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MODIFIED ESSAY QUESTION 2	(33 marks)

[bookmark: _Hlk147485441]You are a psychiatrist covering afterhours on-call to an emergency department.
During an afterhours shift you are contacted by the psychiatric registrar covering ED. Emily is a 14-year-old girl, single child from home with parents.  Emily has arrived in ED accompanied by only her father Tom. She was referred by her GP with concerns of weight loss. In the letter provided: 
“BMI 16, father concerned about rapid weight loss. On review she appeared guarded in mental state. Father noted concerns about being very preoccupied about her body image. Noted to have always been a picky eater, but more marked in the past few weeks.”
Question 2.1  
Outline (list and justify) the information you expect the registrar to have obtained. (14 marks)

	
	
	Mark (Circle)

	A.
	Information obtained from reviewing Emily alone and collateral from her father Tom
	1
0

	B.
	Clinical history
Screening eating disorder
· Cognitions – clarify body image disturbances, preoccupation with food, shape and needing to lose weight
· Pattern of diet and eating habits – calorie counting and restriction, orthorexia, hypersensitivity to taste/texture (ARFID)
· Binging, purging, overexercising, use of substances e.g. laxatives, diuretics or appetite suppressants
Screen for symptoms associated with starvation
· Rate of weight loss
· Syncope
· Concentration difficulties
· Reduced gastric motility
· Amenorrhoea, oligomenorrhoea or failure to reach menarche
Other symptom screens
· Depression – anhedonia, anergia, neurovegetative symptoms
· Anxiety disorders – panic attacks, ruminations, worries about performance, social self-consciousness and avoidance of social contact
· Obsessive compulsive disorder – presence of specific egodystonic thoughts and routines
· Body dysmorphia – excessive time with preoccupation with certain body parts, compulsions to examine, improve or hide defect
	3
2
1
0

	C.
	Risk assessment
· Consider weight loss and physical parameters considered life-threatening
· Suicidality and history of self-harm
	2
1
0

	D.
	Capacity assessment
· Patient’s understanding of weight loss and potential life-threatening risks involved
· Willingness to engage in refeeding and mental health treatment
	1
0

	E.
	Past psychiatric and medical history
· Previous psychiatric contact – diagnoses, medications, psychology, history of previous self-harm
· Any relevant medical history contributing to weight loss
· Any contributing recreational substance use
	1
0

	F.
	Developmental history
· Family history – eating disorders, depression
· History of pregnancy/delivery complications, developmental milestones, autistic traits (ARFID)
· Early attachment and developmental difficulties
· Previous eating habits and family’s approach to food and diet
· Personality traits – neuroticism, perfectionism, coping styles
	2
1
0

	G.
	Current supports and social situation
· Home – relationship with parents, stressors in household (employment, finances, accommodation, domestic violence)
· Schooling – academic performance, school attendance
· Social – friendship group, intimate relationships. Sexual orientation and gender identity. History of bullying. Activities relating to body image e.g. athletics, dancing.
	2
1
0

	H.
	Mental state examination
· Behaviour – level of agitation and engagement
· Cognition – attention and concentration difficulties setting starvation
· Mood/affect – depressed or flat affect
· Content – presence of hopelessness, overvalued or delusional ideas
· Perception – presence hallucinations and responding internal stimuli
	1
0

	I.
	Physical examination
· Vital signs – postural BP, postural tachycardia, hypothermia
· Weight/height and calculated BMI for age
· Dorsal hand abrasions (Russell’s sign), dental erosions, facial purpura, conjunctival haemorrhage
· Brittle hair, hair loss, lanugo
· Osteopenia, stress fractures
	1
0

	J.
	Management to date
Investigations and results
· FBC, UEC, LFT, CMP, TFT
· Glucose
· Nutrition screen B12/folate, Fe studies, vitamin D
· ECG
Medical progress
· Treatment required since presentation to ED – IV fluids, glucose, cardiac monitoring
· Medical opinion regarding stability and recommended intervention
	2
1
0

	K.
	SPARE
	

	L.
	CANDIDATE DID NOT ATTEMPT
	

	M.
	DID HANDWRITING AFFECT MARKING?
	


With the initial assessment your registrar has diagnosed Emily with anorexia nervosa. They ask whether they should admit or discharge this patient.

Question 2.2  

Describe (list and explain) the relevant factors to consider whether inpatient admission is appropriate. (9 marks)

	
	
	

	[bookmark: _Hlk147485938]A.
	Psychiatric
· Presence of other psychiatric condition requiring hospitalisation e.g. severe depression
· Severity of eating disorder symptoms – uncontrolled purging, excessive daily laxative use
· Presence of suicidality, active self-harm and/or high agitation/distress
	2
1
0

	B.
	Medical stability
· BMI
· Rate of weight loss
· Vital signs - hypotension, postural tachycardia or bradycardia, hypothermia
· Blood abnormalities – hypoglycemia, anaemia, neutropenia, hypokalemia, hyponatremia, hypophosphatemia, abnormal LFTs
· ECG abnormalities
· Risk of refeeding syndrome
	2
1
0

	C.
	Insight
· Emily’s recognition of the severity of weight loss, medical risks involved and willingness to follow recommended treatment plan
	1
0

	D.
	Family
· Parent’s level of education and understanding of eating disorders
· Willingness for inpatient treatment, or to supervise for community treatment
· Stressors affecting family – burnout, availability, financial, interpersonal conflict, domestic violence
	2
1
0

	E.
	Services
· Criteria for acceptance for admission to available mental health and medical units
· Availability of eating disorders specialist treatment and liaison in mental health inpatient and medical settings
· Availability of public/private community eating disorder services
	1
0

	F.
	Medico-legal
· Consider mental health act criteria and whether meets least restrictive option
· Consider Gillick competency with a 14-year-old
· Consider legal status of parents as guardians and whether they are consenting
	2
1
0

	G.
	Iatrogenic risk
· Consider risks of coercive care – trauma, damage to therapeutic alliance
· Consider risks with hospital environment – institutionalisation, contagion from co-patients, interrupting usual home/school/social routines
	2
1
0

	H.
	SPARE
	

	I.
	CANDIDATE DID NOT ATTEMPT
	

	J.
	DID HANDWRITING AFFECT MARKING?
	








The decision is eventually made with her father for admission from the ED into hospital for emergency treatment under the mental health act. However, you receive a call from the registrar that Emily’s mother Jane has now arrived in ED. She does not agree with the diagnosis of an eating disorder and wants to take Emily home. The registrar was concerned that Jane was lacking insight into Emily’s symptoms and was also worried Jane had similar beliefs about food and weight.

[bookmark: _Hlk147488361]Question 2.3  

Describe (list and explain) what advice you would give the registrar in responding to Jane’s wishes to take Emily home. (10 marks)

	
	
	Mark (Circle)

	A.
	Clinical
· Clarify from the registrar the collateral information from Jane, and if any new information alters the clinical pathway for Emily
· Clarify from the registrar their concern about Jane’s insight and beliefs, and if there are concerns of a mental health disorder to address. Consider if they require separate mental health referral and intervention.
· Liaise with emergency department staff – their opinion on current medical risks if Emily is prematurely discharged  
	2
1
0

	B.
	Family dynamics
· Collateral from Emily and Tom the history of relationship dynamics between them and Jane, any history of domestic violence
· Clarify Jane’s own history, her previous response to decision-making for Emily and medical treatment (e.g. cultural/religious influences, alternative medicine, adverse experiences with medical/psychiatric care)
	2
1
0

	C.
	Medico-legal
· Clarify the current legal, parenting and guardianship arrangements between Tom and Jane, including whether they are separated and any custody arrangements
· Check the system for previous legal, DV and child protection incidents. Check with the current history and Jane attempting to take Emily home if this would warrant mandatory reporting to child protection.
· As admitting under the mental health act, inform Jane of her rights and ability to appeal
	2
1
0

	D.
	Therapeutic alliance
· Consider meeting with Jane for further psychoeducation
· Consider further ways to validate Jane’s concerns and whether a compromise can be made
· Family meeting with Emily, Tom and Jane, and whether they can consider a mutually agreed treatment plan
· Involve emergency/medical staff for joint explanation of Emily’s clinical situation
· Consider social work involvement and access to carer support services
· Review with Jane if they would be willing for Emily to stay for further assessment, family meetings and 2nd opinion with a consultant
	3
1
0

	E.
	Escalation response
· If inpatient treatment necessary and the conflict escalates, consider involvement of emergency staff, mental health staff, security and police as necessary to contain Jane from absconding with Emily
· Consider escalation to further senior staff involvement – psychiatry consultant, emergency consultant, clinical director and executive
· Inform Jane of her own access to escalating her concerns, including advocacy services and official complaints processes
	2
1
0

	F.
	SPARE
	

	G.
	CANDIDATE DID NOT ATTEMPT
	

	H.
	DID HANDWRITING AFFECT MARKING?
	






