Term 2
 (January - March)
There are seven sessions in this term
Session 6

Mental State examination 
Mini Mental State examination – MMSE 
Please also use this week to revise anything from previous weeks.

Teaching psychological medicine

Introduction

Teaching psychological medicine is an area of expertise for GP Teachers. Understanding the basics of taking a psychological history, and the common psychological problems that co-exist with physical illnesses are important for third year students. Having the appropriate skills and knowledge encourages students to have a more holistic view of patients. 

The curriculum

The overall curriculum for psychological medicine covers the basics of psychological medicine, including knowledge and skills which begin in Year 3 through the lecture programme and through CMT. In addition, students undertake a psychiatry attachment in their Year 5 when the knowledge and skills required to deal with more serious psychiatric conditions are learnt. 

The GP teacher’s role will be to offer students the chance to practice relevant skills in the community, preferably using patients with co-existing physical and psychological problems, to illustrate the link between physical and psychological health.

Outcomes:

Knowledge:
Understanding that illness may co-exist with or cause psychological problems (adjustment reactions)



Anxiety



Depression



Alcohol use



Chronic cognitive impairment

Skills:

communication skills facilitating the psychiatric interview



History taking in depression ,anxiety, alcohol abuse



The Mental State examination (without disorders of perception)



Assessing cognition

The following information has been prepared by Dr James Warner and is drawn from his Imperial College Handbook of Psychiatric Examination. It offers a uniform approach to the skills and knowledge required to assess patient with psychiatric problems.

The aims of an interview

An interview is not just an exercise in information gathering, but may have several other aims. You need to be clear in your mind what you want to achieve from each interview. This may include any or all of the following:

​
1. to obtain information about the patient’s symptoms and/or problems
​
2. to elicit relevant details of  past and present circumstances;

​
3. to examine the patient’s present mental state;

​
4. to arrive at a diagnostic formulation about the patient’s illness in order to plan or revise management;

​
5. to establish a rapport with the patient allowing you to work together to solve the patient’s problems and alleviate his distress.

​
6. to be therapeutic. Many patients find the simple act of talking through their problems with a sympathetic listener helpful.

You should be flexible; if for example asking about past circumstances is distressing your patient then it may not be appropriate to persist. If on the other hand new information comes to light an interview which was intended to be therapeutic only may need to shift its emphasis.

Skills needed

​
Many of the skills needed will be familiar to students from their communication skills sessions. The students need to focus the interview while being sensitive to the patient’s feelings  You may wish to remind students about their choice of questions (open questions being usually better than closed or leading questions), facilitating techniques, both verbal and non-verbal (silences, echoing, use of body language), and the use of statements. These can be used as follows:

· informative: a bland statement of facts, e.g. how long the interview will last or what the interview is about

​
· empathic: this lets the patient know that you acknowledge how they are feeling, e.g. “I know this is difficult for you to remember”. 

​
· summarising: a recapitulation  of what has been said, e.g. “So you started to feel depressed after you were made redundant”

​
· clarifying:  this is an admission that you have not understood something and want to know more, e.g. “ What do you mean by depressed ?”. Remind students not to take words (e.g. depression) at face value

​
· commenting: about non-verbal aspects of the interview, e.g. “You seemed very upset when you told me about your neighbour”. 

​
· self relevant: This encourages the patient to reveal aspects about themselves by careful statements from the interviewer about similar feelings, situations, or opinions that they share e.g. “I’ve been upset myself when I fail at things”

Control techniques for the rate, flow and direction of the interview should be familiar to students from communication skills sessions. Students should inform the patient how long the interview will take, and be encouraged to weave the psychological interview into the medical one. Encouraging techniques may help patients to talk: e.g. giving examples” I once met a man who had panic attacks in crowded places, does this happen to you ?” ; guesses “It almost seems like as if you hate your father” or clarifying motives: “Are you embarrassed to talk about this”. Discouraging techniques (to help when time is short) may include tactful interruptions e.g. “I’m sorry to stop you but I need to move you on to other things”, or the ‘not now’ technique "We don't have time to go into all the details now, but we can discuss this point later if there is time".

Students often have difficulties asking sensitive questions. Remind them that once the patient comes to trust you and the subject is introduced tactfully there should be no problem in asking. Asking about suicide will not increase the risk of it happening. If the patient is suicidal he will often welcome the chance to ventilate his feelings. A good way of starting to ask is “Have there been times when you thought you’d rather not carry on”. If this elicits a response you can continue with “have you ever made any plans to harm yourself?” then ask “What would you do?”. 

The psychological interview

It may be helpful to remind students that the skills required for this are a mix of the skills used in the medical interview and communication skills. The student is looking to get a description of the problem affecting the patient, and using the information obtained arrive at a diagnosis. The following areas should be covered. Some of them will have been covered by the students in the medical interview, but may need further exploration. 

Presenting complaints
Start with open-ended general question (e.g. 'Why did you go to the doctor? What problems brought you here?') unless the interview is about a specific topic or subject. Record each presenting complaint briefly in the patient’s own words. e.g. "feeling low for the last two months".

History of presenting complaints
1. Clarify each complaint in turn:

a) When did the problem start

b) 
Did any event precede the problem (e.g. bereavement, starting a difficult job or course, break up of a relationship, etc )

c) 
How did it develop (time-span, symptoms)?

d) 
Any associated symptoms? For example if a patient reports feeling depressed, elicit other psychic symptoms (feelings of guilt, hopelessness, suicidal ideation) and physical symptoms (disturbed sleep, loss of appetite, diurnal mood variation etc).

e) 
What effect does the problem have on day-to-day life and compare this to previous functioning? If a patient is not sure what you mean ask them to describe a typical day and whether this is different from before.

f) 
Has the patient sought any help and have any of these measures proved effective? (include details of any recent or current drug or psychological treatments for the problem). Screen for any other problems by asking brief questions, this is especially true when no clear idea of the problem is obtained from the presenting complaint. 
All patients should have a brief screen for symptoms of depression, suicidal ideation and anxiety using the checklist (obsessional behaviour and psychosis will be dealt with in the psychiatry course in Year 4).

Checklist for depression and anxiety 

	Depression
	Anxiety

	Sustained low mood or tearfulness 
	Fear (out of proportion to any perceived danger, cannot be reasoned away, beyond voluntary control, may lead to avoidance)

	Diurnal variation, usually feeling worse in the morning
	irritability

	lethargy
	restlessness

	loss of interest in hobbies etc
	depersonalization

	poor sleep, especially waking up early
	autonomic over-activity (dry mouth, tremor, sweating, palpitations, over-breathing, muscle tensions, headache)

	loss of appetite and weight
	insomnia

	feelings of guilt or hopelessness
	psychogenic pain

	feeling suicidal
	

	agitation or motor poverty
	

	Anhedonia (lack of capacity for enjoyment)
	


Past psychiatric history

This should be a record of similar or any other psychiatric symptoms in the past, including self-treated episodes, past diagnoses and treatments (this includes psychological treatments and counselling as well as drugs, depot medication and courses of ECT), and state of health and level of functioning between episodes. 

Personal background

Tell the patient that you would like to know more about him in order to understand his problems and to be able to help him better (this is only important in first contacts although later there may be aspects which you would like to clarify). The following headings must be covered:

a) family history – check age, physical and mental health of parents and siblings

b) personal history – check for significant events in childhood and schooling, employment, sexual and marital history, including drug and alcohol use (using CAGE questionnaire – see below)

c) past medical history

d) forensic history

e) present social situation – housing, income and social support networks

Personality

Assessing this will be covered in detail in the Year 5 psychiatry course. Students should be aware that it is an important part of a full psychiatric interview, but may be hard to do in a short interview, and can never be completely comprehensive. The emphasis should be on consistent patterns of behaviour throughout life. A useful starting question in this case is “How would your friends describe you?”

The Mental State Examination (MSE)

The assessment of mental state (MSE) is difficult for students although they are observant as they are not familiar with the headings or the vocabulary to describe their observations. 

The MSE should be restricted to observations of the patient during the interview as it is a ‘here and now’ photograph (cross-sectional view) of the patient. Remind students that this could come up in the OSCE. Another clinician should be able to identify the patient they present purely on the basis of the description of the mental state. Most of the MSE can be done in parallel with history, and the following headings should be used to record and present a case.
Appearance and behaviour

Aim to paint a “pen-picture” of the patient

· general appearance: dress, self care, cleanliness, 

· behaviour during interview: irritability, apathy, distractibility, eye contact 

· overall demeanour: does the patient appear anxious, depressed, bewildered, perplexed, suspicious, cheerful?

· psychomotor: poverty, stereotypes, rituals, other abnormal movements 

· attitude to interview and to yourself (this is described as rapport)
Speech
Record verbatim examples whenever possible. Properties of speech to note are  spontaneity, speed (pressured or retarded), direction (whether sticks to theme or not), volume, fluency,  excessive punning (found in mania)  and predominant theme/s of speech content.

Note any neologisms (new words invented by patient), verbal stereotypies (existing words used inappropriately), perserveration, punning, clang associations (links between sentences resulting from similar sounding words), perseveration (inability to shift topic in response to a change in questions), dysphasia or dysarthria.
Mood and affect

Observe the patient’s mood during the interview and contrast this to how the patient says he is feeling. Describe the patient’s (subjective) assessment of their own mood and your (objective) view. Use the term euthymic if mood seems to be normal.

· note any inappropriateness of affect or abnormal stability (i.e. labile or blunted range of affect). The difference between affect and mood is that mood is subjective and objective and is relatively stable over time. A person who is depressed today is likely to appear depressed tomorrow. Affect is usually more changeable. A good analogy is to liken mood to the climate and affect to the weather.  
Common disorders of mood include:

· Depression. May be associated with psyochomotor retardation (being slowed up) or agitation. The patient will usually complain of feeling low (depressed) or lacking in enjoyment (anhedonia).

· Anxiety. Findings in the mental state may include looking fearful or scared and signs and symptoms of sympathetic over-activity such as sweating, tremor and palpitations.

Thought

Thought disorders will be dealt with more fully in the Year 5 psychiatry course. Students should be aware that thought disorders exist. They should understand that thought is inferred through speech. If speech is difficult to understand and this is not due to poor articulation then they should consider a disorder of thought form. A useful screening question is “have you found thinking very difficult or muddled in any way?” There are various categories of disorders of thought disorder, including abnormal thought form, abnormal thought tempo, abnormal thought possession, and abnormal thought content (delusions).

Perceptions

Perceptual disorders will be dealt with more fully in the Year 5 psychiatry course. Students should be aware that hallucinations exist, and may need to be elicited by question like “Do you ever hear voices talking when you are on your own?”

They should be able to distinguish hallucinations from illusions. Hallucinations are a perception arising within the mind without any external stimulus. Illusions are misperceptions of actual stimuli and these occur as a result of exhaustion, anxiety, altered states of consciousness or conditions of poor lighting). 

Cognitive state

There are many tests designed to examine cognitive abilities. All patients must have a minimum cognitive assessment of:

· Orientation in time and place

· Attention and concentration

· Memory

Mini Mental State Examination (MMSE)

There are several methods of assessing cognition. The 30-point Mini Mental State Examination (MMSE) test devised by Folstein and his colleagues and the Abbreviated (10-point) Mini Mental State Examination (MMSE) are widely used for screening. They are not essential for younger people where cognitive problems are not suspected. The 30-point MMSE is not useful for detecting focal cognitive lesions and is insensitive to frontal lobe pathology.

Insight

Insight is not an all or none phenomenon and there are degrees of insight. Insight is subjective and the reason for assessing this is to see whether the patient and doctor share the same ideas about what is wrong and what to do about it. If they largely agree then co-operation is more likely. Insight should be recorded in the form of the patient’s answers to the following questions:

· Is the patient aware that there is anything wrong?

· Is there problem within the patient or external?

· If there is anything wrong, does the patient think it is due to an illness?

· if an illness it is physical or psychological?

· If psychological, can it be helped?

· Is the patient willing to accept help?
Reaction to the patient

How did the patient made you feel? This question is important because your feelings towards a patient influences your diagnosis and management.

Closing the psychological medicine interview

Once all the history is completed the student should review the interview with the patient

1. Summarise the patient's account of his problems briefly and ask the patient to confirm, clarify or refute. This will also make the history clear in your mind.

2. Ask a final question: "Is there anything else you wish to tell me?" and explore any relevant symptom or problem the patient might mention

Other actions

The student should consider whether the patient needs physical examination (this is likely if there are concomitant medical problems).

A clinician would then make a concluding statement sharing information about the diagnosis, treatment or progress with the patient. 

Students would be expected to thank the patient for their time and go on to present their findings and discuss the differential diagnosis and management of the patient.

Students will get the opportunity to build on their knowledge and skills again in their psychiatry rotations.
