
· Describe and recognise common psychiatric presentations, including a minimum of:

Schizophrenia and other psychoses

The term psychosis has no generally agreed meaning. The psychotic symptoms are generally perceived as disturbances in perception (hallucinations) and in thought content (delusions). There is generally a lack of insight – the patient is unaware that they are ill.

Schizophrenia is the most common disease in this ‘group’ - Schneider described symptoms that are each individually sufficient for a diagnosis of schizophrenia to be considered (about 8% will have another diagnosis).

· Incidence: 15-20 / 100k; M=F; peak incidence teens(early adulthood.

	Schneider’s first rank symptoms

· Auditory hallucinations in 3rd person or a running commentary
· Somatic hallucinations

· Thought beliefs: thought insertion, withdrawal, broadcast, hears thoughts spoken aloud

· Delusional perception.

· Passivity phenomena (feeling of actions being controlled)

Not first rank but diagnostically useful

· Delusions of persecution / grandeur

· Ideas of reference

· 2nd person auditory hallucinations
	Chronic phase schizophrenia

· Apathy, poor motivation

· Social withdrawal

· Blunted affect (decreased emotional expression)

· Decline in skills associated with activities of daily living (ADLs) e.g. hygiene, budgeting, cooking etc.

· Cognitive impairments: concentration and memory deficits

· Frontal lobe deficits: inability to formulate and execute complex plans

· Thought disorder: derailment


Differential diagnoses:

· Brain pathology (organic disease) especially that associated with temporal lobe epilepsy can result in a delusional disorder resembling schizophrenia.

· Dementia

· Primary paranoid disorder

· Primary delusional disorder – there are five types listed in DSM-IV. Auditory and visual hallucinations (if present) must not be prominent and symptoms must have been present for at least 1 month (3 in ICD-10). The five types are:

· Persecutory

· Jealous (‘Othello’ syndrome): an abnormal belief that the partner is being unfaithful – held on irrational grounds (unsound evidence and reasoning) and unaffected by rational argument. Often there is no idea who the supposed lover might be. M>F

· Erotomanic (rare): the belief that a (usually inaccessible) person is in love with the patient. The person is often famous. F>>M

· Somatic: The belief that the patient suffers from a physical disease or deformity.

· Grandiose

· Mixed and unspecified other categories that may be used.

· Hypomania / mania: can present with psychotic symptoms including 40% who present with a first rank symptom e.g.: ideas of reference, 3rd person hallucinations, and/or delusions of persecution (e.g. doctor is jealous of patient’s ‘greatness’). These are hard to distinguish from schizophrenia but a distinguishing feature is that the psychotic symptoms rarely persist outside the overactive phase and change quickly in content. In the manic phase, pressure of speech is common as are such behaviour as dramatic indulgence in overspending or sexual behaviour. Prevalence is 0.1-0.6 / 1000 c.f. 10/1000 for schizophrenia. In schizophrenia there may be mood incongruence.

Useful Questions to ask in history taking

Always ask how often a symptom occurs and how long it lasts

Delusions

Have you experienced anything strange or unusual?

Thought insertion

· Are thoughts put into your head that you know are not your own?

· Where do they come from?

Thought withdrawal

· Do your thoughts disappear or seem to be taken from your head?

· Where do they go?

Thought block

· Do your thoughts sometimes stop suddenly so your mind is blank even though your thoughts were flowing freely before?

· Why does this happen?

Thought broadcast

· Do others hear your thoughts or read your mind?

· Can you send messages to other people with your mind?

· How do you explain this?

Passivity

· Are you always in control of your thoughts and actions?

· Who else controls these?

· How do they do this?

· What do they get you to do/think/say?

Delusional perception:

· When you saw … how did you know what it meant?

Somatic hallucinations:

· Have you had any strange or unusal feelings in your body?

· Does your body function normally?

Auditory hallucinations

· Have you ever heard anything you believe other people cannot?

· Do you hear voices?

· Whose voices are they?

· Are they clear?

· How many are there?

· Do they come from inside or outside your head?

· Do they talk to you or about you?

· What sorts of things do they say?

· Do they give commands?

· Do you have to obey them?

Other hallucinations:

· Do you ever see, feel or smell something that you cannot explain?

Affective disorders

Anxiety disorder

Obsessive compulsive disorder

	· Intrusive
	· Senseless
	· Repetitive

	
	
	

	
	
	

	Obsession

A thought or mental image e.g.

· Contamination

· Sex, violence
· Numbers
	Compulsion

An action that must be performed e.g.

· Handwashing

· checking

· touching




If the obsession or compulsion is resisted then anxiety mounts until the activity is performed.

Anankastic personality disorder is one differential and is characterized by:

	· Perfectionism

· Rigidity of thinking

· Moralistic preoccupation with rules
	· Excessive cleanliness

· Orderliness

· Tendency to hoard


Other differentials include:

	Depression
	Schizophrenia
	Dementia

	Puerperal illness (harming baby)
	Temporal lobe epilepsy
	Parkinson’s disease

	Tourettes syndrome
	Generalised anxiety disorder
	Head injury


Useful Questions to ask in history taking

Always ask how often a symptom occurs and how long it lasts
· Do you find that some thoughts come into your mind even if you try not to have them?

· Do you have any thoughts, ideas, words or pictures that come into your head and you cannot stop?

· What is it like?

· How do you explain it?

· Are there things you have to do even though you know they seem silly and unnesesary?

· Do you have to keep checking things?

· Do you get worried about germs or have to wash your hands a lot?

· Do you ever have to repeat actions?

· What happens if you do not do these things?

Eating disorders

	Anorexia Nervosa

All of the following are required

a) Weight loss (or in children a failure to gain weight) resulting in a body weight at least 15% below the normal or expected weight for age and height

b) Weight loss is induced by avoidance of ‘fattening foods’

c) A self-perception of being too fat, with an intrusive dread of fatness, which leads to a self-imposed low weight threshold.

d) A widespread endocrine disorder involving the hypothalamic-pituitary-gonadal axis. Manifest in women as amenorrhoea and men as loss of sexual interest and potency.

e) If onset prepubertal then there is a delay or arrest in the normal sequence of puberty.

If a person meets criteria for both AN and BN then AN is the dominant diagnosis.
	Bulimia Nervosa

All of the following are required

a) A persistent preoccupation with eating and a strong desire or sense of compulsion to eat (craving) There are recurrent episodes of overeating (at least twice a week over a period of 3 months) in which large amounts of food are eaten in short periods of time

b) Patient attempts to counteract the ‘fattening’ effects of food by one or more of the following

· self-induced vomiting

· self induced purging

· alternating periods of starvation

· use of drugs such as appetite suppressants, thyroid preps, or diuretics. In diabetics, insulin may be self-withheld

c) A self-perception of being too fat, with an intrusive dread of fatness


Both disorders have an atypical form in which the criterior for the normal form is almost but not quite met.

Useful questions include

The SCOFF screening tool:

· Do you make yourself Sick because you feel uncomfortably full?

· Do you worry you have lost Control over how much you eat?

· Have you recently lost more than One stone in a 3 month period?

· Do you believe yourself to be Fat when others say you are too thin?

· Would you say that Food dominates your life?

Narrowing the diagnosis

· What do you eat on a normal day?

· Do you ever eat lots more or less than this? How often?

· What exercise do you do on a normal day?

· Do you ever take anything to make yourself sick or go to the toilet more often?

· When was your last period? How often do you have periods? (as appropriate)

· Is your sex drive less than it used to be?

Substance misuse

· Alcohol abuse and dependence

· Substance abuse
Alcohol abuse and dependence covers 3 main ICD-10 diagnoses (DSM-IV differs slightly in some regards)

1. Excessive alcohol consumption

2. Harmful use

3. Alcohol dependence

Excessive consumption: 

	
	Males (units / week)
	Females (units / week)

	Low risk of problems
	0-21
	0-14

	Increasing risk – esp in smokers
	22-50
	15-35

	High risk – esp in smokers
	>50
	>35


	Can of beer = ~1.5 units
	Pint of beer = ~2 units
	Pint of strong beer = ~4 units

	Pint of cider = ~3 units
	Bottle of wine = ~7 units
	Bottle of spirits = ~30 units


Harmful use:

A pattern of use that is causing damage to the health. Actual physical (e.g. cirrhosis / hepatitis) or psychological (e.g. depression) damage must have occurred. Acute intoxification / hangover is not sufficient.

Dependence:
There are six ICD-10 elements to dependence – a useful mnemonic is:

At least three of these must have been present at the same time within the last year.

	D
	Drink
	Difficulty controlling: starting, stopping, quantity

	S
	Starts
	Strong desire to drink (or a sense of compulsion)

	W
	With
	Withdrawal – physiological symptoms

	T
	Totally
	Tolerance – needing more alcohol for the same effect

	N
	Normal
	Neglect of other interests

	P
	People
	Persistant use despite evidence of harm


A commonly used factor that increases the likelihood of dependence being present (but is not itself diagnostic) is a narrowing of the drinking repertoire.

Useful questions to ask in history taking: (D, S, W etc. relate to the elements above)

The basics

· Do you ever drink?

· How often do you drink?

· How many drinks do you have on a typical day?

· What do you drink?

CAGE

· Have you ever though you should Cut down on your drinking?

· Have people Annoyed you by critisising your drinking?

· Have you ever felt bad or Guilty about your drinking?

· Have you ever needed a drink Early in the morning to steady your nerves or get rid of a hangover.

Should you use CAGE in an exam?

This will depend very much upon your ‘brief’: CAGE is a screening tool. If you have been told that the patient has alcohol dependence then it may be argued that CAGE should be left out as you already know this patients problem. The DSWTNP questions below will establish the diagnosis more accurately anyway.

A more difficult problem is ‘Mr Smith has an alcohol problem, investigate this’. Here the problem could be excessive use, harmfull use or dependence. Once again I would advocate using DSWTNP and leaving out CAGE though you must obviously make your own choice. 

Establishing the problems

· (D) Do you ever have problems with drinking more than you intended?

· (S) Do you feel you really need a drink if you go too long without one?

· (S) How long is this?

· (W) Do you get any physical symptoms if you don’t drink for a few days?

· (T) Does it take a lot to get you drunk?

· (N) How important compared to other things is drinking?

· (P) Has your drinking ever led to problems with work, family, friends or the police?

· (P) Have you ever had any money problems due to drink?

· (P) Have you ever had any illness due to drink?

· (P) Did you continue drinking?

Alcohol abuse questions:

· Current use (see above)

· History of alcohol use

· Consequences of alcohol use (see below)
Complications

	Acute intoxication
	Acute withdrawal
	Medical
	Neuropsychiatric

	· Slurred speech

· Impaired coordination and judgement

· Labile affect

If severe

· Hypoglycaemia

· Stupor

· Coma
	· Within 1-2 days of abstinence

· Malaise

· Nausea

· Hyperactivity

· Tremulousness

· Labile affect

· Insomnia

· Transient illusions or hallucinations

· Seizures
	· Hepatitis

· Cirrhosis

· Oesophageal varices

· Pancreatitis

· Peptic ulcer

· Gastritis

· Cardiomyopathy

· Hypertension

· Anaemia

· Throbocytopaenia
	· Wernicke’s 

· 2° to thamine deficiency

· Ataxia

· Nystagmus

· Ophthalmoplegia

· Korsakov’s

· Profound loss of short term memory

· Acute confusion

· Cerebellar degen.

· Depression

· Anxiety

· Hallucinations

	There are also social side effects – may be remembered as the ‘3 Ls’

· Livelihood: job loss

· Love: problems with relationsips and family

· Legal: prostitution, criminal activity, road accidents
	


Prognosis:

	15%
	30%
	10%
	25%
	20%

	Suicide
	Lifetime complications
	Improve
	Recover
	Lost to follow-up


Substance abuse questions:

· Current use

· History of drug use

· Consequences of drug use

Current use:

· Which drugs are being used?

· How often?

· By what route?

· What effect are you seeking? e.g. excitement, calmness, relief of cravings

· What happens if you don’t take the drug for a while? (withdrawal, cravings)

· Do you take risks? (needle sharing, unsafe sex, sex for money/drugs)

· How do you afford your drugs?

History of drug use:

· How old were you when you first started to take drugs?

· When did you start using them regularly?

· How often were you using drugs?

· What drugs did you move on to?

· Why did you continue / change?

· What is your favourite drug?

· Where do you get your drugs from?

· Have you ever gone without drugs for a long while?

· Why did you start again?

Consequences:

· Have you ever worried about HIV or hepatitis?

· Why? / Why not?

· Have you ever had any tests for these?

· Have you ever had any injecting problems (DVT, septicaemia, abcess)

· Have you ever OD’d by accident?

· Have you ever seen or heard things that were not there?

· Have you believed strange things?

· Have you been drowsy or confused?

· Any other problems?

Dementia

For dementia to be present there must be memory loss

In addition to this there must be one of the following four:

Apraxia: problems with movements as evidenced by the drawing part of the MMSE

Agnosia: problems in recognition e.g. faces, names etc of friends or relatives

Aphasia: problems in speech or communication, either fluent or non-fluent

Associated symptoms: e.g. problems planning

Amnesia, apraxia, agnosia, aphasia and associated symptoms are the ‘5 As’ of dementia.

In addition, there should be a decline in function over time and should cause problems in social or occupational operation.

Differentials: (the ‘4Ds’): Depression, delirium, drugs, and dementia.

The most common drugs are alcohol, antiepileptics and antipsychotics
Common types

	Alzheimers (~60%)
	Vascular (~20%)
	Lewy body (~5%)

	· Gradual onset
	· Stepwise onset with successive infarcts
	· Vivid visual hallucinations

· Increased falls

· Fluctuating

· Parkinsonian symptoms

· Very sensitive to neuroleptic drugs


Prognosis

The outcome is eventual death. 57% from aspiration pneumonia with the rest mainly due to debility with a failure to eat, drink etc.
Physical examination

· Thyroid

· Anaemia

· Jaundice

· Pulse (e.g. for AF)

· Blood pressure

· Focal neuro signs

Investigation

· MMSE

· Brain scan (infarcts, hydrocephalus, subdural haematoma, tumour)

5% of dementias are caused by reversible factors – it is important to screen for these

	· FBC

· U&E

· Creatinine

· Serum [Ca2+]

· Serum B12
	· Serum Folate

· Blood glucose

· Thyroid function

· Liver function (LFT)

· Syphilis serology


Acute confusional state

The CAGE questionnaire is a screening tool – two or more positive answers indicates a good possibility that the patient has a problem with alcohol abuse.





One point for every "yes"; a score of (2 indicates a likely case of anorexia nervosa or bulimia 
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