Critical Essay Question

In essay form, critically discuss this quotation from different points of view and provide your conclusion.  	
40 marks

“Mental health deserves better than serving as a laboratory for the latest ‘idée du jour’ [idea of the day]”

Reference Kisely S, Looi JC. The Productivity Commission’s Draft Report illustrates the benefits and risks of economic perspectives on mental healthcare. Australian & New Zealand Journal of Psychiatry. 2020 Aug 27

Fellowship Competency 1. Communicator – Weighting 10% 
	The candidate demonstrates the ability to communicate clearly 
Spelling, grammar and vocabulary adequate to the task; able to convey ideas clearly. 
	Proficiency level

	The spelling, grammar or vocabulary significantly impedes communication. 
	0

	The spelling, grammar and vocabulary are acceptable but the candidate demonstrates below average capacity for clear written expression. 
	1
2

	The spelling, grammar and vocabulary are acceptable and the candidate demonstrates good capacity for written expression. 
	3
4

	The candidate displays a highly sophisticated level of written expression. 
	5



Fellowship Competency 2. Scholar – Weighting 15%
	The candidate demonstrates the ability to critically evaluate the statement/question 
Includes the ability to describe a valid interpretation of the statement/question. 
	Proficiency level

	The candidate takes the statement/questions completely at face value with no attempt to explore deeper or alternative meanings. 
	0

	One or more interpretations are made, but may be invalid, superficial or not capture the meaning of the statement/question. 
	1
2

	The candidate demonstrates an understanding of the statement/question’s meaning at superficial as well as deeper or more abstract levels. 
	3
4

	One or more valid interpretations are offered that display depth and breadth of understanding around the statement/question as well as background knowledge. 
	5



Fellowship Competency 3. Medical Expert, Communicator, Scholar – Weighting 25%
	The candidate is able to identify and develop a number of lines of argument that are relevant to the proposition. 
The candidate makes reference to the research literature where this usefully informs their arguments. Includes the ability to consider counter arguments and/or argue against the proposition. 
	Proficiency level

	There is no evidence of logical argument or critical reasoning; points are random or unconnected, or simply listed. 
	0

	There is only a weak attempt at supporting the assertions made by correct and relevant knowledge OR there is only one argument OR the arguments are not well linked. 
	1
2

	The points in this essay follow logically to demonstrate the argument and are adequately developed. 
	3
4

	The candidate demonstrates a sophisticated level of reasoning and logical argument, and most or all the arguments are relevant. 
	5



Fellowship Competency 5. Medical Expert, Health Advocate, Professional - Weighting 25%
	The candidate demonstrates a mature understanding of broader models of health and illness, cultural sensitivity and the cultural context of psychiatry historically and in the present time, and the role of the psychiatrist as advocate and can use this understanding to critically discuss the essay question. 
	Proficiency level

	As relevant to the question or statement: the candidate limits themselves inappropriately rigidly to the medical model OR does not demonstrate cultural awareness or sensitivity where this was clearly required OR fails to demonstrate an appropriate awareness of a relevant cultural/historical context OR fails to consider a role for psychiatrist as advocate. 
	0

	The candidate touches on the expected areas but their ideas lack depth or breadth or are inaccurate or irrelevant to the question/statement. 
	1
2

	The candidate demonstrates an acceptable level of cultural sensitivity and/or historical context and/or broader models of health and illness and/or the role of psychiatrist as advocate relevant to the question/statement. 
	3
4

	The candidate demonstrates a superior level of awareness and knowledge in these areas relevant to the statement/question. 
	5



	The candidate is able to apply the arguments and conclusions to the clinical context, and/or apply clinical experience in their arguments. 
	Proficiency level 

	Arguments and conclusions appear uninformed by clinical experience (no clinical link) or are contrary or inappropriate to the clinical context. 
	0 

	There is an attempt to link to the clinical context, but it is tenuous or the links made are unrealistic. 
	1
2 

	The candidate is able to apply the arguments and conclusions to the clinical context, and/or apply clinical experience in their arguments. 
	3
4 

	The candidate makes links to the clinical context that appear very well-informed and show an above average level of insight
	5 


Fellowship Competency 8. Medical Expert, Collaborator, Manager - Weighting 15%.

Fellowship Competency 9. Medical Expert, Communicator, Scholar - Weighting 10%
	The candidate is able to draw a conclusion that is justified by the arguments they have raised. 
	Proficiency level

	There is no conclusion. 
	0

	Any conclusion is poorly justified or not supported by the arguments that have been raised. 
	1
2

	The candidate is able to draw a conclusion/s that is justified by the arguments they have raised. 
	3
4

	The candidate demonstrates an above average level of sophistication in the conclusion/s drawn, and they are well supported by the arguments raised. 
	5








Adapted from 2017 NZ Mock Essay Exam Paper

Modified Essay Question 1 (Total 24 marks)
You are a junior consultant working in a community child and adolescent team. You are asked to see Nicole aged 16 who had an overnight admission last week after a paracetamol overdose. Nicole’s mother has brought her to the appointment and is in the waiting room. The case manager you are working with tells you that Nicole doesn’t want her mother involved in her care. 

Q 1.1 												(10 marks)
Outline (list and justify) how you would approach assessing Nicole and the key information you would want to gather. 
A. 
B. A Interview Nicole alone – she refuses to talk to you otherwise. Also promotes trust, autonomy and protects her privacy 														[worth 1]

C. B Talk to Nicole about her concerns about having mother involved – are there certain aspects of care she is concerned about e.g. confidentiality. Are there child protection issues?     						[worth 2]


D. C Gather information from mother. Essential to get mother's collateral history and perspective. 	 	[worth 1] 


E. D Circumstances leading up to the overdose. Could conduct a chain analysis 					[worth 1]

F. E Risk assessment: 
 	Her thinking around the overdose (expectation of lethality, degree of planning, etc.) 
 	Thinking post-overdose (reaction to survival, current self-harm ideation and intent, access to means, plans, etc.) 
 	Mitigating/protective factors and degree of support at home vs stressors there 
 	Willingness to engage in follow-up and possible treatment 						[worth 3]

G. F History of depressive symptoms and any prior depressive episodes or self-harm. History of any other mental illness – screen for mood disorder, anxiety disorders, eating disorder, psychotic disorder, etc. 
 [worth 1]
H. G Nicole’s family, school and social functioning. Clarify the family structure and personal/social history and circumstances (family, school, friends, interests)									 [worth 1] 

I. H History of developmental trauma 									[worth 1]


J. I Substance abuse history if relevant 									[worth 1]

Up to a maximum of 10 marks in total 
TOTAL: 



You learn that Nicole has been feeling empty, numb and low since starting high school at 13y.o. She took the overdose when distressed about the break up of a 3 week relationship with a 17 y.o. boy from school. At the time of the overdose she wished to die, and texted him and other friends to “who them what he’d done to me”. She has previously taken two other overdoses. She cuts herself twice-weekly and has previously also burnt herself to “feel something”. Her GP prescribed her Fluoxetine 20mg but she says it doesn’t help. Her sleep and appetite are intact. Her mother reports she was sexually abused by a neighbour between ages 7 – 9 (for which the neighbour has been incarcerated) and that she was bullied at primary school for being slightly overweight and wearing glasses. 
Question 1.2 											(4 marks) 
Outline (list and justify) the most likely differential diagnoses at this point. 
A. 	Major Depressive Episode (On the basis of persistent low mood, empty feelings, suicidality) 		[worth 1] 
B.	 Posttraumatic Stress Disorder (On the basis of problems coping since the abuse history and bullying, numbing, possible dissociation) 										[worth 1]
C. 	Borderline personality disorder (on basis of dysthymic mood, emptiness, self-harm). 			[worth 1]
D. 	Adjustment disorder with depressed mood 								[worth 1]

Up to a maximum of 4 marks in total 
TOTAL:

Nicole’s mother Sarah reports that she and her husband have been talking to other parents at school and they wonder whether Nicole has borderline personality disorder. They feel it describes their daughter’s experiences so well. Sarah quietly takes you aside and tells you she has also had problems with self harm too. 
Question 1.3 											(4 marks) 
Describe (list and explain)Discuss the pros and cons you would raise with Sarah as to whether emergent borderline personality disorder should be considered in someone under age 18. 
Reasons to consider Borderline PD as the main differential 
A. A If BPD is the main diagnosis then we can direct Nicole to the right psychological treatment 			[worth 1]

B. B DSM-V says it's possible to diagnose it before age 18 if the symptoms have persisted for at least 1 year – which they have with Nicole. 											[worth 1]


C. C Diagnostic formulation of Nicole's history of abuse and bullying explains the onset and persistence of her dysfunctional coping and personality traits, which Nicole may find a helpful explanation 					[worth 1]

Reasons to be cautious about Borderline PD as the main differential 

D. D There's evidence that adults with borderline traits exhibited these as teens, but some adolescents do “grow out” of the most challenging personality features. 									[worth 1]

E. E Might be foreclosing on a potentially stigmatising diagnosis at too early a stage.				 [worth 1]


F. F If in fact the diagnosis is depression then she hasn't had a full trial of effective medication, and she deserves to have this. 												[worth 1] 

Up to a maximum of 4 marks in total 

TOTAL:

After discussion, it is decided to include management of Borderline Personality Disorder in Nicole's management plan. 
Question 1.4 											(6 marks) 
Discuss Outline (list and justify)  the key aspects of your short-term and longer-term management plan for Nicole. 
A. A Develop a safety plan that involves parents 
  Continue community care with Nicole at home with parents 
 Parents to keep her medication safe 
 Close support and follow-up via mental health services/Crisis Team, etc. 				[worth 2]

B. B Regular community follow-up and assess further to clarify her diagnosis and response to treatments 	[worth 1]

C. C Refer Nicole for psychotherapy, based on her psychological formulation: 
 For a therapy with proven efficacy in Borderline PD (Cognitive Analytical Therapy, DBT or Mentalization-Based Therapy) (mention of one of these gets the 2nd mark) 
 No marks if CBT or IPT are suggested 								[worth 2]

D. D Advise Nicole’s mother to receive her own mental health care 					[worth 1] 
E Consider alternative medications/alternative antidepressant/changing her medication [worth 1]

Up to a maximum of 6 marks in total 
TOTAL:




Modified Essay Question 2 (Total 29 marks)
You are a junior consultant working in an outpatient assertive engagement service. Stephen is a 46 year old unemployed man with a 15 year history of psychotic illness, including seven inpatient admissions. He normally lives in supported accommodation through an NGO provider. He is treated compulsorily via the Mental Health Act, on a long-term community treatment order. He has a history of assault and of assault with a weapon, which occurred 13 years earlier. Since his last inpatient admission 3 years ago, Stephen has been under the care of the assertive engagement community mental health team. For much of this time his mental state has been at baseline, which includes a chronic but vague sense of paranoia plus auditory hallucinations characterised as voices that talk to him. The content of his auditory hallucinations has been generally persecutory, occasionally giving him instructions. Generally he has not been overly troubled by these symptoms, and has had no difficulty resisting the hallucinatory instructions. Over the course of his illness, Stephen has had a number of diagnoses, but most consistently schizophrenia plus an underlying antisocial personality disorder. He also has a past history of cannabis dependence (says he last used this five years earlier) and sporadic polysubstance abuse. Over the previous three years there has been no evidence of mood disorder. Since his last inpatient admission he has been prescribed olanzapine 20mg and risperidone 2mg at night. Over the four weeks before you see Stephen, his female case manager has reported that Stephen has become gradually more paranoid than usual. In addition, Stephen has become harder for his case manager to locate in the previous two weeks and he appears not to have been staying at his unit. Stephen has also isolated himself from friends. The night before you see Stephen, he was arrested for trespassing on private property after a member of the public reported seeing somebody with a flashlight inside a half-built house at midnight. The police say he's been irritable and uncooperative, and has not given a coherent account of his actions.

Question 2.1 (10 marks) 
Outline (list and justify)  of Outline (list and elaborate) the most likely psychiatric and psychosocial factors that could contribute to Stephen’s presentation and their   management and discuss how each factor might potentially be managed. 
For answers below, 1 mark for the factor itself, and up to 2 marks for the management. 

A. A Psychiatric factor: A relapse of Stephen’s substance use, causing him to behave uncharacteristically (due to intoxication or withdrawal or because it's precipitated a relapse of psychosis). His substance use might also lead him to commit crime to fund this. 
How this could be managed: A motivational interviewing approach towards his substance use. Offer support for detoxification if required (e.g. a supervised setting for drug withdrawal or the use of medications to aid withdrawal symptoms). Consider referral to a specialised alcohol and drug service. 					[worth 3]
B. B Psychiatric factor: A psychotic relapse, possibly in the context of medication non-compliance, maybe exacerbated by psychosocial stressors or resumption of substance use. 
How this could be managed: Assess medication compliance with Stephen and by collateral from others. Ensure poor compliance isn't due to adverse effects. Get blood levels of antipsychotic medications if practicable. Assess his psychotic symptoms and risks. Consider whether admission is needed and whether if so, whether compulsory. Options also include closer supervision of oral medication or a switch to depot antipsychotic. Consider clozapine if psychosis is treatment resistant. Consider psychological treatment for residual positive symptoms. 					[worth 3]
C. C Psychosocial factor: Conflict or problems with flatmates or supported accommodation staff leading Stephen to avoid his accommodation and to become stressed. 
How this could be managed: Assess how much support NGO staff are providing, and whether this could be increased. Support and liaise with NGO staff to try to help resolve any conflicts and explore other reasons for decline 	[worth 3] 
D. D Psychosocial factor: Criminal activity related to poverty and/or his antisocial personality traits. How this could be managed: Clarify the contribution of Stephen’s mental illness to his offending, including a careful mental state examination. Liaise with law enforcement around how best to manage Stephen’s behaviour. Consider requesting an opinion from a forensic psychiatrist. 									[worth 3]
Up to a maximum of 10 marks in total 
TOTAL: 

After assessing Stephen, you decide to continue to treat him in the community. It transpires that Stephen has recently been transitioned to a unit where NGO staff only see him once a week and he has been non-adherent with his oral antipsychotic medication. This has been a significant contributor to Stephen’s worsening and his case manager is advocating for Stephen to be changed to a depot antipsychotic. 
Question 2.2 											(6 marks) 
Outline Describe(list and elaborateexplain) the factors you would consider in deciding whether or not a depot antipsychotic was the best psychopharmacological option for Stephen. 
A. A Check Stephen's preference for depot or oral medications. He might prefer an injection every few weeks to taking tablets daily. Or he might be strongly opposed to a depot. 					[worth 1]

B. B Clarify reason(s) for non-adherence to oral antipsychotic treatment. Might include adverse effects or lack of efficacy (in which case you could try another oral agent) or could be lack of insight into need for treatment. Supervised administration of oral medication may be another option. 					[worth 2]


C. C Consider the role of compulsory treatment. As Stephen is subject to compulsory treatment, treatment with depot antipsychotic may be enforced if he declines this and if it is considered to be in Stephen’s best interests. However, consider the practicalities of trying to legally compel treatment if he's determined not to comply – he can be hard to locate. When unwell, he's also likely to present a risk of violence towards staff trying to give injections. Consider day-stay treatment or an admission to monitor depot treatment, if needed. Admission either to acute unit or a rehab facility if one's available. 										[worth 2]

D. D Consider practical issues relating to administration of depot antipsychotic. What facilities and staff are available to administer injections? If he won't attend the clinic is it safe to give in his home? Deltoid administration might be preferable to buttock administration for injections in his home. Facilities to watch for post-injection sedation syndrome may be needed if olanzapine's used (e.g. consider admission or day-stay). 				[worth 2] 


E. E Weigh up the risks vs benefits overall. Evaluate the above factors, especially his likely degree of cooperation and the administration risks and practicalities, versus the risk if he remains non-compliant with oral medication and relapses more seriously.										 [worth 1] 
Up to a maximum of 6 marks in total 
TOTAL:



One week later, Stephen’s case manager is pushed to the ground after attempting to give him his first depot. Stephen’s case manager calls emergency services and Stephen is admitted with police assistance. You are immediately notified of this incident. 
Question 2.3 (6 marks)
List actions you would take to How would you manage this situation?
A.         A Ensure the safety of case manager and consider practical issues such as arranging for case manager to be picked up 

B.        B Work with the team leader to support the case manager 
C .	Work with the team leader to support the rest of the team. Offer EAP
D	
D PProvide a clinical handover to the inpatient team
EE	 Notify the NGO staff
F 	Serious incident – follow organisational reporting requirements. 
G 	Consult a senior colleague

TOTAL:

[bookmark: _GoBack]
After a 6 week admission, Stephen is discharged. 
Question 2.4 (7 marks) 
What List current and historical clinical parameters would you need to consider so as to assess Stephen’s risk of violent behaviour in future? 
Historical Factors Indicating Higher Risk (1/2 mark for every item correct)
A. A History of prior violence (details would need to be elicited re type of violence, methods, magnitude or seriousness, and frequency) 
B 	Young age of onset of violence 
C 	Poor occupational history (instability in job history or lack of work skills) 
D	 Problems with intimate relationships (instability or lack of close relationships) 
E 	Psychiatric history of serious mental illness (esp. psychotic disorder/Bipolar Disorder, serious cognitive disorder or organic impairment) 
F	 Presence of personality pathology or disorder (esp. Cluster A and B) 
G 	Established psychopathic disorder (as per the Psychopathy Checklist) 
H 	Substance abuse (significantly greater risk) 
I 	Early maladjustment (e.g. difficulty in a range of domains - home, school, daycare. History of bullying, conduct disorder) 
J 	Prior failure of supervision (e.g. violence while under compulsory Mental Health Act treatment or during probation) 



Current Clinical Factors Increasing Risk
K	 Poor response to treatment (treatment resistance) 
L 	Active symptoms of psychiatric illness 
M	 Lack of insight 
N	 Impulsivity (from illness, personality, etc.) 
O 	Negative attitude to treatment / poor engagement / poor adherence to Treatment 

Up to a maximum of 7 marks in total
TOTAL: 
