assessment including any gaps in the information obtained, 
mental state examination and diagnostic conclusions. 


  Satisfactory  Not satisfactory 


 


Management plan 
Consider the following (if relevant to this case) in assessing this domain. 


The management plan is clearly informed by the formulation and considers all of the relevant 
biological, psychological, social, spiritual and cultural issues. 


If other health professionals are involved, for example as case managers or medication 
prescribers, this should be detailed and the issues around this fully explored and discussed. This 
may be particularly pertinent when there are significant organic factors/illnesses. 


Justification of the psychological therapeutic model used. This should include a discussion of the 
way in which therapy was negotiated with the patient, other modalities that were considered and 
the reasons for their rejection, potential risks of therapy, goals and expectations of the patient 
and the therapist, awareness of any limitations of the model used and the suitability of the type 
of therapy for the patient. 


Hypotheses are provided regarding the potential difficulties with the therapeutic alliance and 
barriers to psychotherapy, including potential problems arising during care. 


  Satisfactory  Not satisfactory 
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Clinical progress 
Consider the following in assessing this domain. 


A review of the process of psychotherapy with a clear description of the psychological processes 
that were observed and experienced. These should be explained using a theoretical concept 
appropriate to the therapeutic style employed. 


Discussion of the relationship between the patient and the trainee, as therapist, with regard to 
the therapeutic model being used. 


Evidence of the trainee’s self-awareness, capacity for reflection and appropriate self-criticism, 
awareness of limitations to expertise and appropriate seeking of support. 


A summary of the therapy. There is no single method for describing a course of therapy; 
however, the capacity to prioritise and identify the key episodes in the therapy should be 
demonstrated. 


Discussion of termination, either actual or anticipated. This should include how termination was 
explained to and negotiated with the patient. If relevant, comment on the appropriateness of 
termination of therapy. 


Issues of boundaries and ethical dilemmas are identified and responded to. 


The language used is technically sophisticated and psychological terms are not mis-used. 


If the use of videoconference for a number of psychotherapy sessions was approved, there 
should be a discussion of the use of this technology and any effect that it may have had on the 
therapy. 


  Satisfactory  Not satisfactory 


 


Reformulation 
Consider the following in assessing this domain. 


A sophisticated psychological formulation that reflects increased understanding of the person as 
a result of the therapy. The extent and complexity of the reformulation will vary with the 
psychotherapy modality used. The trainee should reflect on the extent and nature of the changes 
from initial formulation. The reformulation should include vulnerability and resilience factors. 


  Satisfactory  Not satisfactory 


 


Supervision 
Consider the following (if relevant to this case) in assessing this domain. 


Description of the role of the psychotherapy supervisor in the trainee’s learning, including the 
supervisor’s role in the examination of the psychotherapy process and the contributions of the 
trainee and patient to this process. 


If the psychotherapy supervisor was not the consultant psychiatrist involved with the patient, the 
role of both the consultant psychiatrist and the supervisor should be described. 


Critically appraises components of the supervisory relationship, the limitations of the supervisory 
process and reflects on the learnings for their own general supervision practice. (The 
competence of the trainee as a psychotherapy supervisor is not the focus of this criterion.) 


If the psychotherapy supervision was provided as group supervision and/or via telephone or 
videoconference, any effects of this type of supervision should be described. 


  Satisfactory  Not satisfactory 
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Communication/liaison 
Consider the following (if relevant to this case) in assessing this domain. 


Outline of communication with other professionals who are or will be working with the person 
undergoing therapy. 


Discussion of issues that may arise with respect to the therapy and therapeutic relationship as a 
result of communication with other professionals. 


  Satisfactory  Not satisfactory 


 


Discussion 
Consider the following (if relevant to this case) in assessing this domain. 


Evaluation of the therapy and its significance for the person. 


Reflection on the mode of therapy undertaken and its appropriateness and usefulness for the 
person. The reflection should place the therapy in the context of the theory underpinning the 
model of therapy. 


The discussion should be reflective and, as appropriate, critical of the existing theoretical 
knowledge and model of therapy. 


Demonstration of the trainee’s learning as a result of the therapeutic experience with the person. 


  Satisfactory  Not satisfactory 


 
 


Examiners please note: 
To achieve a pass in the Psychotherapy Written Case, trainees must meet the de-identification and 
presentation requirements and achieve a ‘satisfactory’ grade in all aspects of the marking domains. 


 


The result for this Psychotherapy Written Case is  Pass  Fail 
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Comments 
Assessment (including mental state examination and initial formulation) 


 


 


 


 


 


 


Management plan 


 


 


 


 


 


 


Clinical progress 


 


 


 


 


 


 


Reformulation 


 


 


 


 


 


 


This feedback is provided for educational purposes only and is not a basis for appeal. All submitted case reports have been marked 
according to the domains detailed in the attached marking sheet. In some instances, an examiner has provided additional comments to 
highlight areas of the case requiring revision; however, this is not intended to be a step-by-step guide to rectify the case and other areas 
may need your consideration. You may amend the case report in light of these comments or submit a completely new case. It is noted 
that on some occasions other sections of the case will be substantially affected by the rewriting. Changes made will need to be reflected 
consistently throughout the case. On resubmission, a case will be marked as a whole. In some instances, examiners may advise 
trainees that the failed case is unsuitable for resubmission. 
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This feedback is provided for educational purposes only and is not a basis for appeal. All submitted case reports have been marked 
according to the domains detailed in the attached marking sheet. In some instances, an examiner has provided additional comments to 
highlight areas of the case requiring revision; however, this is not intended to be a step-by-step guide to rectify the case and other areas 
may need your consideration. You may amend the case report in light of these comments or submit a completely new case. It is noted 
that on some occasions other sections of the case will be substantially affected by the rewriting. Changes made will need to be reflected 
consistently throughout the case. On resubmission, a case will be marked as a whole. In some instances, examiners may advise 
trainees that the failed case is unsuitable for resubmission. 
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Education Training Policy and Procedure 


Psychotherapy Written Case 


Authorising Committee/ Department:  Education Committee  


Responsible Committee/ Department:  Education Committee 


Document Code:  
POL PRC EDT-TRN Psychotherapy Written Case Education Training 
Procedure (11.1) 


 


Policy on Psychotherapy Written Case 


This policy sets out the requirements of the Psychotherapy Written Case, which trainees must 
successfully complete in order to be eligible for Fellowship. 


 


Policy statement 


The successful completion of a Psychotherapy Written Case is a requirement of the RANZCP Fellowship 
Program. This summative assessment comprises at least 40 sessions of therapy provision together with 
a related written case report, which are designed to help trainees meet the Fellowship Competencies, 
particularly in the CanMEDS framework roles of Medical Expert, Communicator and Professional. 


 


Purpose  


This policy and procedure sets out the requirements of the Psychotherapy Written Case and the 
expectations and high-level operational activities for its satisfactory completion as a mandatory 
component of training under the RANZCP Fellowship Regulations 2012. 


The general purpose of the Psychotherapy Written Case is: 


• for the trainee to demonstrate understanding of and ability to apply psychodynamic principles 
in the psychological treatment of a patient 


• for the trainee to demonstrate understanding that symptoms, behaviours, and motivations 
often have complex meanings that may not be readily apparent 


• to assess the trainee’s ability to communicate their assessment, formulation and 
management of a person with psychiatric problems in written professional English 


• to provide trainees with an opportunity to demonstrate their capacity to reflect on their clinical 
involvement with a patient, the contribution of supervision and on their role as part of the 
broader mental health system. 


The skills involved in preparing the formal psychiatric report are an integral aspect of a psychiatrist’s 
expertise, necessary in communicating with referring doctors or in constructing medico-legal opinions. 


This assessment will contribute to the trainee’s ability to meet the Fellowship Competencies, particularly 
in the CanMEDS Framework role of Medical Expert, Communicator and Professional.  


 


Policy details 


1. Requirements of the Psychotherapy Written Case 


The Psychotherapy Written Case assessment includes both the provision of psychotherapy and the 
writing and submission of a case report. 


1.1 Standard 
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The Psychotherapy Written Case will be assessed at the standard expected at the end of Stage 3 
(as described by the assessment domains).  


Trainees may begin the psychotherapy in Stage 1. The competence of the trainee as a therapist 
is not the major focus of the assessment. The trainee is expected to maturely reflect on all 
aspects of the therapy (integrating theoretical and clinical knowledge) at the standard expected at 
the end of stage 3 in the written report. 


 


1.2 Learning goals 


The learning goals of the Psychotherapy Written Case are to develop the trainee’s ability to: 


o conduct psychological therapy 


o acquire knowledge of psychotherapeutic principles and practices 


o integrate psychiatric/medical and psychotherapeutic perspectives in the practice of 
medical psychotherapy 


o integrate theoretical and clinical knowledge 


o formulate a case where psychodynamic factors are prominent 


o communicate in professional English to the standard of a formal report, which implies 
attention to grammar, spelling and lack of repetitiveness 


o organise data and present it in a written report in a logical and coherent manner (with 
appropriate attention to the structure to promote reader understanding) 


o capture and convey the essence of the patient together with the essence of the 
therapeutic relationship 


o reflect and identify the nature of the engagement between the therapist (the trainee) 
and the patient 


o reflect on the role of, and relationship with, the psychotherapy supervisor. 


 


2. The psychotherapy 


In order to successfully complete the Psychotherapy Written Case, trainees must treat a person, 
under supervision, using therapy informed by psychodynamic principles for at least 40 sessions 
(each session lasting approximately 1 hour). The psychotherapy should last for at least 6–12 months 
with at least one session weekly to achieve the necessary experience for the demonstration and 
discussion of the required psychotherapeutic principles and practices.  


In many instances, more than the minimum 40 sessions will be needed to achieve the goals of the 
Psychotherapy Written Case and the therapy may continue beyond 40 sessions and/or the time of 
writing up the case. This decision should be made in discussion with the patient, psychotherapy and 
psychiatrist supervisor(s) (where different) with regard to the patient’s needs. 


All requirements of this policy and procedure must be adhered to throughout the entire 
psychotherapy, including any sessions in excess of the minimum 40. 


 


2.1 Knowledge, skills and attitudes gained through the therapy 


Trainee competence in conducting therapy over 40 or more sessions is demonstrated through 
the knowledge, skills and attitudes gained.  


The competencies to be gained might broadly be expected to include, but are not limited to, the 
following: 


Knowledge 
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o Acquiring knowledge of psychotherapeutic principles and practices.  


o Understanding that symptoms, behaviours and motivations often have complex 
meanings. 


o Understanding the impact of life cycle issues. 


o The indications and contraindications for psychodynamically informed therapy. 


Skills 


o Ability to build and monitor a therapeutic alliance (over a longer term than is often 
possible in usual trainee rotations) including managing disruptions and problems. 


o Ability to engage a patient in exploring life history in-depth, including relationships, 
fears, traumas and losses.  


o Ability to create and maintain a safe therapeutic environment for the patient. 


o Ability to refine and improve on listening and empathy skills. 


o Ability to use self-reflection, clarification and interpretation to enhance progress of 
treatment. 


o Ability to manage both the early assessment and the termination phases. 


o Ability to make use of ongoing supervision. 


Attitudes 


o Empathic, respectful, open, collaborative attitude and ability to tolerate ambiguity. 


o Sensitive to sociocultural issues that arise during therapy. 


o Ability to display confidence in the psychodynamic process. 


o Genuine. 


o Non-judgmental. 


o Patient-centred. 


o Professional (for example, privacy and confidentiality, attend sessions in timely 
manner, arrange follow up, manage interruptions). 


o Ethical (for example, maintenance of appropriate therapy notes, informed consent, 
appropriate boundary maintenance). 


 


3. Supervision 


All psychotherapy supervisors must be accredited by the Branch Training Committee (BTC) and be 
appropriately skilled and experienced to supervise psychotherapy.  


 


3.1 Supervision during the psychotherapy 


The process of supervision must begin before therapy actually starts. The psychotherapy 
supervisor must be involved in the selection of a patient, who must be suitable for (at least) 40 
sessions of psychotherapy. 


As outlined in point 6, trainees must participate in three formative Psychotherapy Case 
Discussions with their psychotherapy supervisor during the therapy process. 


In addition to their three formative Psychotherapy Case Discussions, trainees must have regular 
supervision sessions with their psychotherapy supervisor to allow mutual examination of both the 
psychotherapy process and the contributions of the trainee and the patient to this process. 
Individual supervision on a weekly basis is ideal. If this is not possible, supervision should be at 
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least fortnightly. Group supervision can be used as an alternative to individual supervision as 
long as each trainee involved takes part in all discussions. In relation to group supervision, the 
following criteria should be met: 


o groups should not exceed 5 trainees 


o meetings should be ideally weekly or at least fortnightly 


o meetings should be 1 – 2 hours 


o each trainee’s case should be discussed at least at every second session. 


It is the trainee’s responsibility to provide regular communication of progress and significant 
developments in the psychotherapy of the patient to the psychotherapy supervisor (and 
psychiatrist supervisor where different). 


 


3.2 Supervisor requirements 


The psychotherapy supervisor is required to: 


o supervise the trainee’s clinical care of the patient within the clinical governance 
structure of the health facility 


▪ However, if the psychotherapy supervisor: 


• is not a psychiatrist; or 


• does not work for the health facility which with the patient is registered; 
or 


• is accessed via telephone or videoconference; 


then the trainee must ensure that their clinical care of the patient is supervised 
by a College-accredited psychiatrist supervisor who has oversight and clinical 
governance of the patient’s treatment in the health facility with which the 
patient is registered. 


▪ It is recommended that there is communication between the psychiatrist 
supervisor and psychotherapy supervisor at the start of therapy and if/when 
the trainee transfers to another service to delineate the extent of responsibility 
or co-management (if any), of the patient. 


o engage in three formative Psychotherapy Case Discussions with the trainee during 
the course of psychotherapy as outlined in point 6 and in the Psychotherapy Case 
Discussion Protocol 


o attest that the Psychotherapy Written Case accurately reflects the presentation of the 
patient and the management as carried out by the trainee 


o view all related written communication, for example, discharge summaries, and 
confirm they are satisfactory as professional communication. 


The psychotherapy supervisor must confirm the above by signing the Psychotherapy Written 
Case Submission Form. 


The psychotherapy supervisor must be familiar with the style and content requirements of the 
written case report. 


 


3.3 Psychotherapy supervision via telephone or videoconference 


A trainee who is unable to access a local psychotherapy supervisor in person may access an 
accredited psychotherapy supervisor via telephone or videoconference. Psychotherapy 
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supervision must fulfil the requirements as per points 3.1 and 3.2 above, whether conducted in 
person or via telephone or videoconference systems.  


A trainee who has arranged access to a psychotherapy supervisor via telephone or 
videoconference must apply for prospective approval from their DOT. Approval for psychotherapy 
supervision via telephone or videoconference will be determined on a case-by-case basis with 
consideration of the accessibility and availability of local psychotherapy supervision, in addition to 
supporting documentation provided by the trainee and/or potential psychotherapy supervisor. If 
approval is granted, it must be documented by the DOT in writing prior to the commencement of 
the psychotherapy and the trainee must submit this documentation to the College head office 
attached to their Psychotherapy Written Case Submission Form.  


o A trainee who has been supervised via telephone or videoconference would be 
expected to address issues around this form of psychotherapy supervision in the case 
report as part of the ‘Supervision’ assessment domain. 


 


4.  Selection of patient 


Any psychotherapy patient seen by a trainee must be managed with appropriate clinical governance 
arrangements in place and registered as an open case at an appropriate health facility linked to an 
accredited training program. The trainee should be in a training post in the same location; however, 
this may not be possible due to trainee or patient movement over the course of treatment. 


• A trainee who is treating a patient who is registered with a different health facility than the one 
through which the trainee is employed must discuss the clinical governance arrangements 
with their supervisor and DOT. Trainees must ensure that they receive documented approval 
for the continuation of treatment by the health facility with which the patient is registered. 
Trainees should also ensure that indemnity arrangements with the facility remain in place.    


A psychotherapy patient must not have already undertaken 40 sessions of psychotherapy with a 
trainee which resulted in the submission of the Psychotherapy Written Case.  


The psychotherapy supervisor must be involved in the selection of a patient, who must be suitable 
for (at least) 40 sessions of psychotherapy. 


If a trainee is unsure as to whether the selected patient is a suitable choice for the Psychotherapy 
Written Case, their DOT should be included in discussions with their psychotherapy supervisor. A 
trainee who has further questions can contact the CFT via the Training Department at the College 
head office. 


 


4.1 Patient consent form 


Trainees must obtain consent from their patient and have the prescribed Patient Consent Form 
signed before therapy begins.  


o Trainees who select a child or adolescent patient must obtain consent from patient’s 
legal guardian before therapy begins in the first instance. Trainees must also take into 
consideration the legal requirements in relation to treatment of minors. 


o In the case of multiple supervisors (if the trainee’s accredited psychotherapy 
supervisor and accredited psychiatrist supervisor are different people), valid consent 
should include informing the patient of the roles of both supervisors and clarifying the 
clinical governance arrangements. 


o A trainee who has received prospective approval from their DOT to conduct a portion 
of the psychotherapy sessions via videoconference must obtain specific consent from 
the patient for videoconference sessions, in line with Appendix 1. 


The Patient Consent Form is to be sighted and confirmed on the Psychotherapy Written Case 
Submission Form by the trainee’s psychotherapy supervisor. 
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The trainee is responsible for the safe-keeping of the Patient Consent Form as per local record 
management policies, which usually require documentation of the patient’s consent to be filed in 
the patient’s formal case file held at the health facility. A copy of the Patient Consent Form should 
also be kept by the trainee.  


Additionally, all legal and ethical consents required by the relevant health facility should be 
addressed by the trainee. 


 


4.2 Use of a child or adolescent patient 


While there is no restriction on selecting a child or adolescent patient for the Psychotherapy 
Written Case, the marking requirements can be very difficult to fulfil when the patient is a very 
young child because of the need to tailor the therapeutic relationship to the appropriate stage of 
the child’s development and the level of sophistication required to describe the psychotherapy 
process.  


Trainees who have selected a child or adolescent patient should reflect age appropriate 
considerations in their assessment and management of the patient (see the ‘assessment’ and 
‘management plan’ assessment domains outlined in point 10). 


 


4.3 Requests to conduct psychotherapy sessions via videoconference (Refer to 
Appendix 1) 


While the value and role of communication technology in psychotherapy is acknowledged, the 
use of videoconference facilities is may not always be appropriate for the initial stage of learning 
psychotherapy, where therapeutic alliance and management of risk are being learnt and framed.  


However, trainees may apply to their Director of Training (DOT) for approval to conduct a portion 
of the psychotherapy sessions via videoconference.  Applications must be prospective and must 
be made in writing and submitted to the DOT.   


It is expected that the first five sessions are completed face to face to establish the therapeutic 
frame and relationship. Applications to complete any of the first five sessions via videoconference 
must be made to the DOT and provide justification as to why the sessions need to be undertaken 
by videoconference. The DOT will review and can approve such an application if there is a 
justifiable reason to conduct the sessions by videoconference. The DOT may refer the application 
to Branch Training Committee (BTC) or New Zealand Training Committee (NZTC), if required .  


Trainees should include supporting documentation from their psychotherapy supervisor with their 
requests and must address the mitigating circumstances, the impact on the therapeutic 
relationship and the anticipated number of sessions that would be conducted via these means, as 
well as the other requirements set out in Appendix 1.  


The DOT will consider these requests for approval on a case-by-case basis. The DOT may refer 
an application to the Branch Training Committee or New Zealand Training Committee in cases 
where a decision cannot be reached.  


Trainees must seek prospective approval for sessions to be conducted via videoconference even 
when they are in addition to the minimum 40 sessions of psychotherapy. 


If approval is granted, the trainee must submit the documentation provided by the DOT to the 
College head office attached to their Psychotherapy Written Case Submission Form. 


Applications to conduct psychotherapy via telephone can be considered in exceptional 
circumstances only as telephone does not allow for the visual cues necessary in learning 
psychotherapy.  


Approval to conduct psychotherapy via telephone for a maximum of five sessions can be 
considered by the DOT. Applications for greater than a total of five sessions via telephone must 
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be submitted to the Committee for Training and detail the exceptional circumstances and have 
the support of the Psychotherapy supervisor.   


 


5. Provision of therapy 


The trainee must be the sole therapist/practitioner of psychological intervention for the case. 


The psychotherapy will generally be undertaken while the trainee is in a College-accredited training 
post due to the clinical supervision required (i.e. not while a trainee is on an approved break in 
training or has otherwise interrupted their training). Any variation will require prospective approval by 
the CFT. Applications must be made in writing and submitted via the Training Department at the 
College head office. 


The patient should be seen in appropriate office facilities within normal working hours, for both 
trainee and patient safety.   


The patient needs to be aware of how to access emergency or after-hours support. This information 
should be clearly documented. 


 


5.1 Documentation 


The trainee must make an entry in the health facility case notes for each attendance by the 
patient. Such entries should contain statements of facts concerning the history and management 
of the psychotherapy patient, including risk management. Whilst seeing a patient for 
psychotherapy treatment, the trainee is responsible for keeping this clinical file up to date with 
progress notes, medication details and risk assessment accurately recorded. Upon termination of 
the therapy with the trainee, the details of follow-up arrangements for care should be clearly 
documented in the health facility case notes. 


5.1.1 Separate training notes 


In addition to the health facility record, trainees may, with the permission of the patient and 
the facility involved, keep separate notes or audiotapes for training purposes on their 
sessions with their psychotherapy patients to discuss with their psychotherapy supervisor.   


These training notes may contain the trainee’s subjective impressions and interpretations of 
their patient. In practice, most psychodynamic psychotherapy treatment under supervision 
occurs with the use of this separate set of training notes. The training notes are also used for 
reference in writing up psychotherapy cases in training. The notes must be de-identified and 
kept in a secure place. These notes should not replicate or be a substitute for good clinical 
notes and records, which would form part of the patient’s clinical file. 


The trainee should document in the health facility case file where these training notes can be 
accessed. The trainee and patient need to be aware that, although these training notes 
belong to the trainee, these notes could also be accessed by the patient in some 
circumstances and/or subpoenaed if required by a court of law. They should be retained and 
not destroyed for the legally required time period in the jurisdiction in which the trainee 
operates, which in most cases will be 7 years. 


 


5.2 Break in therapy 


A Break in therapy of six or more consecutive weeks is not permitted. In exceptional 
circumstances, where a break in therapy is unavoidable, an application must be made to the CFT 
for approval. This application must be made prospectively. Where this is not possible, for 
example due to misadventure or illness, application must be made as soon as practicable. 
Support from the psychotherapy supervisor and local BTC/delegated body of the NZTC should 
be provided as part of the application. Should approval be granted, the trainee should reflect on 
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and explain the effect of the extended break on the conduct of therapy and the effect, if any, it 
had on the progress of therapy.  


Correspondence from the CFT must be provided when submitting the case for marking.  


  


6. Formative assessment – Psychotherapy Case Discussion 


During the psychotherapy process, trainees must participate in three formative Psychotherapy Case 
Discussions about the patient whose therapy will be written up for assessment purposes with their 
psychotherapy supervisor to encourage reflection on the patient’s treatment progress and to provide 
opportunities for qualitative feedback. 


The Psychotherapy Case Discussions should occur during the early, middle and late phases of the 
psychotherapy and should focus on pivotal points or milestones in the therapy process (such as 
case selection, formulation and termination) as these points are critical to meeting the standard for 
the written case report, or on treatment dilemmas and/or emerging issues (such as gift giving, erotic 
transference, boundary issues, etc.). 


For each Psychotherapy Case Discussion, the Psychotherapy Case Discussion Form will be 
completed by the supervisor, together with the trainee. Trainees must retain the three completed 
forms and submit them to the Case History Subcommittee via the College head office with their 
written case report. 


Guidance on Psychotherapy Case Discussions can be found in the Psychotherapy Case Discussion 
Protocol available on the Psychotherapy Written Case page of the College website. 


Note: the Psychotherapy Case Discussion is a different assessment with different requirements to 
the Case-based Discussion (CbD) Workplace-based Assessment (WBA) used throughout training. 


7. Termination 


Termination of therapy should be planned by the trainee with the patient and supervisor(s), and 
should be managed to avoid an abrupt end to treatment and with regard to the patient’s needs. The 
patient should be given clear details of the follow-up arrangements for care following termination of 
therapy with the trainee. These details should be clearly communicated with all members of the 
treating team, and clearly documented in the case notes of the health facility with which the patient 
is registered. 


 


7.1 Termination prior to 40 sessions 


There may be unusual and exceptional cases where therapy is terminated just before the 
planned 40 sessions. Trainees must submit a request to waive the 40 session requirement to the 
CFT via the College head office. Trainees should include supporting documentation from their 
psychotherapy supervisor and/or DOT with their requests. The CFT will consider these requests 
on a case-by-case basis.  


 


8. The written case 


Trainees must write and submit a case report that details their assessment and subsequent 
management of a person through the use of psychological methods over at least 40 sessions. This 
written report forms the summative assessment component of the Psychotherapy Written Case. 


The Psychotherapy Written Case must be a formal report. 


 


8.1 Length 
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The Psychotherapy Written Case must be 8000–10,000 words in length. The word count 
commences from the start of the case (introduction/demographics/synopsis) through to the end of 
the case (discussion/conclusion). 


Written cases found to be outside the prescribed range will be returned by the College unmarked. 


The total word count must appear on the cover page. 


The word count will include: all headings, footnotes, and appendices.  


o Explanatory footnotes are not to be included in the reference list; rather they must 
occur at the appropriate point in the text and be included in the word count. 


The word count will exclude: the de-identification disclaimer, cover sheet (which should include 
the de-identification disclaimer), index/table of contents and references/bibliography. Figures and 
diagrams are also excluded from the word count.  


Trainees are advised to include their references in a separate reference list/bibliography at the 
end of the report and to use superscript numbers in the body of the case, as these can be 
excluded from the word count.  


 


8.2 De-identification and confidentiality 


All data which could potentially identify the patient must be removed from the case report, 
including from all appendices and acknowledgments. 


As part of de-identification, the name of the trainee submitting the case must not appear 
anywhere within the text of the case report (nor the name of any College Fellow or other staff 
involved in any aspect of the case).  


The first time a pseudonym is used, it must have an asterisk (*) after it, indicating that it is a 
pseudonym. Each case report must contain a de-identification disclaimer (and statement 
concerning the use of asterisks) on the cover sheet, stating that all data identifying the patient 
has been removed.  


It is not sufficient to simply use a pseudonym for patients, their families and the submitting 
trainee. The following must also be de-identified: 


o locations, including the patient’s city/town of residence 


o names of mental health services, hospitals and hospital units 


o dates of admission 


o names of College Fellows, supervisors, other staff and trainees 


o identifying data included with X-rays, children’s drawings, copies of letters and/or 
other information included with the case report including any appendices or 
attachments. 


Where individually relevant, the country of origin and occupation of the patient must also be 
modified, that is, where circumstances are so unique or unusual as to allow easy identification. 


o Trainees are strongly advised to avoid high-profile cases. 


o It is recognised that at times altering ethnicity, country of origin, occupation or a 
significant identifying aspect of the patient, or the respective genders of the trainee 
and/or patient, can potentially detract from the richness and essence of the case. 
Trainees are advised to seek their supervisor’s input to determine whether such 
alterations are necessary to avoid potential breaches of patient confidentiality and to 
refer to principle four of the RANZCP Code of Ethics. The trainee should document 
this rationale in their case. 


The de-identification disclaimer is not included in the word count. 
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8.2.1 Failure for identification 


Case reports that include data which, in the opinion of the examiner, leads to the 
identification of the patient or the trainee, will be returned to the trainee as failed.  


A case that has been failed on these grounds will not be marked and the only feedback the 
trainee will receive will appear in the ‘De-identification’ section of the Psychotherapy Written 
Case marking sheet. (On the next submission, a new Psychotherapy Written Case 
Submission Form and fee will be required.)  


8.2.2 Examples of de-identification disclaimers 


‘In accordance with Psychotherapy Written Case Policy and Procedure (11.1), all data which 
could potentially identify the patient, their family and other individuals has been removed 
from this case report. The locations, names of hospitals, supervisors and dates of 
assessment have been modified and replaced with a pseudonym marked by an asterisk (e.g. 
Jane*) the first time they appear in the text.’ 


‘Pseudonyms are used for all names in this case report and are marked with an asterisk (e.g. 
Jane*). All data that could potentially identify the patient has been removed from this case to 
ensure confidentiality.’ 


8.2.3 Proofreading following de-identification 


Trainees are reminded to carefully proofread their case report following de-identification. 
Inconsistent ages, dates or names make it difficult to understand the timeline of events within 
the case and can distract from the true essence of the case. 


8.3 Presentation 


If the examiners are of the opinion that the case does not meet the standard of a formal report, it 
will be failed. 


Trainees should present their written case report according to the following requirements: 


a) The case report is well presented with a clear layout. 


o Professional English is used with appropriate spelling and grammar. 


o The font must be 12 point font. 


o The font used is to be consistent throughout the case, for example Arial or Times New 
Roman. 


o The report must be double-spaced. 


o Pages must be numbered and should be printed double sided when possible. 


b) The data is organised and presented in a logical and coherent manner. 


c) All references cited in the text are listed at the end of the report in an accepted reference 
style that uses superscript numbers in the body of the case, e.g. Vancouver style. (This is to 
ensure the word count can be verified). 


d) The report has been carefully proofread (by supervisor and/or third party, as well as by the 
trainee). 


o It is recommended that trainees seek advice in relation to the style of expression, use 
of language, structure and organisation of content, which could be provided by a 
colleague or a professional editor. In relation to the specific clinical content/clarity of 
clinical concepts, trainees should consult their supervisor or another clinician. 


o Trainees are reminded that they are required to submit work that is their own 
independent undertaking. The Case History Subcommittee encourages and supports 
the formative process that occurs when trainees and supervisors/Directors of Training 
review draft case submissions. Careful proofreading by a third party is recommended; 
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however, for a professional editor or supervisor/Director of Training to substantially 
modify the content of the case report would be considered unauthorised collaboration. 


o Trainees are reminded to adhere to the de-identification and confidentiality 
requirements for the case report before seeking advice from a third party 
non-clinician. 


e) Each case report must be bound securely, for example, spiral binding. Cases that are not 
bound securely will be returned unmarked. 


o The Psychotherapy Written Case Submission Form is not to be bound within the case. 


o Stapling, the use of bulldog clips, paper clips, ringed binders or tube or metal file 
fasteners, (i.e.: no hole punching) are insufficient. 


 


9. Submission of the Psychotherapy Written Case 


Trainees must be actively training or on an approved break in training in order to be eligible to 
submit their Psychotherapy Written Case. Trainees who have interrupted their training without 
approval for a break in training are considered to be not in training as per the Leave and 
Interruptions to Training Policy (23.1), and are not eligible to complete or submit their Psychotherapy 
Written Case during that time. A trainee’s status will be assessed in line with the relevant final 
submission date as per the published examination timetable.  


Trainees must submit their Psychotherapy Written Case to the Case History Subcommittee via the 
College head office. The Psychotherapy Written Case may be submitted at any time; however, the 
Case History Subcommittee will mark cases and release results in designated time periods with the 
final submission dates specified on the College website. The Case History Subcommittee will 
delegate the marking of individual cases to suitably experienced Fellows. 


When submitting a Psychotherapy Written Case, trainees must complete the Psychotherapy Written 
Case Submission Form, together with their case history, three completed Psychotherapy Case 
Discussion Forms, a hard copy of their current medical registration and the prescribed fee to the 
College by 5pm, Melbourne time on the published submission date. Applications will not be 
accepted via any other method. 


• Submissions received after the submission date will not be accepted under any 
circumstances and will be held over until the next submission date; however, submissions 
that are postmarked before submission closing will be accepted. 


• Case reports will not be processed without the electronic copy, payment or signed 
Psychotherapy Case Discussion Forms and Psychotherapy Written Case Submission Form. 
In these instances, the case report will be returned by the College unmarked. 


• The trainee’s name is not to appear anywhere on the case. The trainee’s name must only be 
recorded on the Psychotherapy Written Case Submission Form. Cases found to have the 
trainee’s name on them will be returned unmarked by the College; however, the College is 
not responsible for ensuring the return of identifiable case reports before they are sent to the 
examiners. 


Note: If within the text of the case report, there is data which in the opinion of the examiner 
might identify the trainee, it will be returned to the trainee as failed as outlined in point 8.2.1. 


Trainees who are applying for special consideration should follow the overarching requirements of 
the Special Consideration Policy (18.2). 


 


9.1 Electronic copy 


A Microsoft Word version (not PDF) of the Psychotherapy Written Case must be submitted via 
email to cases@ranzcp.org.. It is the trainee’s responsibility to ensure files are correctly saved to 



mailto:cases@ranzcp.org
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the disc. Applications without correctly saved files will be considered incomplete and will not be 
accepted.  


o The word count stated by the trainee on the Psychotherapy Written Case Submission 
Form will be verified. 


o The case report should be saved as one file, not as separate files (cover page, table 
of contents, case, and references). 


 


9.2 Trainee submissions related to targeted learning 


Trainees who are undertaking or have undertaken targeted learning relevant to the 
Psychotherapy Written Case must comply with the Targeted Learning Policy and Procedure (6.2). 
A brief reference to the requirements follows; however, applicants are responsible for being 
aware of all requirements of the Targeted Learning Policy and Procedure. 


A targeted learning plan should be reviewed by the trainee, DOT and supervisor (where relevant) 
prior to the trainee submitting or re-submitting a Psychotherapy Written Case.  


A trainee who is required to undertake progression-based targeted learning (for not passing the 
Psychotherapy Written Case by the targeted learning deadline on the Trainee Progress 
Trajectory) remains eligible to submit their case.  


A trainee who is required to undertake assessment-based targeted learning (for two failures of 
the Psychotherapy Written Case) will be eligible to re-attempt once they submit the 
Commencement of Targeted Learning Form to the College Training Department. A trainee’s re-
submission will not be accepted if the College does not have notification that the trainee has 
commenced targeted learning by the final submission date.  


 


9.3 Trainee submissions related to training review  


Trainees required to submit a Training Review application for the Psychotherapy Written Case 
are not eligible to apply for further attempts at the Psychotherapy Written Case unless a Training 
Review outcome is received and provides the trainee with further attempts or time to complete 
the Psychotherapy Written Case.  


 


 


10. Summative assessment domains 


The following domains summarise key elements that should be addressed in the written report 
and that will be assessed (see the Psychotherapy Written Case marking sheet for further 
guidance).  Whilst each domain is required to be covered and the case is marked accordingly, 
the relative importance of material and hence content will vary according to the case. 


 


10.1 Assessment (including mental state examination and initial formulation) 


o A thorough, comprehensive and detailed psychiatric history in the standard format 
including discussion of the referral, history of presenting complaint, past psychiatric 
history, as relevant. 


o Detailed personal and developmental histories in order to substantiate the 
psychological formulation and management plan proposed. 


o A thorough and comprehensive mental state examination with emphasis tailored to 
the person. The emphasis should be upon those aspects of mental status that are 
meaningful to the process of psychotherapy while giving a level of detail in other 
areas of mental status appropriate to the circumstances. 
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o Consideration of the physical health of the person is expected, although it is 
acknowledged that this task may have been undertaken by the general practitioner. 


o The issues around the collection of any further information including physical 
investigations. 


o An initial formulation should demonstrate the trainee’s understanding of why this 
person presented with this illness at this time, rather than merely an explanation of 
the illness. Careful attention should be paid to include significant organic 
factors/illness 


o A diagnosis and differential diagnosis using a recognised classificatory system  


The above criteria will be assessed at the proficient standard as the competence of the trainee as 
a therapist is not the major focus of the assessment (see point 1.1). The below criteria (and all 
further domains) will be assessed at the standard expected at the end of stage 3.This distinction 
is set out in the Psychotherapy Written Case marking sheet. 


o Sophisticated understanding of the immediate and long-term risks of the individual 
that include considerations of history and mental state examination and the impact of 
treatment. 


o Reflection of components of the assessment including any gaps in the information 
obtained, mental state examination and diagnostic conclusions. 


Trainees who choose a child or adolescent case are reminded to reflect age appropriate 
considerations in their assessment of the patient. 


 


10.2 Management plan 


o The management plan is clearly informed by the formulation and considers all of the 
relevant biological, psychological, social, spiritual and cultural issues. 


o If other health professionals are involved, for example as case managers or 
medication prescribers, this should be detailed and the issues around this fully 
explored and discussed. This may be particularly pertinent when there are significant 
organic factors/illnesses. 


o Justification of the psychological therapeutic model used. This should include a 
discussion of the way in which therapy was negotiated with the patient, other 
modalities that were considered and the reasons for their rejection, potential risks of 
therapy, goals and expectations of the patient and the therapist, awareness of any 
limitations of the model used and the suitability of the type of therapy for the patient. 


o Hypotheses are provided regarding the potential difficulties with the therapeutic 
alliance and barriers to psychotherapy, including potential problems arising during 
care. 


Trainees who choose a child or adolescent case are reminded to reflect age appropriate 
considerations in their management of the patient. 


 


10.3 Clinical progress 


o A review of the process of psychotherapy with a clear description of the psychological 
processes that were observed and experienced. These should be explained using a 
theoretical concept appropriate to the therapeutic style employed. 


o Discussion of the relationship between the patient and the trainee, as therapist, with 
regard to the therapeutic model being used. 


o Evidence of the trainee’s self-awareness, capacity for reflection and appropriate self-
criticism, awareness of limitations to expertise and appropriate seeking of support. 
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o A summary of the therapy. There is no single method for describing a course of 
therapy; however, the capacity to prioritise and identify the key episodes in the 
therapy should be demonstrated. 


o Discussion of termination, either actual or anticipated. This should include how 
termination was explained to and negotiated with the patient. If relevant, comment on 
the appropriateness of termination of therapy. 


o Issues of boundaries and ethical dilemmas are identified and responded to. 


o The language used is technically sophisticated and psychological terms are not mis-
used. 


o If the use of videoconference for a number of psychotherapy sessions was approved, 
there should be a discussion of the use of this technology and any effect that it may 
have had on the therapy. 


 


 


 


10.4 Reformulation 


o A sophisticated psychological formulation that reflects increased understanding of the 
person as a result of the therapy. The extent and complexity of the reformulation will 
vary with the psychotherapy modality used. The trainee should reflect on the extent 
and nature of the changes from initial formulation. The reformulation should include 
vulnerability and resilience factors.  


 


10.5 Supervision 


o Description of the role of the psychotherapy supervisor in the trainee’s learning, 
including the supervisor’s role in the examination of the psychotherapy process and 
the contributions of the trainee and patient to this process. 


o If the psychotherapy supervisor was not the consultant psychiatrist involved with the 
patient, the role of both the consultant psychiatrist and the supervisor should be 
described. 


o Critically appraises components of the supervisory relationship, the limitations of the 
supervisory process and reflects on the learnings for their own general supervision 
practice. (The competence of the trainee as a psychotherapy supervisor is not the 
focus of this criterion.) 


o If the psychotherapy supervision was provided as group supervision and/or via 
telephone or videoconference, any effects of this type of supervision should be 
described. 


 


10.6 Communication/liaison 


o Outline of communication with other professionals who are or will be working with the 
person undergoing therapy. 


o Discussion of issues that may arise with respect to the therapy and therapeutic 
relationship as a result of communication with other professionals. 


 


10.7 Discussion 


o Evaluation of the therapy and its significance for the person. 
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o Reflection on the mode of therapy undertaken and its appropriateness and usefulness 
for the person. The reflection should place the therapy in the context of the theory 
underpinning the model of therapy. 


o The discussion should be reflective and, as appropriate, critical of the existing 
theoretical knowledge and model of therapy.  


o Demonstration of the trainee’s learning as a result of the therapeutic experience with 
the person. 


 


11. Assessment marking 


The Psychotherapy Written Case will be assessed to the standard expected at the end of stage 3 
(as described by the assessment domains) regardless of when it is submitted. Case reports are 
marked as pass or fail. 


To achieve a pass in the Psychotherapy Written Case, trainees must meet the de-identification, 
presentation requirements detailed in points 8.2 and 8.3 and achieve a ‘satisfactory’ grade in all 
aspects of the marking domains detailed above.  


A mark of ‘not satisfactory’ or ‘no’ in any domain will result in the case being failed.  


Trainees will be notified by email of the result of their Psychotherapy Written Case submission. 
Trainees can also obtain their results from the College website using their RANZCP ID number. 


• Trainees who have monies outstanding to the College at the time of submission will not have 
their Psychotherapy Written Case results released to them until all outstanding monies are 
cleared. 


 


11.1 Determination of a failed case report 


In the event that a case report is failed by an examiner, a second examiner will review the case. If 
the second examiner also fails the case then the trainee is informed that the case report has 
failed. Should there not be a consensus; the case report is referred to the Chair, Case History 
Subcommittee for a final determination.  


 


11.2 Failed Psychotherapy Written Case 


Trainees will receive a copy of the Psychotherapy Written Case marking sheet, indicating which 
domains were not satisfactory, and written feedback. Failed case reports are retained on file with 
a copy of the feedback provided to the trainee. 


Written feedback will indicate general areas requiring revision; however, this is not intended to be 
a detailed critique or step-by-step guide to rectify the case and other areas may need attention. 
Where the fail is a result of problems with de-identification, no feedback will be provided on the 
body of the case report. 


o The following disclaimer will appear on the bottom of each page of feedback: 


This feedback is provided for educational purposes only and is not a basis for appeal. 
All submitted case reports have been marked according to the domains detailed in 
the attached Psychotherapy Written Case marking sheet. In some instances, an 
examiner has provided additional comments to highlight areas of the case requiring 
revision; however, this is not intended to be a step-by-step guide to rectify the case 
and other areas may need your consideration. You may amend the case report in 
light of these comments or submit a completely new case. It is noted that on some 
occasions other sections of the case will be substantially affected by the rewriting. 
Changes made will need to be reflected consistently throughout the case. On 
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resubmission, a case will be marked as a whole. In some instances, examiners may 
advise trainees that the failed case is unsuitable for resubmission. 


11.2.1 Submission following a failed Psychotherapy Written Case 


Trainees may submit an entirely new case or resubmit the same case revised according to 
the feedback provided. (In some instances, examiners may advise trainees that the failed 
case is unsuitable for resubmission.) 


o Trainees are reminded that feedback is a guide to the resubmission process. On 
resubmission, a case will be marked as a whole. 


o It is noted that on some occasions other sections of the case will be substantially 
affected by the rewriting. Changes made will need to be reflected consistently 
throughout the case. 


o Trainees must not change the initial sociodemographic and/or clinical data when they 
rewrite a case for resubmission. 


Cases are identified by the College as ‘First submission’, ‘Second submission’ and ‘Third 
submission’.  


o If a trainee resubmits a case for the first time (i.e. their ‘second submission’), the 
resubmission and all previous feedback are sent to the original examiner for marking. 


o If a trainee resubmits a case for the second time (i.e. their ‘third submission’), the 
resubmission and all previous feedback are sent to the Chair, Case History 
Subcommittee, for marking.  


o A trainee is not permitted to resubmit a case for a third time without approval from the 
CFE that it is acceptable for them to do so. Trainees must also have adhered to the 
overarching requirements of the Targeted Learning Policy and Procedure (6.2) and 
the Failure to Progress Policy (19.1). 


o The accompanying Psychotherapy Written Case Submission Form does not need to 
be signed by the trainee’s psychotherapy supervisor for a resubmission of the case. 


If a trainee elects to submit a new case, the examiner will not need to refer to earlier 
submissions. 


o A new Psychotherapy Written Case Submission Form (complete with psychotherapy 
supervisor’s signature) is required. 


11.2.2 Multiple failures of the Psychotherapy Written Case 


Trainees who fail the Psychotherapy Written Case twice must undertake assessment-based 
targeted learning as per the Policies and Procedures on Targeted Learning (6.2) and 
Progression through Training (6.1). 


Trainees who fail the Psychotherapy Written Case three times must submit a training review 
application to the CFT as to why they should be able to continue towards Fellowship as per 
the Failure to Progress Policy (19.1). 


 


12. Deadline 


Trainees must pass the Psychotherapy Written Case to be eligible for Fellowship. (See the 
Progression through Training Policy (6.1) for more information on submission deadlines.) 


The deadline for successfully completing the Psychotherapy Written Case is detailed in the Policy 
on Progression through Training (6.1). A brief reference to these requirements and those of the 
Policy on Failure to Progress (19.1) follow; however, trainees are responsible for knowing the 
requirements of these and other policies in full. 
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The Psychotherapy Written Case is expected to be attempted and passed by the time the trainee 
has completed 60 months’ full-time equivalent (FTE) accredited training. 


• Failure to do so will result in a requirement for the trainee to undertake progression-based 
targeted learning and may lead to a requirement for the trainee to submit a training review 
application to the CFT as to why they should be able to continue towards Fellowship. Further 
detail, including information on exceptional cases, can be found in the Policy and Procedure 
on Failure to Progress (19.1). 


 


13. Recognition of prior learning 


Trainees who have completed a psychotherapy experience that they believe to be equivalent may 
apply for recognition of prior learning (RPL) in relation to the Psychotherapy Written Case as 
outlined in the Recognition of Prior Learning Policy (14.1). As stated in that policy, RPL may be 
granted where it is confirmed that there is equivalency.  


• Trainees who receive an exemption from the 40 sessions due to RPL being granted but who 
do not receive RPL for the written case report are automatically exempted from the 
requirement to complete three formative case discussions. Proof of RPL for the 40 
psychotherapy sessions must be attached to the Psychotherapy Written Case Submission 
Form upon submission of the Psychotherapy Written Case. Without this proof, the 
Psychotherapy Written Case will be returned unmarked. Trainees in this circumstance must 
still include adequate and convincing discussion in their write up and demonstrate the 
required psychotherapeutic principles and practice. 


 


14. Reviews of decisions 


Any request by a trainee for review of a decision in relation to the Psychotherapy Written Case 
should follow the formal education review process. 


 


15. Monitoring, evaluation and review  


The Education Committee (EC) shall implement, monitor and review this policy and report on 
anomalies and issues as these arise. 


This policy will be reviewed biennially and updated as required. 


 


Associated Documents 


1. Regulation: 11.1 Psychotherapies Education Training Regulation  
 


2. Policy: 6.1 Progression through Training Education Training Policy  


19.1 Failure to Progress Education Training Policy 


12.1 Supervision Education Training Policy 


14.1 Recognition of Prior Learning Education Training Policy and Procedure 


6.2 Targeted Learning Education Training Policy and Procedure 


18.2 Special Consideration Education Training Policy 


 


3. Forms: Psychotherapy Case Discussion form 


Psychotherapy Written Case submission form 


Patient consent form 
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Psychotherapy Written Case marking sheet 


 


4. Other:  Example cover sheet and de-identification 


Psychotherapy Case Discussion protocol 
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APPENDIX 1 


Requirements for psychotherapy to be conducted via videoconference 


The minimum 40 sessions of psychotherapy leading toward the Psychotherapy Written Case should be 
conducted in person as this is important for the psychotherapy learning process. However, as stated in 
point 4.3, a trainee may submit an application to the DOT for prospective approval to conduct a portion 
of the psychotherapy sessions via videoconference and where the therapy frame and relationship have 
been established previously through face-to-face sessions. The DOT will consider the application for 
approval on a case-by-case basis. Applications to conduct the first five sessions of psychotherapy via 
videoconference must be considered by the BTC / NZTC.  


Trainees approved by the DOT to conduct a number of psychotherapy sessions via videoconference 
must continue to comply with all requirements of the Psychotherapy Written Case Policy and Procedure 
as well as the additional requirements below. 


Trainees must submit the Application to conduct psychotherapy session by videoconference form, with  
the completed declaration by their RANZCP psychotherapy supervisor. A trainee’s application should 
describe the mitigating circumstances, the number of sessions completed at the time of application and 
expected number to be completed via videoconference, a description of the established therapeutic 
relationship and any potential impacts of the change. The below additional requirements for 
psychotherapy conducted via videoconference should also be addressed in a trainee’s application. 


A. The patient must be registered as an open case at an appropriate health facility and managed 
with appropriate clinical governance, including the following: 


a. There must be consideration whether therapy conducted via videoconference is safe and 
clinically appropriate for the patient and documentation from the responsible clinician 
confirming this. 


b. There must be appropriate provisions in place to ensure both patient and trainee needs 
can be met before, during and after the sessions. 


i. There must be provision for a locally based healthcare professional to be 
immediately available for the patient to call on before, during and after the session 
as needed. 


ii. There must be crisis and emergency protocols in place to address safety issues 
with patients, including adequate support staff present at the remote site in order 
to safely care for the patient. 


c. The trainee and health services must document who has regulatory authority and any and 
all requirements (including those for liability insurance) that apply when practising in 
another jurisdiction (e.g. across state lines), with particular attention to the additional 
responsibility that might apply in mental health legislation. 


d. The trainee must have the approval of the health service at which they are employed, as 
well as the service where the patient is registered for the proposed arrangements. 
Furthermore, trainees should ensure that medical indemnity arrangements are in place. 


e. The health facilities should have standard operating procedures or protocols in place that 
specify administrative, clinical and technical requirements, among other factors, for 
therapy delivered by videoconference. 


B. Written patient consent (specific to conducting sessions via videoconference) must be obtained, 
including to the following: 


a. the potential limitations of therapy delivered by videoconference compared to face-to-face 
engagement 
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b. the identification of any other person who is to be present during a session; the patient’s 
specific consent must be obtained prior to the start of the session if another person is to 
be present 


c. the potential technical issues that may occur and/or interrupt a session, including audio or 
video delay, and the availability of technical support  


d. the potential limitations of IT security provided by third parties 


e. any ability of third party providers to record psychotherapy data 


f. whether the session can be video-recorded by the trainee and/or patient. 


g. any relevant cost ramifications, including any effect that the provision of therapy through 
this modality may have on the patient’s Medicare benefits or other relevant entitlements. 


C. The trainee must make entries into the relevant health facility’s case notes (the health facility with 
which the patient is registered). Documentation requirements include the following: 


a. Health facility case notes must be kept at the health facility with which the patient is 
registered. This may require that the health service has a process in place for securely 
storing electronic clinical notes or that the notes may need to be faxed or posted securely 
rather than emailed. Trainees should adhere to the process required by the health 
service. Trainees are responsible for ensuring that their case notes have been 
incorporated into the patient’s file at the health facility. 


b. The documentation must identify: 


i. that the session was conducted over videoconference 


ii. who was in attendance through the session 


iii. whether the reception or video link was adequate to make a clinical assessment 


iv. whether there were any technical difficulties that might have interfered with the 
ability to assess the patient.  


c. Training notes for the purpose of writing up the case must be kept securely as per policy 
point 5.1. 


D. The patient and trainee should both be located in appropriate facilities during the sessions, which 
should generally be conducted during normal working hours.  


E. In relation to privacy, the following must be fulfilled: 


a. Both locations must be designated as private for the duration of the session and no 
unauthorised access should be permitted. 


b. There must be assurances that the volume of the conversation is adjusted so that it 
cannot be heard by others and so that other noises do not disturb the session. 


F. In relation to technology and audio/visual, the following must be fulfilled: 


a. Workplace video equipment should be used rather than home computers. 


b. Skype and similar commercial services should generally not be used as privacy of the 
material broadcast through their platforms cannot be guaranteed. 


c. The room should be lit well enough for the trainee to see the patient without undue 
shadows that obscure communication and vice versa. 
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d. There should be the ability to view posture and movement  


e. Alternative arrangements may need to be made if a patient is not getting the support 
needed through the videoconference sessions, especially if technical failures occur.  


G. The following other requirements must be fulfilled: 


a. Cultural sensitivities must be considered and discussed, including whether the recording 
and viewing of personal images may cause distress.  


b. Trainees must be aware of the current literature relating to telehealth. Additionally, any 
applicable Commonwealth/state training should be completed before the video sessions 
are to occur (i.e. those required to use/bill for this modality of therapy).  


  
References 


RANZCP, “Professional Practice Standards and Guides for Telepsychiatry” (2013).  


RANZCP, “Technical Specifications for Telepsychiatry”. 


RANZCP, “Medicare benefits for Telepsychiatry”. 
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o Conduct therapy by videoconference.
o Conduct therapy by videoconference during the first five


sessions.
o Conduct therapy sessions by telephone (up to five sessions).


PSYCHOTHERAPY CASE INFORMATION   


Name and location of the Health Service where the patient is registered and will remain an open case:        


Clinician responsible for the patient’s clinical care: 


RANZCP Psychotherapy Supervisor (if different from above): 


Number of psychotherapy sessions completed to date: 


Number of psychotherapy sessions planned to be completed by videoconference / telephone: 


Please detail the reasons why the sessions are required to be conducted by videoconference / telephone: 


Patient consent obtained to conduct therapy sessions by videoconference / telephone: 


APPLICATION TO CONDUCT PSYCHOTHERAPY 
SESSIONS VIA VIDEOCONFERENCE 


Trainees must prospectively apply to their Director of Training (DOT) for approval to conduct a 
portion of the psychotherapy sessions (for the Psychotherapy Written Case) via videoconference 
and, in exceptional circumstances, teleconference. 


Trainees on a break in training are reminded that applications to conduct therapy on a break in training 
must be considered by the Committee for Training.    


If supported, the trainee must submit this form alongside their Psychotherapy Written Case. 


TRAINEE DETAILS  


RANZCP ID: 


Name: 


Stage of Training: 


Mobile Phone: 


Email:  


APPLICATION TO (select all that apply)  
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RANZCP PWC video-conferencing application form v.1.2 


Please outline the patient’s suitability to undertake therapy by videoconference / telephone and any 
potential impacts of conducting sessions by videoconference / telephone. This section is to be completed 
if applying to conduct therapy by videoconference or telephone.  


VIDEOCONFERENCE / TELEPHONE CHECKLIST 


To be completed by the trainee (Y/N checklist): 


1. The patient is registered as an open case at an approved workplace and managed with
appropriate clinical governance.


2. The health service has medical indemnity in place which includes videoconference/telephone
sessions


3. I will make entries into the relevant health facilities case notes.


4. Both locations will be designated as private for the duration of the session.


5. The audio and video equipment being used is adequate (e.g. no delays in communication) and is
being conducted on a device approved by the workplace.


6. I have considered and discussed any cultural sensitivities where the recording or viewing of
personal images may cause distress (where relevant).


7. I am aware of the current literature relating to telehealth and have completed any applicable
local training in relation to telehealth.


TRAINEE DECLARATION  


I declare the information provided above to be true. 


Trainee name: ………………………………………. 


Trainee signature: …………………………………. 


RANZCP PSYCHOTHERAPY SUPERVISOR DECLARATION   


I support this application to conduct psychotherapy sessions by videoconference / telephone: Y/N


Comments (if not approved, please provide further information as to why): 


The information provided above is correct.  


Supervisor name: ………………………………………........................ 


Page 2


Supervisor signature: …………………………………… 







RANZCP PWC video-conferencing application form v.1.2 


SERVICE DIRECTOR / LOCAL TRAINING COORDINATOR 


The patient remains an open registered case with the health service and a clinician remains responsible 
for the clinical care of the patient.  Y/N


Comments (as required) 


Supervisor name: ………………………………………. 


Supervisor signature: …………………………………… 


DIRECTOR OF TRAINING 


I approve this application to conduct psychotherapy session by videoconference. (Y/N) 


Comments (if not approved, please provide further information as to why)  


DOT name: …………………………………… 


DOT signature: ……………………………... 


Please return this form to the trainee as this approval will be required to be submitted alongside the 
Psychotherapy Written Case application.  
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Therapeutic alliance v0.4a © RANZCP 2012 EPA page 1 of 2 
Board of Education approved 08/11/12; WBA tool (DOPS) added 01/12/16 


ST2-PSY-EPA2 – Therapeutic alliance 


Area of practice Psychotherapy EPA identification ST2-PSY-EPA2 


Stage of training Stage 2 – Proficient Version v0.4 (BOE-approved 08/11/12) 


The following EPA will be entrusted when your supervisor is confident that you can be trusted to perform the activity described at the required standard 
without more than distant (reactive) supervision. Your supervisor feels confident that you know when to ask for additional help and that you can be trusted to 
appropriately seek assistance in a timely manner. 


Title Psychodynamically informed patient encounters and managing the therapeutic alliance. 


Description 
Maximum 150 words 


The trainee can create and manage a therapeutic alliance with patients including those who are challenging or resistant. 
The trainee will be able to recognise points of conflict and disjunction and take steps to repair these. These steps will be 
informed by a familiarity with the evidence base in managing the therapeutic alliance. 


Fellowship competencies ME 5 HA 


COM 1 SCH 1, 


COL 1, 2 PROF 1, 2, 3 


MAN 


Knowledge, skills and attitude 
required 
The following lists are neither 
exhaustive nor prescriptive. 


Competence is demonstrated if the trainee has shown sufficient aspects of the knowledge, skills and attitude described 
below. 
Ability to apply an adequate knowledge base 
• Positive correlates of therapeutic alliance quality, for example:


- client characteristics such as psychological mindedness, expectation for change and attachment quality
- therapist characteristics and behaviours such as warmth, flexibility, honest, respectful, trustworthy, confident,


interested and higher maternal care (good attachment).
• Negative correlates of therapeutic alliance quality, for example:


- client characteristics such as avoidance, interpersonal difficulties, depressive thoughts
- therapist characteristics such as rigidity, highly critical attitudes, being distant, disconnected and indifferent.


• Basic understanding of defence mechanisms including those used by distressed patients.
• The impact of transference and countertransference on the clinical encounter.
Skills
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• Exploration. 
• Reflection. 
• Noting past success. 
• Accurate interpretation. 
• Facilitating the expression of affect. 
• Attending to the patient’s experience. 
• The ability to engage patients under challenging circumstances. 
• The ability to work towards shared treatment goals using empathy and rapport. 
Attitude 
• Situational sensitivity – a permanent alertness/responsiveness for the feedback regarding the therapeutic alliance and 


progress and/or obstacles. 
• Therapeutic flexibility – openness to adapt the therapeutic approach following the feedback of the patient. 
• Alertness for therapeutic obstacles and risk for drop-out. 
• Open and questioning attitude towards their own (the trainee’s) blind spots. 


Assessment method Progressively assessed during individual and clinical supervision, including three appropriate WBAs. 


Suggested assessment 
method details 


• Case-based discussion of three patients: 
- a patient seen in an emergency situation 
- a patient who is described as ‘difficult’ in an inpatient setting 
- a patient managed in the community by the trainee for at least 4 weeks. 


•  Direct Observation of Procedural Skills (DOPS). 


References 
ACKERMAN SJ & HILSENROTH MJ. A review of therapist characteristics and techniques positively impacting the therapeutic alliance. Clin Psychol Rev 2003; 23: 1–33. 


DUNCAN B & MILLER S. The outcome and session rating scales: the revised administration and scoring manual, including the child outcome rating scale. Chicago: Institute for 
the study of therapeutic change, 2008. 


HERSOUG AG, HØGLEND P, HAVIK O et al. Therapist characteristics influencing the quality of alliance in long-term psychotherapy. Clin Psychol Psychother 2009; 16: 100–10. 


OKIISHI J, LAMBERT MJ, NIELSEN SL & OGLES BM. Waiting for supershrink: an empirical analysis of therapist effects. Clin Psychol Psychother 2003; 10: 361–73. 


COL, Collaborator; COM, Communicator; HA, Health Advocate; MAN, Manager; ME, Medical Expert; PROF, Professional; SCH, Scholar 
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UCNI Supervision Contract between Trainee and Supervisor





Supervisor	__________________________ Supervisee	______________________

Signature	__________________________ Signature 	______________________

Date		__________________________ Date		 ______________________

Frequency 	__________________________ Meeting length	______________________



1.0 Contract



The supervision contract is an agreement made between the supervisor, supervisee and the relevant organizations; in this case Upper Central North Island RANZCP training program (UCNI) and Te Whatu Ora Waikato. The Director of Training (DOT) Dr A Stephan is the representative of Te Whatu Ora  and RANZCP. This is delegated to Dr D Neilson and Dr M van Zyl in Tauranga and Rotorua respectively. 



2.0 Purpose of Supervision 



Supervision is a formal process which fulfils the RANZCP (Royal Australia New Zealand College of Psychiatrists) and local UCNI training requirements. It provides support and coaching for the Trainee to engage safely in their training experience of providing psychodynamic psychotherapy. It has the further goal of enhancing the knowledge, competence, and reflective practice skills of the Supervisee.  As this may be the sole experience of psychodynamic psychotherapy, there is no expectation that the Trainee will obtain the competences required to work independently as a psychodynamic therapist.



3.0 Supervisor Responsibilities 



The supervisor’s responsibilities are as follows:



3.1 Before Commencement of Therapy

· To determine the Trainee has adequate knowledge of psychodynamic psychotherapy, Supervisors may choose to give Trainees relevant preparatory reading.

· To be involved with selection of a suitable patient for psychodynamic therapy with a potentially novice therapist (see Appendix 5  guidelines for suitability for therapy). 

· To sight and confirm the patient consent forms for therapy and recording purposes.  

· To plan to schedule supervision sessions; with frequency of preferably weekly but not less than fortnightly, recognising that leave, work schedules, or client availability may reduce the frequency. 

· To liaise with the RANZCP approved supervisor, with whom the registrar has a direct line of clinical responsibility for care of this patient (usually the registrar’s supervising consultant).

· To acknowledge any personal circumstances which might affect supervision.



3.2 During Therapy

· To encourage the Trainee’s professional development and self-reflective capacity; offering feedback on strengths and underdeveloped areas and coaching in therapeutic skills. 

· To monitor and listen to samples of video or audio recordings of therapy sessions at least once every two months. 

· To undertake three formative case-based discussions as required by RANZCP. 

· To acknowledge any change in personal circumstances that might affect supervision.



3.3 Supervision Notes 

· To keep brief documentation of the supervision process in such a way that the contents, as well as the decisions/options for exploration are recorded. This documentation should be kept securely  for seven years and should be available to the trainee on request. 

· If the supervision ends before therapy-end, the notes will be passed on to the next Supervisor. If the Supervisee leaves the organisation the notes will be archived in the trainee’s RANZCP file. 

· Supervision notes may only be accessed by the DOT when there is a specific and serious need to gain access to these records (see confidentiality section).

· To send to the DOT, a record of attendance at supervision sessions and a record that samples of recorded sessions have been monitored at specified time points .i.e. at the halfway point of therapy (20 weeks) and at the conclusion of therapy at 40 weeks, as well as  at any time during therapy when requested by the DOT or representatives.  (See Appendix A below). 



3.4 Breakdown of Therapy 

· To determine if therapy has irreparably broken down, and whether or not this relates to insufficient registrar skill and capability. If registrar skill or capability is a significant factor, to assess and advise DOT or representative of the patient’s ongoing therapy needs so this can be organised within existing services adult mental health services (see confidentiality section).





3.5 Written Case Submission 

· Attest that the psychotherapy written case accurately reflects the presentation of the patient’s treatment as carried out by the trainee, as evidenced by signing the Case Submission form.

· Be familiar with the style and contact requirements of the written case report, and ideally to provide feedback on draft reports.  





4.0 Trainee/Supervisee Responsibilities



The trainee’s responsibilities are as follows:



4.1 Before commencement of Therapy

· To make appropriate disclosure when orientating the client to psychotherapy (what to expect and alternatives) prior to gaining consents. 

· To inform client of training requirements including that the case is recorded, will be written up and submitted to RANZCP. 

· To obtain client written permission (RANZCP consent form)

· To obtain and keep secure standard DHB consent forms for audio or video recording. 

· To keep the patient consents form as per DHB policies and to keep an individual copy securely. 

· To gain support of their supervising psychiatrist for overall responsibility for care and treatment. 

.  

4.2 Conduct of Therapy

· To endeavour, to the best of their ability, to engage with the client in a therapeutic manner.

· To abide by RANZCP guidelines for ethical conduct. 

· To see the patient in appropriate office facilities within normal working hours, except for exceptional circumstances, which need to be approved by the DOT. 

· To preferably videotape or failing this, audiotape, all psychotherapy sessions. 

· To obtain DOT approval prior to using teleconferencing or telephone to conduct therapy 



4.3 Supervision 

· To prepare material for presentation at sessions, including making available session recordings.  

· To discuss any boundary issues with clients, which are unusual, such as, touch, gifts, therapist self-disclosure, unusual appointment times or strong emotional experiences.

· To inform the supervisor of any life stresses or circumstances which may affect your work.

· To acknowledge honestly, skill, knowledge or experience deficits.

· To follow through on supervision agreements made.

· To ensure required case-base discussions are completed and provide appropriate forms. 

· To follow- up with the Supervisor to schedule the next supervision if you miss an appointment.

· To not obtain any other individual psychotherapy supervision concurrently for this case.  Group, peer and cultural supervision may, however, run concurrently, with agreement of the supervisor.  



4.4 Clinical Documentation 

· To record notes into the client’s clinical files for all clinical interactions. All entries should include statements concerning facts of the history, mental state, management and risk management. 

· To supply the supervisor with copies of notes made in the clinical file on a two- monthly basis.

· To give the supervisor the opportunity to view all other written communication i.e. discharge summaries and letters to confirm they are satisfactory as professional communication.  

· To keep the clinical file up to date and to ensure that key working roles, including, for example ensuring treatment plans, HoNOS are completed three monthly.

· To provide regular (3 monthly minimum) letters to general practitioners. 

· Where appropriate, e.g. reflecting decisions taken, to record supervision sessions in the file. 



4.5 Therapy Notes & Session Recordings

· With patient permission, the trainee may keep separate notes including subjective impressions, personal reactions and interpretations. These often form the basis of much of supervision and may be useful when writing up the written case history. These notes must be de-identified and kept in a secure place as per DHB policies. They should be retained for the minimum legally required time, typically 7 years. 

· To document in the clinical file where these therapy notes can be accessed, noting they could be subpoenaed if required by a court of law. 

· To keep all recorded patient material securely as per DHB policy and to erase all recordings at the completion of the case if not beforehand.



4.6 Patient safety 

· To advise general practitioner and supervising psychiatrist if at any time the mental state deteriorates to a level requiring additional mental health interventions, or risk is deemed high.

· To advise psychotherapy supervisor if there is any threat to the therapeutic relationship or expressed patient dissatisfaction with therapy or failure to attend.   

· To facilitate formal discharge from services at end of therapy.



5.0 Emergency Consultation 



Communication that consultation is required on an emergency basis must be clearly communicated by the Supervisee. In the case of an emergency consultation, the Supervisor will endeavour to make telephonic consultation available within a 24-hour period at the very least. Thereafter, a face-to-face meeting can be arranged as required. 



6.0 Confidentiality  & Exceptions



Generally, all supervision content is confidential and the supervisor is not expected to report on the content. Exceptions to confidentiality are outlined below. 



Exceptions to confidentiality occur when there are significant concerns about competency, safety, ethics or fitness to practice.   The Supervisor will be obliged to bring serious concerns, which cannot be resolved to a satisfactory level within the supervision process itself, to the attention of the Director of Training (DOT) or their representative. The Supervisee will be informed prior to such action being taken, (see clauses of exceptions to confidentiality in ‘Supervision notes’ and ‘Breakdown of therapy). 



The Supervisor is accountable to report that supervision takes place regularly and will complete a brief report form as specified in Appendix A. The Supervisor is also obliged to raise any appropriate supervision matters with his/her own supervisor.



7.0 Dissatisfaction or Grievance Process



Dissatisfaction with the supervision process should be resolved within the supervisor-supervisee relationship in the first instance. Failing resolution within this context, then it should be brought to the attention of the Director of Training or their representative.  



Either party can terminate supervision, but if the contract is planned to be prematurely dissolved, the Director of Training or delegate should be informed. Where a serious dispute exists, the DOT or delegate may call for disclosure of the supervision contents. 



Appendix 1 

		Supervision Log
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