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Eating disorders have the highest mortality rate of any psychiatric condition. Since
the COVID-19 pandemic, the number of patients who have required medical
stabilisation on paediatric wards has increased significantly. Likewise, the number of
patients who have required medical stabilisation against their will as a lifesaving
intervention has increased. This paper highlights a fictional case study aiming to
explore the legal, ethical and practical considerations a trainee should be aware of. By
the end of this article, readers will be more aware of this complex issue and how it
might be managed, as well as the impact it can have on the patient, their family and
ward staff.
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Clinical scenario

You are a trainee with the local Child and Adolescent Mental
Health Service (CAMHS) team and are joining the consult-
ant psychiatrist reviewing a 14-year-old female patient who
is currently on a local paediatric ward in England. The
patient was referred to her local CAMHS team 9 months
ago, presenting with self-harm and anxiety. Initially, she
engaged well with CAMHS and was working to reduce her
self-harm.

Three months ago, her CAMHS team noted that she was
losing weight and voicing anorexic cognitions (such as want-
ing to be thin and thinking she was fat), and she

subsequently was assessed by the eating disorders CAMHS
team 2 months ago and diagnosed with atypical anorexia
nervosa, as her weight on assessment was above the normal
range (115% median body mass index (BMI)). Family-based
treatment was started but, over the past 8 weeks, she has
continued to lose weight as her parents have found it diffi-
cult to engage in this treatment because they view her
weight loss positively and do not think her eating is a prob-
lem at present. However, in the past week, the patient’s fam-
ily have reported that she is no longer eating at home and
has lost more weight, fainted twice and is only drinking a
cup of water a day. The patient has lost 8 kg in the past 5
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weeks and is now at 92% median BMI (approximately 25th
centile). She is saying that she would rather die than eat.
Her parents, having previously felt that an admission was
not needed, now feel that it is, and she was admitted 3
days ago. She has continued to refuse to eat or drink, pulled
out her cannula for intravenous fluids this morning and is
refusing nasogastric tube (NGT) feeding.

There are concerns around her deteriorating physical
health: her pulse is 39 beats per minute in the day and 29
beats per minute at night, her temperature is 34.7°C, her
electrocardiogram shows an elongated corrected QT interval
at 460 ms and her biochemistry is showing that her kidney
function is compromised owing to dehydration. The eating
disorders team have made a referral to the local adolescent
mental health unit; however, there is a waiting list for an
admission and there are no other beds available nationally.
Furthermore, the nurses at the adolescent mental health
unit say they cannot nurse anyone who is not medically
stable.

Summary box

Questions to consider:

• How can we safely refeed and rehydrate a young person
who is refusing nutrition and fluids?

• What are the legal and ethical considerations this case
brings?

• What support is needed to safely manage this patient’s
admission to the paediatric ward?

Discussion

In this case, the young person has lost a significant amount
of weight (23%) in a short period of time, while being seen
by CAMHS and the eating disorders team, despite her cur-
rent weight being within a range of normal for many
young people. Her physical health is significantly compro-
mised and there is a risk that she may deteriorate further
or die if her starved and dehydrated state were to continue.
The paediatric team would like to discuss with yourself and
the eating disorders team if it would be appropriate to use
NGT feeding under restraint, to refeed and rehydrate her
as a lifesaving intervention.

NGT feeding is when a tube is placed through the
patient’s nose and oesophagus, and allows for fluids and
nutrition to be passed directly into their stomach. NGT feed-
ing is usually used in medical and paediatric wards for
patients who cannot safely swallow, are unconscious or
have nutritional requirements that cannot be met with
oral diet alone. However, when a patient is refusing to eat
or drink as part of a mental health condition, and their life
is at risk, the appropriate legal frameworks can be used to
facilitate this under physical and/or pharmacological
restraint if it has not been possible for the patient to accept
this intervention.

Current literature

To date, there has been little research regarding NGT feed-
ing under restraint in mental health patients, and there is

a significant gap in the research regarding nursing, pharma-
cological or psychiatric approaches to NGT feeding under
physical restraint. Papers have highlighted the patient
groups that may require this intervention,1,2 and there are
dietetic guidelines regarding how practice can be modified
in line with the legal principle of least restrictive practice.3,4

One paper highlights the potential traumatic risks of com-
pulsory treatment, and although it does not specifically
focus on NGT feeding under physical restraint, it does reflect
that these patients, once fully recovered, are often grateful
for compulsory treatment and all that it entailed.5 One quali-
tative paper has focused on trying to understand the mean-
ing of NGT feeding in patients with anorexia nervosa,
although again this was not specifically in relation to NGT
feeding under physical restraint, and this revealed that it
could mean different things for different patients.6 Broadly,
NGT feeding could be characterised as an unpleasant experi-
ence, a necessary and helpful intervention, a signifier of
anorexia nervosa or a reflection of the struggle of control
during treatment.6 Research also suggests that NGT feeding
as an intervention for patients with anorexia nervosa carries
the risk of self-sabotage and non-adherence in up to 30% of
patients.7

Considerations and reflections

Legal considerations

The law seeks to act in the best interests of the young person
and uphold their human rights. If persuasion to drink and
eat fails, and it is not otherwise possible to treat her safely,
her deteriorating physical health will lead to the consider-
ation of compulsory treatment. Sometimes the suggestion
that treatment might be lawfully compelled will be enough
to secure adherence, in which case a child who is Gillick
competent8 can consent to informal admission and treat-
ment, or treatment at home. Gillick competence is assessed
in relation to her maturity and understanding and in respect
of the decision. If the young person lacks Gillick competence
and is adherent by the time treatment is urgently needed,
those with parental responsibility (usually the parent/s)
may consent on her behalf.

If, however, the young person remains resistant to
urgently needed treatment, then in England and Wales
parents have limited powers to consent against her wishes.
If the person makes a Gillick-competent refusal, their par-
ents cannot provide the requisite consent and veto their
decision.9,10 Even if they lack competence and their par-
ent/s are willing to consent to admission and treatment,
guidance restricts parents to making decisions within the
‘scope of parental responsibility’, although the matter has
not been fully tested in the courts.11 The Mental Health
Act (MHA) Code of Practice states that parents will not
be able to make decisions in relation to the medical care
of the child if they are not the kind of decisions parents
routinely make. This is dependent on many factors, includ-
ing age, stage of development and the circumstances
including the level of invasiveness. Consent to invasive
treatment, such as NGT feeding under restraint, would
almost certainly fall outside the scope of parental
responsibility.10
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If the young person’s health is at serious risk, and they
withhold consent yet treatment in the paediatric ward is the
only safe option, then compulsory detention for assessment
(Section 2) or treatment (Section 3) under the MHA 1983
may be appropriate.12 The grounds set out in Section 2 or
3 of the MHA 1983 must be met. Under Section 2, the person
must be potentially suffering from a mental disorder of a
nature or degree that warrants their detention in hospital,
and detention must be in the interests of the person’s own
health, their safety or for the protection of other people.
Treatment can be delivered compulsorily under Section 2,
as part of the assessment. Under Section 3, it must be neces-
sary for the health or safety of the young person that they
receive treatment that cannot be provided if the patient is
not detained. In all cases, the young person’s wishes and
views, social and family circumstances should be considered,
as should the impact on the young person of detaining them
under the MHA for treatment.

Ethical considerations

From an ethical point of view, there are many different con-
siderations that need to be balanced in every decision to feed
under restraint. Many young people who are highly dis-
tressed may also be impaired in their competence to make
treatment decisions, as are some patients with severe eating
disorders and malnutrition. In eating disorders, competence
is often specific to treatment decisions, which will poten-
tially cause weight gain, with patients otherwise perfectly
capable of making other decisions. A calm, considered and
compassionate approach can increase the chance of a peace-
ful resolution, as can patients having trusting relationships
with clinicians and families.13

Every patient has a right to be heard and express their
wishes, irrespective of whether their decisions are made
competently.10 Regardless of competence, the MHA can be
used in England and Wales to override treatment refusal.
At the same time, care needs to be taken to respect auton-
omy as much as possible and inform the patient of what is
planned, and care is needed to use the least restrictive mea-
sures possible and minimise repeated use.

Patient dignity and respect must be prioritised, espe-
cially in carrying out such intrusive and uncomfortable pro-
cedures. This can take the form of giving the patient
adequate warning of each impending feed, and maximal
choice and support to decide to eat or drink to avoid feeding
under restraint altogether; ensuring it happens in a private
place away from other patients; careful explanation of each
step of the process before it is done; using minimal force
or restraint, and provision of sedation if this is helpful to
reduce distress or the patient wishes it.

There must always be enough trained staff to carry out
the process safely, competently and kindly, and they should
work well together to deliver it. NGT feeding under
restraint must never be punitive or routine; it should
always be the last resort in a situation of necessity, done
calmly and efficiently to minimise restraint. Although this
intervention is a highly distressing event for all, it can be
necessary to save life, and protecting life is a paramount
consideration enshrined in the European Convention of
Human Rights as the right to life, which is particularly

important in legal minors for whom welfare is para-
mount.10,14–16

Parents can be distressed and may feel helpless or angry
in situations where there is refusal of food and drink and
coercive feeding is needed, and experience a mixture of
fear for their child’s life and horror at the use of coercive
feeding. Use of the MHA and delivery of the feeding by com-
petent clinicians can be a relief to parents, and indeed
patients themselves, if the message that is conveyed is ‘we
care, and we will not let a young person die’, which can
relieve the young person and parents of the responsibility
for the decision to eat or not eat. Patients and parents do
appreciate compulsory treatment, despite objections, when
they understand that treatment is being done to save life
and is in their best interests.5 The intrusiveness of the pro-
cess means that it can be unfair for parents to be asked to
make decisions that may earn them the lasting resentment
of their child or damage relationships. If coercion is needed,
it is more appropriate that this is done dispassionately by
clinicians under direction of a psychiatrist or paediatrician
who can assume the role of the ‘bad guy’, by taking respon-
sibility for the compulsion in this emotionally fraught scen-
ario. For restrictive and coercive measures such as NGT
feeding under restraint, honest acknowledgement should
be made of the traumatic and distressing experience it can
be for patients, parents and staff. All three groups may
need support and the opportunity to debrief and address
their feelings both at the time and after.

Expert by experience reflection

Informed and written consent has been obtained from our
expert by experience: ‘Although I don’t remember the
event clearly, I was NGT fed under resistant as a 17-year-old
on an eating disorders unit. It was horrible to have part of
my free will stripped away from me, but looking back,
there were no alternatives. I was too unwell to think logic-
ally, I’d completely given up and didn’t understand or care
what the consequences were. Eight years on, I’m grateful.
I’m in my second year of studying medicine and have been
fully recovered from anorexia for years.

It terrifiesme to think of how bad the situation now is that
children are beingNGTfedunder resistant onpaediatricwards,
whichmustmake an already traumatic experience evenworse.’

Clinician reflection from a specialist eating
disorders dietitian

‘Previously, we had never needed to NGT feed a patient
under physical restraint on our paediatric wards, thinking
it was something that only happened in mental health
in-patient units. Sadly, during the COVID-19 pandemic, we
have experienced this with an increased number of patients.

As a team, we felt a shared sense of relief that our
patient was finally receiving the appropriate, lifesaving
nutrition and fluids that they needed. This gave us hope.
Hope that it would help the patient break out of the starved
state and be able to engage in treatment. At the back of
everyone’s mind is the concern that our patient may die.
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The decision-making process, however, would often take
time and cause anxiety among our team, the paediatric team,
the patient and their family. There are risk frameworks to
help identify who may need admission to the wards, but
this does not state at what point a patient’s life is at such
risk that we need to consider this lifesaving intervention.17

Different clinicians have different thresholds of when to
act. Once the decision was made, having the patient assessed
under the MHA takes time, leading to further anxiety
around the patient’s deteriorating medical state. Then, the
logistics become an issue, resulting in frantic calls to agency
staff who are trained in physical restraint, to ensure the
intervention was carried out safely.

Physically restraining children and young people is not
common practice on paediatric wards, and the staff often
report how difficult the experience was for them’.

Practical considerations

Questions to consider

Important questions to consider asking when assessing if a
patient should be NGT fed against their will:

• What are the indications that this patient is so medically
unwell that this intervention should be considered? Is
there organ compromise? Is the patient’s nutrition,
hydration and biochemical state deteriorating?

• Is there the possibility that we (the teams) can wait a few
days to see if the patient starts to eat and drink even if
this is suboptimal?

• Have the medical issues and severity of the situation been
clearly discussed with the young person and their family
in a way that they fully understand the seriousness of the
situation?

• Can we negotiate an oral intake that is sufficient to pre-
vent further deterioration in their physical state?

• Would detention under the MHA allow this patient to
consent to NGT feeding?

• Should the NGT stay in place between feeds?
• What should happen if there is life-threating deterior-

ation in the patient’s physical state while waiting for
the MHA assessment?

Adapting dietetic practice

If the above questions and extensive multidisciplinary dis-
cussions indicate that this intervention is needed, there
are some adaptations to standard paediatric practice that
you should be aware of. We do not advise the use of
enteral pumps, which would normally be used with NGT
feeding, because they require prolonged restraint that is
likely to increase distress and conflict. Dietetic practice
can be adapted3,4 to ensure that delivery of the required
nutrition can happen safely over a short period, to minim-
ise the distress the patient experiences from being fed
this way.

Joint working with the paediatric and dietetic team is
essential to prescribe the appropriate nutrition and fluids,
as this patient will also be at risk of refeeding syndrome.
Refeeding syndrome describes a potentially fatal shift in
electrolytes and fluids in malnourished patients when

nutrition is restarted.18 The patient should become medic-
ally stable within a few days with consistent and adequate
nutrition and hydration, and it would be appropriate to
stop NGT feeding under physical restraint when this is
achieved.

The NGT should stay in place between feeds unless
there is a risk of ligature or if there are attempts to tamper
with the tube. Removing the NGT after each feed would not
be in line with MHA principle of least restrictive practice. In
some cases, it may be appropriate to remove the NGT
between feeds, especially if NGT feeding is only being used
occasionally, and this may act as a motivation to fully estab-
lish a sufficient oral diet.

Getting the right balance between reflection and action

Even when the situation is urgent, it is worth attempting to
de-escalate conflict, reduce expressed (negative) emotion
and avoid use of NGT feeding under restraint. This should
involve spending time with the patient, building relation-
ships and understanding their motivations and reasons
for refusal of food and fluids, as this would allow clinicians
to engage the patient in negotiations. It is especially
important to involve their parents by explaining the situ-
ation, addressing their concerns and hearing their views,
both during the crisis and on an ongoing basis.
Furthermore, it is key to enable reflection among clinicians
of the dynamics and factors involved including determin-
ation of best interests. It is important to achieve consensus
within both the paediatric team and CAMHS/eating disor-
ders team consult, as the decision-making process needs to
be joint across both teams. Where possible, decisions
should be delayed to see if the conflict can be resolved,
and experts can be consulted as needed, before NGT feed-
ing under restraint is embarked upon. There needs to be a
balance between reflection and action: it is rare that NGT
feeding under restraint cannot wait an hour, but a decision
about a young person who is not eating or drinking may not
be able to wait an entire weekend to resolve. Likewise, if
NGT feeding under restraint is required and medical stabil-
isation achieved, it would be appropriate to stop this inter-
vention and ‘wait and see’ what happens. Will the young
person accept feeds orally, or start to eat or drink supple-
ments instead? If the young person continues to refuse to
eat and drink again and becomes medically unstable to
the same extent, NGT feeding under restraint may need
to be reinstated.

Interpreting the clinical signs

When working alongside paediatricians it is important to
identify whether they have a nominated lead for patients
with eating disorder. All paediatricians will be confident to
identify the acute medical risks of dehydration; not all are as
confident assessing the risks related to starvation17 or the
nuanced interpretation of normal blood, examination and
physical measurement results within this patient group. For
example, a normal set of electrolytes can distract the clinician
from the frail physical state.More subtlefindings in the results
that can signpost weight loss may be missed: high albumin
(low is late andunusual), high lipids, lowalkaline phosphatase,
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low urea and creatinine. Patients who over-exercise and are
bradycardic may also be dismissed as having healthy athletes’
hearts when the bradycardia is a result of malnutrition and
does not respond to exertion as athletes’ hearts do.
Therefore, joint working and joint decision-making is particu-
larly important. Furthermore, it may be appropriate to pre-
scribe psychiatric medications, to help reduce the patient’s
anxiety and distress; it would be advisable for paediatricians
to do this in consultation with psychiatrists, bearing in mind
the increased likelihood of side-effects.

Multidisciplinary working

In this case, if the patient became medically unstable to the
extent that the paediatric team felt her life was at risk, then
the team would have to consider NGT feeding against her
will as a lifesaving intervention, under the appropriate legal
framework. This decision should not be taken lightly and
would require agreement from both the paediatric team and
CAMHS team in discussion with the patient’s parents, as
well as mobilisation of the appropriate staff to support the
safe delivery of hydration and nutrition under restraint.

If there was a life-threatening deterioration in this
young person’s physical health while awaiting the MHA
assessment, paediatricians must act ‘in the best interest of
the child’ as set out in the Children Act 2004.19 This
means that NGT feeding under physical restraint, against
the young person’s wishes, can be done to save her life.

Considering different types of restraint

There is a broad spectrum of physical restraint, ranging from
holding the patient’s hands for reassurance, to several staff
securing the head, arms and legs. Physically restraining
patients is usually beyond the safe practice of paediatric nurs-
ing teams, and therefore the staffing mix would have to be
considered, to include restraint-trained mental health nurses
in sufficient numbers, to safely deliver this intervention.

Conclusion

To date, there is little research regarding NGT feeding under
physical restraint. However, this scenario outlines a situ-
ation where the practice would potentially be appropriate,
when a young person’s life is at risk. This paper has outlined
the legal, ethical and practical considerations that clinicians
should be aware of.

About the authors
Sarah J. Fuller is an Advanced Specialist Eating Disorders Dietitian with
East London NHS Foundation Trust, UK; and a Research Dietitian at the
Child and Adolescent Mental Health Department, Imperial College London,
UK. Simon Chapman is a Consultant in Paediatric and Adolescent
Medicine at the Department of Paediatrics, King’s College London, UK.
Emma Cave is a Professor of Healthcare Law at the Durham Law
School, Durham University, UK. James Druce-Perkins is a Highly
Specialist Dietitian with the Child and Adolescent Mental Health
Department, Aneurin Bevan University Health Board, UK. Poppy Daniels is
an expert by experience. Jacinta Tan is a Consultant Child and Adolescent
Psychiatrist with Oxford Health NHS Foundation Trust, UK; and Senior
Clinical Research Fellow at the Department of Psychiatry, Oxford
University, UK.

Author contributions
S.J.F. is lead author and chaired meetings and writing group. S.C. developed
the clinical scenario. E.C. provided the section on the legal principles and the
law. J.D.-P. provided the dietetic reflection. P.D. (pseudonym) is an expert by
experience who provided a quotation and was involved in the idea and devel-
opment of the paper. J.T. wrote the section on medical ethics

Funding
This research received no specific grant from any funding agency, commer-
cial or not-for-profit sectors.

Declaration of interest
None.

References
1 Clausen L, Jones A. A systematic review of the frequency, duration, type

and effect of involuntary treatment for people with anorexia ner-
vosa, and an analysis of patient characteristics. J Eat Disord 2014; 2
(1): 29.

2 Neiderman M, Farley A, Richardson J, Lask B. Nasogastric feeding in
children and adolescents with eating disorders: toward good practice.
Int J Eat Disord 2001; 29(4): 441–8.

3 Fuller SJ, Philpot U. Naso-gastric tube feeding under restraint - dietetic
practice guidelines. J Hum Nutr Diet 2020; 33(3): 287–94.

4 Falcoski P, Philpot U, Tan JOA, Hudson L, Fuller SJ. Nasogastric tube
feeding in line with new dietetic guidelines for the treatment of anor-
exia nervosa in a specialist children and adolescent inpatient unit: as
case series. J Hum Nutr Diet 2021: 34(1): 33–41.

5 Tan JOA, Stewart A, Fitzpatrick R, Hope T. Attitudes of patients with
anorexia nervosa to compulsory treatment and coercion. Int J Law
Psychiatry 2010; 33(1): 13–9.

6 Halse C, Broughtwood D, Clarke S, Honey A, Kohn M, Madden S.
Illuminating multiple perspectives: meanings of nasogastric feeding in
anorexia nervosa. Eur Eat Disord Rev 2005; 13: 264–72.

7 Kells M, Kelly-Weeder S. Nasogastric tube feeding for individuals with
anorexia nervosa: an integrative review. J Am Psychiatr Nurs Assoc 2016;
22(6): 449–68.

8 Gillick v West Norfolk and Wisbech Health Authority [1986] AC 112.

9 AB v CD & Ors [2021] EWHC 741 at [60] per Lieven K.

10 Department of Health and Social Care. Mental Health Act 1983: Code of
Practice. The Stationery Office, 2017 (http://www.gov.uk/government/
publications/code-of-practice-mental-health-act-1983).

11 D (A Child) [2019] UKSC 42 at [50] per Lady Hale of Richmond and
[89] per Lady Black of Derwent.

12 National Institute of Health and Care Excellence (NICE). Eating
Disorders: Recognition and Treatment. NICE guideline [NG69]. NICE,
2017 (https://www.nice.org.uk/guidance/ng69).

13 Office of the Public Guardian. Mental Capacity Act Code of Practice. The
Stationery Office, 2020 (https://www.gov.uk/government/publica-
tions/mental-capacity-act-code-of-practice).

14 Council of Europe. European Convention for the Protection of Human Rights
and Fundamental Freedoms, as amended by Protocols Nos. 11 and 14.
Council of Europe, 1950 (https://www.echr.coe.int/documents/con-
vention_eng.pdf).

15 UK Government. Human Rights Act 1998. The Stationery Office, 1998
(https://www.legislation.gov.uk/ukpga/1998/42/contents).

16 UK Government. Children Act 1989. The Stationery Office, 1989
(https://www.legislation.gov.uk/ukpga/1989/41/contents).

17 Royal College of Psychiatrists. Junior MARSIPAN: Management of Really
Sick Patient under 18 with Anorexia Nervosa. Royal College of

109

PRAXIS

Fuller et al Paediatric nasogastric feeding under physical restraint

https://doi.org/10.1192/bjb.2022.11 Published online by Cambridge University Press

http://www.gov.uk/government/publications/code-of-practice-mental-health-act-1983)
http://www.gov.uk/government/publications/code-of-practice-mental-health-act-1983)
http://www.gov.uk/government/publications/code-of-practice-mental-health-act-1983)
https://www.nice.org.uk/guidance/ng69
https://www.nice.org.uk/guidance/ng69
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice)
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice)
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice)
https://www.echr.coe.int/documents/convention_eng.pdf
https://www.echr.coe.int/documents/convention_eng.pdf
https://www.echr.coe.int/documents/convention_eng.pdf
https://www.legislation.gov.uk/ukpga/1998/42/contents
https://www.legislation.gov.uk/ukpga/1998/42/contents
https://www.legislation.gov.uk/ukpga/1989/41/contents
https://www.legislation.gov.uk/ukpga/1989/41/contents
https://doi.org/10.1192/bjb.2022.11


Psychiatrists, 2012 (https://www.rcpsych.ac.uk/docs/default-source/
improving-care/better-mh-policy/college-reports/college-report-cr168.
pdf?sfvrsn=e38d0c3b_2).

18 Mehanna H, Moledina J, Travis J. Refeeding syndrome: what it is, and
how to prevent and treat it. BMJ 2008; 336: 1495–8.

19 UK Government. Children Act 2004. The Stationery Office, 2004
(https://www.legislation.gov.uk/ukpga/2004/31/contents).

EDUCATION AND TRAINING

The virtual Clinical Assessment of Skills and
Competence: the impact and challenges of a
digitised final examination
Kenny Chu,1 Shivanthi Sathanandan2

BJPsych Bulletin (2023) 47, 110–115, doi:10.1192/bjb.2021.112

1St Pancras Hospital, Camden and
Islington NHS Foundation Trust, UK;
2Better Lives, Camden and Islington
NHS Foundation Trust, UK

Correspondence to Kenny Chu (kenny.
chu@candi.nhs.uk)

First received 11 Mar 2021, final revision
3 Oct 2021, accepted 21 Oct 2021

© The Author(s), 2021. Published by
Cambridge University Press on behalf of
the Royal College of Psychiatrists. This is
an Open Access article, distributed
under the terms of the Creative
Commons Attribution licence (https://
creativecommons.org/licenses/by/4.0/),
which permits unrestricted re-use,
distribution, and reproduction in any
medium, provided the original work is
properly cited.

The COVID-19 pandemic has affected how clinical examinations are conducted,
resulting in the Royal College of Psychiatrists delivering the Clinical Assessment of
Skills and Competence virtually. Although this pragmatic step has allowed for
progression of training, it has come at the cost of a significantly altered examination
experience. This article aims to explore the fairness of such an examination, the
difference in trainee experience, and the use of telemedicine to consider what might
be lost as well as gained at a time when medical education and delivery of healthcare
are moving toward the digitised frontier.

Keywords Education and training; information technologies; Clinical Assessment of
Skills and Competence; fairness; trainee experience.

The Clinical Assessment of Skills and Competencies (CASC)
is the clinical component of the Membership of the Royal
College of Psychiatrists (MRCPsych) examinations, which
is necessary to progress into psychiatry higher training,1

and for the UK psychiatrist, it is the final examination in
psychiatry training.2 Unfortunately, the COVID-19 pandemic
has caused a restriction in large gatherings,3 rendering the
existing format of the CASC unsuitable. However, trainees
still need to be adequately examined to allow for continu-
ation in their training and prevent a gap in the higher trainee
workforce. The Royal College of Psychiatrists (RCPsych) has
responded to this by altering the CASC to be able to be deliv-
ered virtually. In this arrangement, simulated patients are
assessed by the candidate through video consultation while
under the observation of two examiners; all participants
are simultaneously visible on four small squares on the
screen.4 Each member connects to the virtual platform
from their own personal space. The college has emphasised

that this virtual CASC is not a new type of examination
and has, in essence, remained unchanged, with the same
blueprint.5 The first sitting took place in September 2020,
and five cohorts have undergone the examination in this for-
mat so far.

It is to be expected that the change in format results in
an arrangement that is distinctly different from the clinical
encounter. As such, it raises questions on whether skills
and competencies assessed in the virtual CASC differ from
the in-person CASC. Although there is no universal agree-
ment on the definition of ʻfairness’ in a medical education
context, it has been suggested that the assessment practice
should be both equal and equitable, with equal treatment
and comparable opportunity.6 The space available for each
candidate to perform this examination differs significantly,
and ensuring equal treatment and opportunity may become
more challenging. Questions may also be raised on whether
the virtual setting allows for demonstration of a candidate’s
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