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MODIFIED ESSAY QUESTION 3	(25 marks)


[bookmark: _Hlk147485441]You are a junior consultant working in Consultation Liaison Psychiatry service in a large metropolitan public hospital. You have received an urgent referral to assess Carol, a 72-year-old woman admitted under a surgical team. She is 1-day post-operative following the internal fixation of a fractured neck of femur. The team are seeking an assessment of Carol’s mental state as she has become very teary and asking to go home. 

The patient has been described in the notes as being previously “in great health for her age”, but the admitting RMO has documented that her son had expressed concern that over the last 6 months, his mother has lost weight, become more withdrawn and has been taking much less care of her appearance. She has lived alone since the death of her husband approximately 2 years ago. The son in not aware of any previous mental health diagnosis. 

Your registrar has gone to the ward to assess the patient, but calls you soon after, asking you to also attend urgently as the patient has become very distressed, agitated and aggressive during the initial assessment. The ward staff are asking for the patient to be sedated, have called security, and are demanding that the patient be scheduled under the mental health act so that she can be put in restraints. You are at the other end of the hospital approximately 5 to 10 minutes away.

Question 3.1  

Outline (list and justify) what specific information you need from the registrar at this point to assist in developing an appropriate plan to assist with the management of this situation. (5 Marks)

	
	
	Mark (Circle)

	Risk assessment :
· Is Carol at risk of hurting herself by either misadventure (trying to get out of bed?) or threatening/trying to harm herself

· Any risk of absconding/ leaving (assuming she can’t weight-bare – does she have a wheelchair, frame?

· Is she threatening others? eg throwing objects, lashing out  

	2
	0
1
2

	Mental State – potential delirium
· Orientation, fluctuations in presentation, altered level of consciousness 
· Any concerns re other aspects of cognition
· Evidence of hallucinations or delusions 

	1
	0
1

	Triggers/ modifiable factors?
· Any obvious cause or precedents to Carol becoming agitated and aggressive-
· Any stressors that might be able to be removed? Or reduced? (too much stimulation? Calling for help?)
· Observations/ reports re sequence of events leading up to this distress: who was with Carol? What was said 

	3
	0
1
2
3


	Physical appearance / 
· Any physical concerns for Carol that might indicate compromised medical state? Observations, ok? Signs of bleeding/ infection/ pallor? Diaphoresis? 

	2
	0
1
2

	Withdrawal is there any potential for alcohol or benzodiazepine withdrawal?

· 
	1
	0
1
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[bookmark: _Hlk147488361]Question 3.2 

Outline (list and justify) the approach that you would advise the registrar to include/consider in the immediate management of the current situation. 
(4 marks)

	
	Mark (Circle)

	Establish their role – are they the best placed to attempt to intervene themselves or are others managing and the registrar role is to provide advice

	1

	Use of non-confrontational, trauma – informed techniques
 – ie low quiet voice, getting on same physical level as Carol, remain calm, use verbal de-escalation / containment /orientation 	
				
	2
1

	
Ensuring safe environment 
· for Carol, staff, other patients, visitors		
· removal of objects that could be cause harm eg as weapons, self-harm
· Balance between appropriate support/staffing present with over-crowding/on-lookers

	2
1
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When you arrive on the ward, you observe that your registrar and 2 nurses are calmly speaking with Carol who is sitting up in the hospital bed, visibly distressed, crying, and speaking loudly. Carol is a petite, thin woman, fidgeting in the bed and appearing physically uncomfortable.

Question 3.3  

List what key information you would be seeking from the current medical record to inform your assessment of Carol. (7 marks)

	
	Mark (Circle)

	Key socio-economic factors that might inform your approach or assist with the overall assessment – education, living situation, former employment, 

	1

	Recent History and Functioning: 
Baseline functioning, recent events, stressors, baseline mental state, previous similar behaviour, living situation (independence etc – including any information about how she fractured her femur

	1

	Past Psychiatric History: -

	1

	Baseline cognitive function – concerns re decline or signs of dementia


	1

	Any pattern or fluctuations in her mental state that may inform a diagnosis? 

	1

	Medications- regular/past/recent changes

	1

	Substance use history

	1

	Recent AND past Medical History and Physical Health: 

	1


	[bookmark: _Hlk181283168]
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[bookmark: _Hlk180142147]You are able to determine that Carol had been in significant pain and had become distressed when the ward physiotherapist had insisted that Carol attempt to move to sit on the side of the bed. She had protested saying she was in too much pain. She had not felt that her concerns regarding her pain had been heard. Her distress improved significantly once adequate analgesia was prescribed and become apologetic about the “fuss” she had made.
Towards the end of the admission, at the final stages of discharge planning, the surgical team contact you again to request further assessment of Carol as her son has continued to express significant concerns regarding Carol’s mental state, her weight-loss and on-going tearfulness. He is concerned that the team had not established a clear mental health diagnosis on that first encounter with her. 
Your registrar speaks to you before going to see Carol – and he/she wonders if perhaps Carol has a possible diagnosis of a Major Depressive Disorder.

[bookmark: _Hlk181272796]Question 3.4  

Discuss the approach you would advise to your registrar in advising on the appropriateness of a diagnosis of Major Depressive Disorder. (5 marks)

	
	Mark (Circle)

	Confirm known features consistent with Major Depressive Disorder (through direct MSE and note review) 
· History of weight loss, withdrawal and reduced self-care
· MSE findings cross sectionally


	2
1
0

	Seek information regarding key features not known 
· Pervasiveness of mood, 
· presence of helplessness/ hopelessness
· Premorbid personality and functioning
· length of time and pattern  of symptoms  and changes in functioning incl. social isolation

	2
1
0

	Acknowledge potential dual or alternate causes of some features
· stressors (death of husband, pain, hospitalisation)  as 
· potential precipitants of MDD, or 
· contributor to differential diagnoses (eg Grief, adjustment disorder)
· Co-morbid medical diagnosis that could explain the symptoms

	2
1
0

	Advice on management that includes planned review of progress and diagnosis
	1
0
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Question 3.5  

List the key differential or co-morbid diagnoses that would be important to consider/ exclude (4 marks)

	
	Mark (Circle)

	Chronic adjustment disorder eg to loss of function, progressive ill -Health, pain	
	1

	Variant normal bereavement
	1

	Mild cognitive impairment (not dementia)		
	1

	Delirium,	
	1

	Physical illness presenting as depressive illness eg nutritional deficiency,  anaemia,  Parkinson’s or other neurological condition, occult malignancy, Endocrine disorders
	1

	Substance Use Disorder (eg alcohol, benzodiazepine, prescribed analgesics)
	1
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