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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
	neurotransmitter pathways (especially dopamine) 

Structure of the neuron
Brain regions implicated in psychosis

	
	Histology/histopathology
	Neuronal development (e.g. in mesial temporal cortex).

early cannabis misuse to onset of schizophrenia

	
	Immunology
	Recognition of the association between psychosis and immune system

	
	Microbiology
	Appreciation of the role of infection as a risk factor for a mental disorder, such as viral infection in-utero 

	
	Physiology
	Synaptic transmission; Pharmacology of synaptic blockade (e.g. antipsychotic)

	
	Genetics
	Genetics of mental disorders

	
	Biochemistry
	Neurotransmitter production, transport and release

	
	Other: Psychology
	Life events in relation to onset and relapse of schizophrenia.  

Concept of “expressed emotion” in relation to relapse.

	
	
	

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

	
	Symptoms
	First-rank symptoms of schizophrenia. Positive and negative psychotic symptoms

	
	Signs
	Mental state examination: hallucinations, delusions, negative symptoms (e.g apathy)

	
	Investigations
	Investigations to exclude physical/organic causes of mental disturbance. Investigations prior to initiating antipsychotic treatment.

	
	Management
	Antipsychotics; cognitive-behaviour therapy; psychosocial family therapy
Application of the mental capacity act and mental health act; compulsory treatment.

	
	Prognosis and outcome
	Schizophrenia

	
	Other
	Rehabilitation; finances, benefits

	
	
	

	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 mental disorders (schizophrenia 1%; depression 10%) and of mental symptoms (depressive symptoms 25%).  

Age of onset and sex differential.

High all-cause standardized mortality ratio in schizophrenia

	
	Issues of access to health care
	Gender bias in diagnosis; racial bias in diagnosis

	
	Complementary medicine
	

	
	Health care systems
	Community mental health teams; multidisciplinary teams. 

Care programme approach (CPA)

	
	Resource management
	Mental disorders receive disproportionately low resources 

	
	Health education
	Early recognition of onset; early detection of relapse; self management programmes

	
	Environmental, economic, political influences (both local and global) on the evolution of this condition
	Schizophrenia 1% prevalence world-wide; but better prognosis in developing countries.



	
	This condition in other societies
	See above.  

	
	Other
	

	
	
	

	4. Skills
Practical and communication skills related to this scenario

	
	Communication
	Interview skills: establishing rapport, patient centred,  non judgemental, appropriate use of open and closed questions; explaining; negotiating

	
	Aspects of history taking
	Sensitively approaching difficult topics (drugs, sex, suicide)

	
	Aspects of clinical examination
	Appropriate to establish/eliminate physical causes

	
	Team working 
	Primary care, in patient and & community mental health teams

	
	Other
	

	
	
	

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

	
	Responsibilities and boundaries of a doctor
	Patient’s refusal of treatment; legal powers (MCA and MHA).  Awareness of stigma.

	
	Values, impact of personal values on behaviour
	Belief that mental disorders “don’t exist” or are agents of social control

	
	Other ethical issues
	Confidentiality; autonomy

	
	Legal issues
	Mental Capacity Act and Mental Health Act 

	
	Clinical governance
	Recording of information; safe sharing of information; confidentiality

	
	Other
	

	
	
	

	
	
	

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

	
	Normal development and ageing
	Neurodevelopmental theories of schizophrenia.  

	
	What does this condition mean for this patient and her/his family?
	carers’ burden
Disability adjusted life-years (DALYs) to the patient

	
	Coping with illness and treatment
	Stigma of mental disorder; poverty; suicide risk, impaired access to medical care, increased risk of physical health disorder

	
	Lifestyle, behaviour and health
	Drugs and alcohol.  Increased standardized mortality ratio in mental disorder (especially schizophrenia); risk of suicide

	
	Other
	


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.

	BMJ Best Practice. Assessment of Psychosis (2016) by Karen Graham and Diana Perkins 


	Shorter Oxford Textbook of Psychiatry Paperback (2012) by Philip Cowen , Paul Harrison and Tom Burns 


	Psychiatry: Breaking the Ice Introductions, Common Tasks, Emergencies for Trainees (2015)
by Sarah Stringer , Juliet Hurn and Anna M. Burnside 


	Psychiatry PRN: Principles, Reality, Next Steps Paperback (2009) by Sarah Stringer , Laurence Church , Susan Davison and Maurice Lipsedge


	The Maudsley Prescribing Guidelines in Psychiatry 12E Paperback (2015) by David Taylor, Carol Paton and Shitij Kapur



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.

	NICE clinical guidance on psychosis and schizophrenia:

Psychosis and schizophrenia in adults: prevention and management. Clinical guideline [CG178] Published 2014
https://www.nice.org.uk/guidance/cg178/resources/psychosis-and-schizophrenia-in-adults-prevention-and-management-pdf-35109758952133

	Systematic review of evidence base of available treatments:

Barry SJ, Gaughan TM, Hunter R. Schizophrenia. Systematic review 1007. BMJ Clinical Evidence.

 http://clinicalevidence.bmj.com/x/systematic-review/1007/overview.html. 2012 June. 

	Use of neuroimaging in first episode psychosis:
https://www.nice.org.uk/guidance/ta136


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.

	Clive is a 17-year old student studying for his A-Levels at his local college.  He lives at home with his parents and younger brother, Pete, and the family have been registered with their general practitioner for about eight years.  He has no previous medical history. Clive experimented with cannabis around the time of his GCSEs, but gave up after being threatened with exclusion from school.  His dad, Joe, has a history of depression and his use of alcohol has increased lately leading to problems at his work.

Clive’s mother attends the surgery and tells the GP he is very worried about him.  He passed his GCSE exams, however, he has struggled since starting his A-levels and increasingly misses classes and has failed all his coursework assignments.  He stays in his room where his light is on day and night, and he can be heard arguing with someone.  Even his few close friends have stopped visiting and they don’t want to talk when his mother tries to call them.  The GP agrees to visit his later that day.  

Clive lets the GP into his room after a lot of hesitation during which. He appears to be arguing with someone in the room.  He is alone, and his room is littered with shreds of newspaper on which are written formulae and notes, heavily underlined.  All the lights are on but it is gloomy because the windows are covered with cooking foil; there is more foil over the computer and taped to the walls and ceiling.   Clive backs away from the GP and seems to be aware of another presence in the room.  In answer to the GP’s questions, he says the foil is necessary to prevent people at the School watching him. He can hear them discussing him at School several miles away.  He stopped attending classes because all the students knew his thoughts, and sometimes they would steal his ideas straight out of his head.  When he tries to sleep he feels them touching him and moving his body.  He is afraid that if he leaves his room they will steal his notes.  He believes the workmen digging up the road outside his home are spying on his and he has to keep away from them.

He does not want to harm anyone and believes that if he stays in his room the people he fears will go away.  He is suspicious that the GP has been sent from the School to steal his ideas, and says that he had been told to expect someone.


	Question: 1. Give three most likely causes to explain this behaviour in a 17 year old male school student

	1.  A primary psychiatric disorder: Schizophrenia could be considered if psychotic symptoms were present for at least one month in the absence of an organic or drug induced cause.  Symptoms may last for less than a month in some causes of non-organic psychosis.

	2. A drug induced psychosis: Clive’s bizarre behaviour, hallucinations and abnormal beliefs and paranoid beliefs could raise the possibility of illicit drug misuse.  Misuse of a range of psychoactive drugs, such as cannabis, can produce psychotic symptoms

	3.  An organic aetiology: In a patient presenting with psychosis for the first time,  an organic cause should always be considered, such as epilepsy, a brain tumour or encephalitis.


	Question: 2.  What three actions should Clive’s GP perform when He gets to his home?

	1.  Assess for presence of organic disease (from a history and physical exam) 

	2.  Perform a mental state exam and risk assessment

	3.  Find out as much as he can from Clive’s parents and brother (collateral history)


	Question: 3.  What are the major aetiological factors in schizophrenia, and how do they relate to Clive’s symptoms?

	Long explanation:

The aetiology and pathogenesis of schizophrenia are not entirely understood.  Three major groups of factors relevant to aetiology can be delineated and each of these has many components: 

· There are several neurobiological factors implicated in schizophrenia:
I. Aberrant neurotransmission is thought to play a critical role in schizophrenia. The dopamine theory is currently the predominant theory to explain the aetiology of schizophrenia. Over activity of the dopaminergic meso-limbic pathway has been associated with the positive features of schizophrenia, such as hallucinations and delusions. The ability of antipsychotic drugs to reduce these symptoms by “blocking” dopamine transmission, suggest dopamine is strongly implicated. However, schizophrenia cannot be exclusively explained by this theory as “negative” symptoms (such as avolition and social withdrawal) respond poorly to most antipsychotics and appear to be more associated with underactivity of the meso-cortical dopaminergic pathway.  

II. Intrauterine development and parturition are also associated with schizophrenia. Increased rates of schizophrenia have been associated with maternal viral infections in pregnancy, season of birth, and preterm or prolonged labour. 
III. Genetic factors are also thought to be important and studies have found the heritability of schizophrenia to be around 80%. The lifetime risk in general population is around 1%, but in siblings of patients with schizophrenia it is 9%, the offspring of a patient it is 13%, and in a monozygotic twin it is 48% (Gottesman 1991). 

· Purported psychological factors include abnormalities in processing sensory information, such as separating signal from background noise, misattributing the importance (or “salience”) of information and manipulating abstract information.

· Social factors include the higher rates of schizophrenia in lower socioeconomic groups (there have been several hypotheses to explain this, including the “social drift” theory) and in migrant groups.

 

	


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 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:

The GP decides to perform a mental health act assessment with members of the local community mental health team.  Two members of the team arrive, a psychiatrist and a social worker, but Clive is very reluctant to allow them in.  After negotiation with his parents, Clive agrees to be seen and the psychiatrist agrees with the GP that Clive is likely to be suffering from an acute psychotic episode.  Together with the mental health specialists, his GP explains that his experiences are due to an illness, and that there are ways his distressing symptoms can be helped, such as with medication.  The GP also mentions that admission to hospital might be necessary to allow for a more detailed assessment, establish treatment and ensure that Clive is safe.

Clive is not happy to take medication but his parents want to look after him at home if possible.  After some encouragement, Clive agrees to take prescribed medication if he can remain at home with his family.  His parents are prepared to ensure he takes any medication prescribed, but they ask for regular visits from the mental health team and an emergency contact number they can call at any time.  His GP is unsure whether this is a good idea in view of Clive’s psychotic mental state, and he discusses his concerns with the mental health workers.


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
	Question: 4.  Should the GP proceed to detain Clive under the mental health act and arrange his admission to hospital?

	The mental health act (1983) allows a patient with a mental disorder to be admitted compulsorily to hospital for assessment and/or treatment:

- in the interests of the patient’s health;

- in the interests of the patient’s safety;

- in the interests of the health or safety of others.

Importantly, all other options should be considered and admission must be the ‘least restrictive option’.

The provisions available to a doctor in the community are:

- section 2 (admission for assessment, for a maximum of 28 days);

- section 3 (admission for treatment of a recognized disorder, for up to six months initially);

- section 4 (urgent admission, for up to 72 hours).

In emergencies, the police have the power to detain patients to a ‘place of safety’ using: 
- section 135 (when the person is in a private premise e.g. their home)

- section 136 (when the person is in public place e.g. park or street)

While section 2 may be appropriate, there is little evidence that Clive’s health or safety, or those of his family, are at immediate risk.  In addition, the fact that Clive is willing to accept treatment at home and his family are prepared to monitor him would make compulsory admission undesirable at this stage.  Agreement of the patient’s nearest relative (this is not necessarily the same as “next of kin”) would be required if admission under section 3 were contemplated. 
References
Mental Health Act -  Code of practice (2015). Department of Health


	Question: 5. What medication should be prescribed at this stage?  And where would the GP find guidance on initial treatment?

	Patients with first episode psychosis should be offered the following treatment:

· Psychological therapy
· Antipsychotic medication
The choice of antipsychotic medication should consider both clinician and patient preferences.
With the exception of clozapine, there is no a substantial difference in the effectiveness of  antipsychotics, however their side effect profile vary markedly.

Important considerations when selecting an antipsychotic include potential metabolic (including weight gain and diabetes), extrapyramidal (including parkinsonism, akathisia, tardive dyskinesia and acute dystonia),  cardiovascular (including prolonged QT interval) and hormonal (including hyperprolactinaemia) side effects.
Oral antipsychotic medication are often used in first episode psychosis, however, long-acting injectable antipsychotic medications, also known as “depot medication”, can also be considered. Atypical antipsychotics (sometimes known as second generation antipsychotics) should be used first line due to the reduced risk of extrapyramidal side effects. Common atypical antipsychotics include aripiprazole, risperidone, olanzapine and quetiapine, however, other options are available.
Procyclidine, and other antimuscarinic drugs, can be used to counter the extra-pyramidal side effects of antipsychotics, such as a parkinsonism and dystonia, by reducing central cholinergic activity in the motor system.  These drugs, especially procyclidine, can cause euphoric experiences and therefore have abuse potential. Furthermore, they can potentially worsen certain extra-pyramidal side effects, such as tardive dyskinesia.  Therefore, they should always be prescribed with caution and where clearly indicated. 


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
	Appears gaunt; clothes stained and baggy. Apyrexial. Skin pink and warm; some loss of tissue turgor.no rash, no tremour

	2. Cardiovascular system
	90 bpm.  BP 115/70 standing.  Nil else detected. Normal heart sounds. Normal capillary refill. Pulse regular and normal volume.

	3. Gastrointestinal system
	Weight loss. No icterus of sclera. No organomegaly. Abdomen soft and non tender. No clubbing. Mucous membranes slightly dry.

	4. Genitourinary system
	NAD

	5. Mental/psychiatric exam
	Appearance& behaviour: Poor self-care (unkempt and malodourous), loose clothing. Avoiding eye contact. Standing throughout the interview and restless, suspicious demeanour. Difficult to establish rapport.
Mood: subjectively “worried”, objectively dysphoric; negative cognitions (pessimistic about chances of improvement in the future)
Affect: flat 
Speech: Nil spontaneous.  Paucity of speech with increased latency

Thoughts: form: disorganised (tangential). Content: mood incongruent persecutory delusions (thoughts that the school plan to steel his ideas) and thought interference (thought broadcast)
Perception: Second and third person (extracampine) auditory hallucinations.  Possible somatic hallucinations and passivity phenomena. Appears distracted and intermittently responding to internal stimuli.
Cognition: Alert. GCS 15/15. Orientated in time, place and person.  Declined formal cognitive assessment.
Insight: absent regarding the presence of mental disorder. Attributes his experiences to actions of a malign agent.

Risk Assessment: Denies any suicidal ideation or thoughts of self-harm. Denies any homicidal ideation or thoughts of harming other, however, wants to stay in room as fears he might lose his temper with the people who are “torturing” him.

	6. Musculoskeletal system
	NAD

	7. Nervous system
	Pupils equal and reactive. Cranial nerves normal. Fundoscopy declined.

Normal sensation, power and tone in all limbs. Normal coordination. Reflexes not performed.

	8. Respiratory system
	NAD

	10. Urinalysis
	NAD

	11. Other
	


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.

	General appearance:  

· Features consistent with physical appearance of self neglect (dehydration, malodourous, malkempt)
Mental state:  

· positive psychotic symptoms (hallucinations, thought disorder, delusions, absent insight) consistent with acute psychotic episode

· Importance of assessing for objective evidence suggestive of psychosis (responding to internal stimuli)

· Some depressive symptoms present, however these are likely to be secondary to the psychotic symptoms

Neurology:
· Importance of assessing for any localised or widespread findings suggestive of an underlying neurological disease (e.g. space occupying lesion, encephalitis) 
Features consistent with elevated arousal levels (increased HR, restless) which care common in distressed patients 
· Assessment for any systemic features suggestive of an organic disease (evidence of delirium, fever, rash)



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 on the list would you consider arranging?

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 now and later from the list below. Please put a “Y” in the “include” column if you wish this option to be available as a choice for the students to choose from. Please tick the appropriate options from the column labelled “Immediate investigation” and those from the column “Later investigation”.

(Investigations recommended are adapted from the article: BMJ Best Practice. Assessment of Psychosis (2016) by Karen Graham and Diana Perkins)
	 
	 
	include
	immediate
	delayed
	comments

	1) Haematology
	 
	
	
	
	 

	 
	Full Blood Picture
	
	y
	
	

	 
	ESR
	
	
	(Y)
	Consider if a patient has symptoms of autoimmunity

	 
	Coagulation Studies
	
	
	(Y)
	Consider if patient is on anticoagulation or if bruises/bleeding excessively

	 
	 
	
	
	
	 

	2) Clinical biochemistry
	 
	
	
	
	 

	 
	Electrolytes, urea, creatinine
	
	y
	
	baseline renal function

	 
	Liver function tests
	
	y
	
	baseline liver function. Include GGT if suspicion of excess alcohol use

	 
	Calcium, phosphate, alkaline phosphatase
	
	y
	
	deranged electrolytes can cause psychosis

	
	Glucose
	
	y
	
	deranged glucose can cause psychosis

	 
	C reactive protein
	
	y
	
	 non specific marker of inflammation

	 
	Creatine kinase
	
	y
	
	 non specific marker of NMS. Useful to get a baseline prior to initiating antipsychotic

	 
	Troponin
	y
	
	
	 

	 
	D-dimers
	
	
	
	 

	 
	Thyroid function tests
	
	y
	
	rule out thyroid dysfunction which can manifest as mood/psychotic symptoms

	
	Thiamine(B1), Folate (B9), B12, Vitamin D
	
	y
	
	Deficiency of these vitamins have been associated with psychosis

	 
	Arterial blood gases
	y
	
	
	 

	 
	 
	
	
	
	 

	3) Microbiology
	 
	
	
	
	 

	 
	Sputum culture
	y
	
	
	 

	 
	Blood culture
	
	
	(y)
	 Consider if organic cause suspected

	 
	mid stream urine
	
	
	(y)
	 Consider if organic cause suspected

	 
	Viral screen
	
	y
	
	Viral infections, such as HIV, HSC and EBV have been associated with psychosis. Refer to local guidelines regarding routine testing for blood born viruses

	
	Bacterial Screen
	
	y
	
	Bacterial infections, such as TB and syphilis have been associated with psychosis. 

	 
	Pneumococcal antigen in urine
	
	
	
	 

	 
	Sputum for acid fast bacilli
	
	
	
	 

	 
	 
	
	
	
	 

	4) Histopathology
	 
	
	
	
	 

	 
	Cytology
	y
	
	
	 

	 
	Histology
	
	
	
	 

	 
	 
	
	
	
	 

	5) Immunology
	 
	
	
	
	 

	 
	Mycoplasma, legionella, chlamydia antibody titres
	
	
	
	 

	 
	Neuronal autoantibodies
	
	
	(y)
	These include Anti- NMDA Receptor antibodies (not currently part of NICE Clinical Guidance, however increasingly tested routinely in patients with first episode psychosis.)

	 
	Anti-nuclear antibody
	
	
	(y)
	Consider if systemic inflammatory disorder (e.g. lupus) suspected

	 
	Anti-neutrophil cytoplasmic antibody
	y
	
	
	 

	 
	Anti glomerular basement membrane antibody
	
	
	
	 

	 
	 
	
	
	
	 

	6) Drug monitoring 
	 
	
	
	
	 

	 
	Phenytoin level
	
	
	
	 

	 
	Antibiotic levels
	
	
	
	 

	 
	Theophylline level
	
	
	
	 

	 
	Digoxin level
	
	
	
	 

	 
	 
	
	
	
	 

	7) Imaging
	 
	
	
	
	 

	 
	Chest X-ray
	
	
	(y)
	 Consider if organic cause suspected

	 
	Other plain X-rays by site
	
	
	
	 

	 
	Contrast studies (barium meal, enema, IVU)
	
	
	
	 

	 
	CT chest
	
	
	
	 

	 
	CT by anatomical site
	
	
	y(head)
	Consider if MRI unavailable.


	 
	CT chest (high resolution)
	
	
	
	 

	 
	CT chest (spiral)
	
	
	
	 

	 
	MRI by anatomical site
	
	
	y (head)
	Not currently part of NICE Clinical Guidance unless there is a suspicion of an organic cause, however increasingly tested routinely in patients with first episode psychosis.

	 
	Ultrasound by anatomical site
	
	
	
	 

	 
	PET scan
	y
	
	
	 

	 
	Ventilation/perfusion lung scan
	
	
	
	 

	 
	Thyroid scan
	y
	
	
	 

	 
	Bone scan
	y
	
	
	 

	 
	 
	
	
	
	 

	8) Cardiological investigations
	 
	
	
	
	 

	 
	Echocardiogram
	y
	
	
	 

	 
	24 hour ECG
	
	
	
	 

	 
	ECG
	
	y
	
	baseline ECG to ensure QTc interval is normal and there are no other conduction abnormalities

	 
	Treadmill exercise test
	
	
	
	 

	 
	 
	
	
	
	 

	9) Endoscopy
	 
	
	
	
	 

	 
	Gastroscopy
	
	
	
	 

	 
	Colonoscopy
	
	
	
	 

	 
	Sigmoidoscopy
	
	
	
	 

	 
	Bronchoscopy
	y
	
	
	 

	 
	Cystoscopy
	
	
	
	 

	 
	 
	
	
	
	 

	10) Psychiatric investigations
	 
	
	
	
	 

	 
	Urine Drug Screen
	
	y
	
	 

	11) Other tests
	 
	
	
	
	 

	 
	Respiratory function tests
	
	
	
	 

	 
	Electroencephalogram
	
	
	
	(low threshold, if organic cause suspected)

	 
	Electromyogram
	y
	
	
	 

	 
	Nerve conduction studies
	y
	
	
	 

	 
	Pregnancy urine test
	
	y
	
	pregnancy can potentially change management in first episode psychosis, such as choice of antipsychotic


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:

a) Immediate investigations
	
	

	Investigation 
	 

	Investigation category
	Haematology

	Investigation title
	Full Blood Picture

	Explanation
	Check for evidence of red blood cell, white blood cell or platelet abnormalities that could either be a cause, or a marker, of an underlying organic disorder

	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Electrolytes, urea, creatinine

	Explanation
	Check renal function and electrolytes

	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Liver Function

	Explanation
	Check hepatic function

	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	CRP 

	Explanation
	 non specific marker of inflammation

	
	

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Calcium, phosphate

	Explanation
	Electrolyte abnormalities (e.g. hypercalcaemia) can be associated with psychosis

	
	

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Creatine Kinase

	Explanation
	Useful baseline prior to initiating an antipsychotic

	
	

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Thyroid Function

	Explanation
	Thyroid disease can occasionally present with psychotic symptoms


	
	

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Vitamin Deficiency screen

	Explanation
	Certain Vitamin Deficiencies can occasionally present with psychotic symptoms


	
	

	Investigation 
	 

	Investigation category
	Microbiology

	Investigation title
	Viral Screen

	Explanation
	Certain viral infections can occasionally present with psychotic symptoms


	
	

	Investigation 
	 

	Investigation category
	Microbiology

	Investigation title
	Bacterial  Screen

	Explanation
	Certain bacterial infections can occasionally present with psychotic symptoms


	 
	 

	Investigation 
	 

	Investigation category
	Cardiological investigations

	Investigation title
	ECG

	Explanation
	baseline ECG to ensure QTc interval is normal and there are no other conduction abnormalities.

	
	

	Investigation 
	 

	Investigation category
	Psychiatric Investigations

	Investigation title
	Urine Drug Screen

	Explanation
	Rule out drug intoxication


b) Later investigations
	Investigation 
	 

	Investigation category
	Imaging

	Investigation title
	MRI head

	Explanation
	Rule out structural abnormalities that may account for symptoms

	 
	 

	Investigation 
	 

	Investigation category
	immunology

	Investigation title
	autoantibodies

	Explanation
	Certain auto-antibodies to neuronal cell surface antigens (e.g. NMDR) have been found to be associated with psychosis, either in isolation or as part of an encephalopathy syndrome.


Section 5. Investigation results
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.

a) Immediate investigations

	
	

	Investigation 
	 

	Investigation category
	Haematology

	Investigation title
	Full Blood Picture

	Investigation results
	Hb 120 g/L, WCC 109/L, Plt3009/L

	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Electrolytes, urea, creatinine

	Investigation results
	Na 136 mmol/l, K 3.5mmol/l, eGFC >90, Cr 100 micromol/l 

	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Liver Function

	Investigation results
	ALT 30 IU/L, AST 32 IU/L, ALP 80 IU/L, Albumin  36 g/L, total bilirubin 15umol/L

	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	CRP 

	Investigation results
	<3

	
	

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Calcium, phosphate

	Investigation results
	Ca 2.4 mmol/l,  Phos 3.0 mmol/l


	
	

	Investigation
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Creatine Kinase

	Investigation results
	120 IU/L

	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Thyroid Function

	Investigation results
	T4 6mIU/L , TSH 3 mIU/L


	 
	 

	Investigation 
	 

	Investigation category
	Clinical Biochemistry

	Investigation title
	Vitamin Deficiency screen

	Investigation results
	Thiamine, Folate and B12 normal


	
	

	Investigation 
	 

	Investigation category
	Microbiology

	Investigation title
	Viral Screen

	Investigation results
	negative HIV, HSV and EBV screen


	
	

	Investigation 
	 

	Investigation category
	Microbiology

	Investigation title
	Bacterial  Screen

	Investigation results
	Negative TB and syphilis screen


	
	

	Investigation 
	 

	Investigation category
	Cardiological investigations

	Investigation title
	ECG

	Investigation results
	PR 120ms, QRS 100ms, QTc 440ms, Sinus Rhythm, no axis deviation, no ST segment abnormalities

	
	

	Investigation 
	 

	Investigation category
	Psychiatric Investigations

	Investigation title
	Urine Drug Screen

	Investigation results
	no drugs present


b) Later investigations

	Investigation 
	 

	Investigation category
	Imaging

	Investigation title
	MRI head

	Investigation results
	normal intracranial appearance

	 
	 

	Investigation 
	 

	Investigation category
	immunology

	Investigation title
	autoantibodies

	Investigation results
	negative


Section 6. 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
	 non-organic “functional” psychosis 

	Explanation
	He is experiencing first episode psychosis, in the absence of an organic / drug induced explanation. Depressive symptoms are best understood in the context of a primary psychotic disorder. According to the current international classification system (ICD 10) he would potentially fulfil the diagnosis of schizophrenia (if his symptoms have been present for over one month , however often in clinical practice, this diagnosis is reserved for patient who have demonstrated they have a well established psychotic disorder.

	Correct (Y/N)
	Y

	
	

	Diagnosis option 2
	Drug induced psychosis

	Explanation
	Would expect positive drug screen. For some of the novel psychoactive substances tests may not have been established, and therefore there is greater reliance upon the history and clinical features.

	Correct (Y/N)
	N

	
	

	Diagnosis option 3
	Organic psychosis

	Explanation
	Would expect positive finding on examination and/or investigation. This could relate to either a primary neurological disorder such as a space occupying lesion (e.g. brain tumour) or epilepsy (e.g. temporal lobe epilepsy). It could also relate to systemic disease (e.g. lupus). 

	Correct (Y/N)
	N

	
	

	Diagnosis option 4
	Depressive episode with psychotic symptoms

	Explanation
	Would expect severe depressive symptoms and depressive symptoms should predate psychotic symptoms. Furthermore, psychotic symptoms are typically mood congruent (e.g. delusions of guilt and nihilism)

	Diagnosis option 1
	N

	
	


Section 7. Treatment
Please fill in the box below the working diagnosis and explain what happens to the patient next (admitted/discharged).

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

	His community mental health team work closely with Clive and his family and, after undergoing a number of investigation and a period of assessment, feedback that they feel Clive is experiencing a non-organic and non-drug induced psychotic episode (a “functional psychosis”). After discussing various treatment options with Clive they prescribe aripiprazole (5mg tablet daily in the morning, increasing to 10mg after a week). He is also placed on a waiting list for psychological therapy.
Gradually, over a period of several weeks, Clive’s symptoms become less intense.  With the encouragement of his family he starts to clear up his bedroom and to spend less time alone in his room.  He begins using his computer again, and resumes his studies.  However, he tends to stay in bed late, and often neglects his part of the domestic chores.  His father is very critical of her, calling his lazy and blaming his for his younger brother’s increasing disobedience.  Clive tends to avoid being at home with his father, and spends more and more time away from home with his school friends.  his friends see his “illness” as a natural rebellion against his home environment and they view his treatment as “a chemical straightjacket” that is poisoning his mind.  They encourage his to stop taking medication, and his adherence to treatment becomes increasingly erratic.  He is never at home when the mental health team visits, and He does not attend his appointments at the hospital.

His community team are concerned he is at risk of relapse and refer him urgently to a clinical psychologist for family therapy. Clive and his family commence a 3 month course of weekly psychological therapy, equipping Clive and his family with information around psychosis (psychoeducation) and developing strategies to minimise the risk of having a further psychotic episode (relapse prevention).

Further information:
As Clive is in the early phase of recovery his risk of relapse is high.  The risk of relapse if antipsychotic medication is stopped within six months of full recovery from a first episode is about 50% over the following year.  This is the case whether the medication is withdrawn slowly , or abruptly.  The rate at which symptoms recur will depend on several clinical, psychological and social factors such as: duration of symptoms before effective treatment for the first episode (shorter is better); previous level of social functioning (higher is better); family environment (less critical and more supportive is better).

Cognitive behaviour therapy for psychosis (CBTp) and family intervention therapy are the two psychological treatments recommended by NICE in combination with antipsychotic therapy. These therapies should be conducted by specially trained members of the mental health team, such as a clinical psychologist. They have been found to increase the periods between relapses in patients with schizophrenia.  These sessions are not a substitute for adequate antipsychotic treatment and work best when in conjunction with antipsychotic medication, indeed they aim to improve adherence to treatment.  Family interventions can help to address critical or hostile attitudes of family members (such as the belief that the patient is simply lazy or “wilful”) by encouraging an understanding of the nature of schizophrenia and its treatment.  Family psychoeducation therapy works by a combination of education and reinforcing roles and responsibilities within the family.  Key to this is the view that the patient’s family can provide a strong “therapeutic alliance” to support the patient and reduce the likelihood of relapse.




Section 8. 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.

	Clive remains well for several months, during which he remains on regular oral antipsychotic medication and completes his first year at the university.  During the summer vacation, Clive’s parents and brother go away for a holiday but Clive stays at home because he wants to find a job and earn some money.  When his parents return home after a month they find the house in turmoil, and Clive locked in his bedroom.  He accuses them of being part of the plot to harm him; he knows this because he could hear them discussing him and cursing him all the time they were away.  He is very distressed and says they cannot all live in the same house.  He is angry and threatening, saying that he will not allow them to poison him again.  His parents call on his general practitioner for urgent help and a further mental health act assessment is arranged.  The psychiatrist and approved social worker agree that hospital admission is appropriate and that the mental health act must be used as Clive refuses to be admitted voluntarily. They decide on admission under section 3.
Background:

Section 2 of the act allows for admission of the patient for assessment (and subsequent treatment if necessary) for a maximum period of 28 days.  This section is primarily for assessment purposes, and is not appropriate where the patients diagnosis is well established.  It requires recommendations from two medical practitioners: one should know the patient (ideally the general practitioner) and one should be “approved” as having special expertise in mental health (usually a local psychiatrist).  An application for admission to hospital is then made by a social worker, who must be “approved” for this role and must agree that admission is necessary.  Once admitted, the patient has the right of appeal to the Mental Health Review Tribunal against his or his detention.

Section 3 of the act allows for admission of the patient for treatment of a known mental disorder for a maximum period of six months (this period may be extended if further treatment is necessary).  It requires recommendations from two medical practitioners: one should know the patient (ideally the general practitioner) and one should be “approved” as having special expertise in mental health (usually a local psychiatrist).  An application for admission to hospital is then made by a social worker, who must be “approved” for this role and must agree that admission is the only available course.  For this section to apply, the patient’s nearest relative (this may not necessarily be the next of kin) must be consulted and agree to the admission.  Once admitted, the patient has the right of appeal to the Mental Health Review Tribunal against his or his detention.

Section 4 of the act allows for admission for emergency assessment for a maximum period of 72 hours.  It should be used only where there is great urgency and any delay would be expected to cause considerable risk to the health or safety of the patient or others.  One doctor (ideally the general practitioner) makes a recommendation and this must be supported by an application for admission from an “approved” social worker.  There is no right of appeal to the Mental Health Review Tribunal.  This section is unlikely to be appropriate in cases such as Clive’s where the patient is already known to local mental health services and admission under a more appropriate section can be arranged speedily.

Section 5(2) of the act applies only to patients already admitted to hospital voluntarily: such a patient can be detained for a maximum of 72 hours to permit a mental health act assessment to take place.  It can be used to detain a patient on a medical, or psychiatric ward, but cannot be used at home or in the Accident and Emergency Department as such patients are not regarded legally as “admitted”.  The recommendation must be made by the consultant in charge of the patient’s care (e.g. a consultant physician); however a more junior doctor can be  “deputized” to undertake this role.
Section 136 of the act is a police officer’s power of detention of a person in a public place suspected of suffering a mental disorder.  This section cannot apply to a patient in a private residence.  The officer must take the detained person to a “place of safety”, usually will be a specified are of a local psychiatric hospital, for further assessment.  The assessment must take place within 72 hours (there should be local arrangements to do so much more rapidly) and involve an “approved” psychiatrist and an “approved” social worker.



	


	Question: 5. What medical measures might need to be used if Clive becomes physically agitated in hospital?

	On arrival to the ward, Clive is initially calm to allow his initial investigations be taken by the nursing and medical team (such as physical observations, exam, ECG and blood test). However, he becomes increasingly paranoid and concerned that He is under imminent danger on the ward. He become highly distressed and physically agitated – pacing around the ward and attempting to open the door to leave the ward. He threatens staff that he will hit them if they do not let his leave.

Attempts at verbally deescalating the situation by the nursing staff are unsuccessful. He is offered oral sedation with a benzodiazepine (lorazepam), however he declines this. The decision is made by the staff to proceed with IM acute tranquilisation using lorazepam (2mg). After administration of the sedative, Clive retires to his bedroom where he is kept under close observation by a support worker who competes his physical observations regularly . He is noted to became calmer after around 15 minutes.
Background:

If a patient becomes physically agitated and attempts at verbal de-escalation are unsuccessful and the patient’s behaviour poses a threat to herself or others then sedation (rapid tranquillization) should be considered.  An oral route should always be the preferred route as this carries less risk, however this requires patient cooperation.

In patients who refuse oral sedation, acute tranquilisation using intramuscular injection (typically into the gluteal muscle) should be considered. Several regimens are in use and there is variation among hospital Trusts regarding recommended drugs in this situation.
Often a single drug  agent is used. There are a range of medications that can be used for acute intramuscular tranquilisation, such as lorazepam and promethazine. There are also several antipsychotics, such as olanzapine, haloperidol and zuclopenthixol that are available. It is important that if an antipsychotic is given IM for sedation that the short acting formulation is used.
Sometimes two sedatives are given simultaneously, such as lorazepam and promethazine, to ensure adequate sedation. This should be done with caution and where the combination of drugs have been demonstrated to be safe. For example, lorazepam and olanzapine should not be given simultaneously due to the risk of severe hypotension. 
Patients require close monitoring of their mental state and physical observations following acute tranquilisation as they will be at risk of general complications, including over sedation, as well as more specific side effects associated with the particular drugs use (e.g. respiratory depression associated with benzodiazepines or EPSEs and neuroleptic malignant syndrome associated with antipsychotics).
Physical restraint is permitted under the mental health act (MHA) and mental capacity act (MCA) where there is urgent necessity to prevent injury to the patient, or others as a consequence of the patient’s behaviour. However, it should not be embarked upon unless there are sufficient trained staff in restraint available to ensure it is performed safely.




Section 9. 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.

	Clive is admitted to a psychiatric ward under section 3 of the mental health act.  In the contained and supportive ward environment he is persuaded to restart the antipsychotic medication (aripiprazole) to which he responded initially.  Over several weeks, his distressing paranoid beliefs subside gradually and he regains some of his previous friendly and gregarious demeanour.  He spends some time in hospital revising his School work, and receives frequent and happy visits from his family and friends.  He is given leave to spend time at home under the provisions of section 17 mental health act, and abides completely with the conditions of leave.  Both Clive and his family are happy with the time he spends at home.  Clive expresses a wish to leave home and live independently when he is discharged.  However his responsible medical officer (the term for the consultant psychiatrist in charge of a patient’s care under the act) is concerned that he will relapse again when discharged as his daily living skills are poorly developed.  He has relied heavily on his mother for all his domestic needs, and any difficulties he experiences in organizing his daily routine are quickly converted to suspicions that people are against him.

Clive sees a clinical psychologist for a course of cognitive behaviour therapy for psychosis (CBTp) to address the content and meaning of his paranoid delusions, and to help his find ways of coping with his distressing ideas without resorting to bizarre behaviours.  Clive and his family receive additional family therapy sessions focused around psychoeducation, reinforcing their understanding of his illness and the importance of continuing treatment if he is to reduce the risk of relapse.  As Clive is prepared to continue with oral antipsychotic medication, arrangements are made with his general practitioner and a local community pharmacy to supply his drugs on a weekly basis, allowing an unobtrusive level of monitoring of his adherence to treatment.  When these arrangements are completed, and with Clive in remission of active psychotic symptoms, his responsible medical officer discharges his from section.  Clive remains in hospital as a voluntary patient while looking for independent accommodation close to his family home. 

As Clive has been detained subject to section 3 mental health act, he is entitled automatically to the aftercare provisions of section 117 of the mental health act.  This places a statutory (i.e. legal) responsibility upon the mental health services (including local authority social services) to devise a coherent plan for his aftercare. The provisions of section 117 of the act are broad and open ended; they do not require the patient to remain in hospital; and they will be terminated by agreement only all concerned are content that Clive no longer requires them.

background:

All patients in contact with mental health services, for whatever reason, are subject to the Care Programme Approach (CPA).  Those who have been detained for treatment under the mental health act (for whom section 117 of that act applies) and those who have complex needs involving several care agencies are entitled to an enhanced level of care under the CPA.  A care coordinator (usually a member of the community mental health team) will convene a CPA review meeting involving anyone concerned with the patient’s further care and wellbeing.  This includes not only the patient and his family but also anyone he wishes to take part (for instance, friends, general practitioner, School representatives, employer).  The aim of the review is to devise a comprehensive care plan covering medical, psychological, social, occupational and other needs, and to decide by whom and when these needs will be met.  The patient and anyone He or He nominates should have a copy of the plan.
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