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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

	
	Neuroanatomy
	Imaging findings in PTSD

	
	Neuroendocrinology
	Changes observed in PTSD and their significance for pathophysiology

	
	Functional Imaging of the brain
	Changes observed in PTSD and their significance for pathophysiology

	
	Physiology
	Psychophysiological changes seen in PSTD

	
	Genetics
	Genetics of PTSD

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

	
	Symptoms
	How to differentiate between different anxiety disorders

	
	Signs
	The importance of looking for co-morbid diagnoses in PTSD

	
	Investigations
	Risk assessment; the use of appropriate psychiatric rating scales.

	
	Management
	Pharmacological and psychological treatments for PTSD

	
	Prognosis and outcome
	Risk factors for development of PTSD; Prognostic factors for PTSD recovery

	
	
	

	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)
	Epidemiology of PTSD and rape

	
	Issues of access to health care
	Health-care utilization in PTSD; barriers to care.

	
	Complementary medicine
	

	
	Health education
	How health-care workers should manage people who have been raped

	
	Environmental, economic, political influences (both local and global) on the evolution of this condition
	The role of man-made disasters, warfare, and crime in PTSD.

	
	This condition in other societies
	The importance of cultural context in PTSD

	
	
	

	4. Skills
Practical and communication skills related to this scenario

	
	Communication
	Talking to a patient who has experienced trauma/rape

	
	Aspects of history taking
	Making appropriate enquiry in past history in PTSD cases

	
	Aspects of clinical examination
	Watching for signs of co-morbidity; how to look for the signs of PTSD in the mental state

	
	Team working 
	The role of MDT in the management of someone who has been raped; the role of the police and other non-governmental agencies/charities

	
	
	

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

	
	Responsibilities and boundaries of a doctor
	The management of colleagues with mental health problems

	
	Values, impact of personal values on behavior
	The importance of observing and respecting the cultural context of the patient’s ill-health

	
	Other ethical issues
	Confidentiality versus duty of care; the duties of a doctor

	
	
	

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

	
	What does this condition mean for this patient and her/his family?
	The impact of trauma on family and personal relationships

	
	Coping with illness and treatment
	Treatment options and when to return to work


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.

	Taylor D, Paton C, Kapur S. The Maudsley prescribing guidelines in psychiatry. John Wiley & Sons; 2015 Feb 23.



	Cowen P, Harrison P, Harrison PJ, Burns T. Shorter Oxford textbook of psychiatry. Oxford University Press; 2012 Aug 9.



	American Psychiatric Association, 2013. Diagnostic and statistical manual of mental disorders (DSM-5®). American Psychiatric Pub.

	https://www.nice.org.uk/guidance/qs53 is the NICE Guidelines for Anxiety Disorders


	https://www.nice.org.uk/guidance/cg26 is the NICE PTSD treatment guidelines



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.

	Westfall, N.C. and Nemeroff, C.B., 2016. State-of-the-Art Prevention and Treatment of PTSD: Pharmacotherapy, Psychotherapy, and Nonpharmacological Somatic Therapies. Psychiatric Annals, 46(9), pp.533-549
https://www.healio.com/psychiatry/journals/psycann/2016-9-46-9/%7B906528a9-bb05-4c5b-a9d0-d965dfb44e8e%7D/state-of-the-art-prevention-and-treatment-of-ptsd-pharmacotherapy-psychotherapy-and-nonpharmacological-somatic-therapies


	http://www.rcpsych.ac.uk/healthadvice/problemsdisorders/posttraumaticstressdisorder.aspx is a very useful resource for PTSD on the RCPsych website


	http://bestpractice.bmj.com/best-practice/monograph/696/treatment/guidelines.html Links to current best practice in managing sexual assault and abuse.

 

	www.victimsupport.org.uk is a website designed to signpost people who have been the victim of crime and has a useful section on sexual crimes.


	www.thehavens.org.uk is a series of clinics designed to offer support and treatment for people who have been raped or sexually assaulted.


	http://www.survivorsuk.org is an organisation which addresses the specific difficulties faced by men who have been sexually assaulted or raped.


	Craske, Michelle G et al. Anxiety The Lancet , Volume 388 , Issue 10063 , 3048 - 3059 http://dx.doi.org/10.1016/S0140-6736(16)30381-6



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.

	Abena is a 22 year old Ghanaian A+E nurse who has been living in the UK for the past 5 years.
She presents to the GP saying that she has become frightened to leave the house. Yesterday she tried to go to work on the train, but when she got to the station she started to panic and became very tearful and frightened. 

In taking her history, she admits to the GP that recently she was waiting for a train late at night after the end of her shift and ‘something bad happened…’ which she is very reluctant to talk about her but she says ‘it was her fault’.

She has lost interest in her work and feels unable to be close to her boyfriend; she cannot even allow him to touch her. She says, ‘she cannot go on like this’. She lays awake at night; too fearful to sleep.




From the description please add up to three questions for the student to answer based on the information they have been given above. At this stage the student will enter their own answers to the three questions. Only after they have completed this task will they be allowed to progress to see what they should have written and view the explanations and links to associated learning resources.

· One question might ask the student to list likely diagnoses based on their interpretation of the information they have been given at this stage.

e.g.  “Give three likely diagnoses that you should consider at this stage”

and please add your question and three model answers (with explanations and indicate what areas in basic science, pathology and clinical science should be taken into account and explored further) below:

	Question 1: What are 3 possible diagnoses at this stage?

	1. Agoraphobia is a possibility as the scenario describes someone who becomes anxious and fearful when she leaves her home and attempts to use public transport, and the description above indicates that she has been avoiding the feared situation by staying at home.

	2. Another diagnosis to consider would be Depression. She has several symptoms of depression including sleep disturbance, loss of libido, tearfulness, and loss of interest in work/home. 

	3. Post Traumatic Stress Disorder is another possibility as she describes that ‘something terrible happened’ 


	Question 2: What 3 areas of the above history would you like to explore further?

	1. What happened at the station?

This has to be the first question in your mind when exploring this patient’s history. 
She tells you that 6 weeks ago whilst waiting for the train after finishing a late shift, she began a conversation with a young man on the platform because she was bored and he was reading a book that she was interested in. He got onto the train with her and after a short time he took out a knife and threatened to kill her if she made any noise. He raped her vaginally on the floor of the train carriage whilst holding the knife to her neck and then got off the train at the next station. She did not ring the alarm on the train because she felt so ashamed about what had happened and after the attack she went home and took a shower. She did not inform the police but went to a GUM clinic recently who screened her for STDs (including HIV); her screens were all negative and she is not pregnant. She has decided not to go to the police.



	2. When did her symptoms start and has she ever had them before?

It would be important to clarify the time course of the symptoms and particularly the temporal relationship of the onset of the symptoms with the traumatic event described above. Typically the symptoms of PTSD would start between a few weeks to a few months after the traumatic event had occurred; usually within 6 months of the trauma. In order to fulfil the DSM-V criteria, they would need to have present for a period of 1 month+.

It would be important to clarify that she had not had these symptoms of anxiety associated with public transport and or low mood prior to the attack as this has important prognostic implications as we will explore later.

She reports that she has never had any problems like this before, was previously unconcerned about travelling alone. Everything was going well for her until this happened.


	3. What symptoms of depression does she have?

It would be important to explore:

Biological symptoms of depression such as initial insomnia, early morning waking, concentration problems, psychomotor agitation or retardation, appetite loss or weight loss, and whether she is avoiding contact with her partner because of loss of libido or because she wants to avoid exposure to sexual activity (which may serve as a trigger for symptoms). It would be particularly important to perform a risk assessment in this case as the patient scenario above mentions that she feels ‘she cannot go on’ hinting that she may have suicidal ideation. Later in the mental state examination we will explore this further.



· 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 3a: What would you look for to make a diagnosis of PTSD?

	To fulfil a diagnosis of PTSD as per DSM V, the following criteria would need to be fulfilled:
Criterion A (one required): The person was exposed to: death, threatened death, actual or threatened serious injury, or actual or threatened sexual violence, in the following way(s): 

· Direct exposure

· Witnessing the trauma

· Learning that a relative or close friend was exposed to a trauma

· Indirect exposure to aversive details of the trauma, usually in the course of professional duties (e.g., first responders, medics)
Criterion B (one required): The traumatic event is persistently re-experienced, in the following way(s):

Intrusive thoughts

· Nightmares

· Flashbacks

· Emotional distress after exposure to traumatic reminders

· Physical reactivity after exposure to traumatic reminders 
Criterion C (one required): Avoidance of trauma-related stimuli after the trauma, in the following way(s):

· Trauma-related thoughts or feelings

· Trauma-related reminders
Criterion D (two required): Negative thoughts or feelings that began or worsened after the trauma, in the following way(s):

· Inability to recall key features of the trauma

· Overly negative thoughts and assumptions about oneself or the world

· Exaggerated blame of self or others for causing the trauma

· Negative affect

· Decreased interest in activities

· Feeling isolated

· Difficulty experiencing positive affect

· Criterion E (two required): Trauma-related arousal and reactivity that began or worsened after the trauma, in the following way(s):

· Irritability or aggression

· Risky or destructive behaviour
· Hypervigilance

· Heightened startle reaction

· Difficulty concentrating

· Difficulty sleeping
Criterion F (required): Symptoms last for more than 1 month.

Criterion G (required): Symptoms create distress or functional impairment (e.g., social, occupational).

Criterion H (required): Symptoms are not due to medication, substance use, or other illness. 

Question 3b: How common is PTSD?

Kessler [1] found that 60.7% of men and 51.2% of women had experienced at least 1 traumatic event in their lifetime (sufficient to fulfil DSM-IV criteria). Rape is associated with the highest rate of PTSD in several studies (46% of rape victims in Kessler’s study). Kessler has shown that the risk of developing PTSD after a stressor is 8.1% for men and 20.4% for women. The lifetime prevalence is 7.8% overall; 10.4% for women and 5% for men.

Question 3c: How common are sexual offences?

Based on aggregated data from the ‘Crime Survey for England and Wales’ in 2009/10, 2010/11 and 2011/12, on average, 2.5 per cent of females and 0.4 per cent of males said that they had been a victim of a sexual offence (including attempts) in the previous 12 months. This represents around 473,000 adults being victims of sexual offences (around 404,000 females and 72,000 males) on average per year.  https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/214970/sexual-offending-overview-jan-2013.pdf
Question 3d: Why do you think PTSD is more common in women?

Women more frequently suffer from PTSD than men for reasons that are not entirely clear.
According to the US National Center for PTSD, it is postulated that
1. Women are more likely to experience sexual assault. 
2. Sexual assault is more likely to cause PTSD than many other events. 
3. Women may be more likely to blame themselves for trauma experiences than men.
Question 3e: What are the biological processes underpinning PTSD?

· This is an area of intense research interest at the current time. Some of the findings of interest that have reported in PTSD patients are:

Chronic Stress reaction: 

· Enhanced reactivity to minor stressors as evidenced by chronically enhanced secretion of adrenaline and noradrenaline to minor stressors

· Higher baseline heart rates and blood pressure, as well as an enhanced startle response on psycho-physiological testing

· Greater physiological reactivity to trauma cues than controls.

Neuro-endocrine: 

· Enhanced levels of corticotrophin releasing factor (CRF) in the cerebrospinal fluid

· Disruption of the HPA axis; the HPA appears to be ‘reset’ to produce large responses to future stressors

· Downregulation of 2 receptors which leads to enhanced locus coeruleus activity and increased noradrenaline

· Sensitisation of the serotonin system of the brain which leads to impaired discrimination between reward, punishment, novelty, and frustration non-reward. This results in the behavioural inhibition system being inappropriately activated by mild everyday activities

Imaging:

· Reduced volume of the hippocampus; perhaps due to damage by high levels of cortisol. This may explain the memory deficits seen in PTSD

Functional imaging:

· Heightened responsiveness of the amygdale (fear centre of the brain) to trauma or other anxiety cues.

· Reduced activity in the medial pre-frontal cortex; an area which plays a role in the inhibition and extinction of fear through inhibition of the amygdala’s function

Genetics:

·  Higher concordance rates among monozygotic than dizygotic twins.

· Increased prevalence of other psychiatric disorders (esp. anxiety) in relatives.
For more info see: Heim, C. and Nemeroff, C.B., 2009. Neurobiology of posttraumatic stress disorder. CNS Spectr, 14(1 Suppl 1), pp.13-24. 

Please note this scenario focuses on PTSD and students should read up on other anxiety disorders and their treatment 
· NICE Guidelines https://www.nice.org.uk/guidance/qs53
· Craske, Michelle G et al. Anxiety The Lancet , Volume 388 , Issue 10063 , 3048 - 3059 

http://dx.doi.org/10.1016/S0140-6736(16)30381-6


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:

Background History: She tells you that she grew up in Ghana until the age of 17. Her father and Uncle were prominent political activists and she remembers her father being away from home a great deal. Her mother and father often fought when she was a child, usually about money and about the fact that her father was away. 

She was an only child and did well at school regularly gaining top marks in her school exams. Her dream was always to work as a nurse and she came to the UK to train after leaving school.

She spent a great deal of time staying with her Aunt when she was a little girl. She remembers one particular incidence, which occurred when she was 8 years old. She was staying with her Aunt and in the middle of the night 2 armed men broke into their house and took her uncle out into the yard. She tried not to watch but could hear what the men were saying and doing. They threatened to kill her Uncle and beat him up to the point where he lost consciousness. Finally they left, but later they found out that the same men had killed two men in the same village that night. Since the rape she has found herself thinking a great deal about the events of that night; she has even had vivid recollections of the sound of the men beating her uncle and seeing the blood on the wall next to where he lay.

 This is important information in the history because it is well recognised that people who have a previous history of trauma (especially trauma involving physical or sexual abuse/violence) are more likely to develop PTSD after subsequent trauma in their lives. Her report of having a resurgence of flashbacks and intrusive memories triggered by the new trauma is typical of someone who has experienced multiple traumas.

Past Psychiatric History: She has no past psychiatric history.

Family History: Her mother suffered from depression after Abena’s birth but did not receive any formal treatment.

Relationship History: Abena has only had one relationship; with her current partner Panyin. They do not have sexual intercourse (because if their religious beliefs) but they previously enjoyed a physical relationship (kissing and touching each other) but since the attack Abena feels completely disconnected from Panyin, as if she doesn’t know him. She is unable to allow him to kiss her as it reminds her too much of the attack. They were intending to get married next year, but Abena is concerned that Panyin will no longer want her because she is ‘dirtied’.

Drug and Alcohol History: Abena was previously a social drinker but recently since she been off work she has started to buy 6 packs of Bacardi Breezers which she drinks in the afternoons. She reports that she usually drinks 4-5 over the course of the afternoon and evening. She reports that the she finds the alcohol reduces the flashbacks if she drinks enough. She feels deeply ashamed of her drinking as it is ‘not like her’.

The alcohol history is extremely important in this case as alcohol misuse and dependence is very commonly co-morbid diagnosis with PTSD and depression. For full details of how to take a detailed alcohol history, please see (link to Alcohol case). It would be important to enquire about previous drinking habits (longitudinal history), to get a full picture of her current drinking (cross-sectional history), and to look for evidence of a dependence syndrome.

Social History: Abena lives alone in nursing accommodation next to the hospital. Apart from Panyin she has good friends who live nearby. She has no other family in the UK. Abena is a Christian who attends an evangelical church 3 times a week. 

Question: What diagnoses will be in your mind before you examine the patient’s mental state?

Answer: It seems likely now that Abena may have developed Post Traumatic Stress Disorder and therefore one would want to make specific enquiry symptoms of PTSD which we have described above.

Co-morbidity is almost universal in PTSD, with the most common disorders being:

a) Harmful use of alcohol and/or alcohol dependence

b) Depression

c) Other anxiety disorders

Therefore in the mental state it will be important to look for specific features of these disorders as well as confirming your suspicions about her reaction to the rape.




Section 3. Patient examination

The next stage that the students will progress to is the patient examination, they will not be required to choose which examination to do but will be presented with all the examination results relevant to this scenario.

We have divided the examinations into 10 areas. If you have any examinations that do not fit into these categories please include it under “Other”

In the list below please fill in the relevant examination findings for each system. If you do not feel that examination of a particular system is relevant to this scenario please indicate by putting “Not Necessary” beside the appropriate examination. Please see the example scenario for information on the style of data that is required.

	Examination
	Examination results

	1. General examination
	Seems physically well. No stigmata of recent drug use. Smells slightly of alcohol. No stigmata of alcohol liver disease. No obvious bruises or injuries. 



	

	2. Cardiovascular system
	NA



	

	3. Gastrointestinal system
	NA



	

	4. Genitourinary system
	Not examined but you note that she has recently been examined at the local GUM clinic and at that time it was noted that she had some superficial bruises to her thighs and neck.



	

	5. Mental/psychiatric exam
	Appearance and Behaviour: Dressed in tracksuit and hooded top. She is kempt but appears to have lost weight recently. She has a slight smell of alcohol on her breath (consultation 9.30am). Tearful throughout the interview and seems very distressed when describing the attack. Poor eye contact with the interviewer.

Speech: Slow quiet speech, broken by sobs.

Mood: 

Subjectively: ‘I cannot go on like this; I feel completely broken’.

Objectively: Restricted range of affect observed during the interview. 

Reports: sleep disturbance in the form of early morning waking, loss of libido, and weight loss. Reports feeling tired and tearful all the time and finds it almost impossible to take any pleasure in previously enjoyable activities.

During the interview she becomes extremely anxious when discussing the attack. She starts to tremble and sweat and is unable to keep still.

Risk Assessment: She reports that she has been thinking about ending her life by taking an overdose of paracetamol but would not ‘have the guts’. She has no plans at the present time. She has a sense that she might die early anyway as a result of being ‘broken’ by the attack. 

Thoughts: 

Form: She has numerous intrusive distressing recollections of the rape during the interview, which at times seems to be extremely vivid.

Thought content:

1. Guilt: She feels extremely guilty about what happened and fears that it was her fault for striking up a conversation with this man. She feels guilty that she thought he was attractive when she first saw him.

2. Shame: She also wonders if she led him on by getting onto the same train compartment as him.

3. Low Self-esteem: She feels she has been ‘dirtied’ by the stack and no one will want to marry her.

Perceptions: She reports that she regularly has ‘flashbacks’ during which the trauma plays in her head ‘over and over…like a scene from a movie’.

Cognition: She has markedly impaired concentration during the interview and the questions often have to be repeated for her.

Insight: She acknowledges that she does have a problem but says ‘she only has herself to blame’. She has not heard of PTSD before. She wants treatment but is afraid that her employer may find out.



	

	6. Musculoskeletal system
	NA

	

	7. Nervous system
	NA

	

	8. Respiratory system
	NA

	

	9. Reticuloendothelial system
	NA

	

	10. Urinalysis
	Pregnancy test negative

	

	11. Other
	You get the blood results from her GUM clinic visit:

HIV 1 + 2 negative

Hepatitis B + C negative

HVS and urethral swab negative for STDs.


The students are usually asked to consider their answers to the questions introduced so far as individuals. They then come together as the group of 8 students to discuss their own views on the interpretation of the examination finding, the diagnosis and the investigations to be done. 

They are joined by the tutor who reviews their initial ideas on differential diagnosis, helps them with this discussion on examination findings and plans for investigations, and then gives them the results of the investigations as set out below.

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.

	Appearance and Behavior: Abena has recently lost weight which may be a result of the loss of appetite which is a common symptom of depression. The smell of alcohol on her breath for a 9.30am consultation either means that she has been drinking this morning or that she had a significant amount of alcohol the night before. The fact that she has no stigmata of alcohol dependence means that is likely to be a recent problem.

Speech: Her speech is typical of someone who has low mood. It is reduced in speed and volume. 

Mood: She describes her own mood as ‘numb’ and the examiner comments that she has a restricted range of affect which is commonly seen in PTSD. It is this feature of the disorder which can cause a great deal of difficulty in interpersonal relationships.

Abena also gives a typical history of depression with both biological and cognitive symptoms (such as guilt and low self esteem). Her idea that her life might be for-shortened is a commonly reported symptom of PTSD. The risk assessment indicates the presence of suicidal ideation but not of plans at the present time. The risk of suicide is increased in people with PTSD, particularly when there is co-morbid substance misuse and or depression, and therefore her risk assessment needs to repeat at regular intervals. Her anxiety when discussing the attack is typical of the hyper-arousal seen in PTSD and it is extremely distressing for patients.

Thoughts: Abena’s cognitions about the attack are very important, especially when it comes to thinking about treatment and therefore it is often useful to explore these ideas at an early stage. This will be discussed in more detail in the treatment section.

Perceptions: Re-experiencing of trauma can happen in a variety of ways, 3 of which Abena describes.

1) Recurrent distressing recollections of the event, including images, thoughts, or perceptions. Abena experiences there during the interview.
2) Recurrent distressing dreams of the event. Abena did not report dreams.

3) Acting or feeling as if the traumatic event were actually re-occurring. Abena reports classic ‘flashbacks’.

4) Intense psychological distress and physiological reactivity at exposure (either internal or external) which symbolise or resemble some aspect of the trauma. You will recall that when Abena tried to go back to the station, she became extremely distressed and had somatic symptoms of anxiety. She also becomes anxious when she thinks about sexual activity.
Cognitive exam: Persistent symptoms of increased arousal are typical of PTSD and can be experienced in a variety of ways:

· Difficulty falling or staying asleep

· Irritability

· Difficulty concentrating

· Hyper-vigilance

· Exaggerated startle response. For example some patients report that they ‘jump six feet’ when the doorbell rings. Others become very startled when they hear a car back-firing in the street, misinterpreting it as gunfire. This is also a good example of how patients with PTSD scan their environment selectively for cues or triggers which might signify impending danger.

Insight: People with PTSD and other reactions to trauma often present quite late with symptoms because they often don’t recognize how unwell they are, and sometimes their reticence about talking about the trauma deters them from seeking help. Guilt is another reason that people put off consulting; they are concerned that somehow the health-professional may think it is ‘their fault’ – the cultural context of the trauma is important here.



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 ‘n’ investigations would you do now, to have results available within the next two hours (choose from the list)?

2. 2. What would you consider the ‘n’ most important investigations on the list to be sent off at this 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.

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	
	Immediate

investigation
(Y)
	Later

investigation

(Y)

	10) Psychiatric investigations
	Risk Assessment 
	Y
	

	
	Take collaborative history from boyfriend
	Y
	


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) Immediate investigations

	Investigation 1
	

	Investigation category
	Psychiatric Investigation

	Investigation title
	Risk Assessment

	Explanation
	This patient tells you ‘she cannot go on’ which should alert to the possibility of suicidal ideation.

	Results
	You conduct a risk assessment and find that she has suicidal ideation but no plans to kill herself at the current time. She has no previous history of deliberate self-harm or suicide, and no family history of suicide.  She lives alone. You conclude her risk is medium and recommend her mental state is reviewed regularly with repeat assessments.

	

	Investigation 2
	

	Investigation category
	Psychiatric Investigation

	Investigation title
	Take collaborative history from the boyfriend about Abena’s alcohol intake and her symptoms of depression (with the patient’s permission)

	Explanation
	It is almost always useful to have a collaborative history in psychiatry as it provides important information what impact the symptoms are having on the patient and his or her family. It is also useful to get more information on the pattern of symptoms e.g. the time course.

	Results
	The boyfriend tells you that she has actually been drinking rather more than she has admitted in the past few weeks and seems hung-over almost every morning.

	


b) Later investigations

	Investigation 1
	

	Investigation category
	Psychiatric Investigation

	Investigation title
	Rating scales

	Explanation
	As this patient is quite unwell and will be needing treatment it is quite useful to have a baseline of scores which can then be used to assess treatment response. In this case most useful would be things like the Beck Depression Inventory (BDI), the Beck Anxiety Inventory (BAI) and the Brief Symptom Inventory (BSI). A specific measure for PTSD would be the PSS-SR (Post Traumatic Stress Disorder Symptom Scale – Self Report). 

	Results
	She scores 46 on the BDI (Normal range 0-9), 32 on the BAI (Normal range 0-9), and fulfils diagnostic criteria for PTSD on the PSS-SR.

	


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
	Post Traumatic Stress Disorder

	Explanation
	She has a classic picture of PTSD.



	Correct (Y/N)
	Y

	

	Diagnosis option 2
	Depression

	Explanation
	She fulfils diagnostic criteria for depression as well as PTSD.



	Correct (Y/N)
	Y

	

	Diagnosis option 3
	Acute Stress Reaction

	Explanation
	Her symptoms are not typical of this and the time frame is wrong as this diagnosis applies to the first hours and 3-4 days after a trauma.

	Correct (Y/N)
	N

	

	Diagnosis option 4
	Adjustment Disorder

	Explanation
	The severe nature of the stressor does not fit with an adjustment disorder.


	Diagnosis option 1
	N

	

	Diagnosis option 5
	Agoraphobia

	Explanation
	Although the description she give of having symptoms of panic and fearful on leaving the house and trying to use public transport are typical of agoraphobia, these symptoms are due to fear of being re-exposed to the trauma and therefore are part of PTSD.

	Correct (Y/N)
	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.

	The GP decides that the likely diagnosis is Post Traumatic Stress Disorder.

Abena wants to be referred for some form of talking therapy and so her GP decides to refer her for Cognitive Behaviour Therapy. (Trauma-focused CBT has the best evidence base according the NICE guidelines).
As the patient’s boyfriend is happy to stay with her at home for the next few weeks and she denies current suicidal plans, she is allowed home. As Abena also has evidence of depression, the GP decides to start her on a Paroxetine. He warns her about side effects to expect in the first 24-72 hours such as nausea, difficulty sleeping, and transient worsening of her anxiety/agitation.  She is warned about the risk of a discontinuation syndrome and is told not to stop the medication suddenly. (Note if the diagnosis were PTSD alone, treatment with an SSRI would not be indicated).
She is given some structured advice from her GP about the importance of cutting back on her drinking and she is told to keep a drink diary which the GP agrees to review.


1. Are there any other common side effects of Paroxetine that the GP should have mentioned? 

One of the most common side-effects of SSRIs which is rarely mentioned to patients but a significant cause of non-compliance is sexual side effects. In men, SSRIs cause difficulty getting and sustaining an erection, and delayed or absent orgasm. In women, SSRIs cause a decrease in libido, reduced sexual responsiveness, and delayed or often absent orgasm. Typically when people are very unwell this is often not perceived as a problem because they are not having sex anyway. When people begin to recover and start having sex again, it is common reason for stopping SSRIs. All of the different drugs are equally bad offenders, although Paroxetine is perhaps the worst in this regard. Some people report that the effect lessens slightly over time, whilst others find it is a persistent problem whilst they are on the drugs.
The evidence base for drug treatments in PTSD is very limited. There is evidence of clinically significant benefits for mirtazapine, amitriptyline and phenelzine. (Dietary guidance is required with phenelzine.) For paroxetine there were statistically but not clinically significant benefits on the main outcome variables. Nevertheless this drug has also been included in the list of recommended drugs. This is the only drug in the list of recommendations with a current UK product licence for PTSD.

Drug treatments for PTSD should not be used as a routine first-line treatment for adults (in general use or by specialist mental health professionals) in preference to a trauma-focused psychological therapy.

2. What are the main principles of treating PTSD with a CBT approach? 

Trauma-focused CBT is now accepted as the most effective treatment for PTSD and is recommended as first line by NICE. Broad principles of the treatment are:

1. Education – which can start in primary care. This would involve teaching Abena about the symptoms of PTSD and normalizing her reactions to the trauma. The necessity of confronting the memory of the traumatic event should be emphasized early on (again by the GP). It is also useful to point out the patient early on that they are likely to be indulging in various cognitive strategies and behaviors which are inadvertently maintaining the problem; for example; safety behaviors, avoidance, and selective attention to threat cues. Safety behaviors are actions which the individual takes to prevent or minimize anticipated future potential catastrophes.  For example in Abena’s case, she decided that she could only leave during daylight in case she was attacked again. Her belief was that she only remained safe because she was in daylight. An example of selective attention would be that Abena was especially vigilant when she saw men in the street and watched their movements closely. Avoidance in PTSD takes the form of trying not to think about the event or active attempts at thought suppression; this effort paradoxically causes an increase in intrusive recollections in most people.

2. Self-monitoring – common to other types of CBT, the patient would be encouraged to keep a diary of all the intrusive thoughts, noises or images that she is having so that she can get used to noticing what triggered the re-experiencing.

3. Exposure – which can take 2 forms.1) Imaginal exposure during which the patient is asked to relive the traumatic event including the feelings at the time. This can repeated until the reliving no longer provokes feelings of distress. 2) In vivo exposure involves the patient confronting various situations which the patient has been avoiding because they remind them of the trauma – for example in Abena’s case this might involve going back to the station, traveling on the train etc. 

By doing exposure, patients are taught to realize that exposure does not lead to the feared outcome. For example – many patients believe that if they think about the trauma it will send them mad and they will loose control; this corrects their dysfunctional beliefs about the danger on the world and the meaning of PTSD symptoms in general. Another benefit if repeatedly reliving and re-appraising the event is that it facilitates the creation of a more organized and settled memory of the trauma and in doing so the patient is helped to recognize that the intrusive thoughts and images are memories and not something happening right now, however vivid they might be.

4. The cognitive component is also crucial and is known as Cognitive Restructuring. Evidence suggests that this works well even on its own. In therapy through discussion of the worst bits of the trauma and its meaning you help the patient to first identify and then begin to modify their excessively negative appraisals of the traumatic event and its sequelae. Methods would include discussion of the evidence for and against the beliefs, identification of thinking errors, challenging the appraisals with behavioral experiments, and imagery modification. 

Here are a couple of examples from Abena’s case:

During therapy, Abena was able to identify a number of repetitive negative thoughts that she had about the trauma:

‘It was my fault it happened; I led him on’  

Evidence for this:

She was first encouraged to suggest the evidence for this:

· She had started talking to him.

· She had thought he was quite attractive and interesting.

…….and the evidence against this:

· She did not want to have sex with him; she just wanted to have a conversation with him

· He forced her to have sex with him at knife-point

· He threatened to kill her which would not have been necessary if she had been a willing partner.

She also came up with ‘I am permanently broken; no-one will ever want me again’.

With this thought Abena was encouraged again to look for the evidence for and against. It was also helpful for the therapist to point out to her the errors in her thinking. In describing herself as ‘broken’ Abena is demonstrating what is known as ‘all-or-nothing’ thinking. There is nothing in between; she is either broken or not broken. She is also making the error of ‘jumping to conclusions’; as she assumes that because she feels dirtied and broken after the rape that others will also see her that way. She is also using the thinking error of ‘over-generalisation’; assuming that everyone in the world will reject her; that everyone will feel the same.
In CBT it would be important to challenge some of these beliefs and a therapist might do this by assisting Abena to conduct a small experiment. For example she might want to test out with a survey how many of her close friends feel she is ‘broken’ or ‘dirtied’. She might want to make some predictions about what her partner thought about her, and then test out her predictions with him.

3. Do you know of any other evidence-based treatments for PTSD?

One treatment which has received a great deal of media interest and has an emerging evidence base is Eye Movement Desensitisation Re-processing (EMDR). NICE recommend EMDR as a treatment for people who have had PTSD symptoms for more than 3 months. During EMDR the patient is instructed to focus on a trauma-related image and associated cognitions and sensations whilst visually tracking the therapist’s fingers as they move back and forth in front of the patient’s eyes. After a set of 24 movements the thoughts and feelings hat the exercise evoked are discussed with the therapist. Coping statements are also introduced whilst the scene is being imagined. How EMDR works is poorly understood; some argue that the process works at some neuronal level and assists the brain to lay down safe and un-traumatic memories of the trauma by linking the two hemispheres of the brain together; others have suggested that the active ingredient is talking to the therapist and that the eye movements themselves are optional. There is a large overlap between EMDR and trauma-focused CBT in that they both focus on the traumatic memory and its meanings and research supports that the eye movements are not a necessary component of successful treatment. For more information, please see: http://www.emdr.com.

Section 7. Scenario review 

Question 1: People vary in their vulnerability to develop PTSD after a stressor. What vulnerability factors does this patient have?

Answer: This patient has several risk factors for PTSD; her personal risk factors are shown in italics below.

Personal factors which increase the risk of developing PTSD:

· Women are at greater risk than men 

· Belonging to an ethnic minority 

· Previous traumatic experiences particularly in childhood, especially physical or sexual abuse 

· Childhood separation from parents [2]
Other personal risk factors include:

· A personal or family history of previous psychiatric disorders 

· Family instability 
· Low intelligence 
· Low self esteem 
· Perceived External locus of control 
· Pre-existing negative beliefs about self and world 
Factors to do with the trauma:

Traumas which are most likely to lead to PTSD are:

· Grotesque

· Involve intentional harm by another person and or physical violence

· Prolonged 

· Repeated

· That involve harm to children

· Some reports suggest that a history of losing consciousness during the attack is protective whilst others seem to suggest the opposite.

· Emotional numbing during the trauma is predictive of later developing PTSD                         
Psychological factors which increase the risk of developing PTSD:

All of the following psychological variables may influence how a person perceives a trauma:

· Perceived threat to life

· Perceived lack of control

· Causal attributions

· Perceived threat to one’s own sense of autonomy

· Guilt

· Anger

· Shame
· Dissociation/numbing

We can now see why rape is such a powerful cause of PTSD. Abena’s feeling of shame, guilt, and the sense that it was on some way her fault are typical after rape, and may well be accentuated by her cultural identity. It is always important to consider the trauma in the broader context of the person’s cultural life. Whilst rape is undeniably traumatic for all women, in some cultures the ramifications of rape in terms of that woman’s acceptability/eligibility for marriage may have wider range implications, and may affect the way that woman feels about the trauma. As we will see in the next section, the response of those around you is critically important in determining how well you recover.

As Kroll says in a useful editorial ‘The context in which the trauma occurs, the age and stage of life of the traumatized person, the associated losses of family and cultural coherence, characteristics of the person prior to the trauma, the conditions of life after the traumatic encounter and the symbolic and moral meanings attached to the traumatic event all affect the expression and experience of posttraumatic stress responses. (Kroll, J. Posttraumatic Symptoms and the Complexity of Responses to Trauma; JAMA August 6 2003, Vol 290 ( 667-670)

Question 2: People vary in how well they respond to treatment for PTSD? What factors are a) positive b) negative for this patient recovery?

Recovery is facilitated by:

· Good social support

· The absence of negative responses after the event

· The absence of further trauma or stressors – e.g. litigation, financial difficulties, ill-health.
Recovery is made less likely if:

· People generate global negative beliefs as a result of their trauma for example ‘Nowhere is safe’.

· If people interpret their initial PTSD symptoms as a sign that they are ‘going mad’ or ‘loosing control’.

· Avoid talking or thinking about the event

· Denial

· Thought suppression

Abena has good social support from her boyfriend but has few family members in the UK who she could speak to. She is in employment and has no financial difficulties. She interprets her PTSD symptoms as ‘being broken’ which may be an important belief to work on in treatment, as it has the flavour of a belief which is negative and permanent. Her avoidance of discussing it is classic of PTSD, but confers a less good prognosis.

Question 3: There are reports in the literature about people developing PTSD after watching the collapse of the World Trade Center on television. Why doesn’t everyone who watched the towers fall on TV have PTSD?
The above information about risk factors gives us some idea. Please discuss further with your tutor and if interested see:

Psychological Reactions to Terrorist Attacks: Findings from the National Study of Americans’ Reactions to September the 11th. Schlenger, W, et al. JAMA August 7th, 2002 , Volume 288 (5), 581-588.

Section 8. Scenario development

Question: After 2 weeks taking the SSRI she comes back to see you and says she is feeling slightly better although she reports she is still drinking most evenings and has been quite irritable with her boyfriend. She tells me that she wants to return to work and she doesn’t want her bosses at the hospital to know what happened or that she is receiving treatment. She asks you to write down that she has had a chest infection on the sick note.

What do you do?

Answer:  There is no easy answer to this question and to a certain extent it will depend on the individual circumstances of the patient. Some broad principles should guide you:

In this situation by far the best solution is that Abena can be encouraged to tell someone at her employing hospital that she is unwell and has been receiving treatment.

 This is important for a number of reasons:

1) Her employer can then tailor Abena’s work appropriately while she is recovering and make sure that Abena has a reduced workload and has time off for example for therapy appointments.

2) There may be certain situations which Abena will find particularly difficult which her employer can help her to manage (for example looking after violent patients or victims of violence or rape).

3) Her employer can act as an important support and monitor of Abena’s progress and can provide feedback to the team looking after Abena, which may be particularly important if Abena’s depression worsens.

4) By encouraging a culture of openness, the stigma of mental health problems in medical professionals can gradually be reduced.

You would need to explore what Abena’s fear about disclosing the information. It may be for example that she fears that she will lose her job and in this case you will be able to help her test out some of these beliefs and offer reassurance. 

You aim would be to guide Abena to tell:
1) Her direct line manager (sister in A+E)

2) And Occupational Health at the hospital that she works in; OM will be a position to provide ongoing assessments of Abena’s well-being and performance at work, as well as guiding her employers about best ways to help whilst Abena is recovering.

If Abena were adamant that she did not want to disclose this information, you would have a difficult decision to make. You would need to balance your duty of confidentiality to Abena as your patient against your duty of care to the patients that she would be looking after in A+E.
 If you felt that by allowing Abena to return to work without her employer’s knowledge about the nature of her condition could put other patient’s well-being at risk, then you would have no choice but to consider disclosing this information.
 In this situation you would want to seek advice from a senior colleague within your own department/practice and also you might want to speak to the Medical Defence Union (http://www.the-mdu.com) or have a look at the GMC website to remind yourself about the Duties of a Doctor. http://www.gmc-uk.org/. As with any other disclosure, before you speak to anyone you should make Abena and her partner fully aware of what you intend to disclose and your reasons for doing so. It may be that you can reach some compromise together whereby she agrees to take some further time off work until she is feeling better.
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