CCC- Psychiatry
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	SIMPLE GUIDE TO DIAGNOSING SYMPTOMS

	Rule out conditions in the following order:

ORGANIC ( SCHIZOPHRENIC ( BIPOLAR ( DEPRESSION ( ANXIETY


	NEUROSIS AND PSYCHOSIS

	NEUROSIS: A term which is largely unused. ICD-10 retains the term to broadly categorise Phoebic, Anxiety, Obsessive-Compulsive disorders.

	PSYCHOSIS

(( Contact with reality)

	(                         (

	HALLUCINATIONS:
	DELUSIONS:

False belief. I.e. unsatisfactory grounds, not amenable to rational argument, not explicable in cultural / social

	False perception i.e. without an external stimulus
	

	(
	

	Simple: Flashing lights
	Complex: Voices
	

	Note: Illusion: A False perception of a real external stimulus


	SCHIZOPHRENIA

	Def
	A disintegrative psychosis, characterised by ‘splitting’ of normal links b/w perception, mood, thinking, behaviour, contact with reality ( Delusions, hallucinations, disorganised thinking / speech / behaviour, negative symptoms, social / occupational dysfunction.

	Class
	SOB, PRN if the voices tell you
	TYPE 1
	TYPE 2

	
	Symptoms
	+ve
	-ve

	
	Onset / Duration
	Acute
	Chronic

	
	Brain Ventricular Size
	N
	Large

	
	Prognosis
	(
	(

	
	Response to Neuroleptics
	(
	(

	
	Neuro
	Dopamine Abnormal
	Neurone Loss

	PP
	· Prevalence: 1% population have ≥ 1 episode in life.

· Incidence: 1-2 /100 000/ yr.

· ♀=♂, Lifetime risk of 0.85%

· Peak: ♀: Early adult / ♂: Late teens

	Cause
	FHx: Lifetime % Risk if …
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Early Risks:

· Complications at birth eg fetal brain injury, maternal flu

· Born in late winter / early spring

Late risks:

· Heavy cannabis use (6x > likely), + other misuse drugs (Esp Amphetamines: Highest risk)
· Adverse life events

	Extra
	POSITIVE SYMPTOMS: Reflect the presence of abnormal mental process

	
	HALLUCINATIONS
· Auditory (74%): Voices>common, whistling, machinery

· Visual (10% in schizophrenia)

DELUSIONS
· Persecutory [paranoia] (62%), Controlling, Telepathic, Grandiose, Religious, Science-Fiction, Paranormal, Somatic
· Infidelity, Doubles, Infatuation from someone else
THOUGHT DISORDERS (50%)
· INSERTION: belief that thoughts in a person's head are not person's own, & being put there by outside agency. 

· WITHDRAWAL: occurs when someone believes that thoughts are being removed from person's mind by outside agency. 

· BROADCASTING: occurs when person believes that thoughts are being 'read' or 'heard' by others. 

· BLOCKING: involves a sudden interruption of the train of thought before it completed, leaving a blank. The person suddenly stops talking and cannot recall what he or she has been saying.

· ECHO: term used to describe when person hears his / her own thoughts as if they were being spoken aloud. 

· Disordered forms of thought can ( speech incoherent, & may not seem to follow logical sequence. 

· 'Knight's-move thinking' occurs when Pt moves from one train of thought to another that has no apparent connection to first. 

· Some people may invent new words (neologisms), repeat a single word or phrase out of context (verbal stereotypy), or use ordinary words with a different, special meaning (metonyms).

	
	NEGATIVE SYMPTOMS: reflect reduction / absence of a mental function that is normally present

	
	· Much < dramatic than positive symptoms, but tend to be > persistent, & harder to Tx. 

· Most important cause of long-term disability.

· > 50% pts have S+S

· Difficult to distinguish b/w 1o / 2o to +Ve /Adverse to Tx

EXAMPLES: (See Depression S&S: DESP+  ( Talking ( Emotion)
· ( Spontaneity  when Talking (poverty of speech) 

· ( Emotion [Expressed / Experienced] (flattening of affect) 

· ( Energy, drive, & Interest (avolition-apathy) 

· ( Able to Concentrate (attentional impairment) 

· Become indifferent to social contact (anhedonia-asociality) 

· Happy to stay up all night and Sleep all day 

· Abnormal body language

	S&S
	Symptoms needed for > 1 month for most of time:         [From ICD-10]

	
	CHARACTERISTIC SYMPTOMS (1 needed)

· (D) Thought echo/insertion/withdrawal/ broadcasting

· (D) Delusions of control, delusional perception

· (H) Voices commenting / discussing / coming from part of body

· (D) Persistent impossible delusions
+ 1 OF BELOW:

· Other persistent hallucinations

· Thought-form disorder

· Catatonic S&S- Fixed immobile waxy state, (often followed by catatonic excitement- hyperactivity), Automatic obedience, Posturing, Echopraxia, Echolalia…etc.
· Negative symptoms

· Significant personality change

	DDx
I.e.
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	Other Functional Disorders:

· Schizo-affective disorder: occurs where both schizophrenia & affective symptoms (depression / mania) develop together, even if symptoms of schizophrenia would be severe enough on their own to ( Dx of schizophrenia.
· Schizotypal disorder: presents with eccentric behaviour, unusual thinking, and disturbed affect, features that resemble those seen in schizophrenia, although no definite and characteristic symptoms of schizophrenia have occurred at any stage. 

· Dual Dx: Patients present with both symptoms of schizophrenia & drug / OH misuse problem. 

· Persistent delusional disorders 

· Acute & transient psychotic disorders 

· Depression with psychotic symptoms 

· Mania

	
	Organic Disorders:

· Misuse of OH / illicit drugs, e.g. amphetamines, cocaine, ketamine, lysergic acid diethylamide (LSD) 

· Epilepsy, particularly temporal lobe epilepsy 

· Stroke / Early dementia / Brain tumour 

· Brain damage, following head injury or surgery 

· Endocrine causes (e.g. Cushing's disease, rarely thyroid disorders) 

· CNS infections (e.g. encephalitis, meningitis, neurosyphilis)

	Inv / Dx
	Exclude:

· Dominant mood symptoms

· Schizo-affective disorder

· Drug intoxication / withdrawal

· Overt brain disease

	Mx
	· No driving during any acute psychotic episode

· Community care

· Rehabilitation

· Family intervention

· CBT: Persistent Psychotic symptoms (or poor compliance)

	
	· Medication may be administered PO / IM / Depot

· ( Antipsychotics: DOC. Tranquilise & Sedate only if necessary. Typicals used > Acute. Aytypicals used > Chronic.
· 1 at a time. Switch to another if no effect after 6-8/52. If 2 tried i.e. Tx resistance ( ( Chlozapine

	
	· ( Electroconvulsive Therapy (ECT)

	Prog
	· 20% Admitted with Dx do not ( another acute episode

· 50% Relapse within 2 yrs

· 25% Chronic

· 20% Resistant to Drug Tx

· POOR PREDICTIVE PROGNOSIS: Early / insidious onset, ♂, -ve symptoms, Family Hx, OH / drug misuse, ( IQ, ( social class, social isolation, Significant past psychiatric history

	Comp
	· Negative S+S ( Disability

· Poor communication skills ( Poor relationships

· Substance misuse (9-35% in UK)

· ( Suicide risk: 30% attempt 1 / lifetime (10% successful)

· > Smokers (60-90%- twice national average)


	COMMON CAUSES OF PSYCHOSIS

	· ORGANIC PSYCHOSIS: Sometimes psychotic symptoms may appear as part of a head injury or a physical illness that disrupts brain functioning, such as encephalitis, AIDS or a tumour. There are usually other symptoms present, such as memory problems or confusion.

	· BRIEF REACTIVE PSYCHOSIS: Psychotic symptoms arise suddenly in response to a major stress in person’s life, such as a death in family or change of living circumstance. Symptoms can be severe, but person tends to make a quick recovery in over a few days.

	· DRUG-INDUCED PSYCHOSIS: Use of, or withdrawal from, alcohol and drugs can be associated with appearance of psychotic symptoms. Sometimes these symptoms will rapidly resolve as effects of substances wear off. In other cases, illness may last longer, but begin with drug-induced psychosis.

	· DELUSIONAL DISORDER: The main problem is strong beliefs in things that are not true.

	· SCHIZOPHRENIA: refers to a psychotic illness in which changes in behaviour or symptoms have been continuing for a period of at least six months. The symptoms and length of illness vary from person to person. Contrary to previous beliefs, many people with schizophrenia lead happy and fulfilling lives, with many making a full recovery.

	· SCHIZOPHRENIFORM DISORDER: This is just like schizophrenia except that the symptoms have lasted for less than six months.

	· BIPOLAR (MANIC-DEPRESSIVE) DISORDER: In bipolar disorder, psychosis appears as part of more general disturbance in mood, in which mood is characterised by extreme highs (mania) or lows (depression). When psychotic symptoms are present, they tend to fit in with the person’s mood. Eg. People who are depressed may hear voices telling them they should commit suicide. Someone who is unusually excited or happy may believe they are special and can perform amazing feats.

	· SCHIZOAFFECTIVE DISORDER: Dx made when person has concurrent or consecutive symptoms of both a mood disorder (such as depression or mania) and psychosis. In other words the picture is not typical of a mood disorder or schizophrenia.

	· PSYCHOTIC DEPRESSION: This is severe depression with psychotic symptoms mixed in, but without periods of mania or highs occurring at any point during illness. This distinguishes illness from bipolar disorder.


	DEPRESSION 

	Def ICD-10
	MILD DEPRESSIVE EPISODE : ( Mood must be 1??? for all categories.
2-3 S&S present. Pt usually distressed by these but will probably be able to continue with most activities.

	
	MODERATE DEPRESSIVE EPISODE  

4 or more S&S usually present and pt is likely to have great difficulty in continuing with ordinary activities.  

	
	SEVERE DEPRESSIVE EPISODE (- PSYCHOTIC SYMPTOMS)  

Episode of depression in which several S&S are marked and distressing, typically loss of self-esteem and ideas of worthlessness or guilt. Suicidal thoughts and acts are common and number of “somatic” S&S is usually present. (Agitated depression / Major depression / Vital depression)

	
	SEVERE DEPRESSIVE EPISODE (+ PSYCHOTIC SYMPTOMS)  

Episode of depression as above, but with presence of hallucinations, delusions, psychomotor retardation, or stupor so severe that ordinary social activities are impossible; there may be danger to life from suicide, dehydration, or starvation. Hallucinations and delusions may or may not be mood-congruent. 

	
	MAJOR DEPRESSION: DSMIV: ≥ 5 of 9 S+S)
· Must include depressed mood / ( interest or pleasure.

· Must have been present for ≥ last 2/52 & ( clinically significant distress / impaired functioning

· Must not be due to physical / organic factors

	
	MILDER DEPRESSION: DSM IV( meet full criteria for major D.

· People with psychological responses to life stresses (e.g. bereavement and adjustment disorders) will often fall into this category.

	
	· Old definitions of 'endogenous' & 'reactive' depression no longer thought to be useful.
· Current classifications: Mild / Moderate / Severe, +/- Delusions / Hallucinations / Manic Episodes / Biological features

	
	DYSTHYMIA: Chronic depressive state of > 2 yr duration. (( meet full criteria for major D. Not consequence of partially resolved major D. People with dysthymia are likely to experience episodes of major D ('double depression').

	
	POSTNATAL DEPRESSION: Defined (ICD-10) as occurring within 6/52 postpartum (DSM-IV: 4/52). May also originate in the antenatal period. May present with similar range of S+S severity to depression at any time of life.

	
	BEREAVEMENT: If depressive symptoms begin within 2-3 /52 of death, Dx is uncomplicated bereavement, which should resolve spontaneously. Uncomplicated bereavement and major depression share many symptoms (Rare: active suicidal thoughts, psychotic S+S, profound guilt).

· Major depression may be Dx in those who meet criteria, 2 /12 after the loss.

	PP
	· Mild: 5-10% in 1o Care

· Major: Lifetime risk 15% (♀ 19%: ♂ 10%)

· Episodes peak in middle age

	Cause
	· Complex interaction b/w external & internal stresses:
· GENETIC: FHx of Mania, Depression, OH, Sociopathy

· PYCHOSOCIAL: Divorce, separation, inadequate housing, lower social class. 
· VULNERABILITY FACTORS- Loss of mother <11 years old, Unemployment, ≥3 children ≤14 years old at home, lack of confiding relationship (i.e. divorce / separation)

· NEUROCHEMICAL: Monoamine hypothesis. ( of monoamine neurotransmitters (NA & 5-hydroxy-tryptamine aka Serotonin, 5-HT) ( Depressed State

	S&S
ICD -10

(SS = Somatic S&S)
	Depressed mood

Energy ( / Fatigue

Pleasure ( / Interest ( in almost all activities (anhedonia)          (SS)
Retardation / Agitation [Psychomotor]- (observed by others)        (SS)
Eating: Significant Weight ( / (, or ( in appetite 

Sleep: Insomnia / hypersomnia                                                      (SS)
Suicidal thoughts / actions. Recurrent thoughts of death.

Ego: Worthlessness/excessive/inappropriate guilt 

Diminished ability to think/concentrate. Indecisiveness 

	DDx
	· Drug adverse effects. Uncommonly ( depression. Medications that may ( depressed mood include: Centrally acting antihypertensives (e.g. methyldopa), Lipid soluble beta-blockers (e.g. propranolol), Benzodiazepines or other central nervous system depressants 

· Substance misuse: frequently associated

· Other psychiatric conditions may coexist with depression (e.g. anxiety, panic disorder, obsessive-compulsive disorder, personality disorders). 

· Dementia may present as depression & vice versa. 

· Several mood & anxiety disorders can occur in association with childbearing, e.g. postnatal anxiety disorders, maternity blues, puerperal psychosis

	Tx
	CBT: May be all needed in mild depression.

DOC: 60-70% response rate: ( TCAs / SSRIs, +/- Antiphychotics

· No clinically sig difference b/w the 2 in effectiveness

· SSRIs: More expensive BUT < adverse effects / safer in OD / indicated > often in cases of suicide concern.

· Continue ( ≥ 6/12.

· If ( from 1 type to other, Use Cross tapering.

ECT: Severe Cases eg psychosis

	Prog
	· Outlook varies with severity of the condition. 

· Major depression: ~ 80% of people who have received psychiatric care for an episode will have ≥ 1 more episode in lifetime, (median of 4). Outcome for those seen in 1o care is poor: 1/3 remaining > 11 years & 20% ( chronic course. 

· Dysthymia: Poor long-term outlook, with only 40-50% well at 1-year follow-up.

· Postnatal depression: Often persists for many months. 25% to 60% remission within 3-6 /12 and a further 15% to 25% within 12 /12. Pts experiencing 1st episode of major depression postpartum > likely to experience depression with further childbirths

	Comp
	· Depression is major cause of ( quality of life, ( productivity, ( mortality. Social difficulties common (e.g. social stigma, ( employment, marital break-up). People with depression at ( risk of suicide (15%). 

· Associated problems: anxiety symptoms and substance misuse, may ( further disability. 

· Postnatal depression: may ( adverse effects on marital relationship, partner's level of depression, mother's feelings towards children.


	STRESS: Holmes-Rahe Social Readjustment Scale

	
	LIFE EVENT
	MEAN VALUE

	1
	Death of Spouse
	100

	2
	Divorce
	73

	3
	Marital Separation
	65

	4
	Jail Term
	63

	5
	Death of close family member
	53

	6
	Personal injury / illness
	53

	7
	Marriage
	50

	8
	Fired at work
	47

	9
	Marital Reconciliation
	45

	10
	Retirement
	45

	11
	( In Health of family member
	44

	12
	Pregnancy
	40

	13
	Sexual difficulties
	39

	14
	Gain of new family member
	39

	15
	Business readjustment
	39

	16
	( In financial state
	38

	17
	Death of close friend
	37

	18
	( To different line of work
	36

	19
	( In no of arguments with spouse
	35


	SUICIDE, ATTEMPTED SUICIDE, DELIBERATE SELF HARM

	Def
	SUICIDE: Intentional self inflicted death
	DSH: Intentional self inflicted harm without a fatal outcome (aka Parasuicide)

	PP
	1/10 000 / yr
	2-3/1000 / yr

	
	♂>♀; Age: >40
	♀>♂; Age: <35

	
	Planned
	Impulsive

	
	Usually alone
	Others often present

	
	( in Social class I &V
	( in Social class V

	
	1% of deaths
	Single, Divorced

	
	Loss events: bereavement, house move, financial, occupation, immigration.
	Drug OD > Self injury (contrast with USA)

	PROB
	SUICIDAL RISK FACTOR (Ref: NeLMH)
	RISK

	50%
	Deliberate self harmed in the past 
	X 10-30 

	10-15%
	4/52 following discharge from psychiatric H 
	X 100-200 

	25%
	Current / ex-psychiatric patients  (1 yr)
	X 10 

	
	Drug misusers 
	X 10-20 

	
	Alcoholics 
	X 5-20 

	
	Prisoners (Male = Female)
	X 9-10 

	
	Offenders serving non-custodial sentences 
	X 8-13 

	
	Divorced 
	X 2-5 

	
	Social class IV/V. People on low incomes.
	X 4 

	
	Unemployed 
	X 2-3 

	
	Males compared to females* 
	X 2-3 

	1-2%
	Docs / Farmers/ Vets / Dent / Pharmcsts (access)
	X 2 

	
	Family Hx of suicide 
	Not known

	
	Serious physical illness/ handicap 
	Not known

	SUICIDAL: DAD IS A SAD PERSON:
· Death of friend / relative

· Abuse or Neglect as child

· Drug abuse

· Inmate

· Sickness: Schizophrenia 10%; Personality D 30-60%; Anorexia Nervosa, Substance Misuse, Obsessive Com D, Chronic painful disorders

· Admission previously to Psychiatric care: especially in last 4/52

· Sex

· Age

· Depression & Feelings of hopelessness
· Previous self harm & Severity of overdose or injuries
· Ethanol abuse

· Rational thinking (Severe mood ()

· Social support lacking (Early parental loss, Living alone, Financial or other social crisis, No friends)
· Organised plan (Current suicidal ideation, Direct statement of intent)
· No passtimes

	· ANTI RISK FACTORS: seeking help, responsibility (eg kids)

· MNEUMONIC #2 :Cutting yourself…IS SAD: Impulsive, Sickness: Pers D, Sex (♀>♂), Age: <35, Depression: esp mild
· STATE vs TRAIT: Some S&S may be changeable (i.e. mental State) as opposed to those which cannot & are inherently part of person (Trait).

	Inv

(DSH)
	Assessment (3 concentric circles) ( Bulls Eye!

· INNER: Circumstances; on day; leading events

· MIDDLE: Background; Preceding months; Previous attempts

· OUTER: FHx, Personal Hx

	
	· Rapport

· Admission: If ( risk

· Tx underlying disorder

	
	Underlying thought processes behind DSH:

· Interrupt sequence of events

· Attention / Communication

· Wish to die

	Tx
	· GP, Social Services, Samaritans, ( Drugs

	Prog (DSH)
	· 20% Self Harmers repeat within 1 yr.

· Risk of suicide: 1-2% (100 x > than general pop)


	BIPOLAR AFFECTIVE DISORDER (+ MANIA)

	Def
DSM

IV
	2 or more episodes of ( mood and activity, involving ( + (episodes.

	
	Episodes: Major Depressive / Hypomanic / Manic / Mixed

	
	BAD Type I:  ≥ Manic / mixed  +  ≥ Major depressive

BAD Type II: ≥ Hypomanic      +  ≥ Major depressive
NB: Just Hypomanic episode is classified as Bipolar Disorder. Hypomania is similar to mania but without psychotic S&S.

	
	Cyclothalmic disorder: ≥ 2 yrs of depressive episodes + hypomania (i.e. insufficient for BAD Dx)

	PP
	· Early 20s,

· Incidence 20,000 / yr

· Lifetime risk of 1%
	· ♀>♂ (1.5:1)

· ( Socio E Class

· BADI:CD:BADII (2:2:1)

	Cause
	· FHx, Monoamine excess, Puerperal trigger

	Path
	· Postpartum ( in oestrogen / progesterone ( ( Dopamine receptor sensitivity 

	S&S
	Mood

· Elated / irritable

Speech

· ( Rate, quantity

· Rhymes, puns

· Uninterruptible

Behaviour

· Sexual Desire (
· Distractibility

· Spending sprees

· Appetite (
	Thought

· Flight of ideas

· Self important Ideas

· Grandiose Delusions

· Persecutionary Delusions

Insight

· (/Variable

Sleep

· Need for sleep (
Abnormal Perceptions

· Hallucinations- auditory

	DDx
	· Schizophrenic (catatonic) excitement: 

· Does not usually produce sustained over-activity
· Other first rank symptoms present or develop
· Drug-induced excitement:
· Amphetamines - more commonly, a paranoid schizophrenic like state
· Cocaine, Large amounts of cannabis
· Frontal lobe lesions with gradual onset of disinhibited, expansive behaviour
· Hyperthyroidism - other signs of thyrotoxicosis

	Inv
	· Exclude organic causes

	Tx
	· Compulsory Detention: Poor insight / judgement, Non compliance, Dangerous behaviour

· Acute: ( Antipsychotics, Lithium, CBT, ECT.
· Prophylaxis: Lithium, Carbamazepine, Sodium V

	Prog
	· 90% single manic episodes ( further manic / depressive

· BAD I: ( severity / freq ( plateau. Long term functional prognosis poor.

· BAD II: Better prognosis but still high suicide risk.

· Cylothymia: Chronic course ( 30% risk of BAD


	ANXIETY DISORDERS

	Def
	ANXIETY: Unpleasant emotional state accompanied by subjective experience of fear, bodily discomfort & physical S&S +/- feeling of impeding threat / death in future (may / may not be in response to recognisable threat). 

( Disorder if Excessive / Prolonged / Inappropriate

	
	YERKES-DODSON CURVE:

· No anxiety ( no performance

· Anxiety ( ( Performance

· Too much anxiety ( ( in performance
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	Path
	ANXIETY CAUSED BY…
	: CLINICAL NAME

	
	( External Stimulus
	: Panic Disorder

	
	Stimuli
	: Phobias

	
	Persistent State + various stimuli
	: Generalised Anxiety Disorder

	· PANIC DISORDER

	Def
	· Recurrent episodic severe panic (anxiety) attacks (PA).

· ICD-10: 3 PAs in 3 week period & no objective danger

· Unpredictable; not restricted to any situation / circumstance.

	PP
	· ♀>♂ (2:1); UK Prevalence 0.8%, Typical onset 25-44.
· FHx: 50%; Lifetime Prevalence: 3-6%

	S&S
	· Fear: Dying / madness / loss of control

· Autonomic Arousal: palpitations, tachycardia, sweating, dry mouth (aka xerostomia), tremor, urinary frequency.
· Hyperventilation ( blurred vision, paraesthesia

· Chest pain, SOB, nausea, stomach churning, dizzy, faint, feeling going mad.

· Derealisation (world / people are lifeless)

· Depersonisation (detached from oneself)

· Duration: few mins

· Complication: anticipatory fear
· Child: thumb suck, nail biting, bed wetting, food fads

	Dx
	· Several (>4) Panic attacks, Over 1/12

· Anticipatory anxiety / concern

· Freedom from anxiety b/w attacks.

	· PHOBIAS

	Def
	· Fear out of proportion to the situation (cannot be reasoned / explained away)

· Classification: Agoraphobia, Specific (Simple), Social

	
	AGORA-PHOBIA
	SPECIFIC- PHOBIA
	SOCIAL-

PHOBIA

	Def
	Open Spaces
	Specific Object
	Social Humiliation

	PP
	60%

♀>♂ (2:1)

Age: 15-35
2-4%
	17%

♀=♂
Age: 20s-30s

Lifetime Prev: 3-8%
	8%

♀>♂ (3:2)

Age: Post puberty

	S&S
	Avoidance / companion needed:

	
	Market Place [lit:]
	Flying, heights, animals, blood
	

	· GENERALISED ANXIETY DISORDER

	Def
	· Generalised, persistent, excessive anxiety / worry about a number of events (work/school/performance), which pt finds difficult to control [lasts ≥ 6/12]

· May be Acute or Chronic

· ≥ 4 panic S+S (≥1 of which = autonomic)

	PP
	· ♀>♂; Early life; 2-4% general population; 27% psychiatric consultations; 8% psychiatric outpts.

	Cause
	· Genetic Predisposition, Childhood separation, Current Stressors

	S&S
	· Apprehensive Expectations

· Hypervigilance

· Disturbed Sleep: Initial / Middle Insomnia, Fatigue On Wakening.

· Motor Tension: Tremor, Hyperactive Deep Reflexes 

· Autonomic Arousal: Tachycardia, SOB, Dilated Pupils

· Restlessness, On Edge

	

	DDx
	MEDICAL / ORGANIC: Hyperthyroidism, Parathyroid Disease, Phaeochromocytoma, Seizures, MVP (Mitral valve prolapse), Hypoglycaemia, CNS Stimulant intoxication, Medication / OH / Drugs withdrawal. Carcinoid Syndrome, Schizophrenia, Depression, ((Caffeine Ingestion

	
	RED FLAG SIGNS: Age >45, True vertigo, Loss of balance, Unconsciousness, Loss of bladder / bowel control, Headaches, Slurred speech, Amnesia, S&S of IHD.

	Inv / Dx
	Clinical
	· ( Pulse

	
	EMG
	· Electromyogram: ( skin conduction, forearm bloodflow, muscular tension

	
	EEG
	· ( Alpha rhythm

	Mx
	· Listening & Reassurance
· CBT: Behavioural techniques (systematic desensitisation (exposure), flooding, modelling)

· Breathing (Progressive relaxation training), Hypnosis
· ( Medication: short term benzodiazepines (Avoid: risk of tolerance / dependence), TCA, B-blockers (control sympathetic S+S), SSRIs, MAOIs
· ( Psychosurgery (resistant cases)

	Prog
	· Worse Prognosis in Chronic > Acute

	Comp
	· 2o Agoraphobia; Depression, OH / Drug abuse.


	OBSESSIVE COMPULSIVE DISORDER

	Def
	· Characterised by: Recurrent obsessive trains of thought & Compulsive acts…which may ( So distressing and time-consuming that patient's everyday functioning is impaired.

	PP
	· Lifetime prevalence is 2-3%.

· Prevalence of minor obsessive-compulsive symptoms is 17%.

· Age: May occur in childhood, though rare. Age of onset peaks at 12-14 and 20-22 years old. Men earlier than women. Minority after 35.

· Onset of symptoms may be acute or insidious and associated with a precipitating event in 60% of cases.

	Cause
	· Genetic: Twin studies show concordance rates of 87% in monozygotic twins and 47% in dizygotic twins

	S&S
	Anxiety, Depressed state, Depersonalisation
Obsessional…

· THOUGHTS - words, ideas, beliefs, and phrases recognised by the patient as his own, that intrude forcibly into his mind
· Entry into patient's consciousness against his/her will

· Often being unpleasant or abhorrent

· Always being recognised as belonging to patient

· Patient attempting to resist them, not accepting them as harmless / inevitable

· IMAGES - often of a violent or disgusting kind e.g. involving abnormal sexual practices

· CONVICTIONS
· RUMINATIONS
· DOUBTS - e.g. is that door closed?

· IMPULSES - urges to perform acts, usually of a violent or embarrassing kind e.g. shout obscenities in church

· RITUALS - e.g. washing hands 20 times a day

· SLOWNESS - this is the slow performance of everyday activities that may be seen occasionally in obsessional patients
· PERSONALITY: ( Incidence of obsessional personality in patients with obsessional neuroses (Not 1:1 Relationship). The most striking feature of this condition is a lack of adaptability to new situations. Other features of this condition include:

· Lack of imagination

· Failing to take advantage of opportunities,

· Inhibiting perfectionism making ordinary work a burden

· Guilty preoccupation with wrong doing

· No sense of humour

· Ill at ease when others are enjoying themselves

· Judgemental in their attitudes

· Often very mean

· Indecisive - a fear of making mistakes

· Very sensitive to criticism

· Little outward display of emotion

· Often have unexpressed feelings of anger and resentment

	DDx
	· Primary depressive disorder:
· Depressed pts may present w obsessional symptoms
· Up to 30% of severe depressives ( obsessional S&S

· Diagnosis is complicated because the course of OCD is often punctuated with periods of depression
· Schizophrenia:
· Patients may present with obsessional symptoms
· Schizophrenia should be suspected if the thoughts or rituals are particularly bizarre
· Tourette's syndrome:
· The incidence of OCD in families with tourette's syndrome is increased
· Organic psychiatric syndromes:
· These are rare, an example is encephalitis lethargica
· Anankastic personality disorder

	Inv / Dx
	Following criteria for Dx:

· Obsessive thoughts and/or the compulsive actions should be present on most days for at least two weeks

· No passivity symptoms, that is the patient recognises the thoughts and actions as originating from within themselves

· Obsessive thoughts and compulsive actions have been unsuccessfully resisted in the past

· Thoughts and actions are unpleasant, if only because of their continual repetition

	Mx
	Treatment most often is a combination of SSRIs and CBT

	
	CBT
· Behavioural therapy effective and is first line Tx: Patient is exposed to their fears while obsessive behaviour is prevented.

	
	PSYCHOTHERAPY
· OCD often exacerbated by stress events. A first-line treatment is problem solving aimed at dealing with or avoiding stressors.

· Behaviour psychotherapy aims to ( rituals and to expose patient to situations where, in past, they performed rituals.

· About 2/3 with severe OCD will improve, but few are completely free of S&S. Prognosis is worse if no compulsive rituals.

· There are specific behavioural treatments, including: Modelling, Response prevention, Thought stopping, Relaxation techniques

	
	DRUG THERAPY 
· Anxiolytics may give short-term symptomatic relief but should not be prescribed for more than a few weeks at a time.

· Antidepressants are effective:

· Clomipramine (tca), SSRIs.

	
	PHYSICAL TREATMENTS
· ECT is only indicated in the presence of depressive symptoms since it appears to have little effect anti-obsessional effects.

	Prog
	· Patients with severe symptoms pursue a prolonged, steady course with S&S decreasing slowly with time. There is some worsening of symptoms with stress, though an episodic course is unusual unless there is also an underlying affective disorder.

· 15% suffer a deteriorating course: Patients most likely to be men with early onset, with a need for symmetry and exactness.

· Bad prognostic indicators also include the presence of an obsessional personality and relative severity of symptoms.

· About two thirds of cases however improve within a year.


	DELIRIUM (ACUTE CONFUSIONAL STATES)

	Def
	Acute toxic / metabolic defect with global, usually fluctuating, CNS dysfunction

	PP
	· Up to 1/3 pts in H

	Cause
	Predisposing Factors (ABC): Extremes Of Age, Diffuse Brain Disease (PD, Dementia), Cholinergic Deficit (TCA)

	
Precipitating Factors:

	
	COMMON
	UNUSUAL

	Inter-

C

R

A

N

I

A

L


	Infective

· Chest

· Urinary

· Septicaemia
· Viral Illness

· Meningitis

· Encephalitis
	Infective

· Cerebral Abscess
· Subdural empyema

· AIDS

	
	Vascular

· Acute Cerebral Haemorrhage
· Acute Cerebral Infarction

· Subarachnoid Haemorrhage
	Vascular

· Vasculitis (e.g. SLE)
· Cortical Venous Thrombosis

	
	Neoplastic

· Secondary Deposits
	Neoplastic

· Primary Cerebral tumour
· Paraneoplastic Syndrome

	
	Trauma

· Head Injury (Cerebral contusion)
· Subdural Haematoma
	

	Extra

C

R

A

N

I

A

L
	Metabolic / Endocrine

· Hypoxia

· Internal Haemorrhage

· Hyper / Hypo Glycaemia

· Hyper / Hypo Calcaemia

· Hypo             Natraemia

· Liver Failure

· Renal Failure
	Metabolic / Endocrine

· Hyper / Hypo Thyroidism
· Adrenal Disease

· Porphyria

	
	Toxic

· OH Intoxication / Withdrawal
· Drugs: Therapeutic / Illicit
	Toxic

· Carbon Monoxide poisoning

	Other
	· Pos Ictal State

· Acute decompensation of dementia
	· Acute Hydrocephalus

· Complex partial status epilepticus

	Path
	· BBBB: Blood Brain Barrier Breakdown

	S&S
	· Acute onset

· Fluctuating conscious level (worse at night- sundowning): ( Self awareness, attention, conc

· Perception: Hallucinations, Illusions, Distortions

· Motor: Activity (aggressive 10%), Purposelessness

· Thinking: Inefficient, persecutionary delusions

· Autonomic: Sweating, tachycardia, pupils dilate

· Mood: Lability, perplexity, depression, irritability

	DDx
	Dementia, Depression, Mania, Paraphrenia, Pain, Dissociative disorders

	
	Delirium
	Vs
	Dementia

	
	Rapid
	Onset
	Gradual

	
	Fluctuating
	Course
	Slowly progressive

	
	Clouded
	Conscious Level
	Alert

	
	Abundant, incoherent
	Thought Content
	Impoverished

	
	Very Common, esp visual
	Perceptional Abnormalities
	Auditory / Visual 39%

	Inv / Dx
	Hx
	· (From Informant) OH, Drugs

	
	Cog Ass
	· Cognitive Assessment: Alert, Memory (recall, orientation), Lang, Visual spatial, 

	
	Phys Ex
	· Infection, Trauma, Focal neurology

	
	FBC
	· Anaemia, macrocytosis, leukocytosis

	
	ESR
	· Infection

	
	U&Es
	· Dehydration, Electrolyte imbalance

	
	Glucose, LFTs, TFTs, VDRL, Ca

	
	MSU
	· Mandatory

	
	CXR, Skull XR, CT/MRI

	Tx
	· Tx Underlying Cause

· Rehydrate

· Correct Electrolytes

· Facilitate Orientation (quiet, well lit room, same staff)

· Avoid Conflict

· Tranquilize (sparingly but in pref to physical restraint). ( Haloperidol is DOC except in OH / drug abuse (use ( Diazepam instead)

	Prog
	· Depends on 1o cause: Recover rapidly / Die

	Comp
	· 


	DEMENTIA

	Def
	Progressive irreversible global deterioration of higher mental functioning in clear consciousness (Syndrome > Diagnosis)

	PP
	· Prevalence: 1% 65-74, 10% >75, 25% >85

	Cause
	· 50%:

· 20-30%:

· 20%:

· 10%:
	AD-

VaD-

DLB-
	Alzheimer’s Disease

Vascular Dementia

Lewy body dementia

OH Dementia

	
	· Others: Frontal lobe dementia, NP Hydrocephalus

· More Others: Infection, Trauma

	Path
	· AD: ( brain mass, ( ventricles / sulci, ( plaques / tangles, ( amyloid, ( neurotransmitters

· VaD: Mult cortical infarcts, Assoc: (BP, Dm, Smoking

· DLB: LBs found in cerebral cortex (same ones as PD)

	S&S
	· ( Short & Long Term Memory

· ( Reasoning, judgement

· ( Daily living skills

· Depression / Anxiety

· Aggression / Disinhibition inc sexual

· Disrupted sleep pattern; daytime drowsy, Day/night confusion, nocturnal restlessness

· Psychotic phenomena (1/3): Esp persecutionary delusions (( by forgetfulness). Also auditory, visual.

· AD:   Late  focal neurology,  N BP

· VaD: Early focal neurology, ( BP, Patch Cog Impairment
· DLB: ( cognition, Visual hallucinations, Parkinsonian feats

· FLD: Early personality ( & relative intellectual sparing

	DDx
	Normal Aging, Depressive pseudodementia, Subacute confusional states (subdural, myxoedema)

	Inv / Dx
	Important primarily to exc reversible causes of cognitive deterioration

	
	CT Scan
	Exclude treatable causes e.g. subdural haematoma, normal pressure hydrocephalus, cerebral tumours

	
	FBC & ESR
	Anaemia, vasculitis

	
	T4 and TSH
	hypothyroidism

	
	U&Es
	hypercalcaemia / hypocalcaemia, renal failure, dialysis dementia

	
	Glucose
	

	
	B12 & Folate
	vitamin deficiency dementia

	
	Clotting & Albumin
	Liver function

	
	STDs
	Syphilis serology. HIV - if in young person

	
	Other
	Caeruloplasmin: Wilson's disease. CXR: Lung cancer. EEG: CJD

	Mx
	        CARE
	CURE

	· Multidisciplinary Assessment
· Exclude Tx-Able Cause

· Family Support

· Home/Respite/Residential

· Antipsychotics ((behaviour)

· Reality Orientation
	AD (mild-mod)
	VaD

	· 
	· ( Cholinesterase Inhibitors (E.g. Donepezil…Break down of the neurotransmitter Ach is ( ( has > time to transmit messages.
	· ( ( Dose Aspirin

· Rx Vascular Risk Factors

	Prog
	
	AD = (
	VaD = (

	
	Mean Survival
	7 Years
	5 Years

	
	Course
	Steady
	Step-wise

	Comp
	· Bronchopneumonia


	AUTISM

	Def
	Neurodevelopmental disorder: Triad of…( ABC Symptoms:

A. Impaired reciprocal social interaction

B. Impaired imagination, associated with abnormal verbal & non verbal communication

C. Restricted repertoires of activities and interests
…( A: Interaction          B: Imagination         C: Interest

	· PP
	· Prevalence: 1:500 of <16; ♂>♀ (4:1) CHECK????
· Typical onset in infancy / early childhood.

	Cause
	· 90% concordance in monozygotic twins.

· Specific aetiology unknown (infectious, traumatic, neurochemical factors have been implicated).

	A SYMPTOMS

· Unaware of existence / feelings of others: Treating person as if furniture; Oblivious to other’s stress / need for privacy

· Abnormal response to being hurt: not seeking comfort; makes a stereotyped response (eg. Cheese, cheese)

· Impaired imitation: does not wave bye bye

· Abnormal Play: eg. Solitary

· Bad at making peer friendships- not at all, reading phone book to uninterested peers

	B SYMPTOMS

· ( babbling / ( facial expressions / ( gestures in infancy

· Avoids mutual gaze; ( smiles when making social approach; ( greet parents; stiffens when held.

· ( act adult roles; ( interest in stories; ( fantasy

· Odd speech production: Echolalia (repetitions), Odd use of words (Go on green riding > I want to play on the swing), Pronoun misuse (You instead of I), Irrelevances (odd interjunctions)

· Poor at initiating / sustaining conversations

	C SYMPTOMS

· Stereotyped movements: handflicking, spinning, head banging

· Preoccupations with parts of objects (sniffing, feeling texture, spinning wheels) or unusual attachments (eg to coal)

· Marked distress over ( in trivia (eg. Position of a vase)

· Insists on following a routine in precise detail

· Markedly narrow range of interests: preoccupied with lining up objects, amassing facts about the weather.

	DDx
	Mental retardation, Language delay, Deafness, Degenerative neurological disorders, Reactive attachment disorder of infancy, Schizophrenia. Associated with: Fragile X, Trisomy 21, Seizure disorders, Neurocutaneous disorders.

	Inv / Dx
	ID
	> 8 Symptoms (≥ 2 A, ≥ 1 B, ≥ 1 C)

	
	Clues
	<2: he does not respond to his own name, hates ( in routine, not interested in toys.

	
	Test
	CHAT screening test (Checklist for Autism in children 18-36/12): Negative in (2 ( referred for further evaluation.
· Part A: 23 Q Survey for carers (Imitation, Pretend, Point out Interest, Look for your reaction at unfamiliarities, Show you items, Look at pointed out toy, Interested in other children)

· Part B: Observational checklist for trained researchers: Eye contact, Look to pointed item, Pretend, Point with index finger at light.

	Tx
	· No cure. Behaviour therapy may be tried.

· Antidepressants & Antipsychotics been used to ( global S&S.

· Specialised / Therapeutic education programmes.

· Parents to give more attention for ( behaviour > (

	Prog
	· 50% develop useful speech

· 15% lead an independent life

· ( May apply for disability living allowance

· Risk of seizures increase with age.

	Comp
	· 70% remain severely handicapped

· 30% develop seizures by adulthood


	EATING DISORDERS: ANOREXIA NERVOSA

	Def
	Diagnostic Criteria:
1. Chooses not to eat ( dangerous weight ( ( interfering with N functioning (BMI: <17.5 or <85% expected weight [taking into account height, sex, population])
2. Intense fear of ( obese- even when underweight

3. Weight perception disturbance i.e. feeling fat when thin

4. Amenorrhoea: ≥ 3 consec cycles absent (not on pill)

	PP
	· ≤ 2.8% at 18; ≤ 1.3 at 23 (USA). ♀>♂ (20:1).

· 3rd > common chronic illness in teenage girls
· 10% family siblings affected (environmental)

	Cause
	· 

	Assoc
	Perceived obesity, depression, (( exercise, ( self worth, idols: perfect bodies, ( parental care, early puberty, ( OH

	S&S
	PSYCHOLOGICAL / SUBJECTIVE:

· Starts at 16 (prepubertal anorexia > common in ♂)

· Precipitated by dieting, Restricted carbohydrate & fat intake
· Excessive importance to weight (, Intense desire to thin.
· Delusions that repulsively fat, when malnourished

· Suicide attempts / Depression / Social withdrawal may coexist (the former two may be secondary to starvation).

· Bulimia: Self-induced vomiting in 50%
· ( K+ ( cardiac arrhythmias, renal impairment, muscular paralysis

· Erosion of dental enamel

· Calluses over knuckles - from scraping against incisors when inducing vomiting

· Swollen salivary glands - particularly, the parotids
· Abuse of: laxatives, diuretics, appetite suppressants (50%)

· (( Exercise, ( Libido

	
	PHYSICAL / OBJECTIVE:

· Weight < 25% below standard weight for height, age and sex

· Amenorrhoea in women

· Emaciation, Dry skin, Hypothermia, Hypotension.

· Ankle oedema, Sensitivity to cold.
· Hair ( e.g. lanugo; hair loss from the scalp: NB: No loss of axillary or pubic hair, a feature of hypopituitarism

	DDx
	Hypothalamic tumour (Amenorrhoea before weight ( is suspicious), Depression, Crohn’s disease, Coeliac disease.

	Inv / Dx
	U+Es
	· Electrolyte disturbance may be present in those who vomit or take laxatives or diuretics. ( K+ should be excluded.

	
	Hormones
	· Gonadotrophins - ( FSH, LH

· Prolactin ( during sleep but N day time levels

· Growth Hormone - (, 2o to ( carb intake

· Cortisol levels are (/N or supranormal

	
	TFTs
	· T3 - (; but do not treat for hypothyroidism as ( level 2o to ( body weight

· T4, TSH - N

	
	ESR
	· N/(; ( ESR is suggestive of organic disease

	
	NB: ( Bone mass is important comp of anorexia and pts whose duration of disease exceeds one year should have bone density scan.

	Tx
	URGENT: Weak / faint / ( K+ ( Prompt admission (MHA)

	
	NON URGENT:

· Build trusting relationship aiming to…

· Gain weight: 1.5kg / week ( BMI 20-25

· Tx medical complications of starvation

· Help with relationships eg. Family therapy

· CBT

	Prog
	· 2% anorexic pts die (Starvation: cardiac problems = commonest cause of death [(K+( ( QT interval…]
· 16% remain seriously underweight after 4-8 yrs

	Comp
	· See physical S&S. Faints, weakness, ( K+, ( Glucose

	BULIMIA

	Def
	Diagnostic Criteria:

1. Recurrent episodes of binge eating

2. During binging- a feeling of lack of control

3. Reg use of mechs to overcome fattening effects of binges (vomit induction, laxatives, (( exercise)

4. Persistent overconcern with body weight

5. Body weight higher > required for Dx of anorexia (anorexia trumps Dx of bulimia)

	PP
	· 10% of young ♀

	S&S
	· See Anorexia

	Tx
	· Behavioural / Cognitive techniques: 

· Pt may agree to eat in only one room in house and only at mealtimes.

· Make and stick to a shopping list written after eating.

· Shop with a friend and only enough money to buy items on list.

· Drugs rarely used but some RCTs: Fluoxetine ( ( craving for carbohydrates (only short term effects)

	Comp
	· Stomach rupture, haematemesis, metabolic complications following excessive vomiting. Painless enlargement of salivary glands, tetany, seizures. 

· ( Russel’s sign: calluses form on back of hand, following repeated abrasions vs incisors


	ALCOHOL MISUSE                       (Also: See Drug Formulary- Drugs of Misuse)

	Def
	· Disorder marked by a pathological pattern of alcohol use that causes serious impairment of social / occupational functioning.

	
	· SOCIAL DRINKING: Healthy Units= ♂ < 21 / ♀ <14 

· AT RISK CONSUMPTION: Health risk posed

· PROBLEM DRINKING: 1-2% Population

· DEPENDENCE & ADDICTION: Chronic intoxication

	PP 
	· 1 million problem drinkers  (UK)
· 200 000 dependent drinkers (UK)

	
	· RISK: ♂>♀, Homelessness

· Profession: Doctors, Sailors, Demolition Workers

· Race: Brit Afro Caribbeans / Asians ( risk

	Cause
	· 

	Path
	· Primarily metabolised in liver: Diffuses ( Hepatocytes and oxidised ( Acetaldehyde

· Aldehyde dehydrogenase may be congenitally deficient as in Japanese.

	
	

	S&S
	LIVER: N in 50% OHics, Fatty, Hepatitis (fever, jaundice, vomiting, Bx- Mallory Bodies), Cirrhosis

	
	CNS: ( Memory, Fits, Falls, Wide based gait, Encephalopathy

	
	GI: Obesity, Diarrhoea, Gastric Erosions, Peptic U, Varices, Pancreatitis

	
	BLOOD: Haemolysis, GI Bleeds, Folate Deficiency

	
	HEART: Arrhythmias, ( BP, Cardiomegaly

	
	WITHDRAWAL: ( Pulse, ( BP, Tremor, Fits, Hallucinations, Delirium Tremens

	AKA
	ALCOHOLIC KETOACIDOSIS

	
	( OH

(
( Gluconeogenesis…
	Poor nutrition

(
( Insulin & (Glucagon Levels…

	
	…Lead to Ketoacidosis in same manner as DKA (See Diabetes)

	
	S&S + Tx are similar to DKA but not as extreme (Ketone Levels are not as ( and insulin is rarely indicated…PNC + Glucose).

	DDx
	

	Inv / Dx
	May not be +ve

	
	Hx
	· CAGE (>2 : 93% sen, 76% spec)

· Cut Down? Annoyed by criticism? Guilty? Eye opener?

	
	GGT
	· Levels ( prop with ( drinking

	
	MCV 
	· ( in > ½ pts esp ♀

	
	ALT
	· Hepatocellular damage

· AST > 2 : ALT  = (OH damage)

	
	Serum OH
	· 80mg / 100ml : Driving Limit

· 300mg / 100ml : Unconscious

	
	C Phosphokinase
	· ( in 50% of problem drinkers 

	
	Urate / Fasting Triglycerides
	· ( in 50% of problem drinkers

	Tx
	· OH Withdrawal: BP & TPR / 4 hrs + vits + ( chlordiazepoxide to prevent fits etc
· Phsycological: Group Therapy

· Relapse Prevention: ( Disulfram (Antabuse)

	Mx
	OH Contraindications: Driving / Hepatitis / Cirrhosis / PUD

	Comp
	Many: See Hepatitis / Cirrhosis


	MENTAL HEALTH ACT

	Def
	Concerned with care and Tx of mentally disordered pts

Must fulfil 3 criteria: There must be:

1. A mentally disabled person

2. At risk

3. A safe place to transfer them to e.g. police station

	PP
	Implemented in England & Wales in 1983 (+ 1995: read on)

	Who
	Supervised by MHA Commission (MHAC) who have also produced Code of MHA Practise

	Reasn
	Most important sections address compulsory detention by medical recommendation or court order.

	Class
	MHA: 4 Categories of Mental Disorder (MD)

· 1. Mental Illness

· 2. Mental Impairment

· 3. Severe Mental Impairment: Retardation

· 4. Psychopathic Disorder

Not Regarded as evidence of MD: Promiscuity, immoral conduct, sexual conduct/deviancy, OH/Drug dependence.

	GENERAL / NON PENAL COMPULSORY ADMISSION PROCEDURES (CAP / SECTIONING)

· May be implemented if pt has MD of enough severity to warrant detention in H in interests of: (1) Own health, (2) own safety, (3) Protection of others

· ASW: Approved Social Worker

· NR: Nearest Relative

· RMO: Royal Medical Officer

· MHRT: Mental Health Review Tribunal (lawyer, psychiatrist, lay member)

· D/PC: Defence / Prosecution Council

	Section
	Purpose
	Recommend
	Applicant
	Duratn

	2:
	Assessment
	2 Doctors
	ASW / NR
	28 / 7

	· Doctors: #1 approved MHA under Section 12; # 2: Previous knowledge of pt eg. GP. May appeal within 14 days to MHRT panel. Pt may be discharged before expiry at discretion of RMO. MRHT / H manager / NR may implement discharge. NR may be barred by RMO.

	3:
	Treatment
	2 Doctors
	ASW / NR
	  6 /12

	· Renewable. Doctors Recommendation must ID nature of MD, justifying 3 requirements: (1) Pt suffers from MD warranting Tx in H, (2) Mental impairment / psychopathic disorder that such Tx is likely to alleviate / prevent deterioration (3) such Tx cannot be provided without detention.

	4:
	Urgent Ass frm community
	1 Doctor
	ASW / NR
	72 hrs

	· Doctor preferably with previous knowledge of pt. Grounds that admission is > urgent than Section 2 procedures would allow.

	5 (2):
	Urgent Detention of in-pt
	1 Doctor
	
	72 hrs

	· For patients already in H. On recommendation of doctor in charge of case.

	5 (4):
	Urgent Detention of Psych in-pt in absence of doctor
	Registered Mental Nurse
	
	  6 hrs

	· For when doctor not able to attend immediately on grounds similar to #5(2)

	136:
	Removal to place of safety
	Police Officer
	
	72 hrs

	· If person with apparent MD found in public place, allows PO to remove / put in place of safety (Section 135 is similar but is used by ASW instead of Polic)

	1995 ACT: allows for ‘ After Care Under Supervision i.e. Supervised discharge’

· Meant for pts who need to be specifically supervised on leaving H to make sure they receive after care they need – living in a certain place, education, tx.

	PENAL PROCEDURES AND ORDERS RELATING TO PRISONERS

	35:
	Remand
	D/PC,Doc.Applied for @ trial
	28 / 7

	· Empowers court to remand an accused person to a specific H for a report

	36:
	Remand
	1 Doc
	  6 /12

	· Pt must be suffering from mental illness / sever mental impairment. 2 Medical reports needed (≥ 1 Doc)

	37:
	Order to H Admission / Reception in to guardianship

	· For pts convicted of imprisonable offence, except murder.

	41:
	Restriction Order
	1 Doc

	· Restriction order based on oral evidence of 1 doctor. Pts may not be given leave, transferred, discharged, without consent of Home Secretary.

	SPECIAL ISSUES

	57:
	Concerns Tx requiring both consent AND a 2nd opinion.
	

	· Eg. Psychosurgery, surgical implants of hormones

	58:
	Concerns Tx requiring both consent OR a 2nd opinion.
	

	· Eg. ECT, medication for > 6/12
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MENTAL RETARDATION





BEHAVIOURAL AND EMOTIONAL DISORDERS WITH ONSET USUALLY OCCURRING IN CHILDHOOD AND ADOLESCENCE


Tic Disorders





DISORDERS OF PSYCHOLOGICAL DEVELOPMENT


Specific developmental disorders of speech & language / scholastic skills / motor function


Pervasive developmental disorders (Childhood autism, Rett's syndrome, Asperger's syndrome)





UNSPECIFIED MENTAL DISORDER





DISORDERS OF ADULT


PERSONALITY AND BEHAVIOUR


Specific personality disorders (Paranoid PD, Schizoid PD, Anxious [avoidant] PD)


Habit and impulse disorders (gambling, fire-setting [pyromania], stealing [kleptomania])


Gender identity disorders


Disorders of sexual preference (Paedophilia, Sadomasochism)





BEHAVIOURAL SYNDROMES ASS WITH PHYSIOLOGICAL DISTURBANCES & PHYSICAL FACTORS


Eating Disorders (Anorexia Nervosa, Bulimia Nervosa)


Non Organic Sleep Disorders
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Performance





Anxiety





Mitochondrial FATTY ACID synthesis





Converted to ENERGY





ACETYL CO ENZYME A





Inactivated by ALDEHYDE DEHYDROGENASE





ETHANOL
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ACETALDEHYDE (extremely reactive, causing brain, liver & heart damage)





Breakdown- CATALASE





Breakdown- MEOS


Microsomal ethanol oxidising system





Breakdown- 


ADH (Alcohol Dehydrogenase) 





NEUROTIC, STRESS-RELATED AND SOMATOFORM DISORDERS


Agoraphobia,


Specific Phobias,


Obsessive Compulsive Disorder,


Stress and Adjustment Disorders (Acute Stress Reaction, Post Traumatic Stress Disorder)





MOOD [AFFECTIVE] DISORDERS


Manic episodes (Mania / Hypomania / Depression)


Bipolar Affective Disorder,


Depressive Episodes


Recurrent Depression





SCHIZOPHRENIA, SCHIZOTYPAL AND DELUSIONAL DISORDERS


Schizophrenia,


Schizotypal disorder,


Delusions,


Psychotic Disorders





MENTAL AND BEHAVIOURAL DISORDERS DUE TO PSYCHOACTIVE SUBSTANCE USE


Alcohol, Hallucinogens, ( (Dependence / Withdrawal / Psychosis)





ORGANIC MENTAL DISORDERS


CJD,


Alzheimer’s,


Huntington’s, (( Dementia / Delirium / Others)





WHO INTERNATIONAL CLASSIFICATION OF DISEASE (ICD-10):


MENTAL DISORDERS
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