History Taking and Mental State Examination
Tutorials I & II
These tutorials are designed to follow on from, and expand upon, the material delivered in the History Taking and Mental State Examination Symposium delivered on the first day of the lecture course.  The students have therefore already received a great deal of information regarding what should be covered in the psychiatric history and mental state examination.  The purpose of this tutorial is to allow them to gain some experience of putting this information into practice.  The tutor has flexibility to decide how much detail to go into and how much time to devote to each component of the tutorial; however, we have made suggestions in this guide which may be helpful to colleagues.  All of the objectives must be addressed irrespective of any stylistic changes made by the tutor.  The objectives should be addressed in a small group teaching style through discussion and the tutor should not provide another lecture.
The aim of the tutorials is to provide an introduction to practical aspects of history taking and mental state examination.

The only difference is that in the first tutorial, the simulated patient has symptoms of panic attacks, and in the second the patient has depressive symptoms.
The briefs for the simulated patients for each of the tutorials are at the end of this section.
The following is comprehensive guidance for tutors new to this teaching. Tutors with small group experience may find the notes too prescriptive, and may choose to use a variety of small group techniques. This is entirely permissible as long as the students get a chance to interview the simulated patients and the learning objectives are covered.
The learning objectives for this session are listed on page 2
There is a suggested format for the history and mental state examination which should be available to the students as a handout; this is reproduced for the reference of tutors on page 36-37.
Be especially aware of time limits in this tutorial.

As a guide we recommend 10 – 15 minutes is devoted to getting to know the group and introducing the material.  We then suggest that 35 minutes is devoted to the history and 35 minutes to mental state examination.  This allows 10 minutes at the end to answer questions or as ‘catch up’ time.  

Simulated Patients will be available for each group and the tutor has flexibility in how to use them.  These are not actors but volunteers who have been given training in medical communication and are used to helping the students with learning.  They have been given a brief of what to expect in this tutorial and a brief psychiatric history in order to keep the session relevant.  This is reproduced on pages 42 & 43 for your reference.  The aim of having the simulated patients is that students can practice asking some of the questions in a safe environment with a tutor and their group to increase their confidence in this area.

Suggested Questions there is a list of questions that are suggested for students to use and will be given to them as a handout.  They are reproduced here (pages 38-40) for your reference.
LEARNING OBJECTIVES

The students have a copy of the learning objectives (in bold) in the “Tutorials” section of the learning guide. 

Be able to assess psychiatric presentations using a structure for history taking.

Be able to obtain the content for each section of the history from the patient or other sources using appropriate questions.

Be able to conduct a mental state examination.

Be able to ask relevant questions to elicit psychopathology when conducting a mental state examination.

Be able to report the findings on mental state examination in terms of descriptive psychopathology to a colleague.

SUGGESTED STRUCTURE OF TUTORIAL

The structure below is purely for reference and the tutor is free to use the time and resources as they see fit to achieve the learning objectives.  The tutor MUST NOT simply give a lecture on the topic.  The lists of which topics the experts thought were most important are provided for reference. You should not necessarily cover them in this order but should make sure those topics higher up the list are definitely covered.
Starting the tutorial – About 10 – 15 mins

The students are likely to know each other but they are unlikely to know you.  You may, therefore, wish to start with an ice breaker and gradually introduce the topic.  You may wish to refer to the learning objectives for the tutorial (you may wish to write these on the flipchart provided and possibly augment with what the students wish to get out of the session).  You may wish to begin with a brief revision of the students’ knowledge. 
AT THIS POINT (10-15mins) REMEMBER TO GO AND GET THE PATIENT FROM THE ALLOCATED AREA Remember that the patient is a volunteer simulated patient, not an actor; so please respect them, introduce them, and thank them at the end of the session. Also be aware that some teaching techniques which are suitable for actors (such as “time out of role”) may not be within your simulated patient’s abilities.
History Taking – About 35 mins

Give the students the handouts with the suggested structure (see page 36 & 37).  (Tutorial II: The students will already have these) Have a discussion regarding what would go into each section and how one might ask questions to get this information.  Get the students to generate this (perhaps using the flipchart).  (Tutorial II: This need only be brief because it is revision)
Clearly some aspects of the history such as past medical history etc are universal to all types of medicine and thus should not be a major focus for the tutorial.  Tutors should emphasise that this type of history taking is very similar to what the students have done before and thus they have the skills already.  To think about the areas which may be important to cover the results from the Delphi study showed the areas to cover in terms of priority are (from most important according to experts to least important but still important and to be covered):

· Presenting complaint

· History of presenting complaint

· Past Psychiatric History

· Suicide risk / DSH

· Past Medical History

· Personal History

· Drugs and Alcohol

· Forensic History

· Social History

· Medications / allergies

· Family History

· Premorbid Personality.
You will want to quickly get the students to practise doing so with the simulated patient.  You should swap a student in for each section so they all get a chance at asking some questions.  You should encourage peer feedback and give constructive feedback on performance to the group.  The simulated patient will be able to give feedback too.
Offer the opportunity for any further questions or comments.

Mental State Examination – About 35 minutes

You have already given them a handout of the structure now give them the suggested questions (shown pages 38-40).  (Tutorial II: The students will already have these.) Have a discussion regarding how one might ask these questions, or how the students might word the questions differently.  Get the students to generate this (perhaps using the flipchart).  (Tutorial II: This need only be brief because it is revision)
Get the students to practise assessing the mental state of the simulated patient.  

Appearance & Behaviour

Mood – Subjective/Objective & Affect

Speech

Thought-form

Thought-content (delusions, suicidal intent)

Abnormal Perceptions

Insight

Cognition
You should swap a student in for each section so they all get a chance at asking some questions.  You should encourage peer feedback and give constructive feedback on performance to the group.  The simulated patient will be able to give feedback too.
Offer the opportunity for any further questions or comments.

Draw the students’ attention to the learning objectives, which they have in their learning guides and which you may have put up on the flip chart at the start of the tutorial.  You should review the learning objectives quickly. 
Be aware of time limits. If you want to be brief, you can simply ask the students are there any learning objectives that they want to clarify.
Then end the session after giving the students the opportunity to ask any final questions and encourage them to give you feedback and complete the feedback forms (if appropriate).

PSYCHIATRIC HISTORY AND MSE SUGGESTED STRUCTURE

You will need this for the History & MSE tutorials in both weeks 1 & 3 

NAME

ADDRESS

AGE

GP 

STATUS  Informal/formal
PRESENTING COMPLAINT

What the patient says is wrong or what they have been referred about if they do not perceive that there is any problem.

HISTORY OF PRESENTING COMPLAINT

Short history of the events leading up to referral. The symptoms described by the patient and those revealed by questioning. The severity and duration of each symptom, how it began and the course it took.  Consider the relevance of the absence of symptoms that might be expected in a symptom cluster.

Describe any signs that might suggest the likely presence of disease.  Relevant recent medication

MEDICATION AND ALLERGIES

PREVIOUS PSYCHIATRIC HISTORY

Record previous episodes of illness, their treatment, and duration.  Especially comment on any episodes requiring the use of the Mental Health Act.

PREVIOUS MEDICAL HISTORY

Record all illnesses that have required medical attention, operations and hospital admissions.  Particular interest in head injuries, birth trauma and epilepsy.

FAMILY MEDICAL AND PSYCHIATRIC HISTORY

Parents /siblings: - relationships with them etc

Family history of psychiatric and medical problems

PERSONAL HISTORY

Early development
Childhood experiences

Educational attainment

Occupational history

Relationship and marital history-children

Sexual history

SOCIAL HISTORY

Current social circumstances, accommodation, work, who lives with them, financial support, family/friends, interests and activities.

DRUGS AND ALCHOL

Current and past use of alcohol / drugs.  Types, quantity, duration, whether this has led to any problems with withdrawal / dependence.  

FORENSIC HISTORY

Record instances of contact with the police / criminal justice services leading to a charge or conviction.  State the charge / conviction and the outcome.  Also record any contact with forensic psychiatry.
PRE-MORBID PERSONALITY
Information of patient’s character prior to the illness.

MENTAL STATE EXAMINATION

Appearance & Behaviour

Mood – Subjective, Objective & Affect
Speech

Thought-form

Thought-content (delusions, suicidal intent)

Abnormal Perceptions

Insight

Cognition 

FORMULATION
Summary of the relevant history and mental state

Differential Diagnosis and Aetiological Factors

Further  investigations

Management and Treatment

Prognosis


SUGGESTED QUESTIONS
You will need this for the History & MSE tutorials in both weeks 1 & 3 

These are suggestions which students in the past have said were helpful. 

This is not a comprehensive and complete list but are designed to give you a

Place to start so you can think about how to ask questions to obtain the

necessary information.
Presenting Complaint

As other types of history taking you will generally want to start with open questions but it may be necessary to use closed questions to start some patients talking.  You should avoid leading questions.


Why have you come to see me today?

How have you been feeling recently?

Your doctor was a bit worried about you and asked me to see you.  What seems to be the problem?

Medication, Family Medical History, Social History

As general history taking

Family Psychiatric History

Has anyone in the family ever suffered from problems like you’re having?

Has anyone in the family ever had a mental illness?

Personal History

This can sometimes feel a bit strange as it is a little different.  You may wish to introduce the idea by a short pre-amble.  

I would like to know a bit about your early life and how you got on as a youngster so I’m going to ask some questions about that now.

It’s often important to ask about various experiences in your life so I’d like to go right back to the start to get a full picture of how things have been.

Then
As far as you know were there any problems with your mother’s pregnancy with you, your birth or early life? Etc...

Drugs and Alcohol

Handle sensitively but most people are happy to talk about this.  I need to ask about use of alcohol and drugs.  How much would you drink in an average week?  Etc.
Forensic History

Again this is a bit different to a general history.  You may wish to ask general questions like. Have you ever been in trouble with the police?  Then go on to ask why, when and what the outcome was.  Find out about prison sentences.
Premorbid Personality

How would you describe your normal self?

How would you describe yourself as a person before you felt like this?

How would your friends describe you?
Some Questions about different types of symptoms

Mood

This can be either depressed or elated.  Often anxiety will be asked about in this section.

How have you been feeling in terms of your spirits recently?

Have you been feeling reasonably cheerful?

Are there times when you are feeling low or tearful?

Have you been feeling especially cheery or good recently?

Have you been feeling on top of the world?

Are there times when you become very anxious or frightened? Can you describe what happens?
Thoughts

Phobias Do you have fears of any particular things – like spiders or snakes?

Obsessions and compulsions Do the same things keep coming into your mind even though you try not to think about them? Do you ever find yourself spending a lot of time doing the same thing over and over again, even though you’ve already done it?

Delusions and Overvalued Ideas.  You may wish to start with an introduction to this.  I’m going to ask you some routine questions that I ask everyone but they may seem a little strange.  Do you have any ideas or beliefs that your friends and family don’t have or think are odd?  You might want to go on to ask about things like delusions of control, jealousy, guilt etc as appropriate to the presentation.  If trying to test whether something is held with delusional intensity you might want to ask something like Do you have any doubts about that?  How sure are you about that?
Perceptions

If you haven’t asked about strange thoughts you may wish to introduce the idea of hallucinations or illusions in the same way as above.  Remember to find out about each modality. 
When you are on your own do you ever hear noises or voices when there is nothing around to explain them?

Have seen or heard things which are unusual?

Have you ever felt distant or unreal? - Depersonalisation
Have every felt that things around you are unreal? - Derealisation
Suicide and Homicide

These are difficult issues to be addressed but should NEVER be omitted.  Asking about suicide does not put the patient at higher risk of suicide.  It may be helpful to introduce the topic and then ask about it.

Some people who feel the way you do have thoughts about ending their lives or harming themselves.  Have you had thoughts like that?  

Have you had thought that life is no longer worth living?

Have you had thoughts about harming other people?

Insight

This is another area which needs to be handled reasonably sensitively.

Do you think there is something wrong?  What do you think it might be?

What might be the cause of it?  Did you have any thoughts about treatments that we might try or what might happen today?

IF no, do others think there might be something wrong?  Why have you come to the hospital today?  What do other people say is wrong with you?  Do you think you need treatment?  Do you take the treatment that is prescribed to you?

Notes

This space is provided for you to jot down other questions which you think might be useful as a result of today’s discussion in the tutorial.

PSYCHIATRIC HISTORY TAKING AND MENTAL STATE EXAMINATION TUTORIALS

INSTRUCTIONS TO SIMULATED PATIENTS

Thank you for agreeing to take part in these tutorials.  This is the first opportunity our students have had to examine the mental state or take a psychiatric history.  They have all done communication skills training and as such the format and professional approach for that should be used by the students.

The tutorial structure is that they will work out the areas to cover in the history and mental state examination and then will practise asking you the various questions.  This should be done sensitively and professionally at all times.  

Because they are learning this new skill there are not many abnormal symptoms to find at interview during the tutorial in week 1, other than a history of panic attacks. You do not have to play the role of someone with intense anxiety, as you will not be having a panic attack during the session.  In the tutorial in week 3, the students should be more competent, so we ask you to play the role of someone who is low in their mood. The briefs are very similar. 

You will receive a copy of the brief for the relevant week.  If students ask you anything that is not covered in the brief, you are free to provide answers as yourself.

PSYCHIATRIC HISTORY TAKING AND MENTAL STATE EXAMINATION TUTORIAL 1 - WEEK 1 – Patient Script

Location   Psychiatric out-patient clinic
Patient      Name of own choice  Dob -/-/--   Age  X  (Retired)
Presenting History    

You have come along to help the students learn about taking a history and mental state examination.  You have occasional panic attacks

Appearance
You look, speak and feel no different to your usual self.

Medical History 

You have suffered from brief bursts of intense anxiety (panic attacks) for around 5 years.

The first one started in a shopping centre when you were with your spouse.

You had a lot of physical symptoms like breathlessness, chest pain, shaking and sweating. You did not know what was happening and at the time you thought you were dying. The attack lasted about ten minutes.

You have continued to take the tablets and practice your anxiety management techniques.

You get occasional panic attacks but you are better at controlling them and they are not as severe. You try to get out and about because if you withdraw from living a normal life then you get panic attacks more often and the attacks are more severe.

You were frightened to leave the house in case you got another one, but this resulted in you becoming house-bound and you got panic attacks every day.

Treated with an antidepressant (fluoxetine 20mg which you are still on) by GP about five years and saw a Community Psychiatric Nurse (CPN) for relaxation techniques and Cognitive Behavioural Therapy (CBT).

You were having a lot of problems when the panic attacks came on due to problems at work (tax inspector and with the change of government there were changes which you found stressful) and at home following a bereavement.  

You do not have any day-to-day anxieties other than normal worries, and you are not depressed.

Medicines
On Lisinopril 10mg once daily for blood pressure, otherwise medically fine, had no operations or hospital admissions, not allergic to anything.

Family History
Mother had depression and was on antidepressants but never needed to be in hospital, died 5 years ago of heart attack.  Father was very healthy; died about 20 years ago in car accident.  Your sister was once in hospital for depression but is fine now. Brother fit and well

Personal and Social History
They may ask you about your birth which as far as you know was normal.  Normal family upbringing. Average scholar but got on well at school.  Left at 16 and went on to have a career in the civil service.  

Retired, living with partner, son and daughter, moved away from home, both healthy

Large extended family, enjoy seeing them very much.

Enjoy golf, hill-walking and gardening.  

Drink 1 glass wine per night and non-smoker.  Never took illegal drugs. No problems with police.

PSYCHIATRIC HISTORY TAKING AND MENTAL STATE EXAMINATION TUTORIAL II - WEEK 3 – Patient Script

Location   Psychiatric out-patient clinic
Patient      Name of own choice  Dob -/-/--   Age  X (Retired)
Presenting History    You are low in your spirits/a bit depressed.  

Appearance

You look may a little glum, your movements and speech may be a little slower than usual, and you may sound pessimistic.

Current Symptoms
This has been going on for a couple of months.  Feel low most of the day but mornings might be a bit worse.  Stopped doing the things I would normally do.  

Manage to get to sleep ok but up a few times in the night and hard to get back to sleep.

Find it hard to get excited about anything and my interest in usual activities diminished.  

Family are a bit worried about me not eating which has led to some weight loss.  Partner is also concerned as I have lost interest in the physical side of the relationship.  

Have vaguely thought that life was not worth living but had no suicidal thoughts or plans.  Feel as though everything that went wrong is my fault, although this is not realistic.  

Never heard voices or have any other unusual experiences that I couldn’t explain.  

Thoughts seems a bit slow and feeling a bit guilty and a burden - this lasted about a month or two.  It’s quite hard to concentrate.

Just started antidepressant tablets one week ago. No benefit so far. Some side-effects (nausea and loose stool)

Past History

Treated with an antidepressant (fluoxetine or Prozac but don’t remember the dose) by GP about five years ago due to problems at work (tax inspector and with the change of government there were changes which you found stressful) and at home following a bereavement.  

Medicines
On Lisinopril 10mg once daily for blood pressure, otherwise medically fine, had no operations or hospital admissions, not allergic to anything. You are taking the antidepressant Fluoxetine. The dose is 20mg once daily.

Family History
Mother had depression and was on antidepressants but never needed to be in hospital, died 10 years ago of heart attack.  Father very healthy, died about 20 years ago in car accident.  My sister was once in hospital for depression but is fine now. Brother fit and well

Personal and Social History
They may ask you about your birth which as far as you know was normal.  Normal family upbringing. Average scholar but got on well at school.  Left at 16 and went on to have a career in the civil service.  

Retired, living with partner, so and daughter, moved away from home, both healthy

Large extended family, enjoy seeing them very much.  

Enjoy golf, hill-walking and gardening.  
Drink 1 glass wine per night and non-smoker.  Never took illegal drugs. No problems with Police.
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