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THE ROYAL AUSTRALIAN AND NEW ZEALAND COLLEGE OF PSYCHIATRISTS 

MOCK EXAMINATION

Modified Essay Questions

MODEL ANSWERS

FRIDAY 7TH MAY 2004 

I hereby verify that I have completed and returned the Modified Essay 
examination paper
Candidate’s Name: ………………………………………………..


Candidate’s Signature: ……………….…………………………..


Answer each Modified Essay Question in a separate blue answer booklet. 

You can use more than one blue booklet if required, for a question. 

DO NOT write answers to more than one MEQ in any blue booklet.   

Write all answers using blue or black pen.           


MODIFIED ESSAY QUESTIONS   

Instructions:

· Use one blue examination booklet to answer Question 4

· Write your name on the front cover

· Write the number of the question on the front cover   -  e.g.  Q.4 
· It is not necessary to rewrite the question in the answer book, just use the number and letter of the relevant section   -   4.1,  4.2,  4.3   etc.

Modified Essay Question 4    (18 marks)

Mr Bill Johnson, a 44 year old man receiving a sickness benefit, has been referred to you at a Community Mental Health Service by his new G.P. Mr Johnson has a history of recurrent major depression, having had three episodes since age 35. He has moved to the city from a smaller rural community where he used to be a dairy farmer until becoming too depressed to maintain the farm. He and his wife have relocated to a nearby suburb and she has found work in an accountant’s office. They are hopeful, the G.P.’s letter says, that the greater resources available in the city will assist Mr Johnson more with his depression. He has been depressed for nine months now, treated with paroxetine 60mgs mane, this having been increased from 20 then 40 mgs mane across a three month period due to poor response. Although he improved to a degree on this medication, such that appetite and sleep are somewhat better, he remains low in energy, with poor concentration and motivation, anxious and pessimistic ruminations and mild diurnal variation, being slower and more preoccupied in the mornings. He has had two prior episodes – the first at age 30 followed a change in governmental agricultural policy which came close to bankrupting him due to loss of subsidies, and was treated with a four month course of amitriptyline to which he responded but recalls severe sedation and dizziness. This was followed by another recurrence of depression at age 39 when the district was threatened with a foot and mouth scare and there was talk of slaughtering animals as a precaution. On this second occasion his G.P. prescribed 20 mgs paroxetine and he responded to this across two months, remaining on it for four years as he feared a recurrence, then tapered and ceased it due to sexual side effects. He has had no other form of treatment across the years, apart from short courses of hypnotics when the depressions were severe. 

Question 4.1

In reviewing Mr Johnson’s recurrent and hard to treat depression, discuss what your assessment would entail:  (6 marks)

· Detailed psychiatric, medical and personal history from patient including medication history & compliance

· Risk assessment

· Re-evaluate mental state esp. to check perpetuating factors, underlying cognitive schemata and whether any mood-congruent psychotic Sx present.

· Physical screening – FBC, ESR, renal functn and electrolytes, LFTs, thyroid functn., s. calcium, s. glucose, VDRL. CXR and ECG, full physical and neurological examination. If any neurological abmormalities, CT scan.

· Careful alcohol & drug history, esp. re amount of alcohol used and looking for any sequelae.

· Detailed collateral history from his wife and see him and his wife together to assess relationship. 

· Collateral from past G.P. 

· Baseline evaluations – e.g. BDI, HDSR, MADRS

· Reassess diagnosis based on the above

(up to 6 marks for this section depending on adequacy of responses)

Question 4.2

List other biological treatment options which you might use to treat Mr Johnson’s depression, in the order in which they should be tried. Give details justifying each option suggested: 
(8 marks)

1) (Venlafaxine as in (3), or if venlafaxine not effective or available:  Change antidepressant class – e.g. cautious retrial of tricyclic such as nortriptyline. Rationale – tricyclic medications shown in RCTs to be effective in severe depressions, nortriptyline less likely to cause the prior side-effects of amitriptyline but still needs careful monitoring. Care with changeover re drug interactions – serum levels needed. 

2) If still no response and melancholic type of depression, try LiCO3 augmentation of tricyclic – RCT evidence that this combination more effective esp. if symptoms melancholic in pattern. Careful serum levels LiCO3 to avoid toxicity.

3) Change antidepressant – to SNRI or different SSRI -
e.g. change to Venlafaxine (if available and affordable – several RCTs attest to efficacy) or if not, fluoxetine with fairly rapid dose titration, if tolerated, to about 60 mgs daily. Rationale – all SSRIs act slightly differently and have different chemical structure. Patients can respond to one not another. Also added benefit of managing any paroxetine withdrawal syndrome. Watch for agitation or Serotonin Syndrome symptoms at changeover point. 

4) Olanzapine / fluoxetine combination shown to be effective in severe depression in recent studies, incl. one recent RCT in pts with bipolar depression.

5) MAOI trial if no response to all the above, esp. if depression atypical in type. Different mechanism of action & is RCT evidence of efficacy. Extreme care re diet & changeover re serious interactions. Four week washout period needed after fluoxetine. 

NB:After trial of 2 to 3 alternative antidepressants or adjuncts, consider elective ECT course. Decision to use ECT depends on degree of risk and disability from prolonged depression vs anxieties re ECT. Plan for hopefully effective maintenance therapy post ECT – tricyclic and LiCO3 preferred as initial post-ECT option. Is RCT evidence for ECT esp. in resistant depression, melancholic depression and psychotic depression. If responds well to ECT but to nil else (including good trials of CBT/IPT), consider maintenance ECT.

marks: up to 8 marks max. – look for minimum 4 steps re alternative treatment trials, 1-2 marks for each, depending on comprehensiveness of responses and whether rationale and/or any evidence-base cited.

NB: If ECT is not mentioned at all, max. allowable marks for this section are 6.

Question 4.3 

Discuss two psychological treatments which might benefit Mr Johnson, together with the rationale for their use in his case and evidence base for their use in depression: (4 marks)

· Cognitive behavioural therapy – alter his negative cognitive shemata - he is described as ruminating in an anxious and pessimistic manner. Many studies including RCTs confirm effectiveness of CBT, esp. in combination with antidepressant medications, and even in moderately severe depressions. 

· Interpersonal therapy – again, is evidence base for this with studies including RCTs confirming efficacy in depression. Might be especially useful if assessment demonstrates major issues with loss of role re selling farm, &/or in interpersonal issues with wife or others. 

max. 4 marks – 1 for therapy named, 1 for rationale and evidence-base details.

If more than 2 therapies are listed, ignore all those after the initial two and give no marks for any therapy-type mentioned apart from CBT and IPT. Reason for preference for these 2 therapies is that there is a better evidence base for them in depression. 

Reference:  RANZCP Summary Guideline for the Treatment Of Depression  (see publications)

MODIFIED ESSAY QUESTIONS           

Instructions:

· Use one blue examination booklet to answer Question 5

· Write your name on the front cover

· Write the number of the question on the front cover   -  e.g.  Q.5 
· It is not necessary to rewrite the question in the answer book, just use the number and letter of the relevant section   -   5.1,  5.2,  5.3   etc.
Modified Essay Question 5    (18 marks)
You work in a Child and Adolescent community team.  Tracy, a 15 year old girl, has been referred for assessment due to her mother Sally’s concerns that she has become difficult behaviourally, irritable and is doing poorly in her schoolwork. Her mother says she has had a “personality change” in the last six months, has taken to wearing black clothing and had her nose and eyebrow pierced against their wishes. Sally thinks Tracy is spending time with “a bad crowd” after school and is afraid she may be taking drugs. She has confronted Tracy about this several times, leading to arguments during which Tracy denies this charge then storms off. Sally had Tracy during her first marriage which ended when her first husband was unfaithful. He then moved to Australia when Tracy was four and has not been interested in maintaining contact apart from a few cheques sent at Christmas and birthdays until Tracy was about seven. Sally married Steve, Tracy’s stepfather, when Tracy was aged 10. Sally says this has not been an easy relationship, and that Steve and Tracy have not got on well, with Tracy failing to accept him and Steve trying to impose rigid household rules. Sally herself often has arguments with Steve and feels he can be stubborn and has been “too hard” on Tracy. Recently when tidying Tracy’s room Sally discovered a book with scraps of poetry which worried her as they seemed “crazy”, plus a scribbled letter which sounded like a draft suicide note. She fears that Tracy might be becoming unwell and might harm herself. The above information is provided by the G.P.’s letter, based on a meeting with Sally. 

Question 5.1

Discuss how you would arrange an assessment process, what the issues might be in organising this, and what aspects it should cover.  (8 marks)

Process and Issues re Assessment:

· Whether Tracy knows of the referral to mental health services – her engagement, getting her to attend.

· Contact Sally to arrange the assessment, check the above, see if Sally can persuade her. Possibly see if Tracy would attend with a friend for support. 

If Tracy agrees to assessment:

· Ethical issue if Sally asks you not to tell Tracy that she read her poems and letter – better to avoid secrets

· See Tracy by herself initially and ensure Sally and Steve understand you will need to do this as well as talking with parents

· Include Sally at least, after initial interview with Tracy, plus stepfather if Tracy will allow. 

If Tracy refuses assessment altogether:

· See Sally (+with Steve – leave this up to Sally). Get detailed history from Sally and also Steve.

· Together with Sally/Steve, determine degree of risk and whether any compulsory assessment is necessary. If not warranted, explanation to parents, and arrange for them to make further contact if risks increase. 

( max. 4 marks for points made as above – award ½ - 1 point as appropriate )

Assessment should cover:

Collateral:

· Ideally get collateral history from talking to G.P., school dean/principal/year teacher (or similar role), + school counsellor about Tracy - ? is she known to them regarding any other concerns

Aspects particularly to be covered in information-gathering from all parties:

· Assess actual content of “poems” and “suicide note” as far as is possible

· Assess risk to self or evidence of mood disorder, developing psychosis or any other psychiatric disorder.

· Clarify psychological issues, esp. re loss of father, relationship to mother and stepfather, marital discord between parents, any abuse history, trauma or loss preceding behavioural change 6 months ago, peer relationships and close relationships/sexual relationships

· Substance abuse history

· Academic history and social integration
( max. 4 marks for points made as above – award ½ - 1 point as appropriate )
Question 5.2

After you have seen Tracy two times,  Sally calls you, distressed that a girlfriend of Tracy’s at school has committed suicide by taking an overdose. She says that Tracy is extremely upset and fears that she might “copy” her friend. How would you manage this situation? (5 marks)

· Arrange to see Tracy urgently – support her, assess current symptoms, plans, review risk level

· Put in place additional support if needed to manage suicidality – e.g. respite care short-term, team to review her more frequently, Crisis service to see her after hours/weekends or at least be alerted to increased risk. 

· If she is taking any medication (e.g. an antidepressant), ensure mother is keeping this safe and that there is not ready access to caches of other medications within the house.

· Contact school to check if they have a plan to manage the situation within the school re vulnerable pupils. (possibly offer assistance and advice if not). 

· Alert any supports for Tracy at school e.g. supportive teacher or school counsellor etc., if any such are involved.
(1 mark for each point (or similar concept/issue given). Max. 5 marks in all.)

Question 5.3 

After you have been following Tracy up for two months she tells you that she has begun a sexual relationship with a boy who is aged 18. Tracy is insistent that you must not tell her mother about this.  What are the ethical issues and concerns regarding this issue, and how would you manage this situation? (5 marks)

· Ethical issues of Autonomy, Competence and Informed Consent/age of consent, also to some degree benificence vs non-maleficence re need to provide care appropriately and not worsen matters.

· Express concern for her wellbeing and safety.

· Check if relationship consensual not abusive.

· Check if they are having safe sex / using condoms – advise to see GP re contraception.

· Despite wish to respect her privacy you are likely to need to talk with her mother re her age (vs the older boyfriend) and the risks. Need to talk to Tracy about this 1st and explain why her mother needs to know.
(1 mark for each point (or similar concept/issue given). Max. 5 marks in all.)
MODIFIED ESSAY QUESTIONS

Instructions:

· Use one blue examination booklet to answer Question 6

· Write your name on the front cover

· Write the number of the question on the front cover   -  e.g.  Q.6 
· It is not necessary to rewrite the question in the answer book, just use the number and letter of the relevant section   -   6.1,  6.2,  6.3   etc.
Modified Essay Question 6   (18 marks)
You work in a mental health service for older people and have assessed Mrs Lorna Green, a 75 year old woman who has developed a major depression with melancholic and psychotic features, several months after her husband Jack’s death from Alzheimer’s disease. She has been admitted to a geriatric ward after having been found collapsed and hypothermic in her own home. She has recovered sufficiently to talk with you a little, but remains frail. Her only relative Janice, her daughter, lives in England and ward nursing staff tell you that Janice has been contacted by phone and is very concerned about her mother but is unable to travel as one of her children has been hospitalised with severe asthma. Mrs Green is receiving intravenous fluids but is not eating or taking any oral medication. She declines all medication whenever this is discussed, telling you that she is “beyond all help” and “just a burden to everyone”. She also expresses a fixed belief that she herself has Alzheimer’s disease as she can no longer concentrate or remember anything, and says that she cannot bear to “go the same way as my Jack” and wants to be put out of her misery. A friend from her bowling club has visited her and is shocked by her deterioration. He says that she was always a cheerful, outgoing person, independent and sociable, up until the death of her husband. 

Question 6.3.

Discuss the indications for electroconvulsive therapy (ECT) to treat Mrs Green  (4 marks)

· Life-threatening depression (e.g. requiring IV fluids, not eating) (1)

· Melancholic and psychotic depression so likely to respond to ECT (1 -  ½ for each aspect of diagnosis)

· Treatable illness  - was well until a few months ago (1)

· Refuses all oral medication so cannot use antidepressants or antipsychotic medication (1)

Question 6.2.

Discuss any ethical issues and practical problems in the use of ECT to treat Mrs Green. How would you attempt to overcome any such barriers to the use of ECT? (8 marks)

· Consent / Competency (1)
    ( need for mental health act and family agreement to Rx plan (1)
                                                      Benificence issue – need to treat or she’ll die

· No local relatives, dtr in England (1) ( communicate with daughter by phone and/or fax or email.             
                                                              Make treatment decisions with her & send her information 
                                                              to read, about depression and ECT, or even suggest 
                                                              suitable websites.
(max. 2 points – give 2 if they suggest written info and fax or email/web communication as well)

· Cause of collapse  (1) (  careful liaison with medical team, ensure recent CVA or MI ruled out (1) 

· Physical frailty  (1) (   Ensure she has full medical / anaesthetic screen re ECT fitness 
                                     (& ideally a CT scan as well) (1 - 2 points) 
                                                    
 (points as noted, up to a max. of 8)

Question 6.3. 

Janice raises concerns that she has heard ECT can cause memory loss. Discuss how you would reply to her about this.  (6 marks)

· Acknowledge that her concerns are understandable (1 )

· Main effect on STM (½) and is temporary (½)

· Some longer-lasting memory loss possible (½) but largely caused by the depression itself (½) and for the time immediately round treatments (½)  
(extra 1 pt if mention any reasonable references re memory effects)

· Discuss risk of memory effects vs severe depressn & no other effective Rx  – so no real choice as ECT in her case is lifesaving (1) 

· Discuss managing memory & cognitive side-effects via using lowest possible stimulus dose, modern equipment with square wave charge delivery, electrode placement (unilateral or bifrontal ECT), reducing frequency of treatments (1) 

       (points as noted, up to a max. of 6)
 MODIFIED ESSAY QUESTIONS

Instructions:

· Use one blue examination booklet to answer Question 7

· Write your name on the front cover

· Write the number of the question on the front cover   -  e.g.  Q.7 
· It is not necessary to rewrite the question in the answer book, just use the number and letter of the relevant section   -   7.1,  7.2,  7.3   etc.
Modified Essay Question 7   (18 marks)

Sandra, a 26 year old hairdresser, is recovering from a manic episode which has led to her being admitted for a three week period of compulsory treatment. She has a history of one prior hypomanic episode two years ago while on holiday in Fiji, which was followed by a major depression during which she took an overdose of sleeping tablets which required brief treatment at an ED. This depression was treated by her G.P. with fluoxetine 20 mgs for a period of four months. She currently lives with her sister and brother in law after breaking up with her boyfriend of 1 year’s standing when becoming manic and disinhibited prior to the recent admission. While manic she spent $1500 on clothes and worried her family by going to clubs late at night in a disinhibited state. She also received two speeding tickets across this period. She is currently treated with lithium carbonate 1000 mgs nocte (serum level stable at 0.8 umol/L), and olanzapine 10 mgs nocte. Her insight is now good, and she is euthymic and cooperative with treatment, and an informal patient. You have been managing her care as an inpatient and she is now being discharged to your care at a local clinic. 

Main reference was the RANZCP Clinical Practice Guideline – Bipolar Disorder
Question 5a.

What will you recommend to Sandra regarding the need to continue long-term prophylactic treatment at this stage? Give details regarding your rationale and any evidence-base or criteria regarding your recommendations:  (6 marks)

Yes, need to continue – based on:

· Risks during recent episode – disinhibition, speeding, debts. 

· Risk of severe depression after each manic episode, carrying its own morbidity. 

· Two significant mood (manic or depressive) episodes within 2 years so further recurrences are likely. All criteria agree (Angst; NIMH Consensus development panel guidelines; Goodwin & Jamison – see RANZCP Clinical Guidelines)  

· Point also given for sensible discussion of how prophylactic Rx is carried out and monitored.

( 1-2 marks per point as above, depending on adequacy of reply.  Only score 1  re criteria /evidence-base if no study cited or any mention of criteria or guidelines. )

Sandra expresses concern to you that her medication may cause her to gain weight. It is clear that this could interfere with her adherence to treatment in the longer term. 

Question 5b.

How would you respond to her, and how would you manage this risk?  (6 marks)

· Acknowledge risk honestly but explain it varies, is not inevitable and is limited

· Discuss strategies that can be helpful to manage this if it occurs 

· Taper and cease olanzapine as soon as possible (should not be needed re overall prophylaxis & v. likely to cause weight gain)

· Possibly reduce LiCO3 to lower maintenance dose after this as it’s not yet clear what her minimum effective Li dose is as yet (aim for s. level not below 0.6-0.7)

· Advice re avoiding sweet drinks if any increased thirst on LiCO3

· Advice about sensible exercise plan

· Support with sensible diet plan (dietitian referral if needed)

· Be prepared to try other mood stabiliser if it is a serious problem & nil else works – e.g. carbamazepine. 
(1 mark each point as above to a max. of 6)

Question 7.3 

Two weeks after leaving hospital, Sandra appears flat in mood and more anxious. You are concerned that she may be becoming depressed again. How would you manage this?

(6 marks)

· Assess carefully looking for features of depression, esp. suicidality &/or reduced self-care

· Monitor closely, increase support and crisis back-up if needed

· Involve family in support and monitoring plan – draw up an early warning signs plan asap. 

· Psychosocial support re managing losses due to mania - e.g. if relationship salvagable, see as a couple to assist this, supportive psychotherapy, possibly CBT if suitable (but only if she’s not too depressed), support her return to work when appropriate and help liaise with boss if wished. 

· If major depression recurs as before, restart fluoxetine 20mgs. 

· Watch LiCO3 levels and ensure they are optimum and that she’s taking her Lithium. 

· Possible reinstate olanzapine at lowish dose (adjunctive treatment for depression, may help anxiety).

· Check there’s no substance abuse complicating matters (not as likely in depressed phase however, and not v. likely to be cause of depressed phase)

(points as above to a max. of 6 marks)
MODIFIED ESSAY QUESTIONS

Instructions:

· Use one blue examination booklet to answer Question 8

· Write your name on the front cover

· Write the number of the question on the front cover   -  e.g.  Q.8 
It is not necessary to rewrite the question in the answer book, just use the number and letter of the relevant section   -   8.1,  8.2,  8.3   etc.
Modified Essay Question 8   (18 marks)

You work on a liaison team and are called to the Emergency Department to assess Yasmin, a twenty-five year old Iranian woman brought to hospital from a Women’s Refuge, where she had been for 24 hours. She has two children aged 8 and 11, who have remained at the Refuge in the care of the staff. ED staff tell you that she has been badly beaten and has many bruises, and evidence of old fractures to facial bones. They have requested a consult as Yasmin has been largely mute since arrival at ED, often flinching away from staff, especially male staff. At times if left unattended she has gesticulated and muttered to herself and they feel she is confused and disorientated. The Refuge staff member accompanying her was not able to communicate with her while at ED and has had to return to the Refuge. Before leaving she told ED staff that a few hours ago Yasmin’s speech and grasp of English seemed reasonable and they had not needed an interpreter. She described Yasmin as initially caring well for her children then becoming more withdrawn and complaining of a headache in the hours before coming to hospital, seeming confused, frightened and at times retching. Refuge staff had been unable to obtain much personal history except that she is married and afraid to return to her husband’s household as she says he beats her.  On glancing into the cubicle you see Yasmin is huddled on a gurney wearing a hospital gown, with her hands over her eyes. A uniformed male security watch is sitting beside the door to her room.

Question 8.1.

Discuss the pros, cons and timing of involving an Iranian interpreter in your assessment of Yasmin. Are there any ethical issues in this decision? (5 marks)

· Her right to be assessed in her own language (Autonomy) (1 mark)

· Confidentiality - Her right to choose & to refuse involvement of interpreter if wishes (some refugee patients fear interpreters will breach confidentiality locally, or that they’re aligned with past oppressors) (1 mark)

· Ethically, need to get Consent to involve an interpreter (1 mark) unless she is not competent to decide

· Need to do initial triage assessment before arranging interpreter - re the consent issue, and as waiting for interpreter may take considerable time and she may be quite medically unwell (1 mark)

· Pros might be - fuller history obtainable in her own language (1 mark). Improved rapport and co-operation (1 mark).  If she is unwell she may have regressed and lost her usually good grasp of English (1 mark) Interpreter can advise on cultural issues (1 mark)

· Cons might be - as above, reduced rapport & cooperation (1 mark),  delay arranging interpreter (1 mark), misinterpretation of Hx or symptoms by interpreter (1 mark). 
( 1 mark each for points as above, to max. of 5 )

Question 8.2.

ED nursing staff say that Yasmin has not permitted a full physical examination and ask if there is anything they can do to calm her and enable her to be assessed more effectively.  What advice would you give:  (4 marks)

· replace the male security watch with female respite nurse if possible (evident fear of males, perhaps esp. of uniformed males)  (1 mark)

· give her bedclothes to cover herself fully (female Muslim patient exposed in hospital gown) (1 mark)

· female staff only to examine her and provide cares (1 mark) 

· limit no. of staff attending her for consistency (1 mark) 
· staff to proceed slowly and explain the examination at each step, asking her if they can proceed (1 mark)

· examine non-sensitive vital signs and systems first, not requiring disrobing or intrusion (1 mark)

· try to avoid sedation (e.g. benzodiazepine) but consider short-acting drug if essential to allow physical evaluation/CT etc. (1 mark)
· try to get a friend or family member to assist if any can be located (1 mark)
( 1 mark each for points as above, to max. of 4 )
Question 8.3

State what you feel are the three most important differential diagnoses in Yasmin’s case and justify these based on the information above. Give details as to how you would initially attempt to clarify each of these differentials.  (9 marks)

1. Acute Stress Disorder (e.g. with flashbacks and dissociative symptoms) / exacerbation of PTSD 
- attempt to calm and engage her to clarify symptoms
- attempt to elicit symptoms of dissociation (derealisation, depersonalisation), flashbacks or nightmares,  
  symptoms of hyperarousal and triggers. Clarify precipitating trauma as far as possible.
- telephone Refuge to recheck all possible history has been obtained from staff there 
- rule out organic cause as below 

2. Brief Psychotic Disorder (with marked stressors).   
- attempt to calm and engage her to clarify symptoms, as above
- telephone Refuge to recheck all possible history has been obtained from staff there, as above
- attempt to elicit any psychotic symptoms e.g. hallucinations, delusional ideation, thought disorder
- rule out organic cause as below

3. Delirium due to severe head injury from physical abuse, possibly with concussion or extradural or subdural 
   haemorrhage.
- check with ED staff what aspects of physical examination and investigations they have been able to  do and have already arranged
- attempt to calm and engage her to clarify symptoms and allow examination, esp. check for headache, nausea/vomiting, any speech deficit or slurring, drowsiness or reduced consciousness 
- ensure ED staff cary out a neurological examination and that her pupil reactions are checked, 
fundi are examined for signs of ICP, skull examined for evidence of a head injury, CT scan done
Marking Guide for 8.3:

Marks range of 1-3 for each of the three differentials discussed, depending on adequacy of answer.

If >3 diferentials are discussed, ignore all those after the third.

Major Depression is a possible and acceptable differential but less likely on available history. Allow this if given, and expect usual discussion of assessment via eliciting mood symptoms, suicidality, vegetative features, history of onset.

If possibility of an organic state due to head injury of some sort is not considered at all as a differential, section 8.3 scores zero.  

(Maximum overall marks for 8.3 are 9 no matter how detailed and complete the responses are. )

MODIFIED ESSAY QUESTIONS

Instructions:

· Use one blue examination booklet to answer Question 9

· Write your name on the front cover

· Write the number of the question on the front cover   -  e.g.  Q.9 
It is not necessary to rewrite the question in the answer book, just use the number and letter of the relevant section   -   9.1,  9.2,  9.3   etc.
Question 9    (18 marks)

Sam is a 20 year old unemployed youth living with his parents who has no past psychiatric history documented. They have become concerned about his behaviour during the past year, and brought him to his G.P. who has referred him to you for assessment. They describe Sam as increasingly bizarre, spending long periods in his room and often up wandering about the house during the night. At times they hear him talking aloud and arguing when he is by himself. He has become extremely suspicious of their neighbours and they have caught him checking the neighbour’s mailbox and leafing through their mail. He seems to believe that he has won a competition but the neighbours have stolen the winning cheque from him. He showed his mother a flyer from the local supermarket on which he had scribbled odd nonsensical comments, as proof of this belief. Yesterday he threw a stone and broke their neighbours’ window. He last worked at a furniture factory a year ago but had to leave there after an argument with his boss, who he claimed was harassing him. He has seemed unable to manage job interviews or to find work since, but does spend periods of time away from the house with various friends. His eating is erratic but he has not lost weight.

Question 9.1

In your initial interview with Sam and his parents, how would you further evaluate the degree of risk he poses to the neighbours or to any others?  (6 marks)

1. Detailed history from Sam and his parents to check:

· if any other incidents of concern re threats or aggression/forensic hx

· premorbid personality re tendancy to aggression

· premorbid relationship with the neighbours

· drug and alcohol history re possible precipitants for worsening

2. Careful mental state assessment, especially to check:

· Details of persecutory delusional beliefs

· Any ideas of needing to act on these so as to retaliate or defend self and family

· Presence of hallucinations esp. command hallucinations 

· Presence of passivity phenomena which might cause him to act on beliefs

3. Sam’s degree of insight and cooperation re:

· engaging with treating team and allowing close follow-up

· commencing medication

· promising that he will not act on his concerns again so as to threaten neighbours

( 1-2 marks per main point, depending on adequacy & detail of response, to max. of  6 marks )

Risk to Self not asked for so scores nil – it is important but we cannot cover everything in brief structured Qs like this, and it’s not what’s being asked.

Question 9.2

List your differential diagnosis in order of probability, with rationale for these, and discuss how you would further investigate differentials to clarify the diagnosis. 

Limit differentials to not more than FOUR options: (8 marks)

Expected options would be: 

· Schizophrenia (this section scores zero if this not included as option 1 or 2) If subtypes given, most likely are paranoid and undifferentiated. Largely clarified from detailed assessment to clarify his symptoms meet criteria for schizophrenia, timeframe/prodrome, rule out mood disorder, rule out organic cause. Scores 3 marks

· Substance-induced psychotic disorder (esp. from amphetamine or heavy hallucinogen abuse) 
(If this is not mentioned this section can only score max. 6 marks). Clarify by careful history from Sam, parents, possibly friends, re drug and alcohol use, plus screening as below.  Scores 2 marks

· Delusional disorder, persecutory type. Clarify symptom pattern and that these are largely confined to delusions thus his illness does not meet criteria for schizophrenia. Scores 2 marks


Less likely differentials if given – mention of one of these scores 1 mark

· Schizophreniform disorder – not likely from 1 year Hx of concerns mentioned but need to check this as exact time-length of Sx not mentioned in vignette – they need to mention this issue to score the mark

· Major depression with psychosis – possible but not very likely from history given

· Schizoaffective disorder or Bipolar disorder with prominent psychosis – again, possible but unlikely

· Ruling out an organic cause (not likely from the history but they are taught it must always be excluded)

Further investigation discussion (should be mentioned either as an additional aspect or incorporated within discussion of each differential to a reasonable degree)

· Detailed history of symptoms and of drug and alcohol use

· Careful mental state examination to clarify symptoms

· Urinary quantitative cannabinoids and narcotics, blood testing for usual organic screening.

· Physical examination and medical history – collateral from his G.P. re general health

NB:  if only the initial three differentials are given (schizophrenia, drug-induced psychosis, delusional disorder, can give 8 marks total for this section if they are well discussed re rationale and how to clarify further.

Ignore any differentials listed after the first four

Question 9.3 

You make a plan with Sam and his parents, to start oral antipsychotic medication. Later that day, Sam’s mother calls you to say that she also wants to take him to see a naturopath for a consultation as she feels no option to help Sam should be overlooked. How would you respond to this?  (4 marks)

Two main aspects of answers looked for:

1)   Recognise mother’s distress and need for support – e.g. be supportive and understanding of her 
      wish to help Sam, and not dismissive of her suggestion. Handling this well is important for trust and 
      therapeutic relationship with family at this stage.  ( 2 marks for recognising this overall issue )
2)    Deal with the issue of the naturopath specifically – e.g. 

· Say that medications can be used alongside natural remedies and that there need not be a clash

· Explain to her that Sam is however easily confused due to being unwell currently and that there might be a risk that a naturopath, if not familiar with psychiatric treatments, could give contradictory or confusing advice – see if she would agree to you liaising with the naturopath about working together 

· If possible, try to ensure the naturopath does not recommend that Sam cease or not start antipsychotic medications

· Re-emphasise the importance of not delaying treatment with antipsychotic medications alongside any other treatment tried

( up to 2 marks max. for this section depending on adequacy. )
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