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a) Learning objectives.

Please describe the learning objectives for this scenario under the following headings. Please add or remove sub-headings and add additional details as required. Please note not all of the Main Headings will be required for all scenarios so please delete if you do not wish to use.

	Main Heading
	Sub-Heading
	Details (please list any further headings under this sub-heading)

	1. Basic Science & Pathology 
Normal and abnormal structure and function relevant to this scenario

	
	Anatomy
	Brain areas associated with memory

	
	
	

	
	Immunology
	

	
	Microbiology
	

	
	Physiology
	

	
	
	

	
	Biochemistry
	

	
	Other
	

	
	
	

	2. Clinical Science: Physical and Psychological
Clinical features of this scenario and related conditions to be covered here

	
	Symptoms
	Memory problems, dementia, depression

	
	Signs
	Mental state and cognitive examination

	
	Investigations
	Dementia screen including biochemistry and haematology tests and imaging

	
	Management
	Medication, psychological therapies

	
	Prognosis and outcome
	Prognosis of depression and dementia

	
	Other
	

	
	
	

	3. Population Sciences & Health Care
Public health issues related to this scenario in the UK or elsewhere. 
For instance: why does this patient have this problem in this society? What is our response to it?

	
	Public health and clinical epidemiology (including statistics)
	Prevalence of early onset dementia and depression

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	4. Skills
Practical and communication skills related to this scenario

	
	Communication
	Engaging patient and relatives

	
	Aspects of history taking
	Getting a collateral history

	
	Aspects of clinical examination
	Mental state examination and assessment of memory

	
	Team working 
	Practice counsellor

	
	Other
	

	
	
	

	5. Professional Development & Practice
Responsibilities, ethical and legal issues, self and professional management issues

	
	Responsibilities and boundaries of a doctor
	Investigation and management

	
	
	

	
	Other ethical issues
	Confidentiality, duty of care

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	6. The Individual in Society
The effect on the individual and on society of this scenario at this time

	
	Normal development and ageing
	Changes in mental function with age

	
	What does this condition mean for this patient and her/his family?
	

	
	Coping with illness and treatment
	

	
	Lifestyle, behaviour and health
	

	
	
	


b) Reading list

Please add any recommended reading and textbooks that you feel are relevant to this current scenario and the issues that it addresses.

	Harrison, Paul, John Geddes, and Michael Sharpe. Lecture Notes: Psychiatry. Vol. 40. John Wiley & Sons, 2011.

	Cowen, Philip, Paul Harrison, and Tom Burns. Shorter Oxford textbook of psychiatry. Oxford University Press, 2012.

	Hodges, John R. Cognitive assessment for clinicians. Oxford University Press, 2007. 


	NICE Pathway on diagnosis and assessment of dementia

www.goo.gl/zrGimY

	Taylor, David, Carol Paton, and Shitij Kapur. The Maudsley prescribing guidelines in psychiatry. John Wiley & Sons, 2015
.

	


c) Useful links

Please indicate below any useful general links and references that you feel are relevant to the issues that are covered in this scenario. These can be links to government reports and guidelines, national and international policies, GMC recommendations etc (NB. These are not intended to be web links covering specific learning resources and topics as these will be covered during the scenario development). If you can please include the web address if available.

	The Alzheimer’s Society www.alzheimers.org.uk


	World Health Organization. The ICD-10 classification of mental and behavioural disorders: diagnostic criteria for research. Vol. 2. World Health Organization, 1993.  http://www.who.int/classifications/icd/en/GRNBOOK.pdf 


	 NICE Guidelines on dementia related topics:
https://www.nice.org.uk/guidance/conditions-and-diseases/mental-health-and-behavioural-conditions/dementia

	


Section 1. Scenario introduction

Please give a brief introduction to the scenario (bearing in mind that most patients present initially to a General Practitioner) that should include the initial complaints of the presenting patient, a brief indication of any previous treatment and history.

	Mrs Peacock is a 50-year-old social worker who has come to her GP complaining of memory problems. 

This has been going on for about a year. She is finding work more difficult to manage and tends to stay late. No one at work has commented on her forgetfulness, but she feels it is only a matter of time before she makes a serious error. Two weeks ago, she felt that she could not cope any longer and took sick leave.

Her only medical history is of hypothyroidism which is currently being treated with thyroxine.


	Question 1. Which two broad categories of problem are you considering to account for her memory difficulties, at this point?

	1. An organic disorder such as dementia

	2. A psychiatric disorder such as depression or anxiety

	


· Another question might encourage the student to think about the major areas that they should be considering based on the information and symptoms that have been given so far. (questions could possibly cover severity, onset and pattern of symptoms if relevant)

e.g. “Give three important questions that you should explore about her symptoms”

and please add your questions and appropriate answers below:

	Question 2. Give three important area of questions you should ask about her symptoms-

	1. Onset: Why now? Were there any precipitating factors? Did the memory problems come on suddenly or develop gradually over time
?

	2. Consistency: We need to know more about her memory problems. Does she have difficulties all the time, or is it worse in particular situations e.g. at work? What type of things does she forget? Does she remember birthdays (long term memory)? Can she follow the storyline to her favourite soap (short term memory)? If she cooks, can she follow complex recipes (concentration and planning)? Has she got lost in familiar shops/streets (visuospatial skills)? Does she experience word finding difficulty?

	3. Are there any associated symptoms e.g. mood symptoms, sleep problems, abnormal movements, seizures
, appetite, anhednoia, suicidal ideation, alcohol/drugs, libido, etc?


· A third question might ask the student to consider the underlying causes (basic science, pathology etc) of the main symptoms that the patient is presenting with and/or examine the likely causes. 

e.g. “What is the physiological explanation for the symptom of…..”.
	Question 3. How would you classify memory into subtypes? What neural systems may underlie these functions?

	Long explanation: Memory can usefully be subdivided either in relation to Time or Content. In turn, these subdivisions relate to different neural substrates.

Time

The first stage is that of registration. This is sometimes formally referred to as iconic or echoic memory and relates to the retaining of information along the sensory channels. The time duration is typically 50-500 milliseconds. The next stage is that of registration and short term recall. Information is stored for a period ranging from seconds to a few minutes and is typically composed of a small finite number of ‘bits’ of information, on average 7. Thereafter memory is "’stored’ and may be subject to recall at a later stage. Physiologically, shorter term memories are thought to relate to changes in the responses of nerves to stimuli (e.g. magnitude of post-synaptic potentials) whereas longer term memories require cellular changes such as new RNA or protein synthesis.

Content

Memory can also be classified according to content. Implicit memory (knowing how) refers to knowledge which implies memory though it is not subjectively experienced as such. This is the memory involved in skill learning. Explicit memory or declarative memory (knowing that) is memory which is consciously accessed and is the memory usually assessed clinically. Explicit memory can be further subdivided into episodic (knowing when) and semantic (knowing what). Memories of our past are episodic memories. Semantic memories refer to the body of knowledge we have accrued. 

Neuroanatomy

The neural correlates of memory are complex but declarative memory seems to depend particularly on temporal lobe structures, with episodic memory relating to the limbic system and especially the hippocampus, while semantic memory is more dependent on temporal neocortex. There is a laterality effect also, with verbal memory involving the dominant temporal lobe and visuospatial the non-dominant. Implicit memory may be more dependent on cortical-subcortical circuits involving the basal ganglia and cerebellum.


Section 2: Further history

This section will provide the student with a further history of the patient based on an interview. Please indicate below the relevant areas of the patient history that you feel the student should need in order to carry on. You can provide a simple bulleted list of relevant findings from the history or if you prefer present the history in the form of a very short interview (no more that 1 – 1.5 sides of A4 paper). See Appendix 1 for an example. This transcript might then be converted into a video interview that the students will subsequently have to watch before they are presented with the correct points from the interview that they should have picked up.

	Please enter the relevant information to be obtained from the patient history below:

· Mrs Peacock relates how she began noticing the memory problems shortly after her mother died (aged 75) from Alzheimer’s disease approximately one year ago. Mrs Peacock had been her mother’s main carer and she found the funeral upsetting. She was also distressed that she couldn’t remember the names of relatives and friends whom she had not seen for several months. 

· Two months later, she was promoted to a managerial position at work. She was happy about this but became increasingly aware of having to write down every appointment and task she had to do, otherwise she would forget. She finds it hard to concentrate in meetings and will lose the thread of conversations.

· Both her mother and maternal grandmother had Alzheimer’s disease and an uncle recently had a stroke. The only medication she takes is thyroid replacement therapy.

· Mrs Peacock is divorced and lives alone, but her grown up son lives locally. She admits to drinking one or two glasses of wine most nights and this is an increase over the last year. Mrs Peacock used to enjoy line dancing with friends but has lost interest in this. She was finding it harder to follow the dance routines and keep up. 

· As mentioned, she has become increasingly anxious that she will make a mistake at work. She has taken some time off to come and see you and ‘sort it out’.

Question 1. What 3 further aspects would you like to explore?

Answer.

· Mood symptoms

· Mental state including cognitive assessment using the Montreal Cognitive Assessment (MoCA)1 

· Alcohol use 2
Resources

1 http://oxleas.nhs.uk/site-media/cms-downloads/AS_Cognitive_Assessment_Toolkit.pdf

2 AUDIT – C Questionnaire http://www.healthcheck.nhs.uk/document.php?o=992 


Point to note at this point if you include them:

· ask for key extra questions on the history: 

· ask for a differential diagnosis

· what will be the key elements you require on examination to refine your differential?

You will also need to provide information on: 

· key questions and answers

· differential diagnosis including links 

· learning resources on each of the differentials
Do we need to complete the above or is this addressed in the next few sections?

Section 3. Patient examination

	Examination
	Examination results

	1. General examination
	Comfortable at rest, not clinically anaemic

Anxious, but no evidence of thyroid disease

	

	2. Cardiovascular system
	BP 132/90

Pulse 80 regular, warm peripheries

	

	3. Gastrointestinal system
	Not necessary

	

	4. Genitourinary system
	Not necessary



	

	5. Mental/psychiatric exam
	Appearance and behaviour
: Thin, well-kempt Caucasian woman, poor eye contact, fidgeting with handbag. No abnormal movements observed. There was no evidence of intoxication. 
Speech: slow to answer questions, quiet voice. No repetition of words or dysphasia.

Mood: Subjectively she described herself as “fed up with this”. Objectively she appeared sad and was tearful at times.

She finds it hard to get off to sleep and wakes at 5.00. She has lost interest in food and doesn’t weigh herself, but her clothes are baggy and people have commented that she looks thinner.

She lacks energy, doesn’t think she would be able to complete a line dancing class now, even if she wanted to. She is not really enjoying anything at the moment and tends not to answer the telephone when it rings. She is dreading Christmas as it is the first without her mother. She has no suicidal thoughts. Her concentration is terrible and she cannot follow the storylines of soaps she used to enjoy.

Thoughts
: Mrs Peacock feels she is not coping at work because of her memory difficulties. She fears that she could be sacked. She still feels guilty about her mother’s death, particularly that she did not spend more time with her as she was still working full time. She doesn’t have any thoughts of lift not worth living or plans to end her life. She does not feel things will get better.
Perceptions: No auditory or visual hallucinations were elicited.

Cognition: On gross examination, she was alert and appeared to be orientated. Her concentration was poor and she often asked for the question to be repeated. Her cognition was further assessed using the MoCA. She scored 28/30 and was very slow to answer questions. Mrs Peacock would say “I don’t know”’ frequently, but with encouragement she would guess the correct answers. She lost one point for recall and got the date wrong.

Insight: She fears she has Alzheimer’s disease. She accepts she is under stress at work, but strongly feels that this is because of her memory problems and not the cause of them.



	

	6. Musculoskeletal system
	Not necessary



	

	7. Nervous system
	Entirely normal, brisk reflexes



	

	8. Respiratory system
	Not necessary



	

	9. Reticuloendothelial system
	Not necessary



	

	10. Urinalysis
	 Dipstick negative- only necessary if delirium is a possibility

	

	11. Other
	


Explanation of the examination findings.

Please indicate the meaning of the relevant findings and how they relate to this case. Indicate where suitable links to learning resources occur.

	· The normal pulse and brisk reflexes do not suggest that she is hypothyroid.

· Speech: quiet speech and slowness to answer questions is typical of depression.
· It is important that speech problems that can be found in dementia are not present i.e. dysphasia  
(found in advanced Alzheimer’s and vascular dementia) or perseveration (repetition of the last answer - typically found in fronto-temporal dementia)
· Mood: difficulty sleeping, poor appetite and weight loss, lack of energy and concentration are all important symptoms of depression. However, remember that they can also be found in physical disorders e.g. anaemia, chronic pain. 
· Lack of enjoyment in life (anhedonia), guilt and anxiety about the future are more likely to be found in a depressive illness than a physical disorder. 
· Risk
: it is important to ask all patients in which depression is suspected whether they have ever had thoughts of harming themselves. It is also important to look for evidence of self neglect and risk towards physical health e.g. not eating and drinking (or drinking the wrong things). Although not relevant for this case, consideration should also be given towards risk towards others. 
· Thoughts
: depressive cognitions of guilt and low self esteem, no delusions. Paranoid ideas can be present in dementia e.g. patients misplace items and believe that they must have been stolen. She similarly presents with thoughts of hopelessness which is a risk factor in suicide. Although not present, symptoms of severe depression can include Cotard’s Delusions, delusions of guilt and poverty. 
· Perceptions: in this case there are no disturbances of perception. In severe depression auditory hallucinations could be experienced e.g. critical voices saying things patient feels is justified
. Visual hallucinations 
may be found in delirium, Lewy body dementia and impaired vision (Charles Bonnet Syndrome).
· Cognition: these are typical findings for a depressive pseudodementia 
with slow, inconsistent, “I don’t know” answers
. This often signifies an inability to make the effort, in contrast to patients with dementia who make every effort and get it wrong. 
· 
· Insight: patients with pseudodementia are can be aware of their difficulties and be concerned 
by them. However on other occasions, they can present so withdrawn and amotivated they don’t care. Patients with an organic dementia may be ‘blissfully unaware’ and family and friends may be more aware of the problem.



Section 4. Investigations

The students are next required to decide what are the most relevant patient investigations that need to be carried out immediately and the most appropriate investigations to be carried out later. Students will not be allowed to progress through the scenario unless they have selected the correct investigations to perform at this stage. When they select the correct investigation the student will be given additional information about the investigation they have selected and it’s relevance to this scenario.

The students are asked:

1. What investigations would you do now (or within the next few days), as an initial screen (choose from the list)?

2. Which other investigation would you consider to be relevant, but that could be done at a later (weeks or months) stage?
· The list of investigations has been divided into 11 categories with each of these containing further containing specific investigations. If the investigation does not fit into any of these categories please include it under “Other”

· Please select a set number of the most appropriate investigations to do immediately and later from the list below. Please tick the appropriate options from the column labelled “Immediate investigation” and those from the column “Later investigation”.

· Could you please provide brief explanations behind each investigation chosen.

· You may insert ‘red herrings’ if you wish but again please also explain why these are not appropriate investigations at this time.

	
	Initial

investigations
(Y)
	Later

investigation

(Y)

	1) Haematology
	Full blood count
	Y
	

	
	ESR
	 
	

	
	Coagulation studies
	
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	2) Clinical biochemistry
	Electrolytes, urea, creatinine
	Y
	

	
	Liver function tests
	Y
	

	
	Calcium, phosphate, alkaline phosphatase
	Y
	

	
	C reactive protein
	 Y 

	

	
	Creatine kinase
	
	

	
	Troponin
	
	

	
	D-dimers
	
	

	
	Thyroid function tests
	Y
	

	
	Arterial blood gases
	
	

	
	Oxygen saturation
	
	

	
	Alpha1-antitrypsin concentration
	
	

	
	Glucose
	Y
	

	
	B12 and Folate
	Y
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	3) Microbiology
	Sputum culture
	
	

	
	Blood culture
	
	

	
	mid stream urine
	Y- If delirium is a possibility
	

	
	HIV test
	
	Y- only if there are clinical risk factors

	
	Pneumococcal antigen in urine
	
	

	
	Sputum for acid fast bacilli
	
	

	
	Syphilis
	
	Y- only if there are clinical risk factors

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	4) Histopathology
	Cytology
	
	

	
	Histology
	
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	5) Immunology
	Mycoplasma, legionella, chlamydia antibody titres
	
	

	
	Autoantibodies
	
	

	
	Anti-nuclear factor
	
	

	
	Anti-neutrophil cytoplasmic antibody
	
	

	
	Anti glomerular basement membrane antibody
	
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	6) Drug monitoring
	Phenytoin level
	
	

	
	Antibiotic levels
	
	

	
	Theophylline level
	
	

	
	Digoxin level
	
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	7) Imaging
	Chest X-ray
	
	

	
	Other plain X-rays by site
	
	

	
	Contrast studies (barium meal, enema, IVU)
	
	

	
	CT chest
	
	

	
	CT by anatomical site
	
	Y

	
	CT chest (high resolution)
	
	

	
	CT chest (spiral)
	
	

	
	MRI by anatomical site
	
	Y

	
	Ultrasound by anatomical site
	
	

	
	PET scan
	
	

	
	Ventilation/perfusion lung scan
	
	

	
	Thyroid scan
	
	

	
	Bone scan
	
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	8) Cardiological investigations
	Echocardiogram
	
	

	
	24 hour ECG
	
	

	
	ECG
	
	

	
	Treadmill exercise test
	
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	9) Endoscopy
	Gastroscopy
	
	

	
	Colonoscopy
	
	

	
	Sigmoidoscopy
	
	

	
	Bronchoscopy
	
	

	
	Cystoscopy
	
	

	

	
	Initial

investigation
(Y)
	Later

investigation

(Y)

	10) Psychiatric investigations
	Collateral History
	Y
	

	
	Neuropsychometry
	
	Y

	

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	11) Other tests
	Respiratory function tests
	
	

	
	Electroencephalogram
	
	

	
	Electromyogram
	
	

	
	Nerve conduction studies
	
	

	
	Cerebro-spinal fluid
	
	

	
	EEG
	
	


Please now provide the clinical reasoning for each of the investigations you selected and indicate where relevant possible links to additional learning resources and areas of study:

At this stage in the scenario the students will be able to access the results from the investigations they have selected. For the investigations you selected in the last section could you now provide the results. Please refer to the example scenario for further details if necessary.

NB: If you have any images that you think would be useful in this stage of the scenario please include them. These could range from the results of any imaging procedures requested, ECG traces etc.  If you include a table of values or an image could you provide a brief explanation of what these data show (if abnormal)

a) Initial investigations

	Investigation 1
	

	Investigation category
	Psychiatric investigations

	Investigation title
	Collateral history

	Explanation
	In most psychiatric patients, but particularly those with memory problems, it is important to talk to someone who knows the patient well e.g. friend or relative. You must get the patient’s consent to talk to a third party. This may then reveal a longer and more extensive history of memory problems. Other difficulties may emerge
, such as a change in personality and/or deterioration in the activities of daily living.

	Results & explanation
	In Mrs Peacock’s case her son tells you that his mother has never been the same since the death of his grandmother. She is frequently tearful and sad. He has not really been aware of memory problems until the last few weeks when she has seemed distracted and he has to tell her things several times.

	

	Investigation 2
	

	Investigation category
	Haematology

	Investigation title
	Full blood count

	Explanation
	Anaemia can mimic depression with lack of energy and fatigue. Raised MCV may be found in heavy alcohol use.

	Results & explanation
	Mrs Peacock’s FBC is normal. 

	

	Investigation 3
	

	Investigation category
	Clinical biochemistry

	Investigation title
	Thyroid function tests

	Explanation
	Hypothyroidism can mimic depression and dementia by causing lethargy, apathy and mental slowness, patients may complain of poor memory. This test is particularly important as Mrs Peacock has a history of thyroid disease.

	Results & explanation
	Mrs Peacock is clinically euthyroid, with a low serum TSH (0.1mU/L) and free thyroxine 22pmol/L indicating adequate replacement. 

	

	Investigation 4
	

	Investigation category
	Clinical biochemistry

	Investigation title
	Electrolytes, urea and creatinine; calcium, phosphate

	Explanation
	Many disturbances of biochemistry can be mistaken for depression by causing fatigue and apathy e.g. chronic renal failure, hypo/hypercalcaemia (stones, bones, abdominal groans, psychic moans), and identify low sodium if starting antidepressants.


	Results & explanation
	Normal

	

	Investigation 5
	

	Investigation category
	Clinical biochemistry

	Investigation title
	Liver function tests

	Explanation
	These (especially GGT and AST) may be abnormal is patients abusing alcohol. However, LFTs can be normal even if alcohol intake is high.

	Results & explanation
	Normal

	
	


	Investigation 6
	

	Investigation category
	Clinical biochemistry

	Investigation title
	Glucose

	Explanation
	Glucose levels are abnormal in diabetes. Inconsistent blood glucose levels can cause memory impairment/ altered mental state.

	Results & explanation
	Normal

	
	


	Investigation 7
	

	Investigation category
	Clinical biochemistry

	Investigation title
	B12 and Folate

	Explanation
	B12 deficiency can cause a dementia


	Results & explanation
	Normal

	
	


	Investigation 8
	

	Investigation category
	Microbiology

	Investigation title
	Mid Stream urine

	Explanation
	A UTI can cause delirium
, particularly in the elderly. If delirium is a possibility, a UTI should be ruled out early on.


	Results & explanation
	Normal

	
	


	Investigation 9
	

	Investigation category
	Clinical biochemistry

	Investigation title
	C reactive protein

	Explanation
	An underlying infection can cause delirium
, particularly in the elderly. If sepsis is a possibility, C reactive protein should be done.


	Results & explanation
	Normal

	
	


b) Later investigations

	Investigation 1
	

	Investigation category
	Imaging

	Investigation title
	CT head or MRI Head

	Explanation
	Use structural imaging to exclude other cerebral pathologies and help establish the subtype. Imaging may not always be needed in those presenting with moderate to severe dementia, if the diagnosis is already clear. MRI preferred to assist with early diagnosis and detect subcortical vascular changes. However, CT scanning could be used. 

MRI would usually be normal in depression and the early stages of dementia. However, in the later stages of dementia there may be brain atrophy.



	Results & explanation
	As Mrs Peacock has no focal neurological signs, brain imaging would not be indicated. 
If following an adequate trial of antidepressant medication her cognitive problems persisted, further investigations including an MRI could be indicated.

	

	
	

	
	

	
	

	
	

	
	

	

	Investigation 3
	

	Investigation category
	Other

	Investigation title
	Neuropsychometry

	Explanation
	This is a more comprehensive examination of a patient’s cognitive skills performed by a clinical psychologist using standardised test batteries. It is an important tool in the investigation of dementia, however it is time consuming and a scarce resource. 

	Results & explanation
	Most patients would not have neuropsychometry at this stage. However, if Mrs Peacock’s problems persist it may be indicated at a later stage.


	Investigation 4
	

	Investigation category
	Other

	Investigation title
	Cerebro-spinal Fluid

	Explanation
	If Creutzfeldt–Jakob disease (CJD) or other forms of rapidly progressive dementia are suspected. 

	Results & explanation
	Not applicable for Mrs Peacock


	Investigation 5
	

	Investigation category
	Other

	Investigation title
	EEG

	Explanation
	Do not routinely use electroencephalography (EEG). However to be considered in:
· suspected delirium, frontotemporal dementia or CJD

· associated seizure disorder in those with dementia.

 

	Results & explanation
	Not applicable for Mrs Peacock


	Investigation 6
	

	Investigation category
	Microbiology

	Investigation title
	HIV and Syphilis

	Explanation
	Do not routinely test for syphilis serology or HIV unless there are risk factors or the clinical picture dictates 

	Results & explanation
	Not applicable for Mrs Peacock



Section 5. Diagnosis

The student will normally have sufficient information to make an informed diagnosis. Students will not be allowed to continue in the case until they have made the appropriate next step.

The student will select a diagnosis from a list of possible options.

Please give a list of options below and if required provide an explanation for each one.

	Diagnosis option 1
	Depression 

	Explanation
	Depression is a common and serious mental health problem. Cognitive impairment is an intrinsic feature and may be the presenting complaint. When it is severe it may be difficult to distinguish from dementia. 

Mrs Peacock had depressive symptoms of poor sleep, poor appetite and weight loss, anhedonia and lack of energy. She was isolating herself from friends and had low self-esteem and guilt. 

Cognitive assessment showed that with encouragement she did reasonably well and all organic investigations were normal. Her son suggested that the low mood preceded the memory problems. This is a picture of depression and is the most likely diagnosis.

	Correct (Y/N)
	Y

	

	Diagnosis option 2
	Dementia

	Explanation
	Early onset dementia (<65) is rare, but does occur
 (0.1 cases per 100 population in the age range 31-60). Early onset is more genetic in its onset. There are different types, including Alzheimer’s disease, vascular dementia and fronto-temporal dementia. There are also dementia syndromes related to reversible causes e.g. hypothyroidism, which are rare. Reversible and rare causes were felt to be unlikely in the presence of normal blood tests and the absence of associated neurological symptoms and signs.

This case it is more likely to be depression but it is impossible to completely exclude the early stages of dementia. The diagnosis will become more clear with follow up and retesting of cognitive function. Memory and concentration problems would be expected to resolve with lifting of depression.

	Correct (Y/N)
	N

	

	Diagnosis option 3
	Harmful use of alcohol

	Explanation
	There is no clear history of this and biochemical markers of heavy alcohol use (MCV, GGT) were normal. (for further information about substance misuse problems -link to alcohol scenario)

	Correct (Y/N)
	N

	

	Diagnosis option 4
	Anxiety

	Explanation
	Worrying about memory is not uncommon and usually responds to reassurance. However in this case the symptoms are severe enough to warrant a diagnosis of depression and treatment for this.

	Diagnosis option 1
	N


Section 6. Treatment
Please fill in the box below the working diagnosis and explain what happens to the patient next (admitted/discharged).

Include the treatment régime that the patient has been given including drugs, doses and other advice.

	· Her GP was concerned about her memory problems and referred Mrs Peacock to a local memory clinic, noting her low mood in the referral.

· Having gone over the history with Mrs Peacock, examined her and reviewed the blood test results, the specialist registrar felt that the most likely diagnosis was depression.

· This was put to Mrs Peacock and she reluctantly agreed that she was feeling very low and agreed to a trial of antidepressant medication. She has a good relationship with her GP and it was planned that he would review her progress in one month. She would be seen at the memory clinic again if her symptoms did not begin to improve.

· She was started on sertraline 50 mg PO OD, which was increased to a therapeutic dose of 100mg over the next 3 weeks.

· One month later, she is feeling more optimistic about the future. She feels that she overestimated her problems at work and is hoping to go back soon. She still lacks energy and hasn’t started dancing again, but enjoys meeting friends occasionally.

· Mrs Peacock has also started seeing the counsellor at her GP surgery and is finding it very helpful to work on her bereavement issues.

	Question 1. Is this an appropriate choice of antidepressant?

Answer: 
Factors to consider when choosing an antidepressant: 

· Previous response to treatment

· If patient is agitated consider using a more sedative antidepressant e.g. mirtazapine

· 
· If suicidal thoughts are present, do not use tricyclics (lethal in overdose)

· SSRIs should be your first choice of antidepressant and therefore sertraline is an appropriate choice. Escitalopram
 would be an alternative 
Question 2. If Mrs Peacock had shown no improvement in her memory problems after 8 weeks, what would you consider next?

Answer:

Her case should be reassessed at this stage. This would be most appropriately done in secondary services such as the memory clinic, or by referring her on to the local community mental health team. 

It is important to ensure that her depression has been adequately treated i.e. a therapeutic dose of medication for an adequate period of time. If her mood has not improved consider: has she been compliant with the medication or has she been suffering side effects which have made her stop taking it? If this is the case, consider changing to a different antidepressant (e.g. Mirtazapine)
However, if her mood has improved but her memory problems persist, at this point further investigations such as neuropsychometry and MRI would be considered.


Section 7. Scenario review 

This is an opportunity to look over the scenario and ask the student to summarise the position that has been reached or to do a task such as write out the drug chart, send a discharge letter, speak to the relatives etc.

Mrs Peacock is keen to return to her job as a social worker. As she has been away for some time, Occupational Health are involved and they have written to you for your opinion on whether she is fit to return to work. Specifically they would like a brief summary 
of her case with a diagnosis, likely prognosis and any further treatment planned. 


Section 8. Scenario development

At this point there is the opportunity to develop the scenario, to add some twists or to discuss the natural history of the condition. It may be the time to bring in factors relevant to social, legal or ethical issues, public health matters or the natural history of the condition.

26th November





Dear Occupational Health,





Re: Mrs Peacock





I have been seeing this pleasant ladypatient for several months now. Thank you for forwarding her written consent to disclose information to you. She initially presented complaining of memory problems and on assessment was found to be moderately depressed. Routine blood tests and physical examination did not reveal any other cause for her memory problems. 





She has been successfully treated with an antidepressant and has shown a marked improvement in her symptoms. In answer to your questions, Mrs Peacock has experienced an episode of moderately severe depression with prominent cognitive symptoms. This means that the memory problems are part of the depression and have resolved with treatment of this. We would advise that she continues on the antidepressant (sertraline) for at least a further six months to prevent any relapse. If she remains well at that time it could be gradually withdrawn under close supervision from myself. In terms of further treatment she is well engaged with our practice counsellor and will continue seeing her for a further six sessions. 





If this treatment plan is followed, Mrs Peacock has a good prognosis for remaining well. Were she to stop the medication abruptly, she would be at risk of relapse into depression. 





In summary, Mrs Peacock is currently doing well and looking forward to going back to work. My opinion is that she is ready to go back with ongoing support from yourselves and the team here. Consideration could be given in her going back to work in a graded fashion. 





Please do not hesitate to contact me if you have any further questions and, with her permission I will try to answer them.





Yours sincerely


Dr X














�2017


�Precipitating factors, why now?


�Appetite, anhednoia, suicidal ideation, alcohol/drugs, libido, etc


�Evidence of alcohol? Even as a negative?


�Suicide??


�This would be quite advanced surely, especially in a professional


�Slightly hens teeth if being really critical, though thyroid important, and actually might need to specify they can be mistaken for these disorders or concurrent, given prevalence of MH problems in LTCs


�This wasn’t on the original patient examination – should it be?  Is risk classically stated here?  Not relevant for this case but harm to others too, and risk in depression has to include self-neglect / physical health, eg, through not eating or drinking (or drinking the wrong things)


�All sorts of ideas can be present in dementia but not in this patient.  That aside, is hopelessness still a key risk factor for suicide nowadays? Thoughts of being a burden also often present.  As other categories in MSE have stated what could be present, perhaps still worthwhile spelling out in severe depression, can have delusions of guilt / poverty / Cotard’s, etc


�Perhaps more critical voices that the patient feels are true / justified


�Or in impaired vision


�Perhaps clarify depressive illness where cognitive deficits mimic dementia, ie, ‘pseudodementia’ - 


�Often signifying inability to make the effort, in contrast to patients with dementia who make every effort and get it wrong


�Is this in the textbooks?  Whenever I’ve seen pseudodementia, the patients have been so withdrawn, amotivated and retarded, they really don’t care.  I guess it’s a long time since I’ve seen a younger person with depression though.


�Really??? I’d still want it since the other bloods are being done.  I suppose it does cost £1 each time…


�Deterioration in functioning / PADLs / EADLs


�Hypo/hypercalcaemia (stones, bones, abdominal groans, psychic moans), and identify low sodium if starting antidepressants


�Can present as dementia and is reversible if treated early hence the point of the dementia screen


�One of my favourites – what does confusion mean to you?  Is it the same for me?  


�And therefore CRP should be included in blood tests?


�One of my favourites – what does confusion mean to you?  Is it the same for me?  


�And therefore CRP should be included in blood tests?


�Not for a medical student surely?  If they said it to me, I would ask them what SPECT stands for, and what does it do, how much does it cost, why is it better, and why don’t we do it for everyone then?


�Please stop.  Enough to emphasise that depression can mimic dementia but reverses with treatment. If ‘pseudodementia’ sticks in their brains (and it really does) a depressed person won’t hear or understand the ‘pseudo’, they will only hear the ‘dementia’


�But early onset more genetic, later onset not


�mirtazApine


�Seriously rubbish as an antidepressant


�Seriously don’t want this in their consciousness to even use 


�Does Cipriani still count for anything?  Citalopram is a terrible drug and not very effective – escitalopram better


�Surely mirtazapine better as she isn’t eating or sleeping?  Venlafaxine has similar ADR profile to SSRIs, just a bit worse.


�I can’t comment on the text in the box.





“Pleasant lady” – personally I was trained not to say such things, to some it sounds patronising and pointless.  Would we say “this horrible woman”?  We aren’t supposed to use lady or gentleman, unless of course she is a Lady.


Should she look forward to going back to work in a graded fashion?  Working in Social Services would be enough to cause a relapse.
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