Trainer’s Sheet

What are your initial thoughts?
Why has he become withdrawn?   

Why is he staying in his room? 

Why has sleep deteriorated?

e.g Depressed, anxiety, drug use, psychosis (negative symptom as 1st presentation of schizophrenia)

10 mins
What further information would you like to know?
i.e. a background history: education, employment, relationships, finances, accommodation, forensic, drug and alcohol, PMH, DH, past psychiatric history, hobbies and interests.
10 mins
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Any considerations before you go on the home visit?
WHO?

· Is there any previous psychiatric history known?

· Particularly-:


· any history of violence

· previous symptomatology (i.e. known to be disturbed)

· psychotic history

· history of alcohol or drug misuse

· history of anger or paranoia

· feelings of threat.

WHERE?

· Any previous concerns of staff safety

· Do you know anything about the area they live in

· Ensure someone knows where you are going

· How would you contact someone if you needed help?
15 mins
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Can the group do a mental state examination for Dean?
Appearance and Behaviour- Unkempt, sat on his bed.  Poor rapport and eye contact established.  He appeared to be pre-occupied. There are scars present on his left arm.

Speech- Normal tone, response latency and paucity of speech.

Mood- Subjectively - “Fine” Objectively – Flat/ blunted affect.
Thoughts- No formal thought disorder or evidence of disorder of possession.  Content- difficult to elicit, no evidence of suicidal or homicidal ideation.

Perceptions- No disturbance stated but appears distracted.
Cognition and Orientation- Grossly intact. 
Insight- Lacking.
 30 mins
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What would you do?
1. Try to make contact again- you need more information.
2. Offer a referral to community mental health team?  At this point you probably do not have enough information to refer.  You would need to assess the risk he poses to himself and others, as well as more specific difficulties he is having. 
When referring remember to include important personal info (e.g. age), home circumstances (e.g. married? children? employed? etc.)  previous psychiatric history, description of presentation, current symptoms, positive features  on MSE, suicide risk, risk to others, attitude to illness. Include your impression and what you think they need.

Consider ‘the three P’s’ predisposing, precipitating and perpetuating factors.
10 mins

TEA TIME!!
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For each situation what would you do?
Consider:
1. Initiate assessment under section 2 Mental Health Act 1983. How would you do that?
· Contact the Duty Nursing Team for your area, to arrange an assessment under the Mental Health Act.

· You, the Approved Mental Health Professional and a Section 12 approved Doctor (i.e. Consultant or Registrar) will meet to assess him.

My reasons for these opinions are:

A 23 year old male known to me has been increasingly withdrawn and has now become verbally aggressive with persecutory ideation. There is evidence of self neglect (has not eaten of slept for 3 days). 

On Mental State Examination I find him to be unkempt, distracted, and expressing delusional beliefs that people are watching him.

He refused voluntary admission for assessment. I feel him to be suffering from a mental disorder and a risk to himself at present.
2. Initiate assessment under section 4 Mental Health Act 1983. How would you do this?
· Contact the duty social worker, informing them of the situation.

Section papers should be available at the GP Practice, LMH or the duty team.

3. Refer to CRHT team (Done through CMHT, via duty nurse)
· The patient has to have a contacting address/ number and be agreeable to CRHT referral.

30 mins

What further follow up do you need to do? 

(Source: Maudsley Prescribing Guidelines 2007)

Baseline Tests for common anti-psychotics (should have been carried out by the Psychiatry team before starting treatment):
· ECG

· Blood Pressure

· Weight

· Blood tests: FBC, U&E’s, Lipids including cholesterol and triglycerides, fasting glucose, prolactin, LFT’s.

Checked at 3 months:

· Weight

· Blood test: lipids

Checked at 6 months:

· Blood test: glucose and prolactin

Then Yearly:

· Weight

· Blood tests: all baseline blood tests again.

i.e. Beware metabolic syndrome, particularly with olanzapine and quetiapine.
Any dose changes require BP and ECG monitoring.  Remember clozapine requires close monitoring for neutropenia and agranulocytosis.

N.B. Support for carers.

If he had further problems in the future, who could you refer to or call?

Primary Care Mental Health Services:  nurse based services. They usually offer SHORT courses of therapy/ counselling/CBT (around 6 sessions).  If in doubt ring and ask.

Secondary care: Community Mental Health Services (CMHT): more appropriate for patients with complicated histories, inpatient admissions, those known to services, those with a risk history (i.e. to self or others).  The referral is seen by a ‘gateway’ CPN who triages the patient, and either do an assessment, discuss at the team meeting for suitability for therapy, doctor review, or chose the most appropriate service. Patients are usually seen in a few weeks.

CRHT: As before.
15 mins
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