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FOREWORD

Sir Robert Hutchison first published his textbook on Clinical
Methods in 1897, and since then, it has remained the classic textbook on
clinical examination. This book came at a time, when none was available
in any discipline of Medicine including Psychiatry. The purpose of the
book was to serve as a source of learning and reference for undergraduate
medical students and postgraduate doctors. It sought to teach an integrated
approach to clinical practice, so that new methods and investigations were
grafted onto established patterns of clinical practice, rather than added on
as something extra. Since that time, Hutchison’s Clinical Methods has
remained a quintessential resource book in medicine for all the successive
generations of undergraduate and postgraduate medical students.

In the field of Psychiatry, no such book was available till Jaspers
published his book, General Psychopathology, in 1913. Though Emil
Kraepelin had published his major work, Compendium der Psychiatrie:
ZumGebrauche fir Studirende und Aerzte (Compendium of Psychiatry: For
the Use of Students and Physicians) in 1883, and it was expanded in
subsequent multivolume editions to Ein Lehrbuch der Psychiatrie (A
Textbook: Foundations of Psychiatry and Neuroscience), the book
essentially remained a book of investigation, observation, and research.

Karl Jaspers’s dissatisfaction with the popular understanding of mental
illness led him to question both the diagnostic criteria and the methods of
clinical psychiatry. He published a paper in 1910 in which he addressed
the problem of whether paranoia was an aspect of personality or the result
of biological changes. Although it did not broach new ideas, this article
introduced a rather unusual method of study, at least according to the norms
then prevalent. Not unlike Freud, Jaspers studied patients in detail, giving
biographical information about the patients as well as notes on how the
patients themselves felt about their symptoms. Jaspers compiled his views
on mental illness in a book ‘General Psychopathology’, published in
1913. This work has become a classic in the psychiatric literature and many
modern diagnostic criteria stem from ideas found within it. One of Jaspers’s
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central tenets was that psychiatrists should diagnose symptoms of mental
illness (particularly of psychosis) by their form rather than by their content.
For example, in diagnosing a visual hallucination, it is more important to
note that a person experiences visual phenomena when no sensory stimuli
account for them than to note what the patient sees. What the patient sees
is the “content”, but the discrepancy between visual perception and objective
reality is the “form”.

William Mayer-Gross, a pupil of Kraepelin and Jaspers, founded the
British School of Phenomenological Psychiatry which held that the exact
study and precise description of psychiatric events were a primary requisite
for their understanding. This emphasis on clinical oriented phenomenology
altered the direction of the British psychiatry to stress the importance of
inter-individual similarities that were frequently absent in text books of
that time. His landmark treatise, Clinical Psychiatry, comprehensive and
clinically oriented, made its appearance in 1954.

Fish’s Clinical Psychopathology made appearance in 1967. It has
shaped the psychiatric training and clinical practice of several generations
of psychiatrists. The third edition of this modern classic presents the clinical
descriptions and psychopathological insights of Fish to a new generation
of students and practitioners.

Mastering the art of conducting a thorough psychiatric evaluation and
the skill to elicit psychopathology is a gradual journey that unfolds
throughout residency years. The early months of residency often encompass
a blend of emotions: joy, excitement, curiosity, and anxiety, to name a few,
among the trainees. Besides standard references and hands-on clinical
experience, there is also a fervent pursuit of additional resources that are
resident-oriented and carry the fundamentals of psychiatric examination.
Specifically, there is a dearth of educational resources from Indian experts
that can summarize, simplify, and help navigate the complexities of
psychiatric examination for residents across medical colleges.

Almost a decade ago, the Department of Psychiatry at AIIMS, New
Delhi, was entrusted with organizing the Postgraduate Development
Programme (PGDP) by the Indian Psychiatric Society-North Zone in July
2014. Given the above void, the theme of that program was
“Psychopathology: Illuminating the dark side of the moon,” with an
audience of postgraduate psychiatric students from medical colleges across
North India in mind. The program was well-received but also left a lingering
need for having a ready-reckoner on mental state examination.
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It is heartening to see this book titled “Clinical Methods in Psychiatry:
Resident’s Handbook,” which fills this much-needed gap and elucidates
the subtleties of psychiatric examination. The handbook spans a broad
spectrum of clinically relevant topics, encompassing the fundamentals of
psychiatric history and essential components of clinical examination.
Moreover, the book covers several distinctive themes of clinical utility,
including emergency evaluation, risk assessment, child assessment,
substance use assessment, forensic assessment, cultural formulation, and
psychotherapy considerations. Experts from AIIMS, New Delhi and other
prestigious institutes have contributed to this handbook, which will
undoubtedly help psychiatric trainees understand the nuances of
psychopathology.

I extend my heartfelt congratulations to the team of editors and authors
who have contributed to this handbook. | hope that this book would continue
to inspire and guide the next generations of budding psychiatrists as they
embark on the journey of unraveling the mysteries of the mind.

=28

Prof SK Khandelwal
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PREFACE

Every year, approximately 1000 new medical graduates join
Postgraduate Courses in Psychiatry at medical colleges and hospitals across
India. These freshly joined postgraduates typically possess basic knowledge
and skills from major subjects covered in their MBBS program. However,
their clinical exposure to psychiatry is often significantly lacking or, in
some cases, entirely absent. In the undergraduate curriculum, only about
1.25% of the total time is allocated to psychiatry, encompassing 15-20
theoretical lectures and a mere 15 days of clinical posting. Additionally,
psychiatry is not a mandatory subject for MBBS examination.

Consequently, the new postgraduates often feel overwhelmed during
their initial clinical encounters in psychiatry. This happens soon after they
have successfully passed their entrance examinations and secured a
postgraduate seat. The clinical methods and interview techniques employed
by their seniors and teachers differ markedly from their previous
experiences. Common terms like “confusion,” ‘phobia,” and ‘anxiety’ take
on a new level of precision in this context. The process of taking clinical
history and conducting examinations can span hours, resulting in extensive
notes filled with densely written lines. These histories often contain
exhaustive headings and detailed narratives from patients and their family
members, stretching back years, even decades. Unlike other medical fields
where physical abnormalities can be seen or touched, or where classical
diagnostic tools like X-rays or lab investigations can identify conditions,
psychiatry relies heavily on the skillful extraction of information through
questioning and empathetic understanding. The goal is to differentiate
between normal and abnormal phenomena, leading to accurate diagnoses
and comprehensive management plans.

This book is specifically designed for postgraduate students at all stages
of their training, with particular emphasis on those in their first year.
Chapters written by experts with a long clinical and postgraduate teaching
experience offer insights into the fundamentals of clinical examination in
psychiatry helping the trainee residents to acquire clinical skills and apply
them in practice.
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The “Clinical Methods in Psychiatry: Resident’s Handbook” starts with
a discussion of topics crucial for clinical training in psychiatry. The chapter
“History Taking in Psychiatry” focuses on the importance and techniques
of gathering psychiatric history, followed by “Steps in Assessment,” which
details a systematic approach to psychiatric assessment. The subjective or
experiential aspects are covered in the chapter “Experiencing
Psychopathology - Phenomenology.” Subsequent chapters address key
components of the mental state examination (MSE), including “General
Appearance and Behavior,” “Catatonia,” “Disturbances of Affect,”
“Disturbances of Thought Form and Flow,” “Disturbances of Thought
Content and Possession,” “Disturbances of Perception,” “Assessment of
neurocognitive functions,” “Disturbances in Consciousness,” and “Insight
in Psychiatry.”

Furthermore, the handbook elucidates assessments for special
situations, equipping readers with a diverse skill set for complex scenarios.
Not all patients cooperate during psychiatric interviews, as their clinical
condition may hinder participation. “Assessment of an Uncooperative
Patient” addresses these scenarios. The hustle and bustle of on-call duty
often presents complex situations requiring astute clinical observation and
evaluation within time constraints. “Assessment in Emergency Settings”
focuses on approaches to psychiatric emergencies. “Risk Assessment”
discusses evaluating and estimating suicidal or violent risks for out-patients,
in-patients, or emergency patients. Chapters like “Assessment Specific for
Children and Adolescents” and “Assessment in Addiction Psychiatry” cover
special age groups and patient sub-populations.

Initial assessment is not an endpoint; it may indicate the need for further
evaluations. The chapter “Structured Assessments in Clinical Settings”
discusses the role of structured tools to complement baseline assessments
and for periodic monitoring of patients. “Cultural Formulation” highlights
the importance of cultural factors in understanding certain clinical
conditions.

Assessment findings need to be understood in a meaningful way to be
able to provide a direction to management. Chapter titled “How to Present
a Diagnostic Formulation and Management Plan” provides practical
guidance on case formulation, a vital part of every clinical-academic
presentation in residency. “Investigations in Psychiatry” covers routine
and special investigations in clinical settings. The principles of psychotropic
medication use are detailed in “Basics of Clinical Psychopharmacology.”
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Detailed psychological evaluations, which are crucial in certain clinical
situations, are introduced in “Concepts of Psychological Assessment,” while
“Neuropsychological Assessment,” “Psychological Testing in Clinical
Practice,” and “Assessments for Psychotherapy” cover specialized
assessments.

Clinical practice inevitably intertwines with forensic and legal
considerations, that have been concisely summarized in “Forensic
Assessment in Psychiatry” and “Mental Healthcare Act in Clinical Practice”
for the benefit of residents.

We hope the “Clinical Methods in Psychiatry: Resident’s Handbook’
will serve as both a practical guide and a valuable supplemental resource
for postgraduates in psychiatry. The book will also be useful for the
undergraduate students and residents working in other departments who
want to have a better understanding of psychiatry.

RK Chadda Pratap Sharan Mamta Sood Raman Deep
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Chapter 1
History Taking in Psychiatry

Rakesh K Chadda, Nishtha Chawla

Learning objectives
After reading the chapter, the student should be able to:

Enlist the basic headings under which psychiatric history is taken
Demonstrate how to initiate psychiatric assessment

Enlist the common psychiatric symptoms and demonstrate how to
elicit them

Enumerate the essential components of the psychiatric history and
how to record it

Introduction

The principles of psychiatric assessment are similar to medical
assessment, but the focus needs to be on elaborating each psychological/
behavioural symptom, as opposed to elaborating medical symptoms.
Psychiatric symptoms are generally grouped under the broad category of
psychological functioning, viz., emotions (affect), thinking (cognition),
perception, general behaviour, intellectual functioning and memory, and
biological functions like sleep, appetite, and libido.

There are subtle differences from a routine medical examination, which
are listed as below:

Help-seeking may often be initiated by the family members rather
than the affected individual. Similarly, gathering collateral infor-
mation from family members or accompanying persons is an im-
portant part of psychiatric assessment, as the individual may not
always be able to acknowledge all the symptoms or provide all the
information.
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Often, the patient may not come for consultation voluntarily due
to lack of insight, but is brought by his or her family, police, or
social organizations against his or her will. The patient may also
deny having any illness or symptoms.

Psychiatric assessment, like in any other clinical discipline, in-
cludes two main components: history taking and examination. This
may be followed by subsequent assessments, if needed, and inves-
tigations. The investigations may include psychological assess-
ments (e.g., personality testing, projective testing, intelligence
guotient) or physical investigations (e.g., complete hemogram,
renal/ liver/ thyroid function tests, electrocardiogram, etc.).

A patient coming to medical OPD may be able to give sufficient
details about his/ her problems and suffering by himself/ herself,
guiding the clinician reach a set of differential diagnosis. How-
ever, in psychiatry clinic, it is pertinent to interview the family
members/ other informants in addition to the patient, as certain
psychiatric illnesses are characterized by loss of insight disabling
the patients to recognize their own illness.

Some patients may be hesitant to talk about some of their symp-
toms or thoughts that may be brought into notice by the family
members. For example, a patient with history of hypomania may
deny behavioral change or problem, and may not appear overtly
cheerful, grandiose, or talkative like a patient of mania during an
interview. But family members may acknowledge stark change
from baseline behavior in their ward (like spending more than usual,
or involving in indiscriminate sexual activity, developing new hob-
bies/interests, etc.) that may guide the clinician in reaching a diag-
nosis in a person who may appear no more than a normally cheer-
ful or hyperthymic person in an interview. Hence,it is advisable to
take details from another informant about the patient’s behavior.

Another important aspect in psychiatry is eliciting history which
may concern a patient’s privacy, e.g., sexual history, or history
related to current and past romantic relationships, history related
to the use of psychoactive substances, etc. Thus, it is important to
develop a certain amount of trust with the patient and make as-
sessments in conjoint sessions with family members, and also in-
dividual sessions with the patient or his/ her family members.
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* The boundaries between history of present illness (HOPI) and
mental status examination (MSE) are also blurred at some places.
There may be an overlap as MSE also includes disturbances of
psychological functioning of the recent period which may also be
a part of HOPI. It is, therefore, not uncommon for the interviewers
to mention some of the patients’ verbatims in the HOPI itself.

In psychiatry, there are no objective methods to reconfirm the diagnosis
unlike medicine where the diagnosis made on the basis of history and
examination is further aided by a number of biochemical, pathological or
radiological investigations. But that does not mean that diagnosis in
psychiatry is not reliable. Psychiatrists have overcome this problem by
use of standard diagnostic criteria and diagnostic interviews.

Like medical history, each symptom needs to be described in detail.
For example, pain abdomen in medicine may be described by its duration,
intensity, location, diurnal variation, association with food intake, etc.
Similarly, while describing a psychopathology, say for example, auditory
hallucinations, one may begin with the onset of hallucination, the salient
characteristics (being heard from outside, in ears, along with other voices,
as clear as voice of people seen around), intensity of voice (loud or muffled
or as loud as patient’s own voice, etc.), frequency (heard throughout the
day or for a few minutes each time multiple times a day, or once in a day
for a few seconds, etc.), controllability (under one’s control), distance from
patient’s ears, patient’s attempts to stop or reduce the voice, engagement
with the voice, distress related to the hearing of voices and the content of
voices (derogatory or commanding or commenting or discussing type: may
be given with a small verbatim of patient’s experience), etc.

Some more words of caution are as follows:

* One should learn to avoid using technical terms like hallucina-
tions, delusions, obsessions in describing the history.

»  While giving a detailed description is important for understanding
a psychopathology, one should always avoid adding tedious/ irrel-
evant details in the history.

* Whileit is important to hear the narrative of the patient/ the family
member, one must also learn the skill of filtering the relevant in-
formation without losing the essence of an individual’s history of
current illness.
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How to initiate a psychiatric assessment?

To begin with, it is important for the clinician to introduce himself or
herself to the patient and his/ her family member/ attendant. This may
include the name and designation of the interviewer. Further, after
introducing yourself, patient’s introduction may be taken, e.g., name, age,
marital status, education, occupation, religion, type of family, income, etc.
It is indeed helpful to ask the correct pronunciation of the patient’s name
and ask if the patient prefers being called by his/ her first name or last
name. This may be the first step towards building rapport with the patient.
All the above variables are important to understand the patient and his/ her
socioeconomic and cultural background, in addition to building rapport.

If the patient has been accompanied by a family member, or friend,
name and relationship of the accompanying person is also recorded. It
may be good to record the amount of time spent by the informant with the
patient, for example, for how many years have they been staying together,
or how frequently do they meet (in case they don’t live together).

Further, the reliability and adequacy of the information is determined.
Reliability is defined as the consistency across different informants, and
across time in one informant, in the absence of an ulterior motive. Adequacy
of the information is defined as sufficient information available to make a
provisional diagnosis (or at least a set of differential diagnosis) and
formulate a management plan.

The next step is noting down the mode of referral. Few patients come
directly to a psychiatrist. In most of the cases, the patient has generally
been first seen by a medical practitioner and referred to the psychiatrist.
Sometimes, referral may occur from an educational institution, employer
or the courts. In some cases, the patient may be brought directly by police,
voluntary organisations,or the family. One should also note the reasons for
referral. It should be checked if the patient has the same understanding as
to why he/ she has been referred. Noting the mode and reasons for referral
may provide a hint towards patient’s and family’s understanding about
psychiatric nature of the illness, and their willingness to engage in
psychiatric treatment.

A patient coming for the first time for psychiatric assessment may be
anxious, and skeptical. It may be because of many factors, like stigma,
apprehensions about being started on lifelong medications in addition to
the distress because of the already existing symptoms. It is important for
the interviewer to convey to the patient that his/ her concerns will be
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respected and will be resolved as much as possible. He/ she should also be
reassured of confidentiality about the information shared.

It is often desirable to take additional information from a family member
or a person who has known the patient for some time. This is important
both in cases where the patient does not have insight into his or her illness
and to know how the patient has been functioning and behaving in different
settings. The family members’ involvement should be done with patient’s
consent wherever possible, and confidentiality should be respected. Risk
of suicide and violence override the rule of confidentiality.

One must ask if patient is willing to be interviewed and take consent
(verbal consent) for the same. The consent may be implied if a person
comes for consultation on his/ her own. In other cases, one must take consent
for psychiatric interview. Separate consent needs to be taken from the patient
to interview his/ her family about his illness and behavior. It is important
to state here that the patient should not have any objections to taking any
such information. Both the patient and the other informants preferably
should be seen separately. If they have been seen together, for some time
they should also be given opportunity of being seen alone.

During the interview, one must balance between passive listening and
active questioning. Passive listening may lead to interview being time-
consuming, and the information obtained redundant or irrelevant. So, one
may need to ask questions in order to keep the interview on track and
gather relevant information. However, asking too many questions or
interrupting repeatedly may make the patient think that the interviewer is
not interested in listening to his agony or may even distort the ‘story’ patient
IS narrating.

Open ended questioning is preferred in the beginning of the interview.
For example, asking the patient questions like, “How is your mood these
days?” instead of asking, “Do you feel anxious these days?”. It is more
likely to yield genuine, individualized, and spontaneous responses than
leading or closed ended questions, which may give false-positive responses.
However, only open-ended questioning can sometimes lead to lengthy,
vague, and incomplete complaints. This may be followed by specific
questions for clarification as well as for specific information.

Most of the patients presenting to a psychiatrist are not violent; in few
cases, the patient may have violent tendencies. Therefore, in any psychiatric
assessment, it is desirable for the clinician to have an easy access to the
door and have easy help available on call. Past history of violence, strong
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paranoia and command hallucinations are important risk factors for
violence. Where the patient has been known to be violent in behavior in
the recent past, one should be more cautious, as it is the most important
risk factor.

It may not be possible to complete psychiatric assessment in one
interview and more than one interview may be required to complete the
assessment. Normally 50-60 minutes are reasonably adequate to make an
initial assessment. Further interviews could be for 20-30 minutes each,
depending on the requirement.

General steps of history taking in psychiatry are nearly similar to the
standard history taking in medicine. The headings under which history is
taken and documented are given below.

1. Presenting Complaints/ Chief complaints
History of Present IlIness

Treatment history

Medical History

Past History

Family History

Personal History

Pre-Morbid Personality

Examination: Physical and Psychiatric (Mental Status Examina-
tion- MSE)

© Nk wWDd

Presenting/ Chief Complaints

The terms “presenting complaints’ and ‘chief complaints’ are often
used synonymously. However, they are technically different terms.
Presenting complaints are the symptoms which bring the patient to the
doctor. For example, a patient with anxiety disorder may present with the
complaint of headache for many months/ years. In psychiatry, the patient
may not give any complaints, as he/ she may have been brought against
will. Or the presenting complaints may be very vague not much relating
with the illness, e.g., weakness, headache, etc. Chief complaints on the
other hand, are considered complaints relevant to patient’s diagnosis (as
judged by the clinician), that may help in formulating a set of differential
diagnosis. For example, in context of the above mentioned presenting
complaints, complaints of experiencing ‘ghabrahat’ throughout the day in
patient with anxiety disorder or being constantly disturbed by the ‘voices’
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of unseen people in a patient with psychotic disorder may be the chief
complaints.

In psychiatry, the presenting/ chief complaints are usually asked from
the accompanying person too, if available. This is because many times the
psychiatric patient does not have insight into his/ her illness. Furthermore,
it is also difficult to give information for any person about his or her own
behaviour, which may be easily and directly observed and reported by a
person living with the patient.

The complaints should always be recorded along with their duration
in a chronological order. There may be difference in the duration of
presenting complaints and the total duration of illness, since psychiatric
illness may have been present for a long duration of many years, but the
complaints which are bringing the patient to the doctor are only for a shorter
duration. In such cases, both need to be recorded. It is also a good practice
to record total duration of illness in case of episodic illness. For example,
the chief complaints may be recorded as “baar baar beemar ho jaata hai”
for 5 years, “udaas rehta hai” for 2 months. This example gives the reader
or listener a hint that one is dealing with an episodic illness of five years
with the current episode for the last two months.

One must understand that presentation of chief complaints gives an
idea to the listener about the kind of symptoms which will be presented in
the history of present illness and a set of differentials start getting framed
in the mind of the listener right from the beginning of chief complaints.
Hence it is important to record the chief complaints carefully in a psychiatric
history. Number of chief complaints generally varies from 2-4 and is never
too many.

After recording the chief complaints for which the patient is consulting
a psychiatrist, the details of the complaints need to be elaborated. Before
going into a detailed history of present illness, it is important to assess
about the type of onset, course of the illness, and the presence of
precipitating, predisposing, and perpetuating factors.

Onset of illness

Onset refers to the duration between appearance of the first symptom
till development of clearly abnormal psychological state. It has importance
in terms of predicting prognosis. The type of onset of an illness is categorised
as abrupt, acute, sub-acute, or insidious. When the time gap between
appearance of the first symptom and the development of clearly abnormal
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psychological state is less than 48 hours, the onset is labelled abrupt, when
it is between 48 hours to 2 weeks, onset is called acute. Onset is called sub-
acute, if this duration is between 2 weeks to 6-8 weeks and insidious if it is
more than six weeks or two months. Abrupt and acute onsets are usually
associated with better prognosis. Insidious onset is usually associated with
poorer prognosis.

Psychiatric illnesses which are commonly seen to have abrupt or acute
onset include mania, acute and transient psychotic disorder; psychiatric
illness which often have insidious onset include substance use disorders,
personality disorders, etc.

Course

This refers to the progress of illness before the patient has come to the
doctor. This could be progressing/ deteriorating, static, improving, or
episodic. Some of the psychiatric illnesses like schizophrenia tend to run a
continuous deteriorating course. However, having an episodic course does
not rule out a diagnosis of schizophrenia. Ilinesses like mood disorders run
an episodic course usually, but occasionally cases of chronic mania or
chronic depression, which run a course of many years are seen in clinical
practice. Figure 1 (a-d) shows different courses diagrammatically.

| /

| | Fig. 1b: Continuous static course

Fig. 1a: Episodic course

./

Fig. 1c: Continuous Fig. 1d: Continuous
deteriorating course improving course

Precipitating, predisposing and perpetuating factors

Precipitating factors refer to any stressful life situation or other factors,
which have an important role to play in precipitating the illness. It is defined
as a factor which is temporally related to occurrence of an illness and in
the absence of which an illness would not have occurred. It is important to
know about these factors for developing management plan and predicting
prognosis. For example, psychotic symptoms, precipitated by use of
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hallucinogens like LSD. Removal of the precipitating factor is likely to
play a major role in the management of symptoms.

Perpetuating factors are the ones which interfere with treatment and
hinder improvement. There could be ongoing stressors or others. For
example, ongoing marital stress maintaining symptoms of depression/
anxiety, ongoing substance use worsening the course of psychosis,
persistently poor adherence to medications or other medical advice leading
to poor improvement in the symptoms etc.

Predisposing factors refer to genetic or familial influences or
constitutional or environmental influences being present for a long time
which predispose an individual to the illness. For example, caregiver of a
patient with chronic schizophrenia developing depression as a result of
burnout, or a patient with a chronic medical illness like multiple sclerosis,
or diabetes mellitus developing anxiety or depressive disorder.

History of present illness (HOPI)

History of present illness is the chronological record of the events
related to the illness. One needs to start from the appearance of the first
symptom and then go on to include all the important facts. To begin with
the description of the presenting complaints, a paragraph describing what
was normal for the patient (usual mood state, sleep and other biological
functions, as well as roles and responsibilities, and socio-occupational
functioning) helps in understanding the deviation from the normal further
on in the description.

A mnemonic to remember the headings which ought to be included in
the HOPI, is ABCDE, i.e., Affect, Behaviour, Cognition, Dysfunction/
Drugs/ Disability, and Environment.

While describing history of present illness, one should ensure that the
‘affect or mood’ (or “affect’) of the patient is clearly commented upon, for
example, in a case of mania, we often describe predominant mood of the
patient would be cheerful with instances of irritability when confronted
for his behaviour by the family members.

‘Behaviour’ as observed by the family members/ friends (e.g., the
duration, nature, frequency of muttering and smiling when alone, in a patient
with psychosis) or described by the patient himself/ herself (e.g., number
of times, the duration, and the manner in which a patient with obsessive
compulsive disorder (OCD) with obsessive thoughts of contamination
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would wash his/ her hands) should be elaborated upon. The elaboration
should include the onset and duration of a behaviour, the explanation given
(or not given) behind a particular behaviour, the frequency of the behaviour,
factors antecedent to or affecting the occurrence of the behaviour (e.g., a
patient with OCD chanting mantra when he would see a particular number
written anywhere).

The third important feature in the HOPI is the *cognition’ or “thinking’.
The details on the occurrence and frequency of thoughts should be described
ina way similar to what has been described above for behaviour. To illustrate
with the help of an example. “The patient would have recurrent thoughts
that his life is not worth living and would think of ways to kill himself.
Such thoughts would occur multiple times during the day and last for 30-
60 minutes each time. The person would explore ways of ending his/ her
life and even searched internet to look for painless ways to commit suicide.
This would happen more whenever he would be alone, or when he was
reportedly criticised by his superiors at the office. He would feel distressed
by such thoughts and would try to distract himself by watching spiritual
channels on the television. He avoided acting on his thoughts of ending his
life whenever he would think about the condition of his family after they
would learn about his death.”

‘D’ in the mnemonic mentioned above stands for three things:

(i) Dysfunction, viz., dysfunction in biological domains (sleep, ap-
petite, libido, self-care, etc.), occupational domains (e.g., poor scho-
lastic performance, frequency of absenteeism, getting demotions/
not getting promoted at par with other colleagues, resigning from
jobs due to incapability to work/ frequent changes in jobs, etc.),
social (not meeting friends/ relatives, not interacting with family
members/ neighbours, frequent interpersonal conflicts, etc.), and
other roles and responsibilities (e.g., not taking care of children,
not cooking food for family, not taking their parents for check-up,
etc.).

(ii) Drugs: HOPI should include the medications (or drugs) taken by
the patient during the course of illness and its effect on the symp-
toms. This also includes psychoactive substances and association
of symptoms with intake of such substances.

(iii) Disability, viz., not being able to carry out certain activities that a
person normally could. For example, a patient of agoraphobia re-
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maining confined to home, or not travelling by bus/ train, or with-
out a phobia companion, etc.

Last but not the least, the HOPI should cover the environmental effects
on the illness. For example, a family member’s reaction to patient’s
behaviour, or illness. Taking for instance in a patient with OCD, family
members may be ignorant/ indifferent to patient’s repeated hand-washing,
or may stop the patient from doing so, or may get involved with the patient
by themselves washing things repeatedly to relieve the patient’s anxiety
(accommodating behaviour).

Assessment of violence and suicidal ideation/ behaviour are a vital
part of psychiatric history and must not be missed.

One also needs to screen for the presence of symptoms of various
other psychiatric illnesses. The symptoms screened out, form an important
part of the negative history (which is essentially a part of history of present
illness). One must ensure ruling out the most relevant history first. This is
usually dealt in form of groups of symptoms. For example, screening for
psychotic features like delusions, hallucinations, and disorganised
behaviour. Similarly, one needs to check for any pervasive mood disturbance
like sadness, anxiety, euphoria, in addition to ruling out phobias, obsessions,
substance abuse. As mentioned previously, technical terms are best avoided
in the negative history.

One must always remember to rule out organic causes of behavioural
symptoms, by ruling out neurological symptoms, like altered sensorium,
seizures, head injury, high-grade fever, incontinence, etc.

In the elderly patients, one should always assess for features of cognitive
decline/ dementia, as they may overlap with some psychiatric symptoms
or present as psychiatric symptoms, e.g., executive difficulty may appear
as poor self-care (patient not being able to take bath, comb, etc.) or
disinhibition (not being able to wear the clothes properly). It is important
to understand the order in which the negative history is documented. It
may be done either in the order of the diagnosis as presented in a
classificatory system being followed like the international classification of
diseases (ICD) or based on the relevance of the symptoms in the context of
HOPI. The latter is most commonly followed, e.g., in a case of moderate
depressive disorder, ruling out somatic symptoms of depression, suicidality
or other symptoms of depression, followed by symptoms of other spectrum
of mood, i.e., mania, followed by anxiety disorders and psychotic disorder
and eventually substance use, and organic conditions.



12 Clinical Methods in Psychiatry

Treatment History

After taking details about the history of present illness, details of
treatment taken for the illness and response to it should be taken and
summarised under the heading of treatment history. The headings which
should be covered for each treatment taken includes duration of that
particular treatment, dose range, adherence (whether self-observed, or
supervised by family members), response (quantified in percentage, if
possible), and side-effects experienced (both mild/ common and serious).
This helps in formulating a management plan, as history of response to a
medication in the past is the most important predictor of its future
effectiveness.

Medical History

Details of any long-standing medical illnesses (diabetes mellitus,
hypertension, hypothyroidism, etc.), suffered by the patient in the past or
existing presently and treatment taken for it, needs to be elicited. This is
important as the coexisting medical illnesses can influence the course of
psychiatric illness and the nature of treatment to be prescribed. For example,
a patient having hypothyroidism is more likely to have depressive symptoms
or cognitive decline. Hence, correction of hypothyroidism would be a
priority in a patient with mild depression or cognitive decline.

Some medications are known to have psychiatric side-effects, like INH
given as an anti-tubercular medicine is associated with development of
psychosis; steroids have been associated with mood disorders or psychosis;
interferons used in some auto-immune illnesses predispose to depression;
levetiracetam (a commonly prescribed anti-seizure medication) has been
associated with depressive symptoms. The list is endless.

Apart from direct association of medications with psychiatric
symptoms, there are other interactions which may affect the management.
For example, avoiding propranolol for controlling anxiety symptoms in
patients of asthma and diabetes mellitus, avoiding lithium in a patient of
chronic kidney disease, or tricyclic antidepressants like imipramine in a
case of benign prostatic hyperplasia. Similarly, one needs to check for any
major surgeries undergone by the patient.

Past History

History of any psychiatric illnesses or symptoms suffered by the patient
in the past, treatment taken and response to treatment should be recorded
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under this heading. This not only helps in diagnosing the illness, based on
the course, but also in formulating management based on the course, and
previous treatment response. It also helps in understanding the prognosis
of the illness. For example, a person with current episode of two months
with one episode of one month, six years back may be prognosed to be
better than a person with current episode of two months with eight more
episodes in the past six years, with less than 50% of his last six years spent
in euthymia. It may indeed help in deciding the course and duration of
treatment, with the former requiring medications for a shorter duration
than the latter who may require maintenance doses of some medication for
lifetime.

A detailed past history may sometimes be helpful in reaching a final
diagnosis. For example, a patient having current episode of depression
may be wrongly classified as major depressive disorder and getting treated
with antidepressants, whose history may be enriched by one episode of
mania in the past many years, revising the diagnosis to bipolar disorder.
Planning a mood stabiliser may thus benefit such a patient.

While noting the past history, it is important to write a detailed
description of the first episode, while subsequent episodes, if similar, may
be mentioned in a smaller note, stating the similarity to the first episode.

Family History

Family history refers to the family in which the patient has been born
and brought up. Purpose is to understand effect of genetic and familial
influences on the patient. Whether patient has been born of a consanguineous
marriage needs to be ascertained, as the manifestation of recessive traits is
more common in consanguineous marriage. Type of family, especially the
family structure (nuclear, joint, three-generational) and its socioeconomic
status should also be determined. It gives an idea about the social support,
and ability of the family to afford treatment for the patient. It is also a good
practice to understand the type of house, the family lives in.

Some other important aspects to be covered in family history include
assessing the chief caregiver for the patient (who would be spending most
time with the patient at home, primarily involved in taking care of basic
needs of the patient, involved in treatment and bringing the patient to follow-
up), chief decision maker (whose consent or opinion would be required
before making major/ minor decisions in the family), and chief earning
member (who financially contributes the most in the family pool). This
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helps us determine whom to give the charge of supervising patient’s
medications, and whom to educate about bringing the patient for regular
follow up.

Family tree should be drawn. Figure 2 shows an illustration of a family
tree. Details of the parents and siblings, their education status, health status,
general functioning, relationship, and attitudes towards the patient need to
be enquired. If any one of the first degree relative is not alive, cause of
death should be enquired into.

Dominant Pedigree
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Fig. 2: The patient (index case) marked by arrow. Shaded shapes indicate presence of
psychiatric illness. Hence, in this figure, patient’s mother, paternal grandmother, and
paternal uncle have some psychiatric illness.

It should not be assumed that an educated family member would have
a better understanding about patient’s illness. There are instances when an
illiterate family member gives a better account of the symptoms and picks
up subtle changes leading to relapse, and more educated or family members
with professional background take their wards to religious sects, shrines,
temples, or faith-healers for years before bringing them to psychiatric
treatment facility.

History of psychiatric illness, epilepsy, mental retardation, substance
use, suicides, or any missing person in the family especially up to second
degree relatives (preferably up to third degree relative) needs to be taken.
In case of any psychiatric illness in the family, treatment records of the
family members should be accessed. It is known that if a medication shows
response in a family member, it is likely to be beneficial for the patient too.
Lithium is a well-known example of showing better response in a patient
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of bipolar disorder when there is a family history of bipolar disorder with
good response to it.

Personal History

Personal history is a kind of biography of the person. Each aspect
holds relevance in terms of diagnosis/ prognosis/ management. Personal
history is taken under the following headings:

Birth, early developmental, and childhood history

Information is taken about any problems during pregnancy, antenatal,
birth and postnatal period, including pregnancy being planned or unwanted.
The type of delivery (vaginal or caesarean), and the place of delivery (home
or hospital) should also be noted. History of neonatal jaundice, any
prolonged illness, hyperpyrexia, episodes of unconsciousness and seizures
should be taken. It is important to mention here that many of these details
would be available only if one of the parents is an informant.

Details of the developmental milestones like holding of head, sitting,
standing, walking, bladder and bowel control, social smile and speech
development should be recorded. Delayed development of milestones may
indicate intellectual disability or other neurodevelopmental disorders.
Prematurity and birth trauma are associated with higher risk of development
of behavioural disturbances and a range of psychiatric illnesses like
schizophrenia in the later life.

Information about general behaviour as a child, interaction with parents,
carers and peers should be taken. History of parental separation or loss, if
present, should be taken. Patient should be asked about having suffered
nightmares, bedwetting, nail-biting, thumb-sucking, and fears. Such traits
are considered ‘neurotic’ traits and make a person prone to develop neurotic
illnesses later in life, e.g., anxiety disorders. Presence of conduct traits in
childhood raises concern for the development of anti-social personality
traits or disorder in adulthood.

Academic history

Information about age of starting schooling, performance in school
and college, behaviour in school and college, relationship with peers, and
remarkable achievements if any, should be taken. Patient’s relationship
with his teachers, and his/ her yearly teacher’s reports should also be
enquired into (whether there is history of frequent complaints from school).
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If the patient discontinued studies in between, reasons for that should be
noted. Effect of illness on the academic achievements, if any, should be
recorded. History of bullying, truancy or any other conduct disturbances,
if any, should be taken. Deteriorating academic performance may be
reflective of beginning of prodrome of an illness.

Sexual and menstrual history

Sexual history includes sexual development, sexual orientation, history
of masturbation, attitudes towards sex, sexual activity and any problems
related to sex like impotence or anorgasmia. Any sexual misinformation or
misconception should be noted and addressed in the treatment.

In females, age of menarche and menopause (where applicable) and
information about menstrual cycles should be taken. Missing of menstrual
cycle may also be indicative of pregnancy, which greatly affects the choice
of medications for any illness.

Occupational history

A chronological record of various jobs undertaken, performance, and
relationship with peers, juniors, and seniors should be taken. The nature of
job, working hours may also be noted. Reasons for changing the jobs,
frequent absences, frequent sickness leaves, demotions, or delay in
promotions, if any, should be recorded. If the person is not working, reasons
should be recorded. In case of female patients, who may not be in paid
employment, their household functioning should be recorded.

Marital history

Age of spouse and time since marriage, and consanguinity of marriage
should be determined. Relationship with spouse, spouse’s age, occupation,
roles/ responsibilities should be taken. Quality of marital relationship,
including sexual relationship should be enquired. History of marital
disharmony, separation and divorce should be taken, if any. Details about
children and their health, including presence of any psychiatric illness,
should be noted.

If the patient is in a live in relationship, details may be recorded here.
Substance use history

History of use of tobacco, alcohol, cannabis, and other illicit psycho-
active drugs and their frequency, use/ harmful use/ disorder status should
be recorded under this heading.
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Premorbid Personality (PMP)

Premorbid personality refers to the personality before the onset of
illness. This is the last heading under history taking, before beginning of
the examination. This includes details about the

» Patient’s nature and emotional tone (whether he/ she is generally
described as cheerful or gloomy; does he/ she experience sudden
changes in mood);

» Interpersonal relationships (whether he/ she is able to make stable
and lasting relationship or has short lasting abrupt break ups/ fall-
outs; whether a person is shy or out-going);

o Leisure activities (indicates their level of energy and resource-
fulness, and their preference for company or solitude);

» Character (how does he/ she describe him/ herself as: optimist or
pessimist; a loner or socialite);

e Attitudes and standards (how do he/ she deal with tough situa-
tions, tackle responsibilities).

Level of functioning in different areas is also a part of PMP. Information
about general habits like responsibility, dependability, trustworthiness,
discipline, punctuality, diligence, etc. is collected. These should be noted
in different arenas of life: within the family, with peers and friends and in
the job situation.

PMP should be described with examples rather than impressions. For
example, instead of labelling the patient as “shy”, it would better to describe
in detail like “patient would speak less, especially with outsiders/ strangers,
and would be hesitant to make new friends despite wanting to do so.”

An easy way to assess the personality is by asking about patient’s
behaviour during changing roles (e.g., getting married, joining a new job,
becoming a parent, etc.). It is best to gather information from both patient
and another informant (friend/ family member).

Presence of any specific personality traits like schizoid, paranoid,
histrionic, anti-social, emotionally unstable, dependent, anankastic, or
anxious, if any should be collected. If none of the traits are found to be
prominent, we label the premorbid personality as well-adjusted.

It is important to ascertain the PMP in the process of history taking
because it helps the interviewer to better identify the patient and put his/
her difficulties into context. Certain personality traits may be a risk factor
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for development of certain psychiatric illnesses (e.g., anankastic traits
increase the risk of developing depression). These may even colour the
presentation of a psychiatric disorder or may be a co-morbid illness. It is
not just enough to gain a discrete impression of personality traits, but also
to target the strengths in the personality during therapeutic intervention.

In cases where onset of illness is before 18 years of age, pre-morbid
temperament is defined instead of pre-morbid personality.

Examination

After taking a detailed history, mental status examination is carried
out, analogous to systemic examination in a patient with medical illness.
In medical assessment, while we focus on the system likely to be affected
based upon the history (e.g., chest examination in a patient of breathlessness,
or per abdominal examination in a patient of pain abdomen), in psychiatric
examination, we focus on examining the mental state of the person. It needs
to be emphasized that systemic examinations with special emphasis on
nervous system is an integral part of the psychiatric assessment. However,
as we do in medical assessment, we must not forget to examine other systems
and general physical status of the patient as well, because involvement of
one system does not rule out likelihood of pathology in other systems. It is
even more important in patients with psychiatric illness, as such patients
are not only more likely than general population to have medical co-
morbidities but are also less likely to report them to their doctor.

The details on steps in assessment of a patient in psychiatry are
discussed in the chapter on mental status examination.

Summing up

The principles of psychiatric history taking are similar to other medical
discipline, but the focus needs to be to elaborate each psychological/
behavioral symptom, as opposed to elaboration of medical symptoms.
Understanding a patient’s socioeconomic and cultural background, in
addition to building rapport, plays a pivotal role in psychiatric history taking.
Psychiatric history taking and assessment have some peculiarities which
make it distinct from other medical disciplines, like lack of insight, stigma,
privacy concerns, absence of any specific biomarkers, and hence significant
reliance on the caregiver or accompanying person for gathering details on
psychological symptoms. One must focus on A-B-C-D-E of psychiatric
history taking, which is a skill one learns during their postgraduate residency
and even beyond.
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Chapter 2
Steps in Assessment

Rakesh K Chadda, Mahadev Singh Sen

Learning Objectives
After reading the chapter, the student should be able to:

* Understand the components of psychiatric assessment and its sig-
nificance

* Identify and interpret key findings from the examination to recog-
nize various psychiatric symptoms and formulate differential di-
agnoses

» Develop skills in documenting and communicating the results of
the examination effectively

Introduction

Psychiatric assessment is a critical component of clinical psychiatry.
The cornerstone of this assessment is the Mental Status Examination (MSE),
which is a structured way of observing and describing a patient’s current
state of mind. This chapter primarily focuses on the process and steps
involved in conducting a comprehensive psychiatric assessment including
MSE. The chapter would explore the specific components of the MSE and
its significance in evaluating a patient’s current mental state. The signifi-
cance of each step is discussed individually and in the larger context of
complete examination.

Various subheadings of the examination in psychiatry are:
1. Physical Examination
2. Mental Status Examination

a. Level of consciousness and alertness

b. General appearance, attitude and behavior
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c. Psychomotor activity
d. Speech
Mood
f.  Thought
g. Perception
h. Risk assessment
i. Cognition
J-  Insight

k. Judgement

Physical Examination

While the physical examination may not be the primary focus, it is
still an essential part of the assessment. It helps to rule out physical
conditions that may be causing or exacerbating the psychiatric symptoms.
Physical examination includes general physical examination and systemic
examination (respiratory, cardiac, abdomen and nervous system), and
specific investigations as indicated.

Remember, the mind and the body are interconnected, and one can
significantly influence the other. For instance, a patient with symptoms of
depression might also have an undiagnosed hypothyroidism status, which
can mimic depressive symptoms.

The physical examination should be thorough and systematic. For
example, there might be signs of self-neglect in a patient with severe
depression, such as poor personal hygiene or malnutrition. In neurological
examination, there might be nystagmus or ataxia in a patient with alcohol
use disorder, suggesting possible cerebellar degeneration. These physical
signs, when correlated with history and MSE, provide valuable insights
into the patient’s overall treatment plan. General physical examination
(Table 1) should include pulse, blood pressure, pupils and screening for
anaemia, cyanosis, jaundice, lymphadenopathy, and any other significant
physical abnormalities or findings. Systemic examination (Table 1) includes
examination of chest, abdomen and nervous system. Fundus examination
should be done specially to rule out signs of raised intracranial tension.
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Table-1: Physical Examination

General physical examination

Consciousness, orientation

Built & hydration

Pallor, icterus, clubbing, edema, lymphadenopathy or cyanosis

Pulse: ___/ min; Blood Pressure: mm Hg; Respiratory Rate: __ / min;
Temperature: ___

Height: cms ( percentile)

Weight: Kags ( percentile)

Waist Circumference.: _ cms; Hip Circumference: cms

Systemic examination

Cardiovascular System: S1, S2, murmur yes/ no

Respiratory System.: Air entry, added sounds

Per Abdomen: Tender yes/ no, organomegaly yes/ no

Central Nervous System
» Cranial nerves

* Motor
*  Bulk
*  Tone
*  Power

*  Deep Tendon Reflexes
*  Plantar reflex

* Sensory system

»  Cerebellar signs

* Meningeal signs

» Fine Motor: advanced/ normal range/ mild delays/ significant
delays/ other

» Gross Motor: advanced/ normal range/ mild delays/ significant
delays/ other

*  Muscular/ Skeletal: normal limits/ involuntary movements/ tics/
chorea/ ballismus

» Gait: stable/ ataxia/ wide-based gait/ other
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Mental Status Examination (MSE)

Psychiatric examination is commonly called mental status examination
(MSE). MSE refers to the condition of the patient not only at the time of
present interview but also during the time period leading to the present
circumstances.

MSE is performed under following headings:
»  General Appearance, Attitude and Behavior (GAB)
* Psychomotor activity

* Speech
o Affect
* Thinking

» Perception
* Higher mental functions
*  Orientation
*  Attention and concentration
*  Memory
* Intelligence
*  Abstraction
* Judgement
* Insight

General Appearance, Attitude and Behavior

As implied in the heading, this includes a general description of
appearance and behavior of the patient, as the patient enters the interview
room, greetings and behavior throughout the interview.

One needs to note appearance, gait, dress, grooming (neat, tidy or
unkempt), general hygiene, postures during the interview, gestures, facial
expressions, and any abnormal movements like tremors, mannerisms,
stereotypy, perseveration, choreoathetosis, myoclonic jerks or any others.
One also needs to look for catatonic signs like negativism, automatic
obedience, echolalia, echopraxia or waxy flexibility.

Any other oddities in behavior like apathy, disinterest in interview,
being guarded or suspicious, smiling without any reason, muttering to self,
etc., if present, should be recorded. Attitude towards the examiner must
also be recorded. For example, a patient may be cooperative, uncooperative,
authoritative, guarded, evasive or indifferent towards the examiner.
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Appearance is likely to be untidy and unkempt in patients with organic
mental disorders or chronic psychosis or schizophrenia. Patients with mania
generally appear very active, energetic and jovial, and may demonstrate
over-familiarity with the interviewer. In depression, the patient would often
be slow in responses and appear withdrawn. An anxious patient may be
very restless and frequently change postures.

Eye contact is another important point to be noted here which may
give a reflection of internal emotional state. A depressed patient may not
be making any eye contact, a manic can make prolonged eye contact, or a
paranoid patient may be scanning the room.

Rapport is defined as “Conscious feeling of harmonious accord,
sympathy, and mutual responsiveness between two or more persons;
contributes to an effective therapeutic process in both group and individual
settings” (Kaplan and Sadock, 10" ed.). In clinical assessment, it refers to
the development of a working therapeutic relationship. It may be difficult
to develop rapport in patients with schizophrenia and organic mental
disorders. To assess rapport, the clinician measures the pattern of emotional
communication from patient against his subjective standards (which is
generally gained by experience and clinical competence).
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Description 1 (A 32-year-old female with catatonic schizophrenia):

A young adult female, aged about 30, with a thin built, entered the
interview room in a slow gait with mother. Arms were flexed near her
chest and no arm swing was observed while she walked. Her hair were
uncombed and clothes were loose. She did not greet the examiner, nor did
she respond to greetings by the examiner. She sat slowly on the chair after
being asked to sit 2-3 times. Patient kept both her arms in air, turned inward
towards her body with a stooped posture. This posture was present
throughout the interview with spontaneous movements of turning neck
towards the passerby’s direction.

She had vacant facial expression with no signs of any emotional
responsiveness. This vacant response was present throughout the interview
in spite of frequent questioning about herself, her husband and her daughter.
She also showed intermittent grimacing lasting 2-3 minutes. She didn’t
show any response to unexpected stimuli like sudden clapping of hand,
sudden movement of interviewer’s hand towards patient’s face. It was not
possible to develop rapport with the patient.

Description 2 (A 7-year-old child with Tic disorder)

Child entered the room with mother and exchanged greetings with the
therapist. He was tidy and well kempt. Eye to eye contact was initiated and
maintained. The patient during the interview cleared throat 3-4 times. He
would take a deep breath, raise his shoulder and then hold his breath. He
would release the breath from nose and mouth and make a throat clearing
sound in the process. Rapport could be established.

Psychomotor Activity

Psychomotor activity refers to level of psychic and motor activity.
More closely, it refers to the motor activity as a result of the mental
processes. It may be increased, decreased or within normal range.
Psychomotor agitation or retardation may be present.

In psychomotor agitation, the person is very restless and motor activity
is increased too much. The patients talk rapidly and loudly, and are often
difficult to interrupt. It is often seen in psychosis like schizophrenia, mania
or delirium and agitated depression.

In psychomotor retardation, the patient is very slow in responses, speaks
slowly and walks slowly and may continue to sit in one posture. It is seen
in depression and some cases of schizophrenia.
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Speech

The way individuals communicate, including their choice of words,
fluency, pace, volume, and prosody, etc. offers valuable insight into their
overall mental state. As we can’t directly know the thoughts of the person,
evaluation of speech acts as a proxy for patient’s thoughts. In this section
of MSE, the overall character of the speech is noted while the detail of
content is noted in other sections. Character of speech is noted under the
following headings:

» Spontaneity: Spontaneity refers to whether the person is able to
initiate conversation on own or does he/ she only in response to
guestions.

»  Tone/ tempo/ volume/ prosody: This includes volume, pitch, speed
and articulation of speech, and reaction time to the questions be-
ing asked. One needs to observe, whether there is a tendency to
reply in monosyllables. This may indicate a depressive illness or
non-cooperation. A general paucity of speech may be seen in de-
pression, sometimes in schizophrenia, and in cases of low intelli-
gence.

* Reactivity: Reaction time is often increased in depression and re-
duced in mania. Manic patients speak often very loudly and are
difficult to interrupt (pressure of speech).

» Relevance/ coherence/ goal directedness: The normal speech is
characterized by an orderly flow of information within a conver-
sation, including a logical connection between the successive words
or phrases and sentences, reaching to the logical end. The subject
area constantly refers to the topic of the discussion. Thus, one can
interpret whether speech is relevant and coherent or irrelevant and
incoherent.

Affect

The sections of MSE enlisted above were indirectly inferring
psychopathology. This is the first instance where the direct questioning
into the psychopathology is done. Affect is the key indicator of current
emotional state. It is important to distinguish mood and affect in the context
of assessment. Mood refers to a pervasive and sustained emotional state,
which colors the person’s perception of the world (and thus the affective
responses), whereas affect refers to the emotional state, as judged by external
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reactions like laughter, crying, anger or fear. Affect is dynamic and
transitory; it changes with situations, thought processes and external
environment.Thus, affect can be considered the cross-sectional state of
emotion while mood is the longitudinal phase of emotion. Mood is described
subjectively, i.e. the patient’s own perception, and objectively, i.e. outside
observation by interviewer, while affect is the overall emotional tone as
objectively observed during interview.

Affect is assessed for quality, emotional reactivity, range of emotions,
and appropriateness.

To assess the quality of affect, the patient is asked how he or she is
feeling or how is his or her mood. Sometimes the examiner may need to
give a leading question like do you feel happy, cheerful, normal or sad.
Both subjective as well as objective assessment of emotional state is
recorded. The patient may be anxious, irritable, euphoric, elated or euthymic
(normal emotional state).

La belle indifference is considered diagnostic of conversion disorder,
in which the patient appears completely indifferent to a severe disabling
physical symptom, to which any other person would have shown significant
distress.

Emotional reactivity is assessed by observing the emotional response
of the patient to various topics being discussed during the interview.
Emotional reactivity is reduced in schizophrenia. In mania and organic
mental disorders, lability of affect or labile affect may be seen, in which
there are abrupt shifts in emotional expression from one extreme to other.
For example, the patient may be crying at one moment and then suddenly
starts laughing loudly.

Range of emotions displayed by the patient during the course of
interview is observed. It is considered normal for a person to display a
range of emotions in response to various topics being discussed in the
interview. In schizophrenia, the range may be restricted or there may be
blunting or flattening of affect, in which the patient does not show any
reactivity to emotionally laden stimuli.

Inappropriate affect refers to the emotional tone out of harmony with
the idea, thought, or speech accompanying it (Sadock et al, 2017).
Incongruous affect is a related term. An indifferent event may produce a
severe emotional response, whereas an event that may be emotionally
charged, may not have any effect on the patient’s emotional response (Fish
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Clinical Psychopathology, 2019). Inappropriate affect is seen in schizo-
phrenia, in which the affect is inappropriate to the topic being discussed or
the situation. The patient may laugh or cry without any reason. Or the
patient may be laughing when a sad event is being discussed.

Mood: Subjective description may be sad, fine, low, anxious or happy,
etc.

Affect: Objective assessment i.e.,

» Quality: dysphoric, neutral, euthymic, detached, anxious, irritable,
hostile, sad, angry, or euphoric

» Appropriateness to the situation: appropriate vs. inappropriate
* Range: flat, blunted, restricted (constricted), complete (full)
» Reactivity: Present, restricted, absent

Thinking

Thinking is described under four subheadings: Form (process), Stream
or Flow, Content and Possession (control). Thinking has basically two
components, form and content (further expanded to the four subheadings
as stated above), which need to be assessed. Assessment of thinking is
done by assessing the patient’s speech.

Form of thought

Form refers to organization of the thinking or thought process and is
assessed by examining speech samples or various responses of the patient
to different questions during the interview. Healthy thinking comprises of
3C’s viz. Constancy, Clear Organization, and Continuity. Deviation in any
of these domains would be a thought disorder. Assessment of form is
basically the reflection of overall structure of the patient’s thoughts. If the
replies appear relevant, logical and coherent, form is considered normal.
The same may also be examined by a written sample in some cases.
However, if there is gross deviation in the form of thought, then further
assessment becomes difficult.

Disturbances of form of thought process include circum-stantiality,
derailment, tangentiality, loosening of associations, incoherence, word
salad, and neologisms. Disturbances of form are also described by a general
term “formal thought disorder’ meaning a disturbance of form of thought,
and are an important characteristic of schizophrenia.
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Description 3: On asking where do you live, the patient did not speak
but on asking him to write about Karnal he wrote, “The office, What the
Karnal is of holy bible but calling trues picture — Hobbies Pratap Public
School. I first, benefits, The do not feel Happens Karnal are fishes garden,
says what sees Karnal, The possibly, the possession, It has longing,
progressively, Men, The mass of telling, lies hardware of comp. called
Karnal adt., This means wash, days formealing Anula, not. Sometimes office,
I belonging starting, learning Karnal This is ment. Felt like ice-cream
sporting, dreaming. All, the cats, animals but being are possibly karnal.
Of I Like Karnal said the call of course did I do feelings of Montanes,
distribution Karnal.” Impression: Disturbance of form of thought, loosening
of association.

Stream or Flow of thought

Stream or flow of thought may be slowed as in depression or residual
schizophrenia or accelerated as in hypomania or mania. Flight of ideas,
seen in mania, is characterized by a rapid progress of thought, thoughts
follow each other rapidly with chance associations and no general direction
of thinking, verbal associations of different kinds, such as assonance,
alliteration or clang associations may be seen. Sometimes, it is possible to
completely reverse the sequence of the record of a flight of ideas, and the
progression of thought may be understood just as well. In inhibition or
slowing of thinking, the train of thought is slowed down and the number of
ideas or words are reduced. It may reflect difficulty in making decisions,
lack of concentration and loss of clarity of thinking.

Description 4: Doctor: “Kaise hain aap?”

Patient: “Main mast hoon. mujhe jaana hai. mujhe school jaana hali,
kyoonki aaj monday hai. monday ke din main paidahua tha. mummy bolti
hai kee ye mera beta monday ko paida hua tha. vaise monday shivji ka din
hota hai. yaha par bhee shivji hai. Mahadev jee hai. mera naam T*****der
hai. T matlab T.V., T matlab talented, matlab main. Aapka naam Mahadev
hai. M matalab master, matlab bhagavaan. Aap mere bhagavaan ho, aur
main aapako apana talent dikhaoonga. (Patient started to sing a Punjabi
song) mera man karata hai gaane ka. T.V. par saare gaane meree pasand ke
bajte hai. kyunki mujhe saare gaane pasand hai aur isliye main saare gaane
sunata hoon. bas ab meree chhuttee kar do main bilkul theek hoon mujhe
yahaan se bhej do.” Impression: Flight of ideas, clang associations
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Content of thinking

It refers to what exactly a person is thinking. One needs to screen for
delusions, depressive ideation or cognition, phobias, obsessions and
compulsions and any other preoccupations. Some of the disturbances of
content are automatically elicited during the interview process and may
need only further clarifications. Others may need specific questions. This
sub-section of MSE gives the maximum details of the patient’s thinking
process and is most important for description of psychopathology. By
examining the patterns of an individual’s thoughts, clinicians can gain a
deeper understanding of their cognitive organization, logical coherence,
and reasoning abilities. Different disorders are associated with distinct
patterns of thought content. Content needs to be documented in verbatim
as far as possible.

Examination of thought content may begin by asking the patient about
his main worries and preoccupations. The patient is often worried about
his/ her illness. Patients with depression and anxiety disorders often are
preoccupied with somatic symptoms. Same is the case with patients with
somatoform disorders. Psychotic patients may be preoccupied with the
delusional experiences. Patients with obsessive compulsive disorder will
be preoccupied with their obsessions. Patients with phobic disorder may
be preoccupied with the situations causing fears.

A patient with schizophrenia may have delusions of persecution,
reference, grandiosity, control, thought broadcast, thought insertion or
thought withdrawal. In mania, the patient may present with delusions of
grandiosity and persecution. In depression, the patients may present with
delusions of persecution and nihilism. In delusional disorders, the patient
may have some specific delusions like delusions of persecution, grandiosity,
somatic delusions or delusions of infidelity. Delusions are also seen in
acute and organic psychotic disorders. The dimensions of delusion like
conviction, extension, bizarreness, disorganization, pressure etc. should
be described. To screen for delusions, the following questions can be asked:

* Do you feel people want to harm you?
* Do you have some special powers?
* Is anyone trying to influence you?

» Does anyone play with your thoughts like putting his/ her thoughts
in your mind against your will or takes away your thoughts?
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* Do people around you come to know what is going on in your
mind?

» Do you think that people around are discussing about you?

» Do you think that you are being discussed in newspapers, radio or
television?

* Do you feel that this is the end of the world?
Description 5: 38-year-old male with Schizophrenia

“Doctor sahib mujh par nazar rakhi jaa rahi hai. Bahut saal ho gaye
yeh hote hue. Office mein shuruaat hui thi, par ab toh har jagah ho raha
hai. Mujhe log follow bhi karte hain, mujh pe nazar rakhne ke liye. Main
sabko samjhane ki koshish karta hun, par koi samajhta hi nahi. Aapko bhi
mazaak lag raha hoga. Shuruaat mein toh samajh nahi aaya ki inko kaise
pata chalta hai ki main kahan jaane waala hun, ya mere kya plans hain, par
baad mein samajh mei na aya ki mere ghar mein transmitter laga hua hai,
jisse inko sab pata chal jaata hai. Main jahan bhi jaata hun, mujhe log
follow karte dikh jaate hain. Kabhi kabhi meri taraf dekhkar hans bhi rahe
hote hain. Kai baar jaakar inse bol chukka hun ki mujhe follow na karein,
par tab yeh aise behave karte hain jaise ki inko kuchh pata hi na ho. Kai
baar police mein aur PM tak ko complain karne ki koshish kari hai, par koi
fayda nahi hua. Pareshaan kardiya hai mujhe.” Impression: delusion of
reference

Description 6: A 35 year old male with schizophrenia

“Patient: Man me Kisi ko bhi dekhke gali ati hai aur use woh baat
pata chal jata hain. Main muhse kuchh nahi bolta par use wo thodi dur
khada tha. Ek bar main ek ladke ko man hi man me gali de raha tha.. wo
thodi dur khada tha, wo bol utha *“ye to gali de raha hain.” Iske baad se
mujhe yakeen ho gaya hain ki logo ko meri man ki baat pata chalti hain.
wo mujhe ghurghur ke dekhte hain. Koi koi mere upar hanste bhi hain.
Unke reaction se pata chal jata hain ki unhe meri baat pata chal gayi hain.
Mere ghar wale is baat ko mante nahi hain, bolte hain yeh waham hai,
lekin aap yakeen kijiye yeh sach hain. Aapko bhi to pata chal gaya hoga
main kya soch raha hun. Gaali ke alawa dusre baat jo man mein aati hain
woh bhi pata chalta hain.

Doctor: Mujhe to pata nahi chala, yeh kaise pata chal sakta hain?

Patient: Nahi aap mere man rakhne ke liye aisa bol rahe hain, sare
doctor aisa bolte hain mujhe khush karne ke liye. Lekin mujhe pata hain
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aap ko pata chal gaya hain. Kaise pata chalta hain pata nahi. Yahi to samajh
me nahi ata. Lekin soch dimag se nikal jati hain. Pata nahi kahan se nikalti
hain, muh se ya naak se ya kaan ke ched se. lekin jo log mere samne hote
hain unko sunai padti hain. Mujhe sunai nahi padti, maine kai baar sunne
ki koshish ki hain. Socha tha yaha CT scan karke pata chalega kaha se
soch nikal rahi hain aur operation ho jayega.” Impression: Thought
broadcast

Description 7: 44 year old male with depression:

“Mere se kuch kara nahi jata hai. na to mann karta hai na hi takat hai.
Pehle to main har kaam bahut aache se karta tha par ab har kaam karne me
jhijhak si hoti hai. lagta hai ki yah kam main kar bhi paunga ki nahi. aage
badhkar khuch karne ka aatma vishwas hi khatam sa ho gaya hai. pahle jo
kaam bade hi aaram se kar pata tha, jaise ki kuch ghar ka kaam, ya bahar se
kuch saman lane jaana. Mujhe andar se hamesha lagta rahta hai ki main
thik se nahi kar paunga, kuch-na-kuch galti kar dunga. aisa pahle kabhi
nahi hota tha pur ab to har kaam se pahle yahi pareshani hai.” Impression:
decreased self-confidence

In depression, the patient may present with ideas of helplessness,
hopelessness, worthlessness, guilt, death wishes, suicidal ideation and plans.
One should never hesitate in asking about suicidal ideation. This is very
important, as evaluating suicidal risk is an important component of
psychiatric assessment and is very important in suicide prevention.

Possession of thought

It refers to having one’s control over one’s thoughts. It is an important
part of healthy thinking. Patients might report a feeling that “their” thoughts
are unwanted and “beyond control” in disorders like OCD. On the other
extreme their may be delusional attribution to foreign origin of the thoughts
in “thought control” phenomenon seen in schizophrenia. Thought alienation,
which includes thought broadcast, thought insertion and thought
withdrawal, comes under disorders of possession of thought.

Obsessions and compulsions can be screened by the following
guestions:

* Do you wash your hands more frequently than other people?
* Do you feel compelled to do some actions over and over again?
» Do you check again and again to see if doors are bolted and lights
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turned off when going to bed at night?
* Do you have to do things in the same way each time you do them?

* Are you frequently subject to doubts and/or troubles with your
conscience?

Description 8: Content & Possession: mujhe lagatahai vomitti fail jaegi.
aur lagatahai usakefailane se kuchh ho jaega, patanahinkya, saaraghar
saafkardiya aur bete se baatbhi band kardi. mujhepatahai us mitti se kuchh
nahin hogalekin ye vichaar bhee baar baar aatehai. phirlagatahaina touch
karun aur dur hirahun. agar touch ho jaaye to cheezen fainkdetahoon aur
apane aap ko saaf kartahun. agar main ye sab nakaroon to fizool
kisochaatirehtihai ki ye mitti mere parivaar mein nachalijaaye . ye mitti
aanewaale peediyon main na fail jaaye. phir main kafi pareshaan ho
jaatahoon aur kuchh samajhnahinaata.

Impression: Obsessive doubts, fears of contamination, washing &
compulsions

Description of different thought disorders is done under the following
headings while reporting MSE findings:

* Form: assessed with speech sample about neutral topic e.g. How
to make sambar/describe a holiday/driving a car. Positive formal
thought disorders include derailment, tangentiality, neologism,
loosening of association. Negative thought disorder includes pov-
erty of speech, poverty of content of speech

» Stream: Flight of ideas, prolixity, slowness of thinking, circum-
stantiality, perseveration, thought blocking

» Possession: Obsession, compulsion, thought broadcast, thought
insertion, withdrawal

» Content: Depressive and anxious cognitions, delusions and over-
valued ideas, made act, affect, impulse. Delusion (firm, fixed,
shared/unshared, culturally unaccepted) may further be described
as primary/secondary; single/multiple; with detailed description
or systematization; elaboration, bizarreness, mood congruousness
(in primary mood disorder alone), and acting on the delusion

Perception

It is the individual’s interpretation of the sensory information received
from their environment. The basic sensations include vision, hearing, touch,
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taste, temperature, pressure, and smell. Details like frequency, duration,
intensity, other characteristics, accompanying thoughts and resultant
behavior should be described for all sensory phenomena.

In perception, one needs to screen for hallucinations, illusions and
experiences of depersonalization or derealization. Hallucinations are
“perceptual experiences in the absence of adequate external stimuli”.
Evaluating perception helps clinicians assess the accuracy of an individual’s
interpretation of his/ her environment. Impaired reality testing, characterized
by difficulties in accurately perceiving and interpreting stimuli, may indicate
psychiatric conditions such as schizophrenia or dissociative disorders.

Auditory hallucinations are usually seen in schizophrenia. Visual
hallucinations are seen in delirium and drug induced psychotic states.
Ilusions i.e. “misperceptions of real sensory stimuli’> can occur when an
external stimulus is present, but it is misinterpreted as a person with delirium
might misinterpret shadows or objects as threatening or menacing.
Depersonalization refers to a distorted perception of oneself whereas
derealization, on the other hand, involves a distorted perception of the
external world which may be seen in anxiety states depersonilization
disorder.

The following questions can be asked to elicit abnormal perceptual
experiences?

» Do you see any visions during the day?

» Do you see flashes of light, patterns, figures, objects and so forth
that others cannot or don’t see?

» Do you hear voices, when there is no one around? If yes, whose
voice? Is it clear? What does it say?

» Does the voice sound real, or is it your own thought?
» Does it occur when you are fully awake?
* Do you get some unusual sensations on body or unusual smells?

» Do you get any times feelings of change or strangeness in your
body or in the environment?

Description 9: A 32-year-old female with schizophrenia:

“Doctor saab mere kaano me saaf saaf awaaj sunai deti hain. Abi bhi
sunai de rehi hain. Aawaaj bahar se mere dono kaano me sunai deti hain.
Awaaj har time reheti hain. Keval jab main sohjati hun tab nahi aati hain.
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Aawaaj mere maama aur maami ki hain. Mujhe sunai deti hain lekin aur
kisi ko nahi sunai deti hain jab koi bhi mere pass nahi rehega. Pehele mai
idhar udhar dekhta tha, lekin koi dikhai nahi deta tha. Maine uske baad
dekhna chhordiya. Main ye awaaj nahi sunne keliye computer main dhyaan
deta hu, lekin phirbhi sunaideti hain meri maami kehti hain ki mere sath
sex karo, nahi karoge to main tumhe nahi chhodne walihaun. Aur main
jobhi kaam karu use pehele aur usko bad woh batate rehete hain. Jaise woh
khana kha rahehain. Isko abhi ulti aayegi. Jab main computer me kuch
letter press karti hun, woh baat ate hain our koi letter press karo. Jaise
aawaj abhi bata rahihain doctor ke saath baat bandh karo. Pehele wali ghatna
mat batao” Impression: 2" person auditory hallucination and 3™ person
commenting type hallucination.

Higher Mental Functions

These are complex cognitive processes, that go beyond basic sensory
perception and motor skills. They involve higher order thinking, reasoning,
problem-solving, decision-making, memory, attention, language, and
executive functions, etc. These are essential for everyday abilities that enable
individuals to interact with their environment effectively. Higher mental
functions play an important role in social interaction and communication,
decision-making ability, memory, independence, functioning and overall
quality of life. Higher mental functions are usually impaired in organic
mental disorders like brain damage. But some deficits may also be associated
with mental disorders like schizophrenia. In such a case, these are crucial
domains to measure the impact on overall quality of life in patient and
generally predicts poor outcome.

Higher mental functions include orientation, memory, attention and
concentration, intelligence, abstraction and judgement, and insight.

Orientation

One needs to assess for orientation to time, place and person.
Orientation to time includes year, season, month, day, date and time.
Orientation to place includes the state, city, locality, building, floor, etc.
Orientation to person includes orientation to self and others.

Attention and Concentration

Attention is the ability to focus in a sustained manner on an activity.
Concentration refers to sustained attention. Generally, in the interview, if
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the patient is able to sustain a meaningful dialogue with the interviewer,
the attention and concentration may be interpreted as being normal.
Attention and concentration are usually impaired in organic brain disorders,
anxiety and depression. A patient may also not be attentive in the interview
out of disinterest.

Objective assessment of attention and concentration can be performed
by one of the following tests:

*

*

Naming the months or days of the week in reverse order.

Serial subtraction of 7 from 100, or 3 from 40. This may vary
depending on the patient’s intelligence and literacy level.

Spelling common words backward.

Memory

Memory is tested under 3 headings: remote (long term), recent and
immediate (short term).

Remote memory refers to the events of last few weeks to distant
past. It can be tested by asking the patient events of childhood or
some important personal events like academics, time of starting
the first job, date of marriage, birthdays of children, important
national or public events in last few weeks or years, names of some
important public figures, sportsmen, etc. The personal answers may
need to be confirmed from a family member.

Recent memory refers to events of last few days. It can be tested
by asking the patient meals taken in the morning or the previous
day or the route taken while coming to hospital or any important
happening of the previous day, newspaper headlines, etc.

Immediate memory has two components: Immediate recall and
delayed recall. Immediate recall is tested by giving names of three
non-related objects (e.g. pen, book, lock) to the patient and asking
him/ her to repeat them immediately. The patient is told that he/
she will be asked these again after five minutes. It is checked that
the patient should be able to repeat the object in the initial case. If
need be, this can be repeated. The immediate recall tests the regis-
tration. Then for about 5 minutes the patient is engaged in further
assessment and is then asked to repeat the names. Delayed recall
tests the retention and recall component of memory process.
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Impairment of immediate memory usually indicate impairment of
attention and concentration, whereas loss of recent memory and memory
of last few weeks or months is indicative of dementia

Intelligence and General Information

Assessment of intelligence in clinical situation is done by testing
vocabulary, general knowledge, abstraction and arithmetic abilities of the
patient. The questions should be based on educational level of the patient
and can be modified depending on sociocultural background.

» \ocabulary can be tested by asking the patient names of 10 cities,
10 fruits, 10 vegetables, 10 animals, 10 rivers, etc.

» Simple arithmetic problems can be asked to test arithmetic ability,
difficulty varying depending on the education level of the patient.

* General information is tested by asking some general questions
like important public figures (names of past 3 Prime Ministers or
Presidents or famous sports personalities), recent news, seasons,
past events of local or national significance, etc.

» Testing of abstraction ability is described under separate heading
below.

Abstraction

Abstraction refers to ability of a person to deal with concepts. It is
tested by asking similarities and proverb interpretation. Impaired abstraction
may hint that there is concrete thinking and diagnosis like schizophrenia
or autism should be explored.

A patient may be asked to tell similarities between apple and banana,
bird and airplane, car and bus, water and milk, etc. These pairs involve
concept of fruit, flying, mode of transport and fluid for oral intake. If the
patient gives similar answers, abstraction abilities can be said to be present.

For proverb interpretation, one should choose a proverb taking into
consideration the patient’s sociocultural and educational background. If
the patient gives concrete answers, abstraction is said to be impaired.

Generally, three sets of words and three proverbs are given to assess
abstraction.

Judgement
Judgement is the ability to compare or evaluate alternatives within
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frameworks of a given set of values for the purpose of deciding the course
of action.

Judgement has three components: personal, social and test judgement.
The ability to assess situations, make sound decisions, and evaluate the
consequences of one’s actions is crucial in psychiatric conditions.
Judgement is vital for risk assessment for risks to oneself and others. Sound
judgement allows individuals to recognize potential dangers, evaluate the
likelihood and severity of harm, and take appropriate precautions. Impaired
judgment can lead to engaging in unsafe behaviors, disregarding personal
safety, or neglecting necessary treatment and support. Assessing judgment
helps clinicians identify individuals at risk and develop strategies to promote
safety and mitigate harm. Judgement has legal and ethical implications as
impaired judgment may lead to engaging in illegal activities, violating
ethical principles, or compromising autonomy and consent.

Personal judgement refers to self-care, taking care of one’s
responsibilities, a realistic plan for future, etc.

Social judgement is said to be impaired if the patient behaves in an
odd or unusual way in social situations or interpersonal relations, contrary
to the accepted norms of the society or the culture.

Test judgement is assessed by asking the patient how he/she would
react in a test situation. The following examples can be used.

*  What will you do, if you see a man drowning and you don’t know
swimming?

»  What will you do with an unattended briefcase lying on the road?

»  What will you do if you are offered sweets by a stranger?

»  What will you do if you see a house on fire?

Insight

Insight refers to the degree of awareness of the patient about his or her
illness. It includes the patient’s attitude to the present state in terms of
what he/ she thinks about him/ herself, illness and the surroundings. Insight
provides individuals with a deeper understanding of their own mental and
emotional states. Individuals with insight into their condition are more
likely to acknowledge the presence of mental health concerns and the need
for help. It is an important feature of psychosis and helps in treatment
decisions as well.
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Insight may be considered present, partial or absent. Insight is also
sometimes graded into five grades as below:

1. Complete denial of illness.

2. Slight awareness of having illness and requiring help but denying
at the same time.

3. Awareness of being sick but putting blame on others, external fac-
tors, or a medical or physical cause.

4. Intellectual insight: Accepting illness and symptoms, and need for
treatment. Symptoms may be perceived as failures in social ad-
justment or due to irrational feelings or disturbances. However,
the person him/ herself is unable to apply this knowledge to future
experiences.

5. Emotional insight: Emotional awareness of the motives and feel-
ings within and of the underlying meaning of symptoms. Aware-
ness may lead to changes in personality and future behavior. The
person is open to new ideas and concepts about self and the impor-
tant people in the patient’s life. (Sadock et al, 2017)

Leading questions for insight may include:
* Are you sick?

* What are you suffering from, physical ailment, mental illness or
both?

* Do you require treatment and what kind of treatment could help
you?
* What do you think about the likely prognosis?

Summing up

In conclusion, the MSE serves as a valuable tool in psychiatry for
assessing an individual’s cognitive, emotional, and behavioral functioning.
Through the MSE, clinicians can gain valuable insights into a patient’s
mental health. The evaluation starts as soon as the patient enters the room.
By noting the nuances of patient’s behavior and subsequently speech, one
can understand the thoughts of the patient and connect the intricacies of an
individual’s cognitive processes. Furthermore, documenting patients’
statements and expressions verbatim is a critical aspect of the MSE. This
meticulous documentation captures the nuances of their experiences,
emotions, and thought processes, enabling accurate assessment, effective
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communication among healthcare professionals, and comprehensive
monitoring of treatment progress. The verbatim record serves as a valuable
reference point, facilitating treatment planning, and aiding in the evaluation
of treatment outcomes over time. MSE is an indispensable tool in psychiatry,
providing valuable insights into various aspects of an individual’s mental
functioning. This understanding forms the foundation for accurate diagnosis,
effective treatment planning, and interventions aimed at enhancing
individuals’ overall well-being and quality of life.
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Chapter 3

Experiencing Psychopathology—
Phenomenology

Siddharth Sarkar

Learning objectives
After reading the chapter, the student should be able to:
» Describe what is psychopathology
»  Enumerate differences between psychopathology and phenomenol-
ogy

» Describe the role of empathy in understanding patient’s experi-
ences

Introduction

The basic premise of psychiatry as a specialty is to deal with morbid
psychological experiences. The diagnosis of psychiatric disorders is based
upon the observation of abnormalities of psychological experiences, either
in nature or in extent, to qualify for being considered as out of the ordinary.
A systematic method is required by psychiatrists to label abnormalities of
experiences, for better evaluation of the patient’s psychiatric morbidity
and to communicate it to fellow clinicians. Such a systematic method is
important, as unlike in other branches of medicine, there are no specific
devices to report on abnormalities of patients” psychological experiences.
Psychopathology, which has been considered as the systematic study of
abnormalities of experience, cognition and behaviour, thus provides a
systematic method for describing and classifying abnormalities in
psychological process (Oyebode, 2008). Phenomenology has been referred
to as the study of events, either psychological or physical, without attribution
of cause or explanation of those events.
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Table-1: Psychopathology and phenomenology

Psychopathology Phenomenology

Systematic study of abnormalities Study of psychological or physical events,
of experience, cognition and behaviour without attribution of cause or explanation
of those events

Includes description and inference Includes just the description, not the
inference
Deals with abnormalities Does not specifically commit to abnormality

Example: Description of feeling sad Feeling sad after going through a relation-
all through the day, in most situations. ship turmoil. The person is barely
The sadness does not go away, and is  functional and feels some change in

associated with negative thoughts. mood when being in the company of old
The description is that of depressed friend.
mood.

Understanding another person’s experience and then classifying it
subsequently is based on several parameters. Successful understanding of
another person’s experience and then labelling it so that others can gather
a gist of it, is dependent upon several factors as enumerated below.

»  Clear communication with the patient

*  Willingness to engage with the patient

* Empathy

» Knowledge of the phenomenological constructs

» Conceptualization and threshold for abnormality

» Previous experience in detailing such phenomenology

Since phenomenology needs to be discerned based upon the patient’s
experience and recall, subjectivity may be present in the ascertainment of
psychopathology. Herein, lies the importance of clear description of the
phenomenology as provided by the patient, preferably with description of
the non-verbal communication. Moreover, there may be disagreements in
the ascertainment of phenomenology and psychopathology, overlaps being
present in descriptions of phenomenological constructs and therapist
characteristics. Psychiatry as a branch has to live up with such
disagreements. But in all fairness, such disagreements are also present in
other branches of medicine and specialties like radiodiagnosis and
pathology.
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This chapter attempts to discuss the basic issues pertaining to the
experience of psychopathology, and how it can be better understood by
psychiatric trainees. The chapter does not attempt to go into detailed
descriptions of various phenomenological entities, which will be dealt with
in later sections. This chapter provides a basic overview of how the
phenomenological attributes can be conceptualized and what are the
difficulties encountered by psychiatric trainees in making sense of the
patients’ experience. The interested reader is referred to further detailed
that discus these issues (Ando et al, 2011). The chapter is constrained in
reconciling the varied usage of same or similar terms, which impart different
meanings and are conceptualized differently by different authors. Hence,
the chapter aims to emphasize on general concepts rather than getting
engrained in etymological debate or historical trends.

What is the ‘pathology’ in ‘psychopathology’?

Psychopathology, as the name implies, deals with some abnormality.
But the question remains about who decides what is normal and abnormal,
and on what basis. Normalcy can be construed in various ways, and those
experiences which cannot be classified as normal as per a given definition,
would be considered abnormal. The definitions of normalcy in vogue
include those of the following perspectives as in table 2. The definitions of
normalcy might be convergent, but not identical. Hence, it remains plausible
that abnormality defined in particular manner might not hold true for another
definition.

Table-2: Definitions of normal (Mowbray et al., 1979)

Approach Definition Example

Value norm Ideal is normal Total absence of auditory
hallucinations

Statistical norm Normal is within a specific Transient occasional auditory
statistically defined range hallucination when in a dark
place is normal

Individual norm What is normal for that Development of occasional auditory
individual. A change from hallucinations in a person not having
previous may be abnormal them previously
for that individual though
normal in population

Typological norm  Represents abnormality in  Pursuit of thinness, though
thought considered normal well accepted in society currently,
by society but may involve extreme measures

to be thin
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Having explored briefly the various perspectives on normalcy, it
remains a challenging question as to who decides what is normal. Some of
the experiences like anxiety and sadness are common in the general
population, and lie on a continuum from being non-pathological to
pathological. The clinician is thrust upon the position of determining
whether the experience being conveyed is normal or is out of the ordinary.
Not only the clinician would be biased by his/ her own previous personal
experiences and his/ her own experiences with patients, but also with his/
her conceptualization of normalcy. Psychiatry being an inexact science
has to deal with some vagaries, but general conceptual and descriptive
understanding of patient experience may help him/ her with consistent
application of label. The issue of inconsistencies of label may be more
frequent for commonly observed phenomenon (sadness after loss), as
compared to the rarely observed ones (like thoughts being known to others
against will). But still, gathering detailed information about the experience
from the patient, and chronicling it might help to ascertain it better than
just a phenomenological and psychopathological label.

How common are psychopathology experiences?

One of the questions that arises in this context is how common are the
psychopathological experiences. Psychopathology refers to something
abnormal. But forms of experiences which have been considered
pathological have also been reported non-pathologically in a substantial
proportion of general population who are otherwise functional and do not
qualify for a psychiatric diagnosis. For example, it has been suggested that
about half of the general population had experienced auditory and visual
hallucinations in their lifetime, but a majority of them had experienced
them infrequently (Rossler et al., 2015). This suggests that psychotic
experiences might have been encountered by a considerable proportion of
the general population, though not at a dysfunctional level. Also, about
10% of the general population have had experienced psychotic-like
experiences in the past one week (Leiderman, 2011). Hence, psychotic
experiences, which are transient and non-distressing are fairly common in
the general population. This means that at least some of the trainees are
likely to be able to comprehend the experience of psychosis reflecting upon
their own or their dear ones’ transitory experiences.

Abnormal mood states present even more concrete example of what a
trainee might have experienced already during the life course, albeit to a
lesser non-pathological degree. Mood episodes, either depression, mania



Experiencing Psychopathology — Phenomenology 45

or mixed episodes are intense and sustained forms of disturbances of mood.
However, less intense and transient changes in mood in response to everyday
situations are commonly encountered. Such changes in mood can be
distressing, but they do not typically qualify for a mood disorder until they
are associated with some degree of dysfunction. Taken together, this implies
that the therapist might be able to extrapolate own subjective mood
experiences to understand what the patient might be experiencing. Also,
depressive disorders are common and occur in about one-fifth of the general
population, suggesting the experience of such a mood disturbance might
not be rare among the therapists either. Such previous experiences might
make a trainee more attuned to understand the vicissitudes of the suffering
of a mood episodes among the patients that they evaluate.

Furthermore, the states of anxiety experienced are ubiquitous. Anxiety
and apprehension are commonly experienced during periods of stress. This
is often an adaptive mechanism to ward off imminent danger. Such anxiety
may become pathological and result in dysfunction in the form of specific
avoidance behaviours, as does happen in anxiety disorders. Hence, the
therapist may be able to grasp the characteristics of anxiety in a patient
when he/ she describes the characteristics, intensity and the determinants
of the feelings of anxiety.

Thus, trainees are likely to have experienced subjectively what the
patients report, though the intensity of the subjective experience might be
attenuated. This suggests that trainees may be helped by stretching the
imagination relating to their own experiences while attempting to
understand a patient when they give a description of their psychopathology.

Role of empathy in understanding of the patient’s experience?

Understanding the patient’s experience is at times not easy. The
interviewer needs to get an account of the patient’s experience and try to
construe in his/her mind the suffering of the patient. This is accomplished
through empathy. Empathy has been conceptualized in various ways, and
has been suggested to have emotive, moral, cognitive and behavioural
aspects (Morse et al., 1992).The cognitive aspect of empathy refers to the
intellectual ability to identify and understand another person’s perspective
objectively. The emotive aspect of empathy refers to the ability to
subjectively experience and share in another’s psychological state or
intrinsic feelings. Empathy involves the willingness of the therapist to
engage in this process of trying to feel through the patient’s experiences.
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For example, when the patient discloses that he is very sad after the death
of his dog, the interviewer may try to feel how losing one’s dog might
make a person feel. Development of empathy towards a patient requires
assessment of the patient’s background and assumption of how particular
instance would usually make a person react. Empathy develops over the
course of the interview and has been suggested to be an ingredient of a
good therapeutic relationship.

Sometimes the development of empathy is rather difficult. This is
sometimes encountered when the patient’s experiences are out of the
ordinary. For example, when a patient reports hearing aliens talking to him
through special means, the interviewer may not be able to fathom the
experience. A detailed step by step questioning of the patient’s experience
may help to get a conceptual overview of the patient’s psychopathology.
Other instances when empathy has been suggested to be difficult to establish
include situations where the therapist perceives being manipulated during
the clinical interview, as might happen while dealing with patients with
antisocial personality disorders. Such situations may call for extra efforts
on the part of the therapist to attempt for an empathetic relationship.

Several ways have been proposed to improve the empathy towards
patients with psychiatric disorders (Mercer & Reynolds, 2002). One of the
major ways to improve empathy is the allocation of adequate time for the
consultation process. A hurried psychiatric interaction is one of the greatest
barriers in development of empathic relationship between the patient and
the therapist. Though time constraints are ubiquitous, extracting some
dedicated time for patient interview might be of help in encouraging
development of empathy towards the patient. Another aspect relates to
increasing training in communication with the patients. Communication
plays an important role in conveying the experiences of the patient to the
therapist. Training to improve communication can help in guiding the
interviewer discern the nuances of the patient’s experience through
empathetic listening. Appropriate feedback in a supervised interview may
also help in acknowledging deficits in the generation and conveyance of
empathy. Such feedback needs to be given in a relaxed, constructive and
non-threatening manner for better effect, and needs to be coupled with
suggestions about methods to improve the trainee’s skills. Additionally,
sensitization about the need for empathy during the consultation, by didactic
lectures, workshops and seminars may help in generating interest towards
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this issue and thus impelling clinicians in general to take initiative to increase
their empathetic understanding of the patient’s experience.

Simulation models through which such experiences can be conveyed

For increasing the understanding of patients’ experiences, simulations
have been developed. Such simulations have been developed primarily for
psychotic experiences to convey the suffering of patients who have the
diagnosis of schizophrenia. One of the methods that has been commonly
utilized is the simulation of the auditory hallucinations through ear phones.
The participant is made to listen to general everyday conversations through
earphones, which may have some content directed towards them. The
duration of the experience can range from a few minutes to longer periods
of time. The participant may be asked to carry on other activities like doing
simple calculations, or making small purchases during the period of such
experience of hearing some voices through the earphones. This is done
with the intent of making the participant aware of the experiences of a
patient with schizophrenia, and the difficulties faced by them while doing
mundane activities and conducting small tasks. The experience of simulated
hallucinations has been reported to be distressing by the participants, with
derogatory content considered more distressing. The participants have
described the experiences as inducing stress, anxiety, fear, anguish, paranoia,
despair, and feelings of insecurity, vulnerability, worthlessness and of being
trapped. Not only psychological distress has been reported, but physical
distress has also been articulated in terms of reports of weakness, feeling
sick, exhaustion, agitation, tension, shakiness, increased heart-rate and
temperature, and headache. Thus, presumably, the experience of simulated
hallucinations is also able to convey the subjective distress of the patients
suffering from schizophrenia.

Not only simulated auditory hallucinations, but other forms of
simulated experiences have also been investigated by researchers. Such
simulations have involved visual content also, through projection on screen
and virtual reality goggles. Addition of visual simulation to the auditory
one helps in further concrete conceptualization of the patient’s experience
of psychopathology. The script in such a simulation conveys a more
immersive reflection of the patient’s experiences and helps to convey the
distress better. In fact, a multisensory multi-language demonstration
sequence has been utilized which attempts to simulate the abnormal and
unexpected tactile and gyratory experiences of patients. Hence, such
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simulated experiences help convey experiences to the general population
that they would otherwise be unable to comprehend.

‘Second life’ and internet based virtual reality systems have been
utilized to simulate the experiences of hallucinations (Yellowlees & Cook,
2006). The virtual reality environment attempted to simulate auditory and
visual experiences of two patients with schizophrenia. A self-guided tour
of this virtual reality environment portraying experiences of hallucinations
was offered to users. It was observed that about three-fourths of the
respondents thought that the virtual reality environment helped them gain
a better understanding of the experiences of hallucinations. Hence, such a
virtual reality environment may help to improve the understanding of
psychotic experiences as reported by the patients.

Simulations, as mentioned above, have been useful in teaching trainees
about the phenomenological experiences. Their purpose has extended from
being just educational to being aimed at reducing stigma towards patients
with psychotic disorders. However, conclusive evidence has not emerged
to comment whether these simulations are helpful in reducing stigma
towards patients with psychosis (Ando et al., 2011).

The choice of words and written content

During a clinical encounter, the interviewer attempts to make sense of
what the patient is going through by his understanding of what the patient
says. Hence, language proficiency, the ability of the language to
communicate subjective experiences, and the patient’s use of language make
an impact on how the psychopathology is construed by the interviewer
and influence the attempt to experience it. Different words are appraised
differently by individuals. While usage of some words is more concrete,
others leave things to interpretation to a considerable extent. The inference
of the word may depend upon the emotional feeling, tone as well as context
in which it is spoken. For example, the word ‘tree’ has a more consistent
inference than the word ‘lot’. Thus, a ‘lot’ of sadness being experienced
may stretch between an individual experiencing sadness for a stretch of 15
minutes in a class when scolded, to sadness encompassing all activities
and lasting for days together. Hence, this needs to be taken into account
while laying confidence into the subjective understanding of the patient’s
stated experience. To counter this problem, a detailed description of the
patient’s subjective experience with more than one narrative of the
psychopathology in lexical terms can help in triangulating the import and
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meaning of the patient’s subjective lived experience. For example, the
person may describe that “I hear people talking about me when I am at
home. They seem to know about me, and these unknown people keep on
talking about me” complemented by the description “These people
sometimes talk ill about me. I try to find them; they are not there. They tell
on my failures, they criticize. | don’t like it”.

A similar subjectivity of inference applies to written words as well. A
piece of literature, either a prose or poetry, often attempts to convey the
feelings to the reader. Authors often attempt to craft words to convey the
experience of the fictional character.Readers tend to complete those books
where they are able to connect to the characters at some level. And hence,
authors attempt to make the feelings of the characters resonate with the
audience. Hence, to a certain extent, works of prose and poetry aim to
make readers experience psychopathology. The manner in which the
description would be construed might be different across different readers,
but such differences are also expected to be encountered when different
interviewers examine a patient and discern psychopathology according to
their own inferences.

Summing up

To conclude, diagnosis in psychiatric disorders is based upon elicitation
of psychopathology from the patient. The experience of psychopathology
and phenomenology is conveyed to the therapist by the patient through the
use of language. For better understanding of the patient’s subjective
experience, an empathetic listening style would be quite helpful. Simulation
models have been developed to better portray patient’s peculiar experiences
to the trainees and general population. There is some degree of subjectivity
that remains while labelling psychopathology, though efforts can be made
to reduce it through detailed and elaborate evaluation of the patient’s
accounts.
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Chapter 4
General Appearance and Behavior

BL Goyal

Learning objectives
At the end of this chapter, the student should be able to:
» Discuss the role of observation in examination

* Make note of the appearance, attitude and cooperation and eye
contact of patient

» Discuss the Gait and posture, and Level of psychomotor activity
» Discern abnormal motor movements
»  Tell the behavioral manifestation of affect

Introduction

General appearance and behavior should provide a complete and
accurate description of how the patient appears and what all can be observed
in behavior. This section carries a concise description of observations that
capture the peculiar aspects of appearance and behavior during the interview,
though clinician can observe the patient at a distance, at bedside or in the
waiting area. The description is often given in qualitative terms such that a
fairly accurate picture of the patient emerges from the given account. Any
important negative findings, if relevant for a case, can also be included.

The observation of eyes, face, body posture, appearance, attitude,
degree of cooperation, motor activity and behavior almost automatically
combine to form a gestalt, that creates the initial impression about patient’s
illness. Information gathered from patient’s appearance and behavior also
contributes to the other components of the mental state examination for
example assessment of affect (or emotional state) or observing the level of
alertness. Further, behavioral observation can also offer a clue or tell-tale
sign of a covert psychopathology.
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Some of the disturbances in appearance and behavior commonly
observed in clinical settings are:

e Patient sitting on the chair with his arms flexed at the elbows at
right angles and trying to be very careful lest his arms and hands
not touch any part of the table or chair

* A patient constantly walking and pacing with wringing of hands
and unable to sit or stand at a place

» Patients speaking to self, inappropriately smiling and making ges-
tures in air

* A restless patient with frequent sneezing, yawning, lacrimation,
watering from nostrils and goose- flesh

* A young child, not being able to sit still, constantly moving, fid-
dling with objects, squirming in his seat, showing an inability to
pay attention

» A confused, dazed patient, making clutching and picking move-
ments on the bed sheets and his clothes as if trying to catch some
insects or other creatures

* An old patient having dementia constantly start to use the objects
placed in front of him, despite clear instruction not to do, though
he uses the objects in way they are supposed to be used, for ex-
ample, lifting a pen from the table of the examiner and beginning
to write with it.

It must be noted that observation is an active process and serve as a
useful tool for clinician. Besides the gross and obvious behavior, attention
must be paid towards aspects that are more subtle and nuanced.

Arrival of the patient

Patients may sometimes forcibly enter the doctor’s office. They can
be intrusive and ask to be seen immediately. This is quite a common
occurrence with a manic or acutely-ill psychotic patient. The mode of arrival
of the patient can point towards a broad diagnostic category and severity
of symptoms. Patients with milder conditions such as anxiety disorders
come as a voluntary patient. In contrast, the psychotic patients with poor
insight are often brought by their family members or relatives. Patients
with medically unexplained physical symptoms show some hesitancy but
come with referral from their physician.
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Appearance of the patient

The clinician should observe the physical and other outwardly
characteristics, including the personal hygiene and level of grooming.
Appearance usually includes a brief description that covers the following
aspects:

* Age as apparent on observation (compared to the actual age in
records)

» Built (stature) of the patient

* Nutritional status (average, under nourished, marked cachexia,
overweight, obese, etc.)

» Personal hygiene: condition of hair, beard, nails, oral hygiene and
condition of teeth, etc. Some decline of personal hygiene occurs
in severe retarded depression. A gross deterioration of hygiene is
seen in chronic psychotic patients especially if they are homeless
or neglected. (Box 1, Picture 1)

» Grooming: kind of clothing, choice of colors (bright/ sombre),
jewellery and other accessories, any oddities in manner of dress-
ing etc. However, it must be noted that grooming varies across
cultures and socio-economic classes, that must be considered.
Choice of clothing and accessories can vary with personality, for
example those with histrionic personality traits may tend to dress
in a more dramatic manner. Individuals with mania may engage in
excessive grooming and are dressed in bright colored clothing of-
ten with a lot of accessories (hats, caps, sunglasses, scarves,
watches, jewellery), while those with psychotic illnesses may have
unusual manner or oddities in dressing style.

» Observe for any tell-tale signs in physical appearance e.g., whit-
ened and oedematous hands from compulsive washing, or any
patches of baldness from compulsive hair pulling.

»  Observe for any physical manifestations of psychopathology - such
as perspiring forehead, moist hands, trembling of hands, etc in an
anxious patient

»  Observe for any marks on the body (such as needle marks, cuts or
healed scars from old injuries or self-harm) or any unusual tattoes
or body piercings, etc.

»  Observe for physical anomalies: dysmorphic features of head, eyes,
ears, hands, feet, etc.
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Box 1: Clinical vignettes

A wandering patient: A female was brought by police after finding
her wandering on the road on a winter night. She was wearing old, torn
clothes and was shivering with cold. She would not respond to any
question and kept on muttering some words that were barely audible.
At times, she would smile without any obvious reason. After assessment,
she was diagnosed as chronic schizophrenia and started on treatment.
With time, she improved and was able to tell her address but unfortu-
nately, her family who begged for a living had moved to an unknown
place.

A rescued patient: An elderly male was brought by police after
being rescued from a house where he was kept in a dark and isolated
room by his relatives. He was given food through a small gap in the
door. He would pass urine and stools in the room itself. His scalp and
beard hair were infested with lice. He was observed to be muttering
almost constantly. Occasionally, he would wave his hand in air, as if
talking to someone. After evaluation, patient was diagnosed as chronic
schizophrenia and showed response to treatment. He could be discharged
after improvement.

e " n AN
Anonymized photographs of (a) homeless wandering patient;
(b) rescued patient

Behavior of the patient

The behavioral observation includes a clinical impression about attitude
and cooperation, eye contact, psychomotor behavior and any other
behavioral manifestations of psychopathology.

» Observe if the patient seems to be in ‘touch with the surround-
ings’.
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» Observe for social behaviors-greetings, social graces, taking turn
in conversations, etc. The interactions with family and hospital
staff may also be observed.

» Theappropriateness of the behavior as per the socio-cultural norms
may be commented upon. Any inappropriate or disinhibited be-
havior may be noted. Any behavior suggestive of over familiarity
may be remarked upon.

* Any behavior indicative of compulsive acts (repetitive touching
of an object, any other rituals, etc) or hallucinations (talking or
gesturing to self, etc) may be described.

Attitude and cooperation

Patients may be warm and open, cooperative, attentive, interested,
frank, seductive, playful, ingratiating, friendly, and garrulous. Some patients
may also be tense, uncommunicative, defensive, disinterested, hostile,
evasive, guarded, apathetic, threatening and intimidating. Patients may have
their fears, apprehensions, doubts, suspicions, etc that may interfere with
cooperation.

Attitude and cooperation are related but not identical concepts. For
example, a paranoid patient may have a suspicious attitude but may
cooperate by answering the interviewer’s questions. However, a person’s
attitude and ability to cooperate are both affected by severe psychiatric
illness. There could be a heightened vigilance in response to a perceived
sense of threat, resulting in a heightened physiological tone in preparation
for a behavioral response. This may sometimes result in assertiveness or
can also lead to anger outbursts or aggressive behavior.

Eye contact

Eye contact is a fundamental interactive behavior and is a basic element
of interpersonal engagement. Normally, a person maintains the eye contact
during most of the interaction and tracks the movements or gestures of the
interviewer with their eyes. Absence of eye contact indicates a significant
socio-relational problem. Sometimes, eye contact is made but is fleeting
or sporadic. Some abnormalities of eye contact can manifest as:

* ‘Downward gaze’ in a depressed patient

» Avoidance of eye contact or intermittent eye contact in a highly
anxious patient
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* Wandering eye in a manic patient with distractibility
» “See- through’ eye contact in children with autism

* Prolonged ‘staring” may be observed in paranoid individuals. It
can also occur during absence seizures or dissociation.

Psychomotor behavior

Gait and Posture

As the patient enters the interview room, clinician should note the
gait, including the grace, smoothness of movements and coordination.
Manic patients may demonstrate a ‘military gait’. Astasia-abasia (also
known as dancing gait) is seen in patients with conversion disorder with
psychogenic gait. Some of the other gaits that suggest a particular diagnosis
are festinating gait (Parkinson’s disease or extrapyramidal adverse effect
of a drug); spastic gait in neurological disorders; ataxic gait or waddling
gait.

Posture indicates the muscle tone, which is reflective of a person’s
energy level and tension. The depressed patient often has a stopped posture,
walks slowly and lacks spontaneous activity. The posture may be odd,
stilted or stereotypical in some patients with psychosis. Sometimes, the
same posture may be maintained for a very long period as typically seen in
catatonia.

Psychomotor activity

A generalized disturbance of psychomotor activity can present either
as reduced (retardation, stupor, etc.) or increased (restlessness, agitation,
hyperactivity, excitement, etc.) activity.

» Psychomotor retardation: Retardation is a prominent symptom of
endogenous type of depression, such that the condition was re-
ferred to as “retarded depression” in older times. There are re-
stricted movements, a static posture of dejection, and a decrease in
muscular tone. Gesticulation is reduced, as is the emotional com-
ponent of facial expression. A depressed patient with psychomo-
tor slowing may be observed sitting perfectly still, staring into
space. The term ‘psychomotor retardation” implies slowness of the
initiation, execution and completion of psychological and physi-
cal activity, and also involves a retardation of thought. The patient
subjectively describes of difficulty with thinking (“my thoughts
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are slowed up”), besides a difficulty in initiating and carrying out
spontaneous activity.

» Restlessness and agitation: Both restlessness and agitation are states
of increased mental tension and are accompanied by diffuse in-
creases in body movement such as fidgeting, wringing of hands,
rapid and rhythmic movements of hands and legs, and involuntary
vocalisations of acute distress. Restlessness is a poorly defined
term in psychiatry with diverse causes and is sometimes difficult
to differentiate from agitation. Restlessness is mental tension and
diffuse increase in physical activity. Agitation may be considered
as a magnified form of physical restlessness and increased arousal.
A patient with agitation is observed to be constantly walking, pac-
ing, cannot sit at a place comfortably. Patient may be wringing the
hands, moaning and uttering words of mental distress. Agitation is
seen in affective psychosis, schizophrenia, organic disorders such
as senile dementia or with anxiety disorders and some personality
disorders. Psychomotor agitation, rather than retardation, may be
seen in some depressed patients, particularly in those with mixed
states.

» Hyperactivity: Hyperactivity is a generalised over-activity in which
patients seem to have increased physical energy, and can be dis-
tinguished from agitation and restlessness by its lack of inner ten-
sion, and the nature of the movement being more purposeful. It
typically occurs in mania, hypomania, and attention deficit and
hyperactivity disorder.

Abnormal motor movements

Specific disturbances of certain motor movements can be drug related
adverse effect, symptoms of a psychiatric disorder or a pointer to neurolo-
gical illness. These include, but are not limited to: buccolingual, choreiform
and athetoid movements in tardive dyskinesia, dystonias, tics, tremors,
stereotypical movements, etc. Abnormal motor movements can be seen in
dissociative motor disorders.

Psychomotor disturbances that are typically found in catatonia
(abnormal posture, abnormal induced movements, stupor or catatonic
excitement, etc) are beyond the scope of this chapter.
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Behavioral manifestations of affect

Affect is reflected in the psychomotor behavior (posture, activity level,
expressive movements, reactive movements, etc), besides the appearance
(grooming, choice of clothing, etc), speech, thought and autonomic
responses.

Facial expressions involve the muscles around the mouth, nose and
eyes, and can reflect the basic human emotions. Omega sign and Veraguth’s
fold may occasionally be present in depressed individuals due to excessive
activity of corrugator supercili and orbicularis oris muscle. Facial express-
ions can also be affected by antipsychotic drugs that can cause fixed or
unchanging ‘mask-like’ face. Expressive movements involve the face, arms,
hands and upper trunk. These include both facial expressions as well as
expressive gestures of hands and arms, that complement whatever is being
said by the patient. All expressive movements are diminished in patients
with depression.

Reactive movements occur in response to a novel stimulus and can
involve face and body. These are immediate automatic adjustments to new
stimuli in the environment such as, flinching in response to a threat. When
they are reduced, a patient may appear unresponsive. Sometimes, an anxious
person may ‘jump out of chair’ on hearing a sound even if coming from a
distance.

Summing up

General appearance and behavior is an important part of the mental
state examination. It should provide an accurate description of how the
patient appears and what all can be observed in behavior. Astute observation
on part of the clinician can go a long way to ascertain the psychopathology
and making a diagnosis.
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Chapter 5
Symptoms of Catatonia

Koushik Sinha Deb, Shreeya Gyawali

Learning Objectives
After reading the chapter, the reader should be able to:
* To be able to identify symptoms of catatonia
» To be able to demonstrate signs of catatonia

» To understand the basics of approach towards patients with cata-
tonia

» To get an overview of management aspects of catatonia

Introduction

The chapter intends to provide a basic understanding of catatonia and
facilitate skills in its identification in the clinical setting. It will also provide
a basic understanding of its management. However, the neuro-biological
and theoretical aspects of catatonia are beyond the scope of this chapter.

Definition

Catatonia is a clinical syndrome consisting of specific, distinct, but
varied motor abnormalities. The current DSM-5 diagnosis of catatonia
necessitates at least 3 of the 12 characteristic symptoms including mutism,
posturing, mannerism, negativism, catalepsy, waxy flexibility, stereotypy,
grimacing, echolalia, echopraxia, or agitation. Based on the sympto-
matology, catatonia is generally categorized into subtypes of retarded and
excited catatonia. In retarded catatonia or the “Kahlbaum syndrome”,
patients are poorly responsive, in a stupor, and often mute with posturing.
Eric Kraepelin considered them to be specifically a part of Schizophrenia.
Excited catatonia characterized by sudden onset of purposeless excitement
of short duration, was described later and has features similar to delirium.
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Based on course and outcome catatonia has also been described as:
» Pervasive catatonia — Catatonic symptoms are continuous.
» Periodic catatonia — Waxing and waning of catatonic symptoms.

» Malignant or pernicious or lethal catatonia - acute in onset, associ-
ated with fever and autonomic instability. Symptoms overlap with
neuroleptic malignant syndrome and serotonin syndrome.

Catatonia is not just associated with psychiatric disorders but can be
seen in numerous medical conditions. In psychiatry, it is most commonly
seen in disorders of mood (manic episodes), and in psychosis. Although
catatonia can be associated with any disorders of cognition, substance abuse
and neuro-developmental.

Features of catatonia

The description of symptoms in catatonia has varied over time. Karl
Kahlbaum in his classical description of 26 clinical vignettes, delineated
catatonia by 17 motor signs. Subsequent works have listed more than 40
signs and symptoms of the condition. Although classificatory systems and
diagnostic instruments require only one or two symptoms for diagnosis,
most clinicians prefer a clinical picture with multiple symptoms of a duration
of a few days, before making a definite diagnosis. The features presented
below are in random order and do not denote any hierarchy. It might be
beneficial to the reader, to categorize these symptoms into ‘observable’
versus ‘elicitable’, as only ‘observable’ features will be reported by care
providers during history.

Mutism

Description: The patient is verbally unresponsive or minimally
responsive. The verbal unresponsiveness is not always associated with
immobility.

Assessment: Observe the patient while trying to engage in a conversa-
tion. Rate whether the patient has no speech, speaks less than 20 words in
5 minutes or patient is verbally unresponsive to a majority of questions
and whispers incomprehensibly. If none of the above are present then the
patient does not have mutism.

Staring

Description: The gaze is fixed, with little or no visual scanning of the
environment, and decreased blinking.
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Assessment: Observe the patient while trying to engage in a conver-
sation. Note the presence of poor eye contact and decreased blinking. Note
if the gaze is held for less than 20 seconds or more than 20 seconds between
shifting of attention. In extreme cases, comment if the gaze is fixed or non-
reactive. The normal spontaneous blink rate in humans is generally
considered to be between 12 and 15 blinks per minute.

Grimacing

Description: These are odd facial expressions that are maintained for
some time. Grimacing includes intermittent odd expressions lasting less
than 10 seconds and bizarre expressions lasting for more than a minute.

Assessment: Observe the patient while trying to engage in a conver-
sation. Note whether the odd facial expressions occur intermittently or are
present continuously. Ensure that these facial movements are not motor
tics, mannerisms or verbigerations and confirm that they were not present
before the syndrome (as might be seen in tic disorder or hebephrenic
schizophrenia).

Stupor

Description: Stupor is characterized by extreme hypoactivity,
immobility, and minimal response to stimuli. In severe form, the patient is
mute, immobile, and does not withdraw from painful stimuli.

Assessment: Observe the patient. Try to engage the patient in a
conversation. Note if the patient fails to respond to queries. Note the degree
of hypoactivity. The patient might sit abnormally still, may interact briefly,
or might not interact. If the patient does not respond to any verbal cue or
physical cue, note the reaction to painful stimuli such as a supra orbital
pressure or a sternum rub.

Excitement

Description: It is an extreme hyperactivity and non-purposeful motor
unrest. These should not be attributable to akathisia, or any form of goal-
directed agitation as seen in mania.

Assessment: Observe the patient. Excitement can range from inter-
mittent excessive motion to constant excessive motion. A picture of
continuous “frenzied motor activity” may be seen in extreme form.
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Combativeness

Description: It includes an eagerness to fight or quarrel some behaviour
in an undirected manner. There are no explanations or superficial explana-
tions of the provocative factor after the behaviour.

Assessment: Observe the patient. Note whether it occurs as an
occasional behaviour with low potential for injury or frequent with moderate
to severe potential for injury and if there is potential danger to others.

Impulsivity

Description: Patient suddenly engages in inappropriate behaviour such
as running down the hallway, screaming or taking off clothes without
provocation. Afterwards, the patient cannot give any explanation or gives
a superficial unsatisfactory explanation.

Assessment: Observe the patient. Impulsivity can range from
occasional to constant: Note frequency and severity.

Rigidity
Description: It is the maintenance of a rigid position despite any efforts
to be moved.

Assessment: Follow the technique used to examine rigidity in neurolo-
gical examination. Examine all four limbs. Assess flexion-extension
movement from the terminal phalanges to the wrist. Similarly, assess
flexion-extension at the elbow and supination-pronation of the forearm. In
stuporous patients, while the patient is lying on the bed, raise each arm and
let it fall back on the bed. Compare the fall of the limbs on two sides, and
check for movements that usually breaks the fall. Rigidity can range from
mild resistance to severe, where the limbs cannot be re-postured.

Negativism (Gegenhalten)

Description: All forced movements are opposed with the equal and
proportionate force as that applied by the examiner. The resistance to passive
gentle movement will be less, while a forceful movement will be strongly
opposed. Negativism might also include a contrary behaviour where the
patient does the exact opposite of the instruction given. This opposition
occurs automatically rather than willfully, differentiating catatonia from
guarded and oppositional patients.

Assessment: Instruct patient to keep arm loose and follow the technique
used to examine arm for cog-wheeling or rigidity. Move the arm with
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alternating lighter and heavier force. Note the resistance to the examiner’s
manipulations. Occurrence of light or vigorous resistance matching the
strength of that applied by the examiner is suggestive of gegenhalten.

Withdrawal
Description: It is the refusal to eat, drink and/ or make eye contact.

Assessment: Based on oral intake. It can range from minimal per oral
intake or interaction for less than one day to no per oral intake for one day
or more.

Posturing (catalepsy)

Description: It involves the maintenance of postures for prolonged
periods. Body posturing includes features such as psychological pillow,
where patients lie in bed with their head elevated as if lying on a pillow,
lying in a jack knifed position, sitting with upper and lower portions of
their body twisted at right angles, holding arms above the head or raised in
a prayer-like manner, and holding fingers and hands in odd positions. Facial
posturing involves grimacing or exaggerated puckering of lips
(Schnauzkrampf), and might also be maintained over prolonged periods of
posturing (also see stereotypy).

Assessment: Observe for spontaneous maintenance of posture. It can
include maintenance of mundane postures such as sitting, and standing for
long periods without reacting or any bizarre postures. Note the duration of
posturing. Posturing includes bizarre postures even those that last for less
than one minute and mundane postures maintained for more than 15
minutes. Catalepsy can be assessed by the examiner’s manipulation of the
limbs in a new posture, which is then maintained for long periods.

Waxy flexibility

Description: It is the initial resistance felt to an induced movement
before gradually allowing it to be postured, similar to bending a candle.

Assessment: Instruct the patient to keep their arm loose and attempt to
move the arm to re-posture. While attempting re-posturing there is initial
resistance followed by a lack of resistance which allows re-posturing.

Echo-phenomena: Echopraxia and Echolalia

Description: It includes echopraxia and echolalia. In echopraxia, the
patient spontaneously copies the examiner’s movements or is unable to
refrain from copying the examiner’s test movements such as hand clapping,
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snapping fingers and so on, despite instruction to the contrary. In echolalia,
the patient repeats the examiner’s utterances. The patient repeats a part or
the whole of what has been said to them, irrespective of whether the patient
understands them or not.

Assessment: Observe the patient while the examiner scratches head in
an exaggerated manner. Observe the patient while the examiner utters a
phrase or word. Note mimicking of movements and repetition of words or
phrases.

Stereotypy

Description: It is a non-goal-directed, repetitive motor activity or
behaviour. The act per se is not abnormal but it is labelled as abnormal due
to the frequency of these acts. Examples include finger-play, repeatedly
touching, patting or rubbing self. Forward thrusting of lips known as ‘snout
spasm’ (Schnauzkrampf) is labelled as a stereotypy of facial expression.

Assessment: Observe the patient. Note any repeated motor activity
and determine its goal-directedness by assessing whether the behaviour is
oriented towards achieving a particular goal.

Verbigeration

Description: The repetition of phrases and sentences in an automatic
fashion, similar to a scratched record, termed verbigeration, is a verbal
stereotypy.

Assessment: Try to engage in a conversation with the patient. Note
any repetition of phrases or sentences. The repetition seen in verbigeration
differs from echolalia. In echolalia, the repetition involves mimicking
other’s spoken words.

Perseveration

Description: It involves repeated return to the same topic or persistence
with the same movement. There is a senseless repetition of a goal-directed
action that has already served its purpose. In verbal stereotypy, the
sameword or phrase is used regardless of the situation, whereas in
perseveration a word, phrase or idea persists beyond the point at which it
is relevant.

Assessment: Observe for persistence of the same idea (by sticking to
the same topic) or motor act beyond the point it is relevant. Differentiate
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from stereotypy, by asking a specific question and then changing the topic.
In perseveration, due to difficulty in changing of mental set, the patient
will keep on repeating the first answer, unable to proceed.

Mannerisms

Description: Odd, purposeful movements such as hopping or walking
tiptoe, saluting passers-by or exaggerated caricatures of mundane move-
ments. The motor acts by themselves are abnormal, although at one time
they perhaps served some purpose.

Assessment: Observe the patient and note the occurrence of odd motor
activities which are inherently abnormal. Differentiate from stereotypy.

Automatic obedience

Description: In automatic obedience, the patient carries out every
instruction regardless of the consequence. Historically, Emil Kraepelin
would ask the patient to put out their tongue and he would prick it with a
pin; patients with automatic obedience continued to put their tongue out
when asked to, although every time they did so their tongue was pricked.

Assessment: Alternative technique to the pinprick test is to instruct
the patient to resist the examiner’s manipulation while proceeding to move
the patient’s limb to a new position. The patient permits the examiner’s
light pressure to move his or her limbs into a new position.

Mitmachen

Description: In cooperation or Mitmachen, the body can be put into
any position without any resistance on the part of the patient, although
they have been instructed to resist all movements. Once the examiner lets
go of the body part that has been moved, it returns to the resting position.

Assessment: Instruct the patient to resist the examiner’s manipulation
of the limbs. In the presence of mitmachen, despite instructions to the
contrary, the patient permits the examiner’s light pressure to move his limbs
into a new position.

Mitgehen

Description: Mitgehenis an extreme form of cooperation because the
patient moves their body in the direction of the slightest pressure on the
part of the examiner and returns to the original position when the examiner
lets go. For example, the doctor puts his forefinger under the patient’s arm
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and presses gently, whereupon the arm moves upwards in the direction of
the pressure. It is also described as an “Anglepoise lamp”, arm raising in
response to the light pressure of a finger, despite instructions to the contrary.

Assessment: Ask the patient to extend the arm. Place one finger beneath
the hand and try to raise it slowly after stating, “Do not let me raise your
arm”. Differentiate from mitmachen. In mitmachen the examiner has to
use more manipulation, more than used to elicit mitgehen. Prior to both
tests, the patient has to be instructed to resist the examiner’s manipulations.

Note: Mitmachen and mitgehen both are forms of automatic obedience.

Forced grasping

Description: The patient shakes the examiner’s hand, despite frequent
instructions not to touch the examiner’s hand.

Assessment: Firstly, note whether the patient shakes the examiner’s
hand when offered. Then the examiner explains to the patient that on all
future occasions when the examiner offers a hand, the patient should not
touch it. After this, the examiner talks to the patient for a few minutes and
then offers the patient his hand, while noting the patient’s response.

Grasp reflex

Description: The patient’s hand closes onto the examiner’s fingers.
Any attempt to remove the finger is followed by an increase in the hold.

Assessment: The first and second fingers of one hand are placed on
the palm of the patient, between the patient’s thumb and forefinger. The
examiner’s fingers are lightly drawn away. Watch for automatic closure of
patient’s hand ‘grasping’ examiner’s fingers.

Ambitendency

Description: The patient appears stuck in indecisive, hesitant move-
ments. It results from the examiner’s contradiction of their own verbal and
non-verbal cue. For example, if the examiner offers hands as if to shake
hands while stating, “Don’t shake my hand, | don’t want you to shake it.”

Assessment: Extend hand stating “Do not shake my hand”. Observe
for resultant movement of patients’ hands.

Autonomic abnormality
Description: Abnormality in temperature, blood pressure, pulse rate,
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respiratory rate, diaphoresis.

Assessment: It can range from abnormality in one parameter to
abnormality in three or more parameters. It is important to exclude pre-
existing medical conditions to avoid drawing faulty conclusions.

Other non-specific behaviours - “catatonic spectrum behaviors”
» Abnormality in expressive movements —

* A stiff expressive face with scanty expressive movements of
the body may be seen.

*  The eyes may appear lively so that the patient appears to be
looking at the world through a mask.

*  The flat, dull, expressionless face with a greasy appearance.
‘Ointment face’ may be seen in catatonia, whereas the face
tends to be similar but less greasy in Parkinson’s disease.

e Oddities of speech

*  Progressively less volume until the speech is an almost inau-
dible mumble or using a foreign accent not typical for the
patient.

*  Speaking like a robot or like a child learning to read.

* In conspicuous repetitive actions, such as making clicking
sounds before or after speaking.

e Other oddities

* Holding head in odd positions; rocking, shoulder shrugging,
sniffing and wrinkling of nose, opening eyes wide and then
squeezing them shut.

*  Rituals, such as tapping the dishes or eating utensils in a spe-
cific order before eating; tapping buttons before buttoning a
shirt.

Approach to a patient with catatonia

Catatonia can be a life threatening condition. Therefore, principle
approach towards a patient with catatonia is geared towards establishing
catatonia, which is immediately followed by initiation of treatment. The
etiology of catatonia is then sought. Catatonia is seen in mood disorders
including bipolar and depressive disorder, psychosis including schizo-
phrenia, schizoaffective disorder, developmental disorders such as autism
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spectrum disorders, and obsessive-compulsive disorder. Amongst
psychiatric conditions prevalence of catatonia is twice as likely in patients
with mood disorders than in those with schizophrenia. Many general
medical conditions can have catatonic symptoms as illustrated below.

Table-1: General medical conditions presenting with symptoms of

catatonia
Hepatologic Endocrine abnormality ~ Toxic states secondary to
Hepatic dysfunction or Diabetic ketoacidosis Mescaline
encephalopathy Hyperthyroidism Amphetamine
Genitourinary Hyperparathyroidism Phencyclidine
Uremia Addison’s disease Cortisone
Poisoning Cushing’s disease Disulfiram
Organic fluorides Syndrome of inappropriate  Aspirin
Tetraethyl lead poisoning Antidiuretic hormone Antipsychotic agents
secretion (SIADH)
Metabolic disorders Hematological conditions Neurological conditions
Homocystinuria Acute intermittent porphyria Structural neurologic
Hyponatremia Thrombocytopenic purpura conditions
Other Metabolic-Induced Hereditary coproporphyria Epilepsy
Stupor Parkinson disease
Tuberous sclerosis
Neoplastic Infectious Autoimmune
Langerhans cell Tuberculosis Lupus erythematosus
histiocytosis Typhoid Glomerulonephritis
Gliomas Malaria Systemic lupus
Angioma Infectious mononucleosis  erythematosus

Diagnosis of catatonia

I. History taking

The principle of history taking in psychiatry as detailed in Chapter 1
should be followed, with an additional focus on factors mentioned below.

Onset and course of illness: An enquiry into the onset and course of
illness helps differentiate the types of catatonia such as malignant cata-
tonia, episodic catatonia and so on.

Precipitating factor: It could be the withdrawal of medications or the
initiation of medications. It helps in finding the etiology of catatonia.

History of presenting illness: The details of symptoms of catatonia
should be elicited in history. Additional focus should be on the devel-
opment of the current clinical picture. Whether the current condition
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was preceded by mood symptoms, psychotic symptoms or symptoms
suggestive of neurological and systemic involvement are invaluable
for management.

Negative history: A focus should be on ruling out other conditions
which present with catatonia symptoms as described in the above sec-
tions.

Treatment history: It can help identify the medications that have or
have not worked in the past, if electroconvulsive therapy was needed
in past episodes.

Past psychiatric history: Exploration of previous psychiatric history
helps ascertain the recurrent nature of the condition.

Medical history: The conditions that manifest with catatonic symp-
toms should be explored to rule out organicity.

Birth and developmental history: It can help establish the
neurodevelopmental etiology of catatonia.

History of substance use: It is useful in establishing the etiology of
catatonia.

Il. Examination
General Physical Examination and Systemic Examination

It is essential that a thorough examination is carried out. It includes the
examination of consciousness and vital status. The pulse rate, blood
pressure, temperature, respiratory rate, and body mass index should be
recorded.

Systemic examination should include the cardiovascular system,
respiratory system, abdominal examination and central nervous
system.A detailed central nervous system should be done.

Mental State Examination

Some patients with catatonia symptoms are unlikely to be able to
interact with the examiner for a regular examination of their mental state.
In such cases, a mental state examination of uncooperative patient is
performed. Refer to Chapter 2 for details on performing MSE of
uncooperative patient. An overview in relation to catatonia is given below.

A. General reaction and posture
» Presence of any spontaneous acts: Note the activity level of the
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patient, and the degree of withdrawal, if any. Assess for the pres-
ence of hypoactivity or stupor. Observe for the presence of excite-
ment, impulsivity and combativeness. Observe for stereotypy and
mannerisms.

General behaviour towards physicians: Note the attitude towards
the examiner.

\oluntary postures: Assess for posturing and its duration. Com-
ment if the positions appear comfortable or odd. Comment if the
posturing occurs from time to time or is constantly held.

Facial expressions — Comment on general expression. Assess for
staring and grimacing, any drooling of saliva or pouting of lips.
Comment if expression is constant or variable. If variable then comment
what brings about the variation.

Eyes and pupils — Comment if the eyes are closed or open. Note any
resistance to opening of eyes. If the patient follows a moving object or
has fixed gaze, or is constantly evasive. Comment on blinking, reaction
to sudden approach, uprolling of eyes and pupillary reaction.

Reaction to what is said or done:

Response to commands — Comment on movement to commands,
whether the movements are slow or sudden or natural.

Response to the placement of limbs by the examiner in uncom-
fortable positions: Comment on what happens when the patient is
placed in an awkward or uncomfortable position by the examiner.
Whether the position is retained or adjustments are made by the
patient.

Assess for automatic obedience, ambitendency
Assess echopraxia, echolalia, verbigeration, perseveration.

Muscular reaction

Test for rigidity, waxy flexibility, negativism
Test for mitgehen, mitmachen
Test for head and neck movements: stiffness of neck muscle

Emotional responsiveness to family, treatment team

Speech — Assess for mutism. If mutism is present then assess the
degree of mutism. Comment whether speech is spontaneous or any
effort is needed to talk or communicate.



Symptoms of Catatonia 71

H. Writing — Mute patients may communicate through writing, so
attempts to communicate through other means should be made.

Table-2: Examination of catatonia

Examination for signs and symptoms of catatonia
Observe Elicit

Staring Rigidity

Mutism Negativism
Grimacing Posturing

Stupor Waxy Flexibility
Posturing Catalepsy
Excitement

Combativeness Automatic Obedience
Impulsivity Mitgehen
Withdrawal Mitmachen
Stereotypy Forced grasping
Mannerism Ambitendency
Perseveration Autonomic Abnormality
Verbigeration Echo Phenomenon
Echo Phenomenon

Scales for diagnosis and assessment of severity of catatonia
Busch Francis Catatonia rating scale

It is the preferred scale for routine use because of its validity, reliability
and ease of administration. It is a rating scale for screening as well as
rating the severity of symptoms. The presence or absence of Items 1 to 14
are used for screening. The 0-3 scale for items 1-23 is used to rate severity.
Ratings are made solely on the basis of observed behaviour during the
examination with the exception of completion of the items for ‘withdrawal’
and ‘autonomic abnormality’, which may be based on directly observed
behaviour and for chart documentation.

Northoff-Catatonia scale

It is a rating scale with a score of each item ranging from 0 to 2. At
least one symptom from each category is needed. The categories include
13 items in motor alterations, 12 items in affective alterations and 15 items
in behavioural alterations.
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Other scales include the Kanner Scale, the Modified Rogers Scale, the
Braunig Catatonia Rating Scale.

Differential Diagnosis

The differentials of catatonia include neuroleptic malignant syndrome,
serotonin syndrome, malignant hyperthermia, akinetic mutism, dissociative
stupor, non-convulsive status epilepticus, stiff-person syndrome, Parkin-
son’s disease, stroke, delirium, end-stage dementia, elective mutism.

Diagnosis

Catatonia can be diagnosed with the use of rating scales, or by applying
diagnostic criteria based on ICD 10 and DSM5 classification. ICD 10 allows
catatonia to be diagnosed as catatonic schizophrenia (F20.2) or organic
catatonic disorder (F06.1). DSM 5 allows catatonia as a specifier for
psychosis, bipolar, depressive, schizophreniform disorder, schizoaffective
disorder, substance-induced psychotic disorder, brief psychotic disorder
and medical disorders. As per DSM 5 criteria, 3 or more of the core features
of catatonia need to be present. These include catalepsy, waxy flexibility,
stupor, agitation, mutism, negativism, posturing, mannerism, stereotypies,
grimacing, echolalia, and echopraxia.

Laboratory Investigations

None of the investigations are diagnostic of catatonia. Investigations
are geared to rule out organic disorders or co-occurring medical conditions
and to assess the complications from catatonia. Although serum iron
reductions, creatine phosphokinase elevations, and leukocytosis are seen
in simple catatonia, they can also be present in malignant catatonia or
neuroleptic malignant syndrome.

Treatment

Location of management

Clinicians should maintain a high index of suspicion for the develop-
ment of medical complications and new medical problems. If hyperthermia
or autonomic instability emerge or if malignant catatonia is suspected,
supportive measures in the intensive care unitare needed.

Initiation of treatment

If a patient exhibits catatonic features, it is best to consider the patient
as having catatonia and initiate supportive care. Simultaneously, the
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Table-3: Laboratory investigations in catatonia

Routine Tests *Special Tests Other Tests
e Full blood count e Creatine Phosphokinase Functional
¢ Renal function test ¢ Serum iron levels MRI and

e Liver function test ¢ Brain imaging to assess SPECT

e Thyroid function  + Electroencephalogram to rule
test

e C-reactive protein + Fibrin D-dimer test

e Erythrocyte e Cerebrospinal fluid examination
sedimentation rate e+ Autoantibody screen for

neurological causes

out epilepsy

N-methyl-d-aspartate [NMDA]
receptor antibodies and voltage-
gated K+ channels antibodies

* Drug screen

* Tests based on clinical scenarios and features

underlying etiology should be explored. If untreated, dehydration, venous
thrombosis, pulmonary embolism, pneumonia, and ultimately death can
rapidly ensue. Initiation of treatment should not be delayed because etiology
is not found.

Mode of treatment

Supportive care should be initiated as soon as possible. It consists
of hydration, nutrition, mobilization, anticoagulation, and aspira-
tion precautions.

Monitoring of vital signs and input-output charting is essential.

Neuroleptic agents and dopamine antagonists should be discon-
tinued.

Lorazepam challenge test: If features of catatonia appear isolated
and “not fitting the picture” of the suspected underlying cause, an
intravenous sedative such as lorazepam can be given to relieve
features of catatonia. An intravenous injection of 1-2 mg lorazepam
is given over two minutes. Assessment of catatonic features be-
fore and 5 minutes after injections is necessary to appreciate the
changes with lorazepam. Improvement may be seen in posture,
speech, mannerisms, and in response to commands. A standard-
ized rating scale can be used to monitor the improvement. If there
is no change, a second dose is given, and the patient is reassessed.
Favorable responses usually occur within 10 min. If lorazepam is
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given intramuscularly or orally, the interval for the second dose
should be longer, upto 15 minutes and 30 minutes respectively. If
there is no effect, the same dose may be repeated in 3 hours, and it
can be done again in 3 hours if necessary. At least 6 mg should be
given over the course of 24 hours.

» Lorazepam for treatment: For those patients who show partial im-
provement on the first day of treatment intravenous lorazepam
should be continued. Intravenous lorazepam 2 mg every 8 hours is
continued for at least 3 to 4 days or longer, in cases of catatonia
lasting for more than a month. Many patients respond to doses of
up to 4 mg per day, but repeated and higher doses between 8 and
24 mg per day may be needed. After full resolution of catatonia, a
sublingual or oral formulation of lorazepam can be used. The risk-
benefit profile should be considered on a case-to-case basis and
caution should be maintained when a higher dose of benzodiaz-
epines is used. Depending on the risk profile respiratory depres-
sion needs to be monitored.

» Urgent modified electroconvulsive therapy (mECT) might need
to be administered in cases of malignant catatonia. Therefore, it is
crucial to take consent for mECT as soon as possible. mECT may
be given daily in severe cases and then every other day or twice a
week once the catatonic syndrome starts to decline. Maintenance
mECT may be necessary in some cases.

Prognosis

Overall prognosis of catatoniais good. It shows a good response to
treatment. However, a delay in diagnosis and treatment is associated with
increased morbidity and mortality.

Summing up

Catatonia is a syndrome with a constellation of symptoms. It is used
as a specifier in many psychiatric conditions and it is seen in many general
medical conditions. Laboratory investigations should try to exclude medical
causes and complications of catatonia. Treatment of catatonia depends on
its etiology. Symptoms of catatonia show a good response to benzodiaze-
pines. Electroconvulsive therapy can be a life-saving intervention. Overall,
the prognosis of catatonia is good if catatonia is identified early on.
Therefore, understanding the various phenomena of catatonia and skill in
their identification is indispensable in early diagnosis.
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Chapter 6
Disturbances of Affect

RK Chadda, Mamta Sood, Vijay Krishnan

Learning Objectives
After reading the chapter, the student should be able to:
» Distinguish between mood and affect
» Delineate abnormal mood and affect from normality
»  Outline the clinical assessment of affect

» Describe the objective assessment of affect including its quality,
range, reactivity, appropriateness and intensity

Introduction

Affect and mood are one of the key domains of mental functioning
and their assessment is an integral part of clinical examination in psychiatry.
Assessment of affect could be challenging to the trainees in psychiatry.
Hence, before embarking on assessment of affective disturbances it is
important to understand the context of use and meaning of different terms.

Various terms like “feelings’, “‘emotions’, ‘affect’ and ‘mood’ have been
used to describe the emotional state of an individual. Fish’s Clinical
Psychopathology has defined ‘feelings’ as positive or negative reactions
to an experience or an event, which constitute the subjective experience of
emotion, and are often transitory. In its literal sense, the word ‘feeling’
also refers to an active experience of somatic sensation, like touch or pain
as opposed to the passive subjective experience of emotion.

Emotion has been primarily defined in terms of response to stimuli
which lead to cognitive, physiological and behavioral changes. Lange
considers emotions to arise from a person’s self-awareness of physical and
bodily changes, whereas Fish’s Clinical Psychopathology considers emotion
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as a stirred-up state caused by physiological changes. Both these definitions
highlight that a stimulus leads to changes in the body, which on being
perceived by a person are experienced as emotion. On the contrary, Cannon
and Bard suggest that emotion is the first response to a stimulus and
physiological changes occur as a consequence of the emotion, e.g. one
feels afraid on seeing a lion and thereafter physiological changes such as
sympathetic overactivity follow.

Affect refers to the emotional state, as judged by external reactions
like laughter, crying, anger or fear and non-verbal behaviors. Affect is
dynamic and transitory; it changes with situations, thought processes and
external environment. Mood, on the other hand, refers to a more pervasive
and sustained emotional state, that colors the person’s perception of the
world (and thus the affective responses). Some examples of the descriptive
terms used for mood and affect are sad or depressed, anxious, angry, happy
or euphoric, irritable, etc. The term “affectivity’ refers to the total emotional
life of the individual as per Fish’s Clinical Psychopathology.

Thus, mood refers to an individual’s disposition to react to situations
with a certain kind of emotion, which is prolonged, and influences all other
aspects of mental life; and these emotions are generally manifested through
a range of affects, which are complex but momentary.

The studies of recognition of facial expression on certain tests like
facial emotional expression test have shown the existence of six basic
emotions, as expressed on face, which are easily differentiated by subjects.
The six basic emotions include anger, disgust, fear, happiness, sadness and
surprise, and are considered to be universally present. Curiously, these six
basic emotions are also similar to the navarasas or nine emotions such as
shringara, hasya, adbhuta, shanta, raudra, veera, karuna, bhayanaka and
vibhatsa, as described in studies of ancient Indian drama such as the natya
sastra.

Culture contributes a lot to the variations in expression of mood and
affect. There may be customary rules within a culture which determine the
cultural norms for expressing emotion, such as who can show which
particular emotion to whom and when and which events are likely to produce
a particular emotion. In certain social (e.g. mourning) and religious contexts,
a particular emotion might be expressed, or even considered desirable in
some cultures, which would not be considered appropriate in another
culture. Similarly, there may be cultural differences in the descriptions of
various types of mood and affect.
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Normal and Abnormal Mood and Affect

It is essential to understand how to differentiate normal from abnormal
mood and affect. It becomes important while assessing psychopathology
in affective domain during clinical examination.

The difficulty in differentiating normal from abnormal affect arises
because of a number of reasons. Healthy individuals often experience a
variety of emotional states, which may occur spontaneously or in reaction
to stimuli, and some of these may be distressing. Also, the same terms are
often used to describe normally experienced affect and abnormal affect
that warrants clinical intervention. For example, the terms ‘anxiety’and
‘depression’ may have a very specific technical meaning when used by a
psychiatrist, but could have a very different meaning to the patient while
describing them. In addition, in certain situations like mourning or during
religious experiences, extreme emotional expressions are culturally
expected and permissible. There may be no apparent phenomenological
differences between the reactions seen within the context of such a situation,
and those seen as a psychopathology in a mental disorder.

From a phenomenological point of view, affect is considered normal
when it is experienced across the wide range of various emotions with
different intensities that usually match and change in accordance with the
thoughts and feelings being verbally expressed. The emotional changes
are appropriately responsive to the environmental changes. Normal affect
has been sometimes called broad affect. Similarly, the normal mood is
termed euthymic or within the normal range. Individuals exhibiting
euthymic mood appear calm, consistent in emotional expression and
comfortable. They may be appropriately concerned or anxious about their
problems, but are not overly frightened or agitated.

Fish’s Clinical Psychopathology has described five levels of emotional
reactions and expressions:

* Normal emotional reactions

* Abnormal emotion reactions

* Abnormal expressions of emotion
* Morbid expressions of emotion

*  Morbid disorders of emotion

Normal emotional reactions occur as a result of events and are within
the sanctioned socio-cultural norms. Abnormal emotional reactions are
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excessive but understandable. Abnormal expressions of emotion are both
un-understandable and excessive to the context. Further, emotional
responses are considered to be morbid when the person is unaware of the
abnormality in addition to being un-understandable and excessive. Morbid
disorders of emotion include manic or depressive episode.

Emotional responses may be primary or secondary. Primary
disturbances of emotion are un-understandable and morbid in themselves.
Secondary disturbances of emotions occur as understandable reactions to
some other psychological event or psychopathology e.g. persons experien-
cing delusions or hallucinations may experience anger, fear, surprise or
joy, related to the content of these delusions or hallucinations.

The definition of abnormal mood and affect has to be understood
exclusively within the context of descriptive psychopathology and the
clinician must also consider a multitude of other factors before deciding
that this phenomenon represents the symptom of an illness warranting
intervention. Therefore, while determining whether mood and affect is
abnormal, few points need to be considered:

»  Whether there is quantitative or qualitative change in the mood
and affect?

»  Whether this change is associated with other symptoms?
o Whether there is functional impairment?

»  Whether the change is outside the range of culturally appropriate
expressions?

»  Whether the change in affect has any association with cognition
and/or conation?

Andrew Sims’s ‘Symptoms in the Mind’brings in two other important
dimensions for ascertaining abnormality viz., subjective distress and social
appropriateness. It may be assessed:

» Does the individual’s current mood lead to subjective distress/suf-
fering?

» Is the individual’s mood socially appropriate?

A pathological mood state should be considered only if one of the
above two questions is answered in the affirmative.

Clinical assessment of mood and affect
The assessment of disturbances in mood and affect in routine clinical
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practice is often challenging. Reasons include an indefinite characteristic
of the emotional expressions, an overlap between them,cultural variations,
and the variety of terms that the patients may use to describe their emotional
states. Because of the complex relationship of mood with cognition and
behavior, differentiating cognitive from affective aspects of a particular
phenomenon and ascertaining their primacy may become difficult. Berrios
also gives another reason that the cognitive aspects of psychopathology
has been given more importance in the scientific literature which has resulted
in less differentiated nature of affect (as compared to cognition) with less
developed psychopathology and fewer descriptions of affective distur-
bances.

The assessment of mood and affect is done on the basis of history,
physical examination and mental status examination.

Assessment of mood

As mood is a sustained emotional state experienced over a relatively
prolonged period, it is best assessed on history and enquiries are made
about the pervasive mood state experienced by the person. The assessment
of affect is undertaken as part of the mental status examination, and is
recorded under a number of headings.

While assessing mood on history, one needs to enquire explicitly about
the mood, with direct questions. One could ask questions like:

* How have you been feeling lately?

* How do you feel right now?

* How do you feel this morning?

* How is your mood today?

* How have you felt inthe last one week?

*  Whether your current mood is typical for you?

*  What do you mean by the word ‘depressed’ in case person reports

feeling sad or depressed?

* What is it like to feel depressed?

* How is it affecting you?

Encourage the person to elaborate on his/ her responses and suggest
synonyms to whether he/ she is experiencing the particular emotion e.g.
for sadness suggest words or phrases like ‘feeling low’, “feel like crying’,
‘inability to enjoy or feel pleasure’, ‘not happy’. In case of failure to elicit
desired response, leading questions may be used e.g.
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» Have you been afraid of something lately?
* Is there something frightening you?

» Have you been worried this weekend?

» Are you sad? Have you been crying?

* Have you felt unusually cheerful?

It is always useful to gather information from significant others as it
adds to the information. Other informants can be asked questions like:

* How has been his/ her mood in general?
* Have you seen any change in his/ her mood ?
» Since when this change has been noticed?

* How the person has been reacting to the day to day events? Ex-
amples?

* Any other symptoms?
* What has been effect of the mood changes on functioning?

In addition, specific questions related to self-harm must also be asked,
in order to pick up current or past suicidality that might have a bearing
upon the clinical management. It is imperative to ask whether similar
changes in mood have been experienced by any of his/ her family member
or by him/ herself in the past. At this juncture, it is important to take any
history of physical disease, medications used or psychoactive substance
use, which might have contributed to the causation of mood symptoms.
While ascertaining premorbid personality, it is important to enquire about
the mood of the person before the onset of illness.

Physical examination is an integral part of examination and can
contribute in many ways. It may provide clue about the emotional state of
a person e.g. autonomic dysfunction in form of moist palms and dry mouth,
tachycardia, fine tremors and mild rise in blood pressure, may indicate
underlying anxiety. Sometimes, the findings on physical examination may
be as a result of disturbed mood e.g. multiple cut marks arising out of
dysphoric mood. It may also uncover signs of a physical disease like
Parkinson’s disease which might be contributing to the affective symptoms
or even an independent comorbid physical disease.

Assessment of Affect
Affect is formally assessed and recorded under a separate heading in
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mental status examination. It is generally described/recorded under two
headings viz. Subjective and Objective. For assessment of subjective affect,
generally a single direct question is asked from the person, “How do you
feel?” or “Aapka man kaisa hai?”” Exact verbatim of the answer to this
guestion is noted as subjective affect.

Objective assessment of affect is made throughout the interview on
the mental status examination. Objective affect is examined in various
dimensions to enable a comprehensive assessment of affect, which include
Quality, Range, Reactivity, Appropriateness and Intensity/ Depth of affect.
Latter is not always commented upon during routine mental status exami-
nation.

Objective affect is gauged by:

* Nonverbal cues, verbal content, thought process and direct ques-
tioning. Nonverbal cues come from observation of general appear-
ance, choice of clothing, facial expression especially the eyes,
gestures,posture, spontaneity, tone, volume and flow of speech,
and flow and content of thought process. For example, a person
with mania, due to expansive mood and resultant pleasure seeking
behavior, may exhibit dressing in gaudy clothes, increased psy-
chomotor activity, excessive use of gestures, over familiarity, in-
creased volume and tone of speech with rapid flow of thoughts
with grandiose content in addition to cheerful affect.

* Questions asked to assess higher mental status functioning may
give clue to the affect. For example, a person having severely de-
pressed affect and depressive cognitions, when being tested for
personal judgment, may give an answer, coloured by his/ her pre-
vailing depressed affect, that he/ she would sit on a road and let
passing by vehicles hit him as there was no hope of his/ her be-
coming alright.

» Empathic evaluation also helps in the assessment; it means that
the interviewer must imagine him/ herself in the situation of the
interviewee and try to understand what he/ she is feeling.

»  Sometimes, the affect is infectious which means that the interviewer
feels with the person being interviewed; he/ she is infected with
the same emotion. This infectiousness is generally noted while
interviewing persons having mania e.g. the interviewer may feel
cheerful while examining an elated person with mania, as if the
euphoria has rubbed on to him/ her.
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To decide whether a dimension of affect is abnormal, it is important to
collate observations made during the mental status examination. The
abnormality is determined by establishing mismatch between the emotion
and the thought process, the context and the behavior.

Quality of affect

Quality of affect refers to characteristic emotional state, experienced
by a person. Examples include happiness, sadness, irritability, anger,
euphoria, elation, depression, anxiety, etc. Certain emotions like euphoria
and elation would definitely be labeled as abnormal while for others a
judgment is made as per the person’s situation.

Some of the common qualities of affect are described in detail as below:

Happiness: The gradients of happiness have been described as el-
evated affect, euphoria, elation, exaltation and ecstasy. Elevated
affect is an air of confidence and enjoyment, experienced as being
more cheerful than normal, but may not be pathological.

Euphoria is the subjective experience of over cheerfulness and
heightened wellbeing. It is characterized by increased enjoyment
and a reduction in restraint imposed by the self or by societal norms.
There may be changes in activity levels and appetitive behaviors
that reflect heightened mood state. It is an exaggerated feeling of
well-being and is not explicable by real events. The affect is also
noted as being ‘expansive’. On assessment, feelings are expressed
relatively easily and without restraint. Euphoria is frequently as-
sociated with an overestimation of reality.

Elation is subjective experience of feelings of joy, euphoria, tri-
umph and optimism, along with intense self-satisfaction. This state
is associated with an increase in activity levels beyond that usu-
ally experienced by the person and is inappropriate for the con-
text, and not usually experienced as being uncomfortable or dis-
tressing.

Exaltation: When elation is associated with increasing self-esteem
to the extent that it alters the person’s ties with reality, it is referred
to as exaltation. Euphoria, elation and exaltation are usually seen
in mania.

Ecstasy is emotional state lying on the same spectrum, but is some-
what different. It usually involves a state of extreme well-being
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associated with a feeling of rapture, bliss and grace. This is sub-
jectively experienced as a transcendental state where the person
feels at one with the universe. There may be a feeling of being in
tune with the whole of nature and at one with the universe. Ec-
stasy is often a part of normal religious or spiritual experiences,
when it is associated with a pervasive feeling of communion with
God or some religious figure. It can also occur in mania and some-
times the result of a psychotic, dissociative or drug-induced disor-
der.

Depression: It is a feeling of dejection that colors all thoughts,
behavior and activity. It may occur in response to chronic frustra-
tion and disappointment, loss or bereavement or as a part of de-
pressive disorder. Depression, as an affect, may vary quantitatively
from normal sadness as associated with bereavement or qualita-
tively as profound gloominess as in severe morbid depression. The
state of persistent mood in depression may be sadness, decreased
emotional reactivity, a heightened experience of negative affect or
irritable mood and ill-humour. In morbid depression, there may be
marked and severe inhibition of psychomotor activity which may
result in stupor. Due to severe retardation, a person with morbid
depression may appear indifferent to the events happening around
him/ her. This needs to be differentiated from emotional indiffer-
ence of a person with chronic schizophrenia. A person with severe
depression understands the significance of the events around him/
her but is unable to act due to his/ her mental state. This inability
to act is experienced as very painful and makes him/ her fell guilty.
Depression, mild to morbid, may be seen in adjustment disorders,
mood disorders, schizophrenia and related psychotic disorders,
anxiety disorders, dissociative disorders and personality disorders,
and has also been reported in children. It may be difficult to diag-
nose depression in patients with physical illnesses as symptoms of
depression like insomnia, loss of appetite, anergia may also occur
because of discomfort and pain associated with the physical ill-
ness itself. In this situation, it is useful to discern persistent perva-
sive sadness and cognitive symptoms of depression for making
diagnosis of depression. Similar problem may arise while assess-
ing depression during pregnancy and postpartum period.

Anxiety: In common parlance, one commonly hears the word “anxi-
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ety” which means ‘uneasy preoccupation with some personal mat-
ter’ or ‘worrying about something’. But in psychiatry, it is used in
a different way. Anxiety is ‘an unpleasant affective state with the
expectation but not the certainty of something untoward happen-
ing. It is characterized by apprehension in anticipation of a danger
(external or internal)’ or ‘fear for no adequate reason’. Anxiety is
also described as an emotional reaction to a threat that is ill-de-
fined, internal and conflictual. This definition serves to differenti-
ate anxiety from the state of fear, related to the perception of a
threat that is external, clear and non-conflictual. Anxiety and fear,
as with all emotional states, contain both psychic and physical
concomitants. The psychic symptoms of anxiety are feelings of
inner restlessness, ‘bechaini’, ‘ghabraahat’, apprehension or ru-
minations. The physical response in these states is the state of the
adrenergic “fight-or-flight” response, where autonomic and somatic
symptoms like palpitations, shortness of breath, muscular tension
resulting in headache or chest pain, diarrhoea and dryness of mouth
may be seen. Morbid anxiety is often accompanied by one or more
symptoms like inability to sleep, poor concentration, irritability,
etc. Fish’s Clinical Psychopathology also describes anxious fore-
boding in which a person has a fear that something very bad will
occur but he/ she cannot identify it. The related concept of panic
episode refers to an episode of severe anxiety characterized by
feeling of choking, difficulty in breathing, symptoms of sympa-
thetic overactivity and physical weakness. Phobia is a fear restricted
to a specific object, situation or idea. Phobias are associated with
physical symptoms of anxiety and avoidance of the phobic object
or situation. Anxiety symptoms can be seen in a spectrum of disor-
ders and ranging from anxiety and mood disorders, to psychotic
disorders and psychoactive substance use disorders, besides many
physical diseases. Anxiety seen in patients with psychosis is usu-
ally intense and improves with the improvement of psychosis.
Sometimes, intense anxiety may be present in patients receiving
antipsychotics which may be due to akathisia, a side effect of
antipsychotics.

Irritability is a liability to outbursts or a state of poor control over
aggressive impulses directed towards others. It is seen when a
person’s affect is unusually excitable. Anger, annoyance and im-
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patience are often associated. It manifests as snapping at others,
shouting, slamming doors, throwing objects or physically assault-
ing others. Irritability can be seen in almost all types of psychiat-
ric disorders.

» Perplexity is a state of puzzled bewilderment. When perplexed, a
person is unable to process events around him/ her and may ap-
pear confused or anxious. It may be seen in persons with delirium,
initial stages of schizophrenia, acute and transient psychotic dis-
order and anxiety disorders.

A number of other emotional states may be used as descriptors, but the
interviewer should be careful to use the terms since these carry specific
meanings.

Range of Affect

The normal affect is characterised by an ability to experience and
express a variety of emotions ranging from one extreme to another, in
response to different situations. Thisdimension of affect is referred to as
the range. Range may include a variety of emotions like happiness, sadness,
anger, surprise, fear, disgust, etc. The normal range is described as being
“full’. When there is a reduction in the range of affect, emotional responses
are not elicited in response to different stimuli, and it is referred asrestriction,
constriction or flattening, depending on severity of the restriction. Blunting
refers to complete loss of reactivity to different stimuli with a blunt or
emotionless face.

Reactivity of Affect

Emotional reactivity refers to the fluctuations in emotions that occur
in response to changes in the environment or external situations which
may or may not be emotion-laden. A healthy person would show varied
affective responses in reaction to various stimuli. Clinical assessment of
reactivity of affect involves gauging the capacity of affect to adjust in
response to external factors. Abnormality may be seen in terms of the degree
of the affective response to a situation, ranging from large variations in
response to minor stimuli (lability) down to an affect that is not reactive
even to extreme stimulation (apathy). Excessive reactivity may be observed
as the phenomenon of lability and emotional incontinence.

Lability is a state of rapid and abrupt changes in affective response,
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which involves a reduction in control over affect. It is seen in mixed
episodes/ manic phase of bipolar disorder. The person experiences various
intense affective states within a short period of time, often without
connection to external stimuli.

In emotional incontinence, there is a total loss of control of emotions,
and spontaneous outbursts of different emotions may occur e.g. laughter,
crying. There is a discrepancy between the subjective experience of emotion
and the affective response, with the person experiencing a subjective loss
of control over affect. An extreme form of this condition, denoted by “forced
laughing’ or “forced crying’ is seen in epileptic states as part of pre-ictal
phenomena and also in multiple sclerosis.

Less extreme forms of affective hyper-reactivity may be part of
depression, where the person may react to negative stimuli in an
uncharacteristically excessive fashion, and in histrionic and borderline
personalities.

Reductions in affective reactivity may be seen as part of melancholic
depression, in which the person may be unable to respond emotionally to
both negative and positive stimuli. This state is generally experienced
subjectively, and the person generally reports distress at his/ her inability
to experience appropriate affective reactivity.

Apathy is absence of reactivity and is observed as emotional dulling
associated with detachment or indifference. It is seen in schizophrenia,
depression or organic states, especially those involving frontal lobes.

In dissociation of affect, there is lack of expected emotional reaction
to a particular fear or anxiety provoking stimulus. This may be seen as
denial of anxiety e.g. in soldiers under bombardment. Another form of
dissociation of affect is ‘la belle indifference’ seen in conversion disorders,
in which, despite grossly disabling and obvious symptoms, the person seems
emotionally indifferent to them.

Appropriateness of Affect

Normally, affect is appropriate to the social environment, situation or
the topic of conversation e.g. laughter is expected when a joke is told and
sadness is expected when talking of a deceased person or a funeral. Affect
is considered inappropriate when there is discordance between the affective
expression and the content of speech or observable behavior. A discrepancy
between environment and affect is generally referred to as inappropriate,
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whereas a discrepancy between the affect (externally observed) and the
internal mental state, as interpreted from cognition and behavior has been,
sometimes, called incongruent affect. In recent literature, inappropriate
affect implies both. In appropriate affect is classically observed in persons
with schizophrenia. While classifying presence of psychotic features in
mood disorders, both mania and depressive disorder, it has become
customary to differentiate whether these are mood congruent or incongruent.
In hallucinations is psychotic features, the content of delusions/halluci-
nations is not consistent with typical themes of depression or mania.

Intensity or Depth of Affect

Intensity of affect is the ability to convey an emotion or create an
impact of the emotional state. It is evaluated in terms of strength of affective
expression during the interview.

When there is reduced intensity of affect, it is called blunted and is
seen in chronic schizophrenia. The term ‘shallow affect’ is described in the
context of hebephrenic schizophrenia. These patients show silly, superficial
and inappropriate cheerfulness. The term *‘shallow affect’ has also been
used to describe the superficial display of exaggerated emotions in histrionic
personality or the old classical hysteria. The increased intensity of the affect
is called exaggerated affect and is seen in mania.

Sometimes, on interview, the patient may complain of loss of feelings,
e.g. a mother may say that she does not get any feeling while hugging her
children. It may pertain to all emotions and is often reported by patients
with major depression. However, on objective assessment, one may not
necessarily find an abnormality. Patients presenting with depersonalization
or derealisation may also give similar complaints. Alexithymia is a related
term which has been described as subjective experience of loss of feelings
that were formerly present.

Flat affect implies that there is no range, little intensity, no reactivity.
There is limitation in the usual range of emotional responses. The patient
displays little emotional response in any direction, although that which is
expressed is in the appropriate direction, unlike inappropriate affect.

While the quality and appropriateness of affect are relatively easy to
discern but it may be difficult to differentiate whether to classify a particular
abnormality under dimension of reactivity, range or intensity as there are
only subtle differences among these. To illustrate this, let us take an example,
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reactivity is the fluctuations in emotion in response to the environmental
changes e.g. smiling in response to a pleasing event; range is ability to
experience and express a variety of emotions ranging from one extreme to
another, in response to a situation like happiness, anger, surprise, fear, etc;
intensity is the strength of affective expression during the interview which
means how much happiness a person can convey in response to a pleasing
event. In blunting of affect, there is absence of reactivity, loss of emotional
display and thus no intensity of emotions.

Summing up

Mood is a pervasive and sustained emotion state whereas the affect is
the emotional responsiveness or state that can be observed here and now.
Mood is examined on history, while the affect is evaluated throughout the
interview. Mood and affect may be considered abnormal or morbid in the
context of socio-cultural norms, understandability, excessiveness of the
emotional response, awareness by the person experiencing the emotional
response, association with other symptoms and functional impairment.
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Chapter /

Disturbances of Thought:
Form and Flow

Rajesh Kumar, Niska Sinha, Shailesh Jha

“We are what we think. All that we are arises with our thoughts. With
our thoughts, we make the world” — Gautam Buddha

Learning Objectives
After reading the chapter, the student should be able to:
» Define and provide the basic concepts of formal thought disorder
» Elicit various types of formal thought disorder

» Contextualize the formal thought disorders in relation to psychiat-
ric disorders.

Introduction

The disturbance of thought is unusual or dysfunctional ways of thinking
and seen when a person has trouble organizing his or her thoughts or
connecting them logically. The form essentially means the ““arrangement
of parts”. The term ‘formal thought disorder’is a synonym for disorders of
conceptual or abstract thinking that are most commonly seen in schizo-
phrenia, organic brain disorders and other psychiatric illnesses, especially
mania etc. It may occur in normal individuals as well, particularly highly
creative individuals such as writers.

The concept of formal thought disorder has often been misused and
misunderstood. It may have several different symptoms, pertaining to
thought, language and communication. The formal thought disorder
described by Gordinier and Docherty (2001) include inadequacy in language
structure leading to confusing references (a word or phrase that can refer
to at least two references), conceptual weakness associated with the use of
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ambiguous word meanings and vague expressions, and missing information
references (citing something not known by the listener and not previously
presented). Although the term “thought disorder” is often used as if it refers
to a single phenomenon, the speech and language behaviors through which
it becomes manifest are heterogeneous.

To understand the ‘language behavior’ that encompasses thought,
language and communication, following terms may be understood:

» Speech: Audible representation of language.

» Language: Asystem for the expression of thoughts, feelings, etc.,
by the use of spoken sounds or conventional symbols. It can be of
two types: expressive language and receptive language. There are
five components of language: Phonology (rules regarding how
sounds can be used and combined), Syntax (the way sequences of
words are combined into phrases and sentences), Morphology (the
form and internal structure of words), Semantics (the understand-
ing of language) and Pragmatics (rules that govern the reasons for
communication as well as the choice of codes to be used when
communicating)

» Communication: Exchange of ideas, information, thoughts, and
feelings between senders and receivers. The process does not re-
quire speech or language rather can process through gestures, pos-
ture, eye contact or facial expressions etc.

There is not a clear distinction between the content of mental represen-
tations stored in the brain and language itself. A major difficulty arises
from the fact that “thought disorders” are measured by the verbal output of
the patient which at times makes it extremely difficult to differentiate a
primary pathology being the thought or a language disorder. In fact, the
terms “thought disorder” and “speech disorder” are sometimes used
interchangeably.

The disturbances of thought form can be understood as Positive and
Negative formal thought disorder. Patients with positive formal thought
disorder have ‘a wealth of unusual thoughts’ while patients with a negative
formal thought disorder are ‘unable to produce any thoughts.” (Box 1).
Similarly, the disturbances of thought flow can be divided into disorders
of tempo and disorders of continuity. The disorder of tempo includes flight
of ideas, inhibition or slowing of thinking and circumstantiality. The
disorders of the continuity of thinking include perseveration and thought
blocking.
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Box 1: Positive and Negative formal thought disorder

Positive formal thought disorder:
Loosening of associations, derailments, incoherence, paraphasias, neologisms,
driveling

Negative formal thought disorder or ‘alogia’:
Poverty of thought

Evolution of thought disorders
Pre-Andreasen Era

The pre-Andreasen era included all historical contributions made in
terms of evolution of concept or new terminology for the same (Box 2).

Box 2: Pre-Andreasen contributions in thought disorder

Kraepelin Akataphasia

Bleuler Loosening of association

Gardner Form of regression

Cameron Asyndesis and overinclusion

Goldstein Concrete thinking

Von Domarus Defect of deductive reasoning

Schneider Derailment, Substitution, Omission,
Fusion and Drivelling

Kraepelin considered *““derailments in the train of thought,” which he
named ““‘akataphasia,” to be a fundamental characteristic of the dementia
praecox. The concept of thought disorder was given preeminence in
Bleuler’s conceptualization of schizophrenia which is a disorder of the
associations between thoughts. Bleulerian psychiatry has considered
thought disorder to be a pathognomonic symptom of schizophrenia. He
recognized that patients may have disorders in their “form of thought” in
addition to their content of thought. In Bleuler’s view, a characteristic
disturbance in thinking, due to associative loosening, was always present:

*“Certain symptoms of schizophrenia are present in every case and at
every period of the illness even though, as with every other disease symptom,
they must have attained a certain degree of intensity before they can be
recognized with any certainty”

Evaluation of the Bleulerian perspective has been severely handicapped
by the lack of any standard and widely agreed-on definition of thought
disorder. Consequently, the conceptualization of thought disorder tend to
be quite diverse.
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Andreasen Era

The conceptualization of thought disorder had been quite diverse.
Clinicians did not have any standard and uniformly agreed-on definitions
of most terms.

According to Andreasen’s 1979 landmark paper, various disorders
under the umbrella of “formal thought disorder” can be better termed as
“disorders of thought, language, and communication”. She gave set of
definitions which was recognized as a potential diversity within the category
of “thought disorder” and defined a total of 18 ‘language behaviors’ that
were all considered to be subtypes of thought disorder. This presents a set
of definitions based on linguistic and cognitive behaviors frequently
observed in patients. These definitions had been derived from clinical
experience with an empirical approach and without making inferences about
underlying processes of thought. Some of these categories were subse-
quently incorporated into the thought disorder sub-scales of Andreasen’s
rating scales for schizophrenia.

How to define and elicit formal thought disorder?
1. Poverty of Speech (Poverty of Thought, Laconic Speech)

It is also known as retardation of thinking. Restriction in the amount
of spontaneous speech, so that replies to questions tends to be brief, concrete,
and unelaborated. The replies may be monosyllabic and some questions
may be left unanswered. The clinician frequently has to prompt the patient
to encourage elaboration of replies. It is often seen in depression, the train
of thoughts is slowed down, although still goal directed. It can also be
seen in schizophrenia with negative symptoms. The opposite is pressure of
speech and this is often seen in mania.

Example:

What is your name?
Mr. m

What is your age?
24.

How are you?
Fine.

How you came here?
By bus.

>0 PO PO PO
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Were you working before?
No.

There is lot of pollution outside?
Yes.

Elicitation Skills & Dilemma: It must be assessed after attempts at
building rapport. Initially neutral topics must be discussed. Examiner must
allow the patient adequate time to answer. Some times, a guarded patient
might also give such false impression.

2. Poverty of Content of Speech

The speech is although spontaneous but contains little information
and tends to be vague and stereotyped. Although replies are long enough
so that speech is adequate in amount, it conveys little information. Language
tends to be vague, often over-abstract or over-concrete, repetitive, and
stereotyped. It is most often the result of derailment. It can be seen in
schizophrenia and some personality disorders e.g. histrionic personality
disorders. It also appears to lay persons as empty philosophizing. It differs
from circumstantiality in that the circumstantial patients tend to provide a
wealth of detail.

Example:
Q — “Tell me what you are like, what kind of person you are.”

A — “Ah one hell of an odd thing to say perhaps in these particular
circumstances, | happen to be quite pleased with who | am or
how | am and many of the problems that | have and have been
working on | have are difficult for me to handle or to work on
because | am not aware of them as problems which upset me
personally. | have to get my feelers way out to see how it is and
where that what | may be or seem to be is distressing, too pain-
ful or uncomfortable to people who make a difference to me
emotionally and personally or possibly on an economic or pro-
fessional level. And I am | think becoming more aware that
perhaps on an analogy the matter of some who understand or
enjoy loud rages of anger, the same thing can be true for other
people, and | have to kind of try to learn to see when that’s true
and what | can do about it.”

Elicitation Skills & Dilemma: Initially neutral topics must be discussed.
Examiner must allow the patient adequate time to answer. Presence of
circumstantiality can give false positive impression.

>0 PO
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3. Pressure of Speech

An increase in the amount of spontaneous speech compared to what is
considered ordinary or socially customary. The patient talks rapidly and is
difficult to interrupt. The content of speech moves quickly from one idea
to another so that one train of thought is not carried to completion before
another takes its place. The normal logical sequence of ideas is generally
preserved although ideas may be linked by distracting cues in the
surroundings and from distractions from the words that have been spoken.
The patient is often loud and emphatic and sometimes they talk without
any social stimulation and talk even though no one is listening. These verbal
distractions may be of three kinds: Clang associations, puns and rhymes.

Elicitation Skills & Dilemma: The characteristic quality will be that,
patient will be “difficult to interrupt” as quantitative measure for pressure
is not always logistically possible. The false positive results may be seen
in patient with continuous auditory hallucination (running commentary),
excessive preoccupation or in context to certain situations e.g. phobic state,
grief reaction etc.

4. Distractible Speech

During mid speech, the subject is changed in response to a stimulus
i.e. the patient repeatedly stops talking in the middle of a sentence or idea
and changes the subject in response to a nearby stimulus, such as an object
on a desk, the interviewer’s clothing or appearance, etc.

Example:

“Then | left San Francisco and moved to... Where did you get that tie?
It looks like it’s left over from the ‘50s. I like the warm weather in San
Diego. Is that a conch shell on your desk? Have you ever gone scuba
diving?”

I live in Delhi. I go for regular walk. There are two types of tea...good
tea and bad tea. Yoga is very helpful. Had you been to Pakistan, it is very
filthy place...these politicians have made this country rotten... no one
should take rotten food. It can make you rotten... girls are very attractive.
Do you pray regularly?

Elicitation Skills & Dilemma: Patient should be interviewed in formal
setting and active stimulus exposure should be minimized as far as possible.

5. Tangentiality
It means replying to a question in an oblique, tangential or even
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irrelevant manner. The reply may be related to the question in some distant
way. Or the reply may be unrelated and seem totally irrelevant.

Example:
Q — Where do you live?

A — Well I live in Delhi. Next to me is one famous local politician.
Delhi has lots of politicians around. All politicians are corrupt.
Corruption is every-where. If | rightly say... all poverty in India
is due to corruption. Poverty is very bad things to live with. |
was poor at one point of time. Now | have lot of gold.... gold is
very costly now days. This is also because of corruption...

Elicitation Skills & Dilemma: For documentation, it should always
start with a question. Initially neutral questions must be asked. Examiner
must allow the patient adequate time to answer.

6. Derailment (Loose Associations)

A pattern of spontaneous speech in which the ideas slip off the track
on to another one that is clearly but obliquely related, or onto one that is
completely unrelated.

It also denotes a loss of the normal structure of thinking. Things may
be said in juxta position that lacks a meaningful relationship, or the patient
may shift idiosyncratically from one frame of reference to another. At times,
there may be a vague connection between the ideas; at others, none will be
apparent or sounding “disjointed”. The patient’s discourse seems muddled
and illogical and does not become clearer with further questioning; there is
a lack of general clarity, and the interviewer has the experience that the
more he/she tries to clarify the patient’s thinking the less it is understood.
Loosening of associations occurs mostly in schizophrenia.

Example:
Q — Where did you go yesterday?

A — Yes | went because | enjoy cold weather. There was shower too.
I enjoy communities. | don’t know why sachin is not playing
any more... | watch cricket often. Last time | went to Kolkata
for rituals but nothing worked. My friends would often meet
me and were regular in school. | scored good marks in exams. |
want to go America to see their army and meet Vajpayee or
Obama.
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Elicitation Skills & Dilemma:
Derailment differs from circumstantiality.

Each new subject is only obliquely related to the previous one or
unrelated to the previous one.

It is not a further illustration or amplification of the same idea or
subject

It leads to loss of goal

Flight of ideas: Term ‘Flight of ideas’ has been used synonymously
with derailment in the Andreason’s landmark paper that states that
flight of ideas is a derailment that occurs in the context of pres-
sured speech. However, many other standard references conceptu-
alize flight of ideasas a disorder of flow or accelerated thinking in
many in other standard references including Sims’ and Fish’s psy-
chopathology books, and is often observed in manic patients. De-
railment refers to breakdown in association, while flight of ideas
has some clear logical association or connections, even if superfi-
cial, between sequential ideas. Such associations can be determined
by chance relationships, clang associations, etc and one could com-
pletely reverse the sequence of the thoughts to understand the con-
nection equally well. However, the goal of thinking is not main-
tained for long, due to underlying affective state and a high degree
of distractibility.

7. Incoherence (Word Salad, Jargon Aphasia, Schizophasia, Paragram-
matism)

A pattern of speech that is essentially incomprehensible at times. The
incoherence is due to several different mechanisms, which may sometimes
all occur simultaneously.

Sometimes the rules of grammar and syntax are ignored which is
relatively rare. Sometimes the disturbance appears to be at a se-
mantic level, so that words are substituted in a phrase or sentence
so that the meaning seems to be distorted.

Sometimes “cementing words” (coordinating and subordinating
conjunctions such as “and” and “although” and adjectival pronouns
such as “the,” “a,” and “an”) are deleted.

Example:
Q — Why do you think people believe in God?
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A — Ya, because making a do in life. Isn’t none of that stuff about
evolution guiding, isn’t true anymore now. It all happened a
long time ago. It happened in eons and eons and stuff they
wouldn’t believe in him. The time that Jesus Christ people
believe in their thing people believed in, Jehovah God that they
didn’t believe in Jesus Christ that much.

Q — What do you think about current political issues like the energy
crisis?

A — They’re destroying too many cattle and oil just to make soap. If
we need soap when you can jump into a pool of water, and then
when you go to buy your gasoline, m-my folks always thought
they should, get pop but the best thing to get, is motor oil, and,
money. May-may as well go there and, trade in some, pop caps
and, uh, tires, and tractors to grup, car garages, so they can pull
cars away from wrecks, is what | believed in. So I didn’t go
there to get no more pop when my folks said it. | just went there
to get a ice-cream cone, and some pop, in cans, or we can go
over there to get a cigarette. And it was the largest thing you do
to-to get cigarettes ‘cause then you could trade off, what you
owned, and go for something new, it w-it was sentimental, and
that’s the only thing | needed was something sentimental, and
there wasn’t anything else more sentimental than that, except
for knick-knacks and most knick-knacks.

Elicitation Skills & Dilemma: It may sound quite similar to a Wernicke’s
aphasia or jargon aphasia; in these cases, the disorder should only be called
incoherence (thereby implying a psychiatric disorder as opposed to a
neurological disorder) when history and laboratory data exclude the
possibility of a known organic etiology and formal testing for aphasia gives
negative results.

Exclusions- mildly ungrammatical constructions that occur when a
person is searching for the right word, phrase, or idea should not be rated
as incoherence. Idiomatic usages characteristic of particular regional or
ethnic backgrounds, lack of education, or low intelligence should also not
be rated as incoherence.

8. Mlogicality

Patterns of speech in which conclusions are reached that do not follow
any logic. This may take the form of non sequiturs (i.e. it does not follow),
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in which the patient makes a logical inference between two clauses that is
unwarranted or illogical.

Example:

“Parents are the people that raise you. Anything that raises you can be
a parent. Parents can be anything, material, vegetable, or mineral, that has
taught you something. Parents would be the world of things that are alive,
that are there. Rocks, a person can look at a rock and learn something from
it, so that would be a parent.”

Elicitation Skills & Dilemma: Illogicality must be excluded if it is a
direct result of primary psychopathology e.g. delusions or due to cultural
or religious values or because of intellectual deficit.

There will be difficulty in differentiating intellectual deficit from
illogicality but taking details of other aspects which will be evident in
patients with intellectual deficit, would be of help.

9. Clanging

A pattern of speech in which sounds rather than meaningful relation-
ships appears to govern word choices.

Example:

I’m not trying to make noise. I’m trying to make sense. If you can
make sense out of nonsense, well have fun.” “I’m trying to make sense out
of sense. I’m not making sense [cents] anymore. | have to make dollars.”

Elicitation Skills & Dilemma: It can be found in mania, hypomania
and also in normal individuals having poetic skills.

10. Neologisms

It means new word formations. The term neologism is first attested in
Englishin 1772, borrowed from French néologisme. A neologism is defined
here as a completely new word or phrase whose derivation cannot be
understood. Neolexia is a synonym for it. Sometimes the term “neologism”
has also been used to mean a word which has been incorrectly built up but
with origins which are understandable as due to use of the accepted methods
of word formation. For purposes of clarity, these should be referred to as
word approximations. Neologisms are quite rare.

Example:

“I got so angry | picked up a dish and threw it at the geshinker.” “So |
sort of bawked the whole thing up.”
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Elicitation Skills & Dilemma: It is important to find whether any of
such word is used in certain language or in relation to certain culture.With
the help of dictionary, vocabulary or neologists, it can be determined whether
the label should be neologism or word approximation.

11. Word Approximations (Paraphasia, Metonyms)

Old words that are used in a new and unconventional way or new
words that are developed by conventional rules of word formation. Often
the meaning will be evident even though the usage seems peculiar or bizarre.

Example:
Q — Can you tell me about your illness?
A — | have one serious problem of menopause...
Q@ — How can this be you are a male?

A— Yes | know but in whole of human body has lot of system
involved. My brain has problem of menopause. All those
chemicals in brain are at menopause. | think you understand
better now. Menopause can lead to change in our thinking
process, behavior and many others which you also can not
address.

Q — s it different from female’s menopause?
A — It is menopause in brain...being root cause of all such illness.

Elicitation Skills & Dilemma: During the elicitation the questions must
be around the word which is being approximated. If the patient tells meaning
for that word in both ways i.e. conventional and unconventional then
labelling such phenomena may be incorrect.

12. Circumstantiality

A pattern of speech that is very indirect and delayed in reaching its
goal idea. Thinking proceeds slowly with many unnecessary details and
digressions before returning to the point. In the process of explaining
something, the speaker brings in many tedious details and sometimes makes
parenthetical remarks. This is seen in epilepsy, learning difficulties and
obsessional personalities.

Example:
Q — Where were you at 4 pm yesterday?

A — Well | planned to go directly to my home but as | had my car
parked in metro station. | picked up my key and left for station.
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Soon on the way | found my old friend with whom | had great
college time memories etc. | gave him a treat then we both went
by an auto rickshaw to take my newly bought luxury car from
parking and then we went to cinema hall and purchased two
movie tickets for 4.30 pm show.

*Many other standard references, including Sims’ and Fish’s psycho-
pathology books include circumstantiality as a disorder of flow.

13. Loss of Goal —

It is failure to follow a chain of thought through to its natural conclu-
sion. This is usually manifested in speech which begins with a particular
subject, wanders away from the subject, and never returns to it. The patient
may or may not be aware that he has lost his goal. This often occurs in
association with derailment.

14. Perseveration —

Persistent repetition of words, ideas, or subjects so that, once a patient
begins a particular subject or uses a particular word, he continually returns
to it in the process of speaking.

Example:

Q — Where did you go yesterday?

A — | went to east of Delhi in museum.
Q — Who all were with you?

A — East of Delhi. My sister...

Q — When did you come back?

A — Late with my sister in east of Delhi.

Elicitation Skills & Dilemma: It requires changing stimulus by putting
different sets of questions in series. It can be found in different spectrum
i.e. from less pathological state to severe brain injury state as well.

15. Echolalia —

A pattern of speech in which the patient echoes words or phrases of
the interviewer. Typical echolalia tends to be repetitive and persistent.

Example:
Q — Where do you live?
A — Do you live... Delhi.
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Q — Where is your mother?
A — your mother. At home.

Elicitation Skills & Dilemma: Some people are habitual for echo
questions, apparently to clarify the question and formulate their answer.
This is usually indicated by rewording the question or repeating the last
several words.

16. Blocking —
Interruption of a train of speech before a thought or idea has been
completed. After a period of silence lasting from a few seconds to minutes,

the person indicates that he cannot recall what he had been saying or meant
to say.

Example:
Q — Where had you been yesterday?
A— 1 went outstation then........ (Paused). I don’t know anything

beyond to say. I just lost what I was thinking. | don’t know how
it happens to me.

Elicitation Skills & Dilemma: Blocking should only be judged to be
present either if a person voluntarily describes losing his thought or if
upon questioning by the interviewer, the person indicates that that was his
reason for pausing.

17. Stilted Speech

Speech that has an excessively stilted or formal quality. It may seem
rather quaint or outdated, or may appear pompous, distant, or overpolite.
The stilted quality is usually achieved through the use of particular word
choices (multisyllabic when monosyllabic alternatives are available and
equally appropriate), extremely polite phraseology or stiff and formal
syntax.

Example:
» extremely polite phraseology

“Excuse me, madam, may | request a conference in your office at
your convenience?”

» stiff and formal syntax

“Whereas the attorney comported himself indecorously, the phy-
sician behaved as is customary for a born gentleman.”
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Elicitation Skills & Dilemma: It can be found as learned norms in
certain occupations.

18. Self-reference

A disorder in which the patient repeatedly refers the subject under
discussion back to himself when someone else is talking or when he himself
is talking.

Example:

Q — Where do you live?

A — Bangalore. That’s my problem. I never know exact where | live.

Maybe | should try to keep better track of it.

Elicitation Skills & Dilemma: It can be part of over labeling in case
patient having certain primary delusional belief.

Apart from the eighteen disorders of thought, language and commu-
nication, Andreason also described two language disorders - semantic and
phonemic paraphasia- to encourage clinicians to include aphasia in their
differential diagnosis. These are as below:

Paraphasia, Phonemic: Recognizable mispronounciation of a word
because sounds or syllables have slipped out of sequence. Severe forms
occur in aphasia, milder forms may occur as “slips of the tongue” in
everyday speech. Example: “I sipped on the lice and broke my arm while
running to catch the bus.”

Paraphasia, Semantic: Substitution of an inappropriate word during
his effort to say something specific. The speaker may or may not recognize
his error and attempt to correct it. Example: “I slipped on the coat, on the i-
i-ice | mean, and broke my book.”

Based upon the total summated scores on Scale for the Assessment of
Thought, Language and Communication (TLC), seven thought disorders.
(Circumstantiality, Loss of goal, Perseveration, Blocking, Echolalia, Stilted
speech and Self-reference) were found to be less pathological.

Post Andreasen Era

Further work progressed into developing valid and reliable tools for
assessing thought disorder, such asThought and Language Index (TLI).
The psychiatric literature continues to describe a confusing array of psycho-
phenomena associated with disordered thinking. Not only do many of these
concepts overlap, but different sources frequently offer conflicting
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definitions. Interested residents may refer to the paper by Rule (2005) titled
‘Ordered thoughts on thought disorder” that has attempted to put many of
the various confusing psycho-phenomenological terms under a more
manageable number of concepts to reduce ambiguity. Briefly, those were
organized by Rule (2005) as below.

a) Descriptive terminology

The following terms are description of the speech of patients with
thought disorders and do not attempt to explain the underlying cognitive
defects.

» Akataphasia is defined simply as a disorder in the expression of
thought in speech.

» Paralogia is defined as positive thought disorder (i.e. the intrusion
of irrelevant or bizarre thought), whereas alogia (also known as
laconic speech) describes negative thought disorder.

*  Desultory thinking jumps from one idea to another without logi-
cal connections.

» Loosening of associations describes a similar concept, as do
knight’s move thinking (to refer to chess piece which does not
move in straight lines) and crowding of thought.

»  Asimilar concept, vorbeireden (‘talking past the point”), describes
thinking that bypasses the central idea to reach a different goal.

» \orbeireden is often used interchangeably with vorbeigehen (‘go-
ing past the point’), although the latter was originally defined as
part of the ‘Ganser syndrome’, whereby some criminals would
give incorrect answers (‘approximate answers’).

» Paragrammatism (literally meaning the wrong use of grammar)
and parasyntax (the wrong use of syntax) are variously described
as the inappropriate use of words.

b) Terminology implying the underlying faults in mental processing

The following terms attempt to describe the mental processes that have
led to ‘normal’ thinking becoming “disordered’. Condensation is similar to
fusion, a phenomenon by which two ideas are blended into a single, false
concept. Displacement and substitution describe a process whereby one
idea is used for an associated idea. Omission describes the phenomenon
whereby a thought (or part of a thought) is inappropriately left out of speech.
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This has similarities with the concept of thought blocking (also known as
snapping off) in which a thought suddenly ends before it is complete, with
the patient reporting that their mind has emptied. In coordination describes
a breakdown of connections between thoughts (akin to the term asyndesis).
Interpenetration refers to the unwanted intrusion of unrelated themes into
a thought that was originally goal-directed. Overinclusion describes the
inability to maintain the boundaries of a thought when trying to convey a
specific idea. Fragmentation describes the way a single idea is uninten-
tionally broken up into several parts that are not, by themselves, under-
standable.

c) Grossly unintelligible speech

Occasionally speech becomes so disordered that its ability to convey
any useful information is lost. Numerous terms for this phenomenon include
drivelling, muddling, verbigeration, word salad, speech confusion,
incoherence, aculalia, glossolalia, catalogia, cataphasia and schizophasia.

d) Idiosyncratic use of words

Speech is sometimes hard to understand not because of disordered
linking of ideas, but because it contains words or phrases that are used in
unusual ways, or have been invented by the patient e.g. Neologisms and
Word approximations. Paraphasia is a similar concept, described variously
as the substitution of one word for another with a similar morphology or
phonetic composition. Paraphemia, pseudoagrammatism, and paraphrasia
are all synonymous with paraphasia. Some people use certain legitimate
word to plug gaps in the person’s much reduced working vocabulary and
this is called as stock words/ phrases.

Assessment of thought disorders

There are many conditions like mania, organic brain disease,
neurocognitive impairments, substance use disorders, etc. where thought
disorders can be seen. Perseveration is usually a sign of organic brain disease
(e.g. dementia). Stereotypy, echolalia and logoclonia are also usually signs
of organic illness. Pressured speech, Logorrhoea, Fight of ideas and
Clanging usually suggest mania. Poverty of thought and poverty of thought
content often occur in the negative syndrome of schizophrenia but are also
found in depression. All of these have been described in the context of
psychiatric illness, but are also commonly described among the general
population e.g. circumstantiality, stilted speech, self-referential and
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illogicality. The detection and assessment of formal thought disorder
requires special training and experience. It has to be confirmed after multiple
serial mental status examination. The patient rarely presents for this specific
complaint but they may perceive themselves to be disorganized and
confused.

The clinician should ask open ended questions for proper elicitation
of formal thought disorder. The question sometimes may be abstract; it
could be religious or philosophical depending on the educational, social
and cultural background of the patient. At times, maintaining silence during
the interview can help in elicitation, as it can be anxiety provoking for
some patients because it does not provide any structure or cue. The clinician
should always record verbatim examples without interrupting the patient.

Empirically, thought and language are not perfectly related. For
instance, people can use language to hide or distort what they really think.
Also, aphasic patients find it difficult to express in words what they are
able to think.

Although formal thought disorder has figured prominently in many
definitions of schizophrenia, reliable measures for it have developed slowly.
The instruments used for assessment of formal thought disorder can be
broadly divided into clinical rating scales and laboratory assessments. Often
laboratory testing has focused on a single dimension of thought disorder
derived from a specific view of the nature of schizophrenia. Rating scales
like the Positive and Negative Syndrome Scale (PANSS) and the Brief
Psychiatric Rating Scale (BPRS) assess thought disorder but very crudely.
Scales designed to measure general psychopathology such as the Present
State Examination (PSE), the Schedules for Clinical Assessment in
Neuropsychiatry (SCAN), Schedule for Affective Disorders and Schizo-
phrenia (SADS), and The Comprehensive Assessment of Symptoms and
History (CASH) also assess thought disorder, but not comprehensively.

Various assessment tools that specifically measure the disorders of
thought are listed below :

» The Scale for the Assessment of Thought, Language and Commu-
nication (TLC)

e The Thought and Language Index (TLI)
* Thought Disorder Index (TDI)
» Assessment of Bizzare-idiosyncratic thinking
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* Non-Metaphorical Thinking: Proverb Interpretation test

»  Whitaker index of schizophrenic thinking (WIST)

» The Schizophrenia Communication Disorder Scale (SCD)

» The Clinical Language Disorder Rating Scale (CLANG)

» The Thought and Language Disorder (TALD) scale

* The Assessment of Bizarre-ldiosyncratic Thinking

* lllogical Thinking: Impaired Syllogistic Reasoning

» The Kid die Formal Thought Disorder Rating Scale, for children

Besides these, the object sorting test (OST), the Rorschach Ink Blot
test (RIBT) and the Wechsler Adult Intelligence Scale (WAIS) have also
been used to assess thought disorder. Tests based on various properties of
language like Cloze procedure, its modifications and the type-token ratio
as well as methods for linguistic analysis such as the Porch Index of
Communicative Ability have also been used to assess formal thought
disorders.

Summing up

Formal thought disorders are not specific to a particular disorder and
can present across diverse range of psychiatric disorders. There is a
considerable overlap of thought disorders between disorders of form and
stream. Disorders of thought form can be divided into positive and negative
disorders of thought. Positive formal thought disorder consist of loosening
of associations, derailments, incoherence, paraphasias, grammatical errors,
neologisms, driveling, poverty of content of thought. Negative formal
thought disorder consists of poverty of thought. Disorders of thought stream
can be divided into - disorders of tempo such as poverty of thought,
acceleration of thinking, circumstantiality, etc and disorders of continuity
such as perseveration and thought block.

Though being common, the elicitation of specific formal thought
disorder is not easy and requires soft clinical skills. A meticulous detailed
descriptive clinical assessment supplemented by rating on formal scales
and techniques is crucial. It remains to be seen whether newer advances in
research could crack the unsolved puzzle of formal thought disorder.
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Chapter 8

Disorders of Thought —
Content and Possession

Pratap Sharan, Surbhi

Learning objectives
At the end of this chapter, the student should be able to:

» Accurately define psychopathologies related to the content and
possession of thoughts.

» Identify and describe various types of delusions.
» ldentify and describe various types of obsessions.

Introduction

The objective of this chapter is to develop an understanding of the
fundamental pathologies of thought and effectively elicit their pheno-
menology. The primary focus will be on delusions, in the content of thought,
and (delusional) experiences and obsessions, in thought possession.

Meaning of delusion

The concept of delusion is an important aspect of mental status
examination, specifically within the domain of thought content. Delusions
are considered to be abnormal thought patterns, and their identification
and exploration require a careful inquiry into the patient’s private thoughts.

A delusion is characterized by a belief that the patient holds firmly,
even in the face of contradictory evidence. It is crucial to note that delusions
go beyond the normal range of beliefs within the patient’s culture or
subculture. The distinction between delusions and hallucinations is based
on the need to differentiate abnormalities in thinking and judging from
abnormalities in perception.
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According to Jaspers (1968), delusions possess the following character-
istics:
* They are false judgments.

* They are held with extraordinary conviction and subjective cer-
tainty that is incomparable.

» They are resistant to other experiences and compelling counter
arguments.

» The content of delusions is impossible.

Hamilton (quoted in Fish’s clinical psychopathology, 1974) suggests
that delusions stem from internal pathological processes.

Kendler and colleagues (1983) have proposed several independent
dimensions or vectors of delusional severity:

» Conviction: The degree to which the patient is convinced of the
reality of his delusional beliefs.

e Extension: The extent to which the delusional belief affects vari-
ous aspects of the patient’s life.

» Bizarreness: The degree to which the delusional beliefs deviate
from consensual reality determined by culture.

» Disorganization: The degree of internal consistency, logical co-
herence, and systematization in the delusional beliefs.

» Pressure: The level of preoccupation and concern the patient has
regarding his expressed delusional beliefs.

Two additional dimensions that could be considered are:

»  Affective response: the degree to which the patient’s emotions are
intertwined with these beliefs.

» Deviant behavior resulting from delusions: while not always
present, some patients may act upon their delusions.

Familiarity with these parameters of delusion is important as they aid
in a systematic exploration of the patient’s delusional thought content.

Primary and secondary delusions

One classification method for delusions involves categorizing them as
primary and secondary delusions. This classification is based on the context
in which the delusions arise. Secondary delusions are characterized by
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their connection to abnormal emotional states or perceptual aberrations.
On the other hand, “primary” delusions are those that emerge de novo
from arbitrary conclusions or manifest suddenly in a fully formed state.
Traditionally, primary delusions have been associated with schizophrenia,
whereas secondary delusions have been linked to other disorders such as
mood disorders. Primary delusions can be further categorized into different
types, including:

Autochthonous Delusion (Delusional Intuition)/Sudden Delusional Idea

An autochthonous delusion, also known as delusional intuition, refers
to a type of primary delusion that arises suddenly, without any identifiable
preceding events. It is as if a complete and fully formed awareness emerges
in an unexpected flash of insight, akin to a sudden bolt from the blue.
These delusions can be highly intricate and complex in nature (Wernicke:
Fundamentals of Psychiatry, 1906).

Delusional intuition occurs in a single stage, distinguishing it from
delusional perception, which involves two stages: perception followed by
a false interpretation. Similar to delusional perceptions, delusional intuitions
are self-referential and often hold significant importance or meaning for
the patient experiencing them. The case example described below illustrates
an autochthonous delusion or delusional intuition.

A 21-year-old woman who had been experiencing academic difficulties
during her first year in medical college suddenly developed a strong
conviction that a specific television program was portraying her daily life.
She was unable to provide any explanation for why or how this phenomenon
was occurring. Additionally, she could not pinpoint the exact reason why
this thought emerged suddenly at that particular moment.

Delusional Perception

Delusional perception refers to the phenomenon where a person
interprets a normal perception in a delusional manner, assigning it a
significant and personal meaning. Importantly, this new meaning cannot
be explained by the patient’s emotional state or pre-existing attitudes.

Schneider emphasized the concept of “two-memberedness” in
delusional perception (Schneider, 1959), highlighting that it involves two
distinct links. The first link connects the perceived object to the subject’s
perception of it, while the second link connects the perception to the newly
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assigned significance. This means that the person experiencing delusional
perception not only perceives the object but also attaches an additional
layer of meaning to it. In other words there is a direct and immediate
experience of meaning associated with a particular normal perception. It
goes beyond a mere interpretation of the perception to align with pre-
existing delusional beliefs.

It is important to distinguish delusional perception from delusional
misinterpretation. In delusional misinterpretation, the delusional system
influences various aspects of the patient’s life, leading to the interpretation
of events or perceptions as being connected to that pre-existing delusional
system. Delusional perception, on the other hand, involves the direct
experience of new personal significance that is delusional, independent of
any pre-existing delusional system. In this regard, delusional perception
can be considered a type of primary delusion.

A 25-year-old male noticed a large tree in front of his house, observing
that its leaves were turning yellow and falling. He suddenly came to believe
that the yellow leaves were actually a signal sent by God to him that he
was the chosen one. He further believed that he, as the chosen one, was the
only one with the ability to intercept and understand this signal.

In terms of interpretation, the perception of the yellow leaves of the
tree was a true percept, representing a valid observation of the natural
phenomenon. However, the delusional significance attached to it involved
the belief that it was a signal from God, indicating that he was the chosen
one. This delusional significance is specific to the patient and holds a
personal significance for him. This example highlights the “two membered-
ness” aspect of delusional perception, where there is a link between the
perceived object (yellow leaves) and the patient’s perception of its signifi-
cance (being the chosen one). It is important to note that there was no pre-
existing delusional system in place prior to this experience.

Delusional Atmosphere/ Delusional Mood

Delusional atmosphere is a characteristic feature that often accompanies
the early stages of schizophrenia and provides the context for the emergence
of fully formed delusional precepts or delusional intuitions. However, it
should be noted that delusional atmosphere is not exclusive to patients
with schizophrenia (Berner, 1991).

When experiencing delusional atmosphere, patients perceive their
surroundings as strange in an indefinable manner. They have a sense of
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anticipation, feeling that various aspects of their experiences will soon
come together to reveal something of immense significance. Patients may
express a feeling that “something sinister is going on, but I cannot pinpoint
what it is.”

The mood associated with the delusional atmosphere, referred to as
delusional mood, is also of importance. Patients often feel uneasy,
perplexed, and afraid. In this state, they have a foreboding that something
is occurring around them that directly involves them, but they are unable
to apprehend it.

Delusional Memory

Delusional memory refers to the phenomenon where a person interprets
a normal memory in a delusional manner. It is also referred to as retro-
spective delusions since it involves the delusional interpretation of past
events. There are two senses in which the term delusional memory is used.
First, delusional memory can refer to the misinterpretation of a normal
memory in the present. Second, delusional memory can also refer to the
situation where the memory itself is false or altered, and it is imbued with
a delusional interpretation. In this case, the memory is not an accurate
representation of the past event. Both are called delusional memories and
often in specific instances, it is difficult to judge how much of the event
was factual and how much delusional.

A 65-year-old man, who has been experiencing mental illness for a
considerable period of time, asserts that his health has been permanently
impacted since the age of 22. According to him, at that age, he underwent
surgery under anaesthesia following an accident. However, he now firmly
believes that the purpose of the operation was to implant a GPS tracking
chip in his abdomen.

The patient’s delusional belief about the nature of the surgery is a
notable feature of his illness. Despite the factual context of the surgery
being unrelated to a GPS tracking chip, the man interprets the event through
a delusional lens. It is important to recognize that his belief is not supported
by any evidence or objective reality.

Classification of delusions based on their content

Delusions of Persecution

Delusions of persecution are among the most common types of
delusions. Patients experiencing these delusions firmly believe that they
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are being targeted, harassed, cheated, or conspired against. They hold a
strong conviction that they or someone close to them is being malevolently
treated or harmed in some way. These persecutory beliefs often give rise to
feelings of anger, irritability, and querulousness. In some cases, patients
may even exhibit aggressive or homicidal behavior.

Persecutory delusions can manifest in various psychiatric conditions,
including schizophrenia, affective psychoses, and organic disorders (both
acute and chronic). The affect or emotional response associated with these
delusions can vary widely. For example, patients with schizophrenia may
display an inappropriate indifference or apathy towards their persecutory
beliefs, while those experiencing delirium tremens may exhibit intense
fear and terror. In manic episodes, patients with persecutory delusions may
demonstrate gross overactivity and flight of ideas as they attempt to express
and cope with their beliefs. In cases of depression, the persecutory delusions
may take on the characteristic coloration of the prevailing mood state,
contributing to feelings of hopelessness and despair.

It is worth noting that distinguishing between normal behaviour,
overvalued ideas, pathological behaviour, and delusion in patients with
persecutory beliefs can sometimes be challenging. The differentiation
requires careful clinical judgment and evaluation.

Persecutory overvalued ideas, which share similarities with persecutory
delusions, are also prominent features of the litigious type of paranoid
personality disorder.

Delusions of Infidelity/ Morbid Jealousy (Othello Syndrome)/
Delusion of passion

Delusions of jealousy refer to the irrational beliefs held by patient that
his/ her sexual partner is being unfaithful to him/ her. This belief persists
despite insufficient or no evidence to support it. It may occur without other
psychotic symptoms. In some cases, there may be some actual infidelity
happening, but the intensity of the jealous response and the accumulation
of “evidence” to support the accusations often surpass what would be
considered proportionate and take on a delusional quality. The patient’s
jealousy becomes all-consuming and may lead to harmful actions towards
the partner or others involved. In extreme cases, acts of violence or even
murder can result from delusional jealousy.

Delusions of jealousy are sometimes observed in patients with alcohol
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dependence. Additionally, delusional jealousy can occur in certain organic
conditions, e.g., patients with the punch-drunk syndrome may experience
delusional jealousy because of multiple contrecoup contusions.

A 30-year-old married man firmly believed that his wife was sleeping
with his boss as he saw her wearing a red saree on the same day when his
boss mentioned getting red curtains for his office. He was convinced about
their affair even though he has never seen them together and does not have
any other proof of them knowing each other.

The patient’s delusion centres around his wife’s alleged infidelity with
his boss, despite no tangible evidence or knowledge of them having any
contact or relationship beyond an occasional meeting at workplace get-
togethers.

Delusions of Love

Erotomania, also known as De Clérambault’s syndrome or delusional
love, is a type of delusion characterized by the unfounded belief that another
person, typically of higher social status, is deeply in love with the patient.
This condition is more frequently observed in women than in men. Patient
with erotomania firmly hold the conviction that the person she believes is
in love with her initiated the romantic feelings and made the first advances.
She may engage in persistent pursuit of the supposed love interest, often
with intrusive behaviours such as sending letters, gifts, or repeatedly
attempting to establish contact. Despite lack of any evidence to support
these claims, the patient may construct elaborate explanations or rationa-
lizations to justify why the supposed love interest may ignore or reject her
attempts at contact or communication.

A 28-year-old lady believed that the CEO of the IT company she worked
for was in love with her. She was convinced that he would come to her
branch not for meeting with senior management but only to meet her. She
believed that he was the father of her children instead of her husband. She
would follow him on social media and would believe that he was posting
content with hidden romantic cues for her.

This belief illustrates the extent to which the delusion permeates her
perception of reality, leading her to construct an alternative narrative that
aligns with her delusional beliefs in which her CEO is the father of her
children. Her engagement with the CEO’s social media accounts reinforces
her delusion. She interprets his posts as specifically intended for her,
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imbuing them with romantic meaning despite lack of any objective evidence
or context.

Delusions of Grandiosity

Grandiose delusions involve exaggerated beliefs about one’s impor-
tance, power, knowledge, or identity. Patients experiencing grandiose
delusions may perceive themselves as celebrities, possessing supernatural
abilities, or being engaged in a unique and secretive mission. These
delusional beliefs can extend to objects as well. Sometimes a patient
demonstrates delusions of invention in which, for example, he invents a
machine that he believes to have unique capabilities, considering himself
to be a creative genius. Grandiose delusions are commonly observed in
manic psychosis, accompanied by an expansive affect, as well as in
schizophrenia where it occurs with other psychotic symptoms.

Delusions of Il Health/ Hypochondriacal Delusion

Delusions of ill health, also known as hypochondriacal delusions,
involve patients believing that they have a severe and often life-threatening
illness. These delusions can be observed in the context of depression, where
patients may be convinced that they have diseases such as cancer,
tuberculosis, AIDS, or brain tumours. In some cases, a depressed mother
may develop delusions that she has infected her children or that she and
her children have inherited incurable insanity. This distorted belief can
lead to tragic consequences, such as self-harm or harm towards children.
In schizophrenia, hypochondriacal delusions can arise from a depressed
mood, somatic hallucinations, or a subjective sense of bodily changes.
Occasionally over time, chronic hypochondriasis can progress into an
overvalued idea of ill health, eventually developing into a full-fledged
hypochondriacal delusion or somatic delusion. Monosymptomatic
hypochondriacal psychosis (Munro, 1997) have been classified into three
main groups:

» delusions of body odour and halitosis

» infestation delusion (insects, burrowing worms or foreign bodies
under the skin)

» delusions of ugliness or misshapenness (dysmorphic delusions).

Delusions of Guilt

In severe depressive illness, self-reproach may take the form of
delusions of guilt, when patient believes that he is a bad or evil person and
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has ruined his family. He may perceive that he has committed an
unforgivable sin and insist that he will rot in hell. These delusions involve
a distorted and exaggerated sense of personal responsibility for negative
events or circumstances. These delusions can contribute to a profound sense
of despair, hopelessness, and a negative self-image. These extravagant
delusions of guilt are often associated with nihilistic ones.

Nihilistic Delusions/ Delusion of Negation

Nihilistic delusions, also known as Cotard’s syndrome, are
characterized by the false belief that oneself, others, or the world no longer
exist, have been destroyed, or have lost their meaning or value. Patients
experiencing nihilistic delusions may hold the belief that they are dead,
that their organs are missing or non-functional, or that they have ceased to
exist in some way. These delusions occur in severe depression, as well as
in schizophrenia or delirium states. Nihilistic delusions are sometimes
accompanied by delusions of enormity, where the patients believe they
have the power to cause a catastrophic event through their actions (for
example, refusing to urinate because they believe it will flood the world).
(Fish 4™ ed, pg. 53).

A 26-year-old person reported that his skull, chest, and abdomen were
empty. His body functions had ceased. He could no longer think or feel
(despite evidence that he as answering questions); his heart was not
pumping blood, nor was his lungs working (despite evidence that his pulse
could be felt, and his breathing could be seen). He had stopped eating for
the last few days, because he felt that it would fall into an empty abdomen
and rot.

Delusions of Poverty

The patients experiencing delusions of poverty firmly believe that they
are in a state of extreme financial deprivation and that destitution is
imminent for themselves and their family. These delusions are commonly
observed in patients with psychotic depression. They may ignore evidence
to the contrary, such as having a stable income, owning assets, or having
financial support from their family. The delusion of poverty can be
accompanied by intense anxiety, distress, and a sense of hopelessness about
their financial circumstances.

Delusional Misidentification types
Delusional misidentification syndromes encompass a group of related
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psychiatric conditions characterized by the presence of delusions involving
the concept of the ‘double’. These are as follows:

Phenomena Description

Capgras A relative, spouse or familiar person is believed
to be replaced by a similar-looking impostor
(most common form)

Fregoli Unfamiliar persons are thought to be well-known
to the patient, even though there is no physical
resemblance. For example, a patient believed
that his classmate in school could change his
appearance, clothes and even his sex at will
to stalk him.

Intermetamorphosis It is characterised by delusions that people have
swapped identities while maintaining the same
appearance, so it is not just a disguise but a total
transformation that is psychological as well as
physical.

Doppelganger/ subjective doubles  The belief that one has a double who is exact
copy of patient physically and carries out
independent actions. They are thought to have
different psychological identities.

Reduplicative paramnesia A familiar person, place, object or body part is
believed duplicated (e.g. the patient thinks his
real home has been moved and that he is living
in an identical-looking place instead).

Other terms used to define delusions include “encapsulated delusion,”
which refers to a delusion that has limited impact on a person’s overall
behaviour; “fragmentary delusion,” which describes a poorly developed
and disconnected delusion; and ““systematized delusion,” which refers to
a collection of detailed and interconnected delusions cantered around a
specific event or theme.

Folie & communiquée/ folie a deux

It is the category of ‘delusional symptoms in partner or close relative
of persons with delusional disorder’. This condition has also been referred
to by other names such as shared delusional disorder and induced psychotic
disorder. The delusion occurs in persons who have a close and long-term
relationship sharing the same delusional belief. In some instances, the shared
delusion can extend beyond two persons and involve the entire family
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unit. Shared psychotic disorder typically manifests with persecutory
delusions, however, other types of delusions, such as religious, grandiose,
or somatic delusions, may also be present in some cases.

Origins of Delusions

Conrad (Mishara, 2010) proposed five stages in the development of
delusional psychosis:

» Trema: delusional mood representing a total change in the per-
ception of the world.

* Apophany: a search for, and the finding of, new meaning for
psychological events.

» Anastrophy: heightening of the psychosis.

» Consolidation: forming of a new world or psychological set based
ONn new meanings.

e Residuum: eventual autistic state.

Other erroneous ideas
Ideas of reference

Ideas of reference (without clear delusions) sometimes arise from a
delusional mood and are influenced by distorted perceptions that reinforce
a morbid self-focus. Everyday occurrences or stimuli such as a sneeze from
a passerby, an article in a magazine, or a shadow in a dimly lit room may
be perceived as peculiar and subsequently attributed with personal
significance. The actions of others are often misinterpreted as being directed
specifically at the patient, leading him to feel as if he is constantly being
observed or discussed. Even public events can assume a foreboding personal
meaning.

Overvalued ldeas

The concept of overvalued idea was first described by Wernicke (1900).
It refers to a solitary abnormal belief, which is accompanied by strong
affective response, that is neither delusional nor obsessional in nature, but
is preoccupying to the extent of dominating patient’s life, often indefinitely.
Wernicke pointed out that it is not felt to be senseless by the patient. Jaspers
explained that overvalued idea differed from normal belief on one side and
delusion on another in the quality, mainly the level of conviction. It is
similar to passionate political, religious or ethical conviction, and differed
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from these only in degree. Fish added that patient with overvalued idea
invariably acted on it, determinedly and repeatedly whereas belief directed
action might or might not happen in case of delusions. It tends to develop
in predisposed personalities, it can sometimes develop into full psychosis
or can be manifestation of melancholia or organic disorder. The phenome-
nology of the overvalued idea seems to combine the unlikely elements of
non-delusional conviction, non-obsessional preoccupation and non-phobic
fear. (McKenna, 1984)

Examination of Delusions

The initial stage of clinical assessment involves determining the
presence of a delusion. It is essential to carefully evaluate statements or
beliefs that may appear delusional at first, as they might actually be based
on reality. On the other hand, reports that seem plausible initially may later
be recognized as delusions as the symptoms progress, the delusion becomes
more elaborate, or additional information is gathered. Sometimes, gathering
information from multiple sources can aid in determining the delusional
nature of a belief. This comprehensive assessment process helps clinicians
differentiate between genuine experiences and delusional beliefs.

Some common behavioural traits associated with delusions include
hypersensitivity, guardedness, evasiveness, secretiveness, litigiousness
(tendency to engage in legal disputes), providing overly detailed descrip-
tions, displaying hostility, and lacking a sense of humour. Additionally,
patients suffering from delusions may be hesitant to disclose relevant
information voluntarily, appearing vague or secretive during clinical
interactions. However, it is important to note that these behavioural features
are not specific to delusions and can be observed in other mental health
conditions as well.

In certain cases, patients suffering from delusions may withhold
information during the interview, perceiving the interviewer as part of the
“conspiracy” or being aware of the details already. As a result, patients
with persecutory delusions in the context of delusional disorder may
commonly express phrases such as “Don’t play games with me” or “You
know what ‘they’ have been doing.” These statements reflect their belief
that the interviewer is complicit in the conspiracy and already privy to
their experience.

Observations or reports of specific behaviors by the patients, such as
checking for hidden microphones or inspecting their spouse’s clothes for
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evidence, can provide additional support for establishing the presence of a
delusion. However, even with such observations, it can be challenging to
differentiate between a genuine situation, an overvalued idea, or a delusion.
The key factor in determining the delusional nature of a belief often lies in
the inappropriateness of the patient’s behaviour or emotional response,
rather than solely focusing on the truth or falsehood of the belief itself.

Therefore, when assessing patients with potential delusional disorder,
it is recommended to gather comprehensive information from multiple
sources and employ clinical judgment to determine whether a threshold
indicating psychopathological disturbance has been surpassed.

Presence and relevance of phenomena in different psychiatric and
medical disorders

Three major symptom dimensions are often described in schizophrenia:
psychosis, disorganization, and negative symptoms. Delusions hold a
significant place in both the medical and popular understanding of
schizophrenia.

Content of delusions in schizophrenia

In schizophrenia, delusions often follow certain broad patterns of
content. Among these, delusions of persecution are the most common, with
up to 80 percent of inpatients endorsing them.These persecutory delusions
can range from fleeting doubts about the intentions of strangers to profound
convictions that organizations or family members are conspiring to harm
or Kill the patient. Patients with schizophrenia are more prone to feeling as
though they are being watched, harmed, or that their thoughts and actions
are controlled, compared to the general population. Grandiose delusions,
involving exaggerated beliefs of personal power or significance, are also
common. Religious themes can be present in delusions, sometimes with a
persecutory element rather than solely grandiose. Additionally, there are
eponymous delusions that focus on questions of personal identity or the
identities of those around the patient, as well as delusions concerning
impossible states of existence.

Delusions of the control of thought

In schizophrenia, delusions of the control of thought are characterized
by a subjective disturbance in thinking known as passivity. The patients
experience their thoughts as foreign or alien, not originating from
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themselves and beyond their control. This leads to a breakdown in the
perception of the boundary between the self and the external world.
Delusions of control often involve delusional explanations regarding how
the patient’s thoughts could be manipulated or controlled, such as through
electronic devices, computers, or telepathy. Different forms of thought
passivity that can be observed, includes thought withdrawal, thought
insertion and thought broadcasting. These are classified under Schneider’s
first-rank symptoms.

Fish’s clinical psychopathology categorizes these phenomena as
“Thought Alienation” under the disorders of thought possession. (Casey
& Kelly, 2019)

One specific form of thought alienation is thought withdrawal/
thought deprivation. In this experience, patients feel that their thoughts
are abruptly taken away or withdrawn from their mind by an external
influence. This subjective phenomenon has been proposed to be behind
the patients perception of thought blocking or ‘omission’.

A 25-year-old woman said, ‘I was thinking about my boyfriend, and
suddenly my thoughts were extracted out of my mind by extra-terrestrials,
and then my mind became completely empty, devoid of anything like a
vacuum.’

In thought insertion, patients experience a distinct phenomenon where
thoughts that do not feel familiar or belonging to them are perceived as
being placed in their mind involuntarily, originating from an external source.
It is important to note that thought insertion is different from the mere
influence of an idea from another person. While a person may attribute an
idea to someone else, someone experiencing thought insertion firmly
believes that the boundaries of their own thinking have been invaded, to
the extent that another person is actively placing thoughts inside his head.
This leads to patients‘thinking the thoughts of the other person’ or even
believing that ‘the other person’s thoughts are occurring within their own
mind’.

A 30-year-old housewife stated that while she was watching her
favourite television show, something unusual happened. She suddenly felt
as though her neighbour, Ramesh, was intentionally inserting antireligious
thoughts into her mind. Thoughts like *““destroy the moorti of Ram” and
“burn photos of Durga mata in the temple” surfaced in her thinking,
thoughts that she vehemently believed she could never have on her own.
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She attributed these blasphemous thoughts to Ramesh, claiming that he
had implanted them in her head. This experience left her deeply disturbed,
as she felt that Ramesh had the power to manipulate her thoughts whenever
he desired. She described herself as being nothing more than a vessel for
his sinister influence.

In thought broadcasting, as per the definition given in Fish (Hamilton,
1974) the patient knows that as he/ she is thinking, everyone else is thinking
in unison with him/ her. This term has also been used to describe the belief
that one’s thoughts are quietly escaping from one’s mind and that other
people might be able to access them, and the experience of hearing one’s
thoughts spoken aloud and believing that, as a result, other people can hear
them (Pawar & Spence, 2003). In clinical practice, it is valuable to ascertain
the patient’s precise beliefs regarding his/ her thoughts and to document
them verbatim.

A 19-year-old student expressed, ““As | think, my thoughts escape from
my brain and float into the sky. They are then intercepted by random passers-
by and enter their minds directly. And in that manner, they can perceive my
thoughts without me ever speaking them or sharing them with anyone.”

A particular type of delusion that played a significant role in diagnosing
schizophrenia is known as “bizarre delusions.” Bizarre delusions refer to
beliefs that are considered highly implausible or impossible according to
the cultural norms of the person. These delusions often involve ideas that
are physically impossible or defy logical reasoning.

Other psychotic disorders with similar presentation of delusions
include Acute and Transient Psychotic Disorders and Brief Psychotic
Disorder, Schizophreniform Disorder, Delusional Disorder, Schizoaffective
disorder, and Mood Disorders, the details of which are out of scope of this
chapter.

When distinguishing delusional disorder from other psychotic
disorders, several factors should be considered. Patients with schizophrenia
typically experience hallucinations, disorganized thoughts, or behaviours
that are not typically observed in delusional disorder. Furthermore, the
presence of prominent negative symptoms or a decline in overall functioning
compared to previous levels would indicate a diagnosis of schizophrenia.
In delusional disorder, functional impairment often arises directly from
the delusions themselves.
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In the diagnosis of paranoid personality disorder, the longitudinal
history plays a crucial role in determining whether delusions are newly
superimposed on the patient’s pre-existing personality traits. If a patient
meets the criteria for a paranoid personality disorder prior to the onset of
delusions and continues to meet the criteria after the delusions have
subsided, he may be diagnosed with both delusional disorder and paranoid
personality disorder.

Metabolic conditions and disorders affecting the limbic system and
basal ganglia are commonly associated with the development of delusional
beliefs. Complex delusions are more prevalent among patients with
subcortical pathology. For instance, in conditions like Huntington’s disease
and idiopathic basal ganglia calcifications, over half of the patients may
experience delusions at some stage of their illness. Certain neurological
conditions such as right-side cerebral infarctions can manifest as
anosognosia (nonrecognition of disability) and reduplicative paramnesia,
which may resemble delusional beliefs. Capgras syndrome, characterized
by the delusion that a loved one has been replaced by an imposter, has
been observed in various medical disorders including Central Nervous
System (CNS) lesions, vitamin B, deficiency, hepatic encephalopathy,
diabetes, and hypothyroidism. Delusions of infestation and erotomania have
been reported in a small number of patients with epilepsy, CNS lesions, or
toxic-metabolic disorders.

Within dementia syndromes, varying in different types, approximately
15 to 50 percent of patients experience delusions, with most of these
delusions being simple in nature. Persecutory delusions are common in the
early stages of dementia.

After ruling out general medical conditions, delirium, and dementia
as potential causes of psychosis, exploration of substance use, and
medication is essential. Among substances of abuse, amphetamines and
cocaine are most likely to induce delusional beliefs, typically of a perse-
cutory nature.

Disorders of possession of thought

Typically, patients perceive their thoughts as belonging to themselves,
although this sense of personal ownership is not always at the forefront of
their consciousness. Moreover, people generally feel a sense of control
over their own thinking processes. However, certain psychiatric conditions
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can involve a loss of control or a sense of detachment from one’s own
thoughts. Disorders related to thought possession can be categorized into:

1. Obsessions and Compulsions: These are characterized by intru-
sive, distressing thoughts (obsessions) and the subsequent beha-
viours or mental acts performed to alleviate the anxiety or discom-
fort (compulsions).

2. Thought Alienation: This topic has been extensively discussed in
relation to schizophrenia. In this condition, patients may experi-
ence a sense of their thoughts being controlled or influenced by
external forces, leading to a loss of personal ownership or agency
over their thinking processes.

An obsession is characterized by a persistent and dominating thought
that continues to occupy patient’s thinking, even though he/ she is aware
that the thought serves no purpose or has exceeded its relevance or useful-
ness. One significant aspect of obsessions is that their content often induces
significant anxiety and even guilt in the sufferer. The key feature of an
obsession is that it emerges against the individual’s will. Therefore, we
can only consider a mental event as an obsession if it is typically under the
patient’s control and can be resisted by them. Obsessions can manifest as
mental images, ideas, fears, or impulses, but they do not involve obsessional
hallucinations or moods.

On the other hand, compulsions are essentially motor acts that stem
from obsessions. They may arise from an obsessional impulse that directly
leads to the action, or they may be triggered by an obsessional mental
image or thought. For instance, the obsessional fear of contamination may
result in compulsive washing. Engaging in compulsive behaviours often
generates additional anxiety for the patient due to the need to perform the
action and maintain social acceptability.

The constituent elements of obsessive-compulsive experience are said
to include the following: (de Silva, 2003)

1. Atrigger which is an event or cue that sets off an obsession, a
feeling of discomfort, or a compulsive urge;

An obsession itself;

A discomfort that is experienced as a general unease, tension or a
sense of guilt;

4. A compulsive urge or drive to carry out a particular behaviour;
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Discomfort reduction;

6. Fears of disaster that the patient believes will to come to pass but
that can be avoided by engaging in compulsive behaviour;

7. Inflated sense of responsibility even for events over which the
patient has no control;

8. Reassurance-seeking behaviour;

Avoidance of stimuli or situations that may trigger obsessions or
compulsions;

10. Disruption of social functioning because of the long and compli-
cated compulsions which are often time consuming and exhaust-
ing; and

11. Resistance

A 35-year-old staff nurse would compulsively check the gas stove
multiple times to ensure it was turned off, fearing a potential gas leak and
explosion. These worries and compulsive behaviours gradually started to
consume her life, causing her to withdraw from work and social activities.
Despite recognizing that her thoughts were excessive and irrational, she
found herself unable to control or stop these thoughts and behaviours.

She is experiencing symptoms indicative of obsessive-compulsive
disorder (OCD). OCD is characterized by persistent and intrusive thoughts
(obsessions) that lead to repetitive behaviors or mental acts (compulsions)
performed in an attempt to alleviate anxiety or prevent a perceived
catastrophe. In this case, the obsessions revolve around concerns about
gas safety, while the compulsions involve checking and seeking reassurance.

Form of Obsessions (Akhtar et al., 1975)
Six forms of obsessions were identified:

1. Obsessive doubts: An inclination not to believe that a completed task
has been done satisfactorily. For example whenever Ahmed would lock
his door while going out he would ask himself “ Did I close the door?
Did I lock the door properly?”

2. Obsessive thinking: An endless chain of thoughts, usually in reference
to future events. For example “If | don’t go to the temple | will be
annoying the devi which can lead to my near and dear ones falling
sick, 1 could bring a ‘curse’on them due to my negligent action, but
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even if | go there | could do something wrong during the pooja which
might, again, bring harm to them..... but then..... and so on.”

3. Obsessive impulse: A powerful urge to carry out actions which may be
trivial or socially disruptive or even assaultive. E.g., a 37-year-old
doctor was obsessed by what he understood to be the ‘nonsensical and
dangerous notion’ of stabbing his patients with a needle which might
be infected with blood of a HIV patient.

4. Obsessive fear: A fear of losing self-control and thus inadvertently
committing a socially embarrassing act. Unlike the obsessive impulse,
there is no actual urge involved here. Marks (1969) holds that these
are usually “fears about one’s own feelings’. E.g., a 20-year-old student
was afraid that in the lecture theatre he would unknowingly use a curse
word in front of his professor, although he had no wish to do so.

5. Obsessive image: The persistence before the mind’s eye of something
seen, usually recently. E.g., a patient ‘saw’ her baby being flushed
away in the toilet whenever she entered the bathroom. (Akhtar, 1975)

6. Miscellaneous forms: Phenomenon obsessional in nature but
unclassifiable in the above 5 categories.

Content of Obsessive-Compulsive Symptoms
Dirt and contamination

These obsessions are commonly encountered in patients with OCD.
These obsessions are characterized by a fear of dirt, germs, toxins, environ-
mental hazards (such as asbestos or lead), or bodily waste and secretions.
The fear is often centered around the perceived consequences of coming
into contact with a contaminated object, such as spreading disease or
becoming ill themselves. However, in some cases, the fear may be driven
by a sensory discomfort of not feeling clean.

Many patients with contamination fears engage in avoidance beha-
viours, in addition to excessive washing, to prevent contact with contami-
nants. Washing is the most common compulsion associated with conta-
mination obsessions. Typically, this behaviour is performed after coming
into contact with the feared object. However, sometimes the mere proximity
to the feared stimulus can trigger intense anxiety and washing compulsions,
even if the object itself has not been touched.
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Sexual and aggressive obsessions

Sexual and aggressive obsessions are a common manifestation in
patients with OCD. Those who experience these obsessions are tormented
by fears that they may engage in sexually inappropriate acts, such as
molestation, or cause harm to others. These patients often fear both future
actions of this nature and the possibility that they have already committed
such acts. The content of their obsessions is typically horrifying to them,
leading them to be reluctant to disclose these thoughts.

Patients with sexual and aggressive obsessions frequently engage in
checking behaviours and confession or reassurance rituals. These rituals
are performed as a way to alleviate the intense guilt and anxiety associated
with their obsessions. The dominant emotional symptoms experienced by
these patients are guilt and anxiety, which contribute to their distress.

Need for symmetry

The urge to order and arrange things meticulously, perform motor
actions in a specific sequence, and seek symmetry or balance is often seen
in patients with OCD. These patients experience a compelling need to
achieve perfection in their behaviors and actions. They describe an
overwhelming urge to repeat these motor acts until they attain a subjective
sense of completion and satisfaction, often referred to as a “just right”
feeling. These patients can be categorized into two groups:

1. one with primary magical thinking
2. another with primary obsessive slowness

Those with primary magical thinking exhibit obsessional worries
related to potential harm or negative consequences befalling their loved
ones. They engage in specific ordering and arranging compulsions as a
way to prevent these feared outcomes from occurring. Their rituals and
compulsions are driven by a strong desire to protect their loved ones from
harm.

On the other hand, patients with primary obsessive slowness experience
a significant delay in completing even the simplest of tasks. They take an
excessive amount of time to perform these tasks, far beyond what would
be considered normal. Unlike most patients with OCD, those with obsessive
slowness may not perceive their symptoms as distressing or incongruent
with their goals. Instead, they exhibit a heightened focus on executing the
task perfectly, often at the expense of efficiency or timely completion.
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Over responsibility for harm

Patients who experience over-responsibility for harm exhibit a
persistent and distressing concern that they will be responsible for causing
a catastrophic event due to their own carelessness. They may worry about
starting a fire if they forget to turn off the stove before leaving the house,
for example.

Excessive doubt and a heightened sense of responsibility frequently
lead to the development of checking rituals. The patient feels compelled to
repeatedly check and verify certain things to ensure that no harm will occur.
This can involve checking locks, appliances, or other potential hazards.
The checking rituals provide temporary relief from the anxiety and distress
associated with the fear of causing harm. Furthermore, the fear of being
responsible for harm can also result in significant avoidance behaviours.
Some patients become housebound, avoiding leaving their homes altogether,
to avoid the perceived responsibility of leaving the house unlocked or
unattended.

Mental compulsions

They are neutralizing rituals which can take various forms, such as
mental counting, praying, repeating specific phrases, or engaging in mental
imagery exercises. By engaging in these rituals, patients believe that they
can prevent the feared outcome or reduce their anxiety. Mental rituals are
the third most common type of compulsion, after handwashing and
checking.

Somatic Obsessions

Somatic obsessions refer to irrational and persistent fears of developing
a serious, life-threatening illness. These obsessions can be present in various
disorders, including OCD, hypochondriasis (now referred to as illness
anxiety disorder), major depression, and panic disorder.

Patients with somatic obsessions typically focus on one specific illness
at a time, constantly worrying about their own health and the possibility of
having the feared illness. Unlike contamination obsessions where the focus
is often on the well-being of others, patients with somatic obsessions
primarily concern themselves with their own well-being.

Checking compulsions are commonly associated with somatic
obsessions. These compulsions involve repeatedly checking and rechecking
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the body part or conducting various medical tests to seek reassurance that
the feared illness is not present. Patients may also engage in excessive
research or seeking medical advice to alleviate their anxiety.

While the patients with obsession recognises that they are compelled
to think about things against their will, they do not regard the obsessional
thoughts as being foreign and outside their control unlike thought alienation.

The disorders of possession of thought can be approached through the
prism of ego-syntonicity/ egodystonicity. An experience is described as
ego-syntonic if it is consistent with the goals and needs of the ego and/ or
consistent with the individual’s ideal self-image; the reverse is the case for
ego-dystonicity. Usually, obsessions are ego dystonic. But if the patient
does not have insight into his obsessions, it becomes ego syntonic.

The division between ego-syntonic and ego-dystonic phenomena is
not, however, absolute, and the clinical picture may be complicated by
primary or secondary delusions, as well as changing mood states. E.g., as
a patient with psychosis develops insight into his symptoms, the experience
of thought alienation may seem increasingly ego-dystonic and distressing
to him.

Summing up

Understanding the descriptive psychopathology of disorders of thought
content and possession is of utmost importance in psychiatry. This
knowledge plays a crucial role in the diagnostic process of wide range of
psychiatric disorders including schizophrenia and obsessive compulsive
disorders. The next step involves integrating this knowledge into the clinical
approach, which is used in the classificatory systems. This clinical approach
entails the identification of specific symptoms, their frequency, duration,
and other relevant criteria to define each disorder; and will be described in
later chapters.
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Chapter 9
Disturbances of Perception

Ajit Avasthi, Gourav Gupta

Learning objectives
After reading the chapter, the student should be able to:
»  Define the normal perception
o Describe imagery and its characteristics
» Distinguish between sensory distortions vs sensory deceptions
» Discuss the parameters and types of hallucinations
» Differentiate hallucination from other similar phenomena

Introduction

Disturbances of perception have a central role in psychopathology.
These are broadly of two types: sensory distortion and sensory deception.In
addition to the concept of normal perception, imagery is also important for
understanding the disturbances of perception.

This chapter shall discuss the normal perception, imagery and disorders
of perception (i.e sensory distortions and sensory deceptions) along with
relevant patient samples to illustrate the phenomena.

Perception

Raw sensory stimuli are received from outside. These stimuli are in
various forms like visual, auditory, tactile, olfactory, gustatory, kinesthetic
and proprioceptive. These stimuli undergo processing according to their
form, color, motion and meaning. It is influenced by a persons’ attention,
affect, cultural expectations, context, prior experiences, memory and prior
concept. Processing of these raw stimuli leads to perception.

Following are the characteristics of normal perception (e.g., when



Disturbances of Perception 135

someone sees a chair kept in front of him)

1. Realistic/ substantial (perception: concrete reality)

2. Appear in objective space (outside)

3. Clearly delineated (various parts are clearly delineated from other
parts and surrounding)
Constant (remains unaltered)

. Independent of will
6. Sensory elements full and fresh
Imagery

In day to day life, it is common to imagine places that have been visited
and recollecting spoken speech. This refers to seeing in mind’s eye and
hearing in the mind’s ear respectively. Mental representation of the world
actively drawn from memory is called imagery. Understanding of imagery
is important to examine the nature of perceptions, hallucinations and pseudo-
hallucinations.

Characteristics of imagery are as follows:

o 0k~ wbdh-

Images are figurative; have a character of subjectivity
Appear in inner subjective space

Not clearly delineated and incomplete

Sensory elements are insufficient

Images dissipate and have to be recreated

Dependent on one’s will

Disorders of perception

These are broadly of two types viz. sensory distortions and sensory
deceptions, as below:

1.

Sensory distortions are changes in perception that are the result of
a change in the intensity and quality of the stimulus or the spatial
form of the perception. Constant real perceptual object is present,
which is perceived in a distorted way. Perceived object is correctly
recognized and identified yet there is deviation from its customary
appearance without prejudicing the knowledge of the kind of things
that it is.
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2. In sensory deception, new perception occurs that may or may not
be in response to an external stimulus. Illusions are misinterpreta-
tions of stimuli arising from an external object. Hallucinations are
perceptions without an adequate external stimulus.

Sensory distortions
Changes in intensity (hyper- or hypo-aesthesia)

These can result from intense emotions or a lowering of the physio-
logical threshold

» Hyperacusis as a result of anxiety/ depressive disorders/ hangover
from alcohol/ migraine.

* Hypoacusis can occur during delirium/ disorders associated with
attentional deficits such as depression and attention-deficit disor-
der.

» Colors can appear bright and intense as seen in hypomania/ epi-
leptic aura/ intense normal emotions such as unsurpassed happi-
ness of being in love.

Changes in quality

Chromatopsia is a condition where objects appear to be abnormally
colored, such as xanthopsia (yellow-colored vision), chloropsia (green-
colored vision) or erythropsia (red-colored vision). It occurs mainly as the
result of drugs (for example, santonin, poisoning with mescaline or digitalis)
but can occur due to other cerebral, optical or retinal causes. There is often
a metallic taste associated with the use of lithium therapy. In mania, objects
look perfect and beautiful.

Changes in spatial form (dysmegalopsia)

There can be change in the perceived shape of an object, e.g. micropsia/
macropsia or megalopsia. The term metamorphosia is used to describe
objects those are irregular in shape. Metamorphosia can occur in various
conditions like retinal disease, disorders of accommodation and conver-
gence, temporal and parietal lobe lesions. Rarely, it can be associated with
schizophrenia.

Distortions of the experience of time

In some conditions, there can be an impairment in personal judgment
of the passage of time. When one is happy, time flies; when one is sad, it



Disturbances of Perception 137

passes more slowly. In severe depression, time passes very slowly and
even stands still. Some patients with schizophrenia may have a delusional
elaboration that clocks are being interfered with. Acute organic states lead
to temporal disorientation and in milder forms, there may be an over-
estimation of the progress of time.

Sensory deceptions
[llusions

Stimuli from a perceived object are combined with a mental image to
produce a false perception. Illusions in themselves are not indicative of
psychopathology and can occur in the absence of psychiatric disorder, e.g.
the person walking along a dark road may misinterpret innocuous shadows
as threatening attackers. Illusions can occur in delirium when the perceptual
threshold is raised. Similarly, an anxious and bewildered patient can
misinterpret the stimuli.

Three types of illusion have been described, as below:

1. Completion illusions: depend on inattention such as misreading
words in newspapers or missing misprints because we read the
word as if it were complete. The word ‘—o0ok’ might be misread as
‘book’ even though the faded letter was an ‘I’.

2. Affectillusions: arise in the context of a particular mood state. For
example, a bereaved person may momentarily believe they ‘see’
the deceased person. Delirious person in a perplexed and bewil-
dered state may perceive the innocent gestures of others as threat-
ening.

3. Pareidolia: vivid illusions occur without the patient making any
effort. Result of excessive fantasy thinking and a vivid visual im-
agery, e.g., when the subject sees vivid pictures in fire or in clouds,
without any conscious effort on his part and sometimes even against
his will.

Hallucinations

Esquirol gave a simple definition for hallucination, “a perception
without an object.” As per Jaspers, hallucination is”a false perception that
is not a sensory distortion or misinterpretation, but occurs at the same time
as real perceptions.”

Following three criteria are essential for an operational definition of
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hallucination:
1. Percept like experience in the absence of an external stimulus.
2. Percept like experience that has the full force and impact of a real
perception.
3. Percept like experience that is unwilled, occurs spontaneously and

cannot be readily controlled by the percipient.

Parameters of hallucinations

The important parameters of hallucinations that can be explored in
psychiatric interview include:

1.

10.

11.

Frequency: Several times a day or most of the day/ once a day or
a week.

Duration: Very short lasting one to continuous hallucinations.

Location: Arising from inside their bodies/ from body surface/
space close to them/ from a distance.

Reality: Vague and/ or not real, imagination/ dream, just like real
thing or its real.

Sensory intensity: Lesser, equal or greater intensity in comparison
to patients’ normal perception; whispers to loud voices.

Constancy: Minimal change of intensity to marked change across
different points.

Overt behavior: Behavior shown by patient in response to their
hallucination, e.g. positive-talking back/ shouting, active listen-
ing in form of leaning of body, searching for speakers, neutral-
passive listening like closing ears, moving away.

Control: Ability of patient to exercise control over hallucinations,
e.g. cognitive focusing or telling them to go away.

Time sense: Ordinary time sense, some change in time sense (faster/
slower), marked change in time sense (rushing/ dragging/ stand-
ing still).

Causal: Vague or unspecified to clear causes to hallucination ex-
perienced by them or able to identify voices clearly (God, saints,
religious people, ghosts, significant others and relatives).

Experiences shared: Only patient (it can be heard only by me),
persons within sensory range of hallucination (those around can
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hear it) or persons beyond sensory range of hallucinations (every-
body can hear it).

12. Content: Noun -Other persons/ tangible object/ patients’ self or
part of self; verb-actions positive/ actions neutral or ambiguous/
actions negative; reaction-pleasure/ comfort, neutral, discomfort.

Box 1: Sample demonstrating the parameters of hallucinations

“I hear voices of two persons?® talking with each other. These are female voices?,
of my aunt and a neighbour®. These voices are as clear® as | am listening to you
and audible from ear. | am able to hear the other surrounding sound as well at
the same time®. The voices come from outside?; from a distance of about 10-15
me. | hear these voices 4-5 times a day’ for around 10-15 min9 each time
continuously™. At times, I hear them at normal volume' at other time they whisper.
They keep talking ill things' about me. | feel sad and get angry*. I tried to go out
and find them but could not find them. I at times cover my ear with hand'. But
still not much relief. 1 have no control™ over these voices. These voices seem
real" to me. | think that other persons nearby should be able to hear them, but
my family members deny® hearing any such voices.”

Above sample includes a) number/ gender, b) known/ unknown, c) clarity, d)
consciousness, €) location/ distance, f) frequency, g) duration, h) constancy, i)
intensity, j) content, k) affect, I) behavior/ acting out, m) control, n) reality, 0)
experiences shared.

Types of Hallucinations
Auditory Hallucinations

Auditory hallucinations are most common hallucination reported by
patients and are of diagnostic significance. Auditory hallucinations can be
elementary hallucinations, e.g. patient hearing unstructured sounds (simple
noises/ bells/ whistling/ machinery/ music). Patient can also hear voices
(simple words/ short sentences/ complicated speech). In imperative
hallucinations, voices give instructions to patient.

Of special importance are voices heard arguing/ discussing with each
other referring to patient in third person or voices that are of running
commentary type. These were once thought as diagnostic of schizophrenia
and are among Schneiderian’ First Rank Symptoms. Hearing once own
thoughts (Thought echo) is hearing one’s thoughts spoken just before or at
the same time as they are occurring. (Box 2) It has to be differentiated
from thought broadcast/ thought diffusion, that is a disorder of thought
rather than hallucinatory experience. In thought broadcast, it is not necessary
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that thought must be heard. Some patients can have continuous auditory
hallucinations and attribute them to real people around. These patients can
deny hearing voices but report that people are talking about them. This is
called delusional elaboration of hallucinatory experience.

Box 2: Samples demonstrating auditory hallucinations

Thought echo

“I always can hear my own thoughts clear and loud. Sometime I could hear it
even before | thought of the same. Like day before while washing utensils |
suddenly found out that there was no washing powder. | thought that | must
fetch some from the market. Almost instantaneously, | heard a voice telling, ‘I
shall go to the market to buy washing powder.”

Running commentary (third person)

“I hear 2-3 female voices coming from sky. They keep talking about my activities.
Like when 1 am preparing food, they will be speaking that -she is putting salt in
excess, cooking very slowly. They would be saying that - she is going to her
room for watching TV and has left food on gas unattended. This food would not
be good and will not be accepted by husband. They keep pointing out my mistakes
and make fun of me.”

Voices commanding

“l was lying on my bed in hospital. At about 5 am in morning | heard a male
voice, it was of my uncle. | was able to hear voice clearly. The voice asked me
to get up and run away from hospital. When I reached the main entrance security
guards were there. Voices asked me not to involve in fight with them and advised

me to exit through another door.”

Visual hallucinations

Visual hallucinations characteristically occur in organic states, such
as viral encephalitis, occipital lobe tumor, post concussional state, epileptic
twilight states, metabolic disturbances, dementia, use of substances like
LSD, etc. Sometimes they co-occur with auditory hallucinations, as seen
in temporal lobe epilepsy. Visual hallucinations also occur in schizophrenia
but are uncommon.

* A 60 year old male diagnosed to be suffering from Lewy body
dementia while in interview room was noted to be repeatedly tap-
ping his feet on floor. On being asked he told: “There are cock-
roaches on floor. One of them was approaching towards me, try-
ing to crawl up. At time crow, wasps hover around me. | can see
them clearly as | can see you. They sit on my shoulder and | have
to ward them off.”
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*  “There are meat pieces and menstrual blood mixed in my food. |
can see it clearly in my plate. There are clots as those are found in
menstrual blood, dark red in color. My husband asks repeatedly to
eat the food. I don’t know why he can’t see all these.”

Olfactory Hallucinations

Olfactory hallucinations can occur in schizophrenia. Olfactory halluci-
nations are also common in organic states such as the aura of temporal
lobe epilepsy. In some patients, hallucination can be associated with belief,
e.g. patient telling that people are pumping a poisonous gas into house
which he alone can smell.

Gustatory Hallucinations

Gustatory hallucination occurs in various conditions. In schizophrenia,
these can be associated with delusion of being poisoned.

Tactile hallucinations

Tactile hallucinations are classified into three main types: superficial,
kinaesthetic and visceral.

Superficial hallucinations

The superficial hallucinations can be thermic (cold wind blowing across
the face), haptic (feeling hand brushing against the skin), hygric (feeling
fluid such as water running from head into stomach) and paraesthetic (pins
and needles).

* “l can feel insects crawling beneath my skin all over my body. |
have not seen them. But if you have a microscope they can be
seen, but they keep moving very fast. | feel them throughout day,
disturbing me. | am not able to do daily activities and sleep. | have
shown to many dermatologists. | have applied all sorts of oint-
ments prescribed by them. | have called pest control agency. | dis-
infected my home several times. | had no relief. | am very sure
insects are there. | can feel them. Like something constantly mov-
ing under my skin” (Impression- haptic hallucination/ delusion of
infestation)

Kinesthetic hallucinations

Affect muscles and joints; patient feels limbs are being twisted, pulled
or moved. Definite sensation is present. Differential diagnosis is delusions
of passivity; in which no definite sensation is there.



142

Clinical Methods in Psychiatry

My ex-girlfriend disturbs me. She causes pain in my arms, legs
and neck. | can feel her pressing and twisting my limbs. (Impres-
sion- kinesthetic hallucination)

A 30 year old female patient suddenly clapped her hands while
sitting in interview room. On being asked she told that “I did this
movement, but “Pastor Ji’ made me to do it. I did not want to clap.
In front of ‘Pastor Ji” also | used to make such movement. He can
manipulate in some way, which | don’t know. He makes me do
such movements.” (Impression- delusion of passivity, not a kines-
thetic hallucination)

Visceral hallucinations

Pain and deep sensations are visceral sensation. Patient may complain
of twisting and tearing pain.

“Spirits of security guards who assassinated Indira Gandhi are in-
side my body. They keep moving inside my abdomen. I can feel it
like some churning sensation. Whenever | see someone operating
computer mouse or when | am in front of set top box, sensations
get worsened. That time | know that spirits are trying to communi-
cate to a satellite. So | avoid going near set top box or computers.
All keep telling that this is impossible but this is fact as | keep
feeling it. 1 am very distressed by this and | cannot sleep, my appe-
tite is reduced.” (Impression-visceral hallucination)

Special kind of hallucinations

Hallucinosis: Persistent hallucinations in any sensory modality in
the absence of psychotic features are termed as hallucinosis or
hallucinatory syndrome. For example, alcoholic hallucinosis: usu-
ally auditory, occur in periods of abstinence, sensorium is clear,
and rarely persist longer than 1 week; organic hallucinosis: occurs
in 20-30% patients of dementia, most commonly auditory or vi-
sual.

Functional hallucination: External stimulus is necessary to pro-
voke hallucination, but the normal perception of the stimulus and
the hallucination in the same modality are experienced simulta-
neously, e.g. listening voice of god as the clock ticked.

Reflex hallucination: In reflex hallucination, stimulus in one sen-
sory modality produces a sensory experience in other, e.g. feeling
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of cold in spine after hearing finger nail scratch a black board.

» Extra campine hallucination: Outside the limits of sensory field,
e.g. hearing voices talking from Lucknow when the patient is in
Chandigarh.

» Autoscopy or phantom mirror image: Autoscopy is the experience
of seeing oneself and knowing that it is oneself. At times autoscopy
is experienced in dissociative disorder and epilepsy. In negative
autoscopy, subject does not see any image in the mirror; in inter-
nal autoscopy, subject at times sees his own internal organs.

* Hypnagogic and Hypnopompic hallucinations: Hypnagogic hal-
lucinations (hallucinations occurring while going to sleep) are more
common than hypnopompic hallucinations (hallucinations on wak-
ing). They can be visual, auditory or tactile. These kinds of hallu-
cinations are described in narcolepsy, toxic states (glue sniffing),
acute fever, post infective depressive states, and phobic anxiety
neurosis. It is important to understand that these phenomena are
not necessarily of pathological significance.

Differentials for hallucination

Any experience described by patient should be explored in detail. All
experiences mentioned by patient need not to be of pathological signifi-
cance. Differentials of hallucination can include normal perception, illusion,
imagery, pseudohallucination, hypnagogic/ hypnapompic phenomena and
delusion without hallucination.

There is considerable confusion regarding the term pseudohallu-
cination. It has been variously described. As per Jaspers, pseudohallu-
cinations are a type of mental image that although clear and vivid, lack the
substantiality of perceptions; they are seen in full consciousness, known to
be not real perceptions and are located not in objective space but in
subjective space. The characteristics of pseudohallucination are:

e Clear and vivid

» Lack the substantiality of perception
*  Full consciousness

*  Known to be not real

» Occur in inner subjective space

* Involuntary
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Table 1 provides some important characteristics in order to distinguish
the phenomena of hallucination from pseudohallucination and imagery.

Table-1: Characteristics of hallucination, pseudohallucination and
imagery
Hallucination Pseudo- Imagery
hallucination
Origin Within Within Within
Space Objective space  Subjective space Subjective space
Insight Absent Present Present
Sensory Modality Changes Same Same
Observer dependent No Yes Yes
Clarity Yes Yes No
Constancy Yes Yes No
Behavioral relevance  Yes Yes No
Under will No No Yes

Following are some of the patient samples to better understand the
phenomenological differences.

Visual hallucination: A 30 year old patient admitted with seizures,
diagnosed to have neurocysticercosis, would keep a stick with him
and would sway it around intermittently. On being asked he said:
“I see a person clearly, with long white beard, wearing a skull cap
and white color ‘kurta.” He stares at me and in between starts laugh-
ing. He has a stick in his hand. He goes around my bed. | get
afraid, keep looking at him. So I am having this stick with me to
protect myself.”

Pseudohallucination : “I can see my granddaughter playing around.
She suddenly appears when | am sitting in her room, looking at
her belongings. | can see her very clearly, wearing red dress, smil-
ing and playing with her dolls. I know that she has died. | know
she is not real and she is only in my mind. But at that time | feel as
if she is with me. After few minutes she disappears by herself.
Even if | try to see her again | am unable to do so.”

Imagery: “When | try to worship or even at other times suddenly |
see image of myself being involved in sex with God. The images
are not very clear; all body parts are not visible and clearly delin-
eated. Images are not constant; | can distract myself but image
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again appears in front of me. | see them in my mind’s eye.”

Each perceptual experience described by patient should be explored
in detail. Box 3 provides diagnostic exercise highlighting the need to
entertain various possibilities to be ruled in or out.

Box 3: Diagnostic exercise

Case 1: A patient mentioned that he smells malodorously. Possibilities are:

1. Delusion without hallucination: “Although | myself could not smell it, but |
am sure of the fact that | smell malodorously. My friends and colleagues do
not sit close to me, they avoid me. Even if they come they do not spend much
time with me. They make gestures which shows that | am smelling bad”

2. Olfactory Hallucination: “I smell repulsive, unbearable-like corpse, like fe-
ces.”

3. Normal perception

Case 2: A 15 year old boy mentions to his psychiatrist, “My classmates were
discussing among themselves that | have relationship with some girl in my class.”

Possibilities are:

1. Hallucination: Patient is actually hearing hallucinatory voices talking about
him and attributing them to real people in his environment.

2. Delusion: “I know that they keep talking all bad things about me. | do not
hear. But | am sure, | can tell by looking at their gestures. They look towards
me while talking and become quite when | go closer to them.”

3. Auditory illusion: It may happen that the subject hears words in the conversa-
tion that resembled his name and believed that he was being talked about.

Summing up

Each and every perceptual experience of the patient should be explored
in detail. Efforts must be made to a reliable and valid account of the
perceptual experiences of the patient. Differentials of hallucination can
include normal perception, illusion, imagery, pseudohallucination,
hypnagogic/ hypnapompic phenomena and delusion without hallucination.
For arriving at a clinical impression, basic knowledge and understanding
of phenomenology is crucial. Besides psychiatric disorders, the disturbances
of perception can also occur in variety of other conditions including
neurological disorders and drugs intoxication. At the same time it is
important to understand that all experiences mentioned by patient need not
to be of pathological significance.
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Chapter 10

Assessment of Neurocognitive Functions
In Clinical Practice

Vaibhav Patil, Anamika Sahu

Learning objectives
After reading this chapter, the student should be able to :
» Tell the role of neurocognitive functions assessment
» Discuss the method of neurocognitive function examination
»  Enumerate the factors affecting neurocognitive assessment

* Identify the clinical indications for a detailed neurocognitive as-
sessment

» List the cognitive function screening assessment tools

Introduction

Neurocognitive function assessment in the clinical setting attempts to
assess patients’ cognitive functions during clinical interviews objectively.
This assessment provides both general and specific information about
current levels of human performance. It helps psychiatrists to understand
brain—-behaviour relationships of an individual. Assessment of neuro-
cognitive functions may include testing orientation, attention, concentration,
working memory language, learning, and memory, perceptual-motor
function, executive functions, social cognition, judgment, insight, etc.

This chapter will focus on assessment of neurocognitive functions in
clinical practice. There are many formal and standardized neurocognitive
function assessment batteries. These are often time-consuming, compre-
hensive assessment tools, fatiguing for patients, patients need to visit
outpatient service multiple times, and require training to administer and
interpret. Hence, residents need to be well aware of brief clinical exami-
nations and assessment tools that give them a better idea about the status
of individuals® cognitive or higher mental functioning. Thus, this chapter
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provides a practical guideline for the psychiatry residents about clinically
examining the cognitive function with the help of simple and objective
assessment methods.

Why is neurocognitive function assessment requested?

Neurocognitive assessment is required for three primary purposes:
diagnosis, provision of essential information for the patient, and research
(Lezak, 1995). Ideally, neurocognitive assessment tools contain both types
of tests that are sensitive to brain insults and not sensitive so that we will
get some account on the patient’s baseline. Other purposes may also include
establishing the baseline for patients’ cognitive function, determining
patients’ cognitive strengths and weaknesses over time, and provid-
ing recommendations regarding everyday life and treatment planning
or rehabilitation (Casaletto & Heaton, 2017). During the clinical assessment,
neurocognitive function assessment helps residents in the evaluation of :

» Change in patients’ mental status

« Abnormalities in function before abnormalities in structure can be
detected

» Strengths and weaknesses of patient

» The ability of an individual to stand trial

» Change in disease process over time

* Understanding behavioural manifestations

Method of neurocognitive function examination

Various textbooks describe many methods to assess neurocognitive
functions in clinical practice and during the patient interview, including
screening for impairment and complete evaluation. In a few situations, a
neurocognitive assessment may be challenging to administer. For example,
those who are uncooperative individuals, are over-medicated, have moderate
to severe mental retardation, have severe oppositional and conduct
behaviour, and those who are floridly psychotic (Tiwari et al., 2016).
However, residents need to know brief and objective tests that they can use
while interviewing the patients and understand the strengths and weaknesses
of patients” cognitive functions. Thus, this section includes an assessment
of several cognitive processes. Tests for cognitive functions are divided
into two categories assessing different cognitive functions and engaged
brain regions.
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Part I: Basic Examination

A. Consciousness and alertness: Consciousness refers to a state of
complete awareness of the self and environment. Alertness means
wakefulness ranging from alert to comatose and non-responsive (see
appendix-1). For this, observe the individual and mark the below points.

» Is conscious (able to respond to the stimuli)? Yes/No
» Looks alert (alert and awake throughout the interview)? Yes/No
* If not rate as: Lethargic Obtundation Stupor Coma

B. Orientation: The person’s ability to recognize their place in time and
space. Test the following three parameters of orientation.

» Time: What date/ day of the week/ time of day/ month/ season/
calendar year is it?

* Place: What city/ state/ country/ name of the hospital/ building/
floor/ room are you in? What is the name of this place?

* Person: What is your name? When were you born? Who is ac-
companying you?

C. Attention and concentration: Attention and concentration are
behavioural and cognitive processes covering one’s ability to attend to
specific information or stimuli while ignoring irrelevant information
or without being distracted by environmental stimuli. In other words,
an ability of a person to pay attention and repeat a task immediately
after being asked to do the same. There are several tests to assess
patients’ attention. However, residents can use one of the following
tests based on the patients’ education, presenting history, and clinical
requirements. Adequate performance on the following tasks may
indicate the patient’s ability to attend to a verbal stimulus and sustain
attention for a while (Strub & Black, 2000; see appendix I1).

1. Serial 7s: This task assesses attention and concentration and can
be done orally. Ask the subject to take seven away from one hun-
dred and so on. It may have 14 possible correct subtraction. Mini-
mum five responses are necessary to consider for scoring.
100-7= 93-86-79-72-65-58-51-44-37-30-23-16-9-2
Alternates (options): If the individual cannot do serial 7s or is
illiterate, the following measures need to be used.

i. Serial threes from 40 or 20 (take 3 from 40 or take 3 from 20
and so on).
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ii. Spelled “WORLD’ backward correctly.
iii. Backword counting from 20.

iv. Recitation of the months of the year/ days of the week in re-
verse order.

Digit span: It is a measure of attention and working memory. It
comprised two parts: Digit Span Forward (individual repeats num-
bers in the same order as it was presented overly by the examiner)
and digit span backward (individual repeats the numbers in the
reverse order). Digit span forward is a good measure of simple
attention, while digit span backward measures verbal working
memory. Residents may create a series of non-sequential digits by
themselves or use digit span from the PGI memory scale, MISIC,
or Strub and Black’s book. It generally takes 1-3 minutes to ad-
minister.

Instruction: 1 am going to tell you a few digits/ numbers. Listen

carefully, and when | finish it, please repeat the digits/ numbers.

Forward digit span Backword digit span

* Present overly a sequence * Present overly a sequence of digits.
of digits, e.g., 3-8-5 e.g., 9-7

¢ Immediately ask the patient « Immediately ask the patient to repeat
to repeat the sequence when the sequence in reverse order
it heard

e Start from 3 digits and e Start from asking two digits and
continue asking digits by continue asking digits by increasing
increasing the series of numbers the series of numbers

Scoring: Healthy individuals can accurately repeat seven plus minus

two spans (magic numbers 7 + 2 = 5). For forward digit span repetition, up
to 5 digits and backword digit span reverse repetition up to 3 digits can be
considered normal.

Point to remember
Always present digits one per second.

Pronounce each digit in the same voice pitch, do not vary your
voice pitch (monotone voice).

Terminate the task if the patient responds incorrectly on three
occasions.
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“A” Random Letter Test: It measures sustained attention where a
series of random letters along with a target letter needs to present
to the patients, and the patient’s task is to indicate whether they
listened to the target letter. “A” Random Letter Test given in the
book of Strub and Black can be used.

D. Memory: It is a complex process that allows the individual to store
information for later recall. Memory has three stages encoding, storage,
and retrieval of information. Memory can be assessed in three aspects:
immediate memory, recent memory, and remote memory. Each aspect
should be assessed in some detail during the clinical cognitive
assessment to distinguish deficits between the type of memory (if any).

1.

Immediate memory/ recall: A mental process to recognize, re-
call and regurgitate small amounts of information after a few sec-
onds. It is also sometimes denoted as short-term memory. Follow-
ing tests and items can be introduced to the patient to assess it.

a. List of familiar objects: Resident can prepare a list of familiar
objects, including vehicles, tools, animals, and body parts. The
examiner verbally presents the object list asking the patients
to listen carefully and say aloud as many words as they recall.

b. Digit span (same test as given in attention)
. Immediate recall items from the PGl Memory scale
d. Ray’s auditory verbal learning test-List A (RVLT): Residents
can use RVLT list A to assess the immediate recall.

Recent Memory: Recent memory is the ability to remember cur-
rent, day-to-day events or events several minutes to hours old where
the individual requires to learn new information and to retrieve it
over time (minutes, hours, or days).

a. Orientation to time, place, and person
b. Items to assess recent memory:
*  Tell me the current date?
* Name of treating doctor?
* How old are you?
* What was eaten in breakfast or at dinner a day before?
* To whom did you visit last week?

c. Four unrelated words (verbal recent memory/ new-learning
Ability): instruction may include:
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Select the four unrelated words to tell the patient (e.g., dog,
arm, green, happy, hammer, tree, mango, bus, etc.)

Tell the patient, “I will tell you four words, and I would like
you to remember it for me” say the words.

Ask the patient to repeat it to ensure registration of all the
words.

Tell the patient to keep words in his/ her mind as you will ask
him/ her words again after a few minutes.

Ask the patient to remember all the words after 5 minutes and
note them.

After 10 and 30 minutes, again ask the patient for another re-
call

If required, give some verbal cues (e.g., semantic cues, pho-
nemic cues, contextual cues)

Scoring: recall of 3 or 4 words after a 10-minute delay is nor-
mal for the patient under 60 years.

Hidden objects (visual recent memory): instruction may include

Select five small and easily recognizable things (e.g., pen, key
chain, coin, comb, mobile, purse, etc.).

Show all five items to the patients with taking their names
Then hide all items while the patient is watching.

For the 5 minutes, residents may ask the patient routine ques-
tions or continue the general conversation.

After 5 minutes, ask the patient to recall the items’ hames and
indicate where they have been hidden.

Scoring: Finding 4 or 5 hidden objects without difficulty is
normal for the patient under 60 years

Remote memory: Individuals can remember events that occurred
in the distant past, years, or even before decades. It includes epi-
sodic (autobiographical), personal semantic, and general semantic
memory (e.g., historical people and events). During remote memory
assessment, it is essential to verify the facts from the family mem-
ber or caregiver other than the patient.

When is your Birthdate, wedding day, etc.?
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*  Where were you born?

*  Where did you go to school?

»  Where is your school located?

* What are the names of immediate family members?
» What are the names of school teachers?

* What are the names of old school friends?

* What is the name of your home town?

*  When was your last holiday?

» Historical facts, e.g., When was World War 11" or “When
India became an independent country? Who was the first Presi-
dent of India?

E. Higher Cognitive Functions (Intelligence): This ability represents
the highest level of human intellectual functioning to perform effect-
ively within the environment. Assessing of patients’ higher cognitive
functions may provide early effects of cortical damage, diagnostic
information and social and vocational prognosis information. It may
evaluate in four different categories (Strub and Black, 2000).

1. Fund of Information: This includes acquired or stored informa-
tion that can be assessed by vocabulary, general information, and
comprehension test given in any basic intelligence test like Malin’s
Intelligence Scale for Indian Children (MISIC), Verbal Adult In-
telligence Scale (VAIS-PGIBBD), Wechsler’s Adult Intelligence
Scale. An individual typically gives appropriately six answers to
ten questions. However, questions should be tailored to patients’
educational and socio-economic status.

2. Calculations: The ability to manipulate numbers. It includes rote
tables, carrying and borrowing concepts, recognition of arithmetic
signs, and spatial alignment in the written calculations. Calcula-
tions can be assessed in both ways, verbal and written, after check-
ing the patient’s education level.

» Ask some verbal rote complex and straight forward calcula-
tion like what is 7 plus 3? or please add 13 + 6 or how much is
17 + 25.

» Similarly, give some verbal rote simple and complex subtrac-
tion and multiplication in single digit, single-digit with a
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carryover, and double digits with or without a carry over).

Use written simple and complex calculations if the patient
seems inattentive and distractible.

Allow 20-30 seconds to answer the problem.
Score each response as correct or incorrect.
Discontinue after five consecutive failures.

An objective arithmetic sub-test from MISIC and VAIS can be
used if needed.

Problems of money and change can be helpful if patients have
limited educational backgrounds.

Abstract thinking: This is the highest level of cognition in which
mental shift back and forth between general and specific concepts
is required. It can be assessed by asking a few proverbs, concep-
tual series, or analogy interpretation.

a.

Proverb interpretation: The examiner asks at least three fol-
lowing proverbs from the patients to assess abstract thinking.

Ask the patients what does it mean, if someone says

*  People who live in glass houses shouldn’t throw stones.
* A bad workman quarrels with his tools.

*  Anidle brain is a workshop of the devil.

*  Many a pickle makes a mickle.

* Adrop in the ocean

* Rome wasn’t built in a day.

* Don’t cry over spilled milk.

*  Adrowning man will clutch at a straw.

Do not paraphrase and explain the proverb to the patient.

Score based on the degree of abstraction: 2 points (abstract); 1
point (semi-abstract); and 0 points (concrete), > 5 proverb in-
terpretation is normal.

Discontinue after two consecutive failures.

Similarities: In this test, patients need to analyse the relation-
ships between two objects, formation of verbal concepts, and
logical thinking.
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Instruction: 1 will tell you a few pairs of objects, tell me how they are
alike (similar)?

Mango - orange Cat - Mouse

Table - chair Automobile - helicopter
Shirt - hammer Love and hate

Dog - Bed Salt - gas

» Score based on the degree of abstraction: 2 points (abstract); 1
point (semi-abstract); and 0 points (concrete), <4 correct answer
suggests reduced impaired abstract thinking ability.

c. Conceptual series: The patient is asked to complete the alpha-
bets/ numerical/ alphanumerical series.

Instructions: “I will show you some incomplete numbers or letters
series. You need to tell me the missing numbers or letters.

1. 2,4,6- 8
2. ACE- G
3. 1,A2,B,3, - C

4. Judgment and Insight
a. Judgement: Amental process whereby a person makes a sound,

reasoned, and responsible decisions. You can assess patients’ judge-
ment ability by obtaining patients’ history and asking the follow-

ing question.

Domain Questions

Personal * What are you planning for the future (ask in context to
the patient’s education, job, and life situations)?

Social * Why should people stay away from the bad company?

Test * What would you do if you found a stamped, addressed
envelope lying on the sidewalk?

* You are in a cinema hall, and you notice smoke or fire,

what will you do?

b. Insight: The individual’s ability to recognize, understand, and re-
view his/ her symptoms and illness and probable causes and need
for treatment. Residents can assess the patient’s insight about their
illness by asking them whether they are aware of their problems
and illness impacting their life, their relationship with others, and
whether they are willing to change it. Resident can grade patients’
insight as follow:
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Grade |
Grade 1l

Grade 111

Grade IV

Grade V

Grade VI

Complete denial of illness

Slight awareness of being sick and needing help, but denying it at
the same time

Awareness of being sick but blaming it on others, external factors,
or on organic factors

Awareness that illness is caused by something unknown to/ in the
patient

Intellectual insight: The patient admits about their illness and rec-
ognizes that symptoms or failures in social adjustment are happen-
ing because of their own particular irrational feelings or disturbances
without applying this knowledge to future experiences

True emotional insight: emotional awareness of the motives and feel-
ings within the patient and the important persons in their life, which
can lead to basic changes in behaviour.

Part 11: Advanced Examination

Frontal lobe: Frontal lobes are essential for managing higher-level
cognitive functions, including motor behaviour, attention, working memory,
planning, information-processing operations, and executive functions

A. Sensorimotor Integration Test: It assesses the premotor func-

tions.
Procedure

*  Ask the individual to touch each finger subsequently to the thumb.
» Ask to do as rapidly as possible he/ she can do
*  Observe the speed and dexterity.

B. Motor Test

Motor strength of hand-grip: It assesses the grip strength of the

individual.

Procedure:

» Ask the individual to grip the examiners’ fingers with strength.

* Motivate the individual to do with greater power that the exam-
iner finds challenging to free his fingers.

» Compare bilaterally

Alternating hand sequences: It assesses reciprocal coordination of
hands and fine motor speed.
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Instruction and procedure:

Ask the individual to place both hands downwards on the table.

Ask the individual to make one hand in a fist and place the other
hand with the finger extended.

Ask to change the position of both hands simultaneously (one in a
fist and one in finger extended).

Ask to change hand position rapidly.

Observe and record if the individual cannot do and continue the
alternation hand sequencing.

Alternating hand tapping sequences: It is similar to alternating hand
sequences. The individual has to tap once with the right hand and once
with the left hand in an ongoing alternating sequence.

Alternating writing and drawing sequence: Ask the patient to draw a
design composed of 2 alternating components.

OXOXOXOXO

/\

C. Divergent thinking: Divergent thinking is the ability to produce

alternative approaches that can be assessed by verbal fluency. Ver-
bal fluency activates the prefrontal cortex in the language domi-
nant hemisphere. Phonemic and category fluency measures are
helpful during the interview. Poor phonemic fluency may indicate
a lesion in the left frontal lobe, while poor category fluency may
show temporal lobe damage.

Phonemic Fluency: Controlled oral word association test (COWA) or
NIMHANS phonemic fluency measures phonemic fluency. The patient
needs to generate as many words as possible, beginning with a given letter
in a minute. Ensure that the patient comprehends the instruction and provide
a practice trial.

COWA: Ask the subject to generate as many words as beginning with
letter F, A, S. Starting with F, then A, then S.
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NIMHANS phonemic fluency: Ask the subject to generate as many
words as beginning with letter &%, g H (Ka, Pa, Ma).

Instruction: T will say a letter (consonant) one by one. Your work is to
say as many words as you can think of, beginning with that letter in one
minute. For example, if | say the letter B or 5§, what word will you say? Ok,
let’s start. Tell me as many words as you can think of beginning with F/ A/
Sor#, g H (Ka, Pa, Ma).

F/ Ka Al Pa S/ Ma Point to be remember

e Give a brief rest about 30 seconds
before asking for the second and third
letters.

e Patient who are not fluent in English,
use &, U, ¥, (Ka, Pa, Ma) letter.

¢ Individual cannot use proper names or
numbers.

e Average new words generated over
three trails by normal individuals >36
words (Normal range = 36-60 words;
<36 indicates impairment or ten items
for each category).

e Take caution with individual having
less than 10™ formal education.

Category fluency: In this fluency test, ask the individual to name as
many items as he can tell in a given category. One minute is allotted to
generate the category. The examiner can use one category based on the
individuals’ age and education, e.g., animals or fruits or vegetables.

Instruction: Tell me as many names of animals/ fruits/ vegetables in
one minute.

Sr. No Names of animals/ fruits/ vegetables
1 7 13
2 8 14
3 9 15
4 10 16
5 11 17
6 12 18
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Point to remember

For animal naming tests, exclude names of fish, birds, and snakes.
Mythical animal names or cartoon names are not allowed.
Total number of new words generated in one minute needs to be
>12 words (Normal range = 18-22 words; borderline impair-
ment 13-17 words; severe impairment = <12 words).

Take caution with the individual having less than 10th formal
education.

D.

Working memory: WM refers to the maintenance, control, and
manipulation of information. Residents can use the backward digit
span and NIMHANS N-Back test to assess verbal working memory
and visual working memory.

Executive Function (EF): Executive function is an individual’s
ability to engage himself in goal-oriented behaviour. It consists of
cognitive processes to control behaviour, including planning, self-
monitoring, and purposive action (Lezak 1995). Several tasks are
available that enable clinicians to evaluate executive abilities
quickly and reliably at the bedside.

Response Inhibition: It is the ability to suppress an over learned
response and response towards environmental stimulus to facilitate an
adequate response and avoid errors. In the following tasks, the resident
may present a salient stimulus to the patient and simultaneously ask him
for a competing reply. Such as:

Ask the patient to “point your chin” while the resident points to
his nose.

Ask the patient to “point to the ceiling fan” while the resident
makes a handshake gesture.

Instruct the patient that when you tap once, he tap twice, and when
you tap twice, he needs to tap once.

Use alternating hand sequences.

Go/ no-go test: in this test, Ask the patients to respond to the “Go
Signal” and not respond to the “No-Go Signal.” For example:

*  Ask the patient to tap his knee when the resident says “Go”
and does not tap his knee when the resident says “Stop or No
Go.” Or
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*  Ask the patient to tap his knee when the resident says “Stop”
and does not tap his knee when the resident says “Go.”

* Use NIMHANS Stroop test: Ask the patient to name the colour of
the words in which it is printed rather than reading the word.

Mental Flexibility and set shifting: Ability of alternating between
mental sets or types of stimuli or response sets within the same task.
Residents can use Wisconsin card sorting tests, trail-making tests, Part B,
and colour trails tests (for illiterate patients) to assess set-shifting.

Planning and organization: It refer to the individuals’ ability to set
goals, plan, take action, inhibit impulsive tendencies, and organize tasks
and resources to achieve a goal. This ability can be assessed using the
Porteus Maze Test, Tower of London Test, and Rey-Osterrieth Complex
Figure Test (for organizational strategies).

Temporal lobe: It plays a vital role in auditory perception, language,
memory, and emotion. Lesions in the right temporal lobe may impair
nonverbal information, e.g., drawing and music, while left temporal lobe
lesions may interfere in verbal memory and language.

A. Auditory processing capacity: It can be assessed using a dichotic
listening test in which the examiner presents > 20 two different
signals/ digit/ melody, one to each ear or six one-syllable words
simultaneously, three to each ear, of the patient through earphones.
The patient is required to repeat as many numbers as possible cor-
rectly. The right-ear recall will be better in patients with left-hemi-
sphere speech dominance.

B. Visual Processing capacity: McGill Picture-Anomalies test is fre-
quently used to assess visual processing capacity. It has two forms,
M and N, and both forms consist of 34 cartoon drawings and
sketchy scenes. The patient is required to identify the anomalous
feature in the picture. Patients with right temporal lobe lesions
may not accurately describe the picture’s content and make more
errors.

C. Verbal memory: Verbal memory capacity can be assessed using
the PGl Memory scale, Rey Auditory Verbal Learning Test
(NIMHANS neuropsychological battery), and Wechsler Memory
Scale-Third Edition (WMS-I11). These tests include immediate and
delayed recall of paired association, unpaired association, logical
memory, recognition, etc.
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D. Non-Verbal Memory (visual memory): Rey-Osterrieth Complex
Figure Test (ROCFT), Benton Visual Retention Test (BVRT), and
Memory for Designs (MFD) test can be used to assess the non-
verbal memory of the patient. Each test includes a series of line
drawings that the patient must visually analyse and copy.

E. Language ability: Observe the patient’s speech production dur-
ing the history gathering, clinical assessment, and introductory con-
versation to assess aphasia (loss or impairment of language). If
you notice some language impairment, assess the patient’s lan-
guage ability on spontaneous speech, verbal fluency, naming and
word-finding, repetition, comprehension, and reading ability pa-
rameters. Before the language ability assessment, assess the hand-
edness of the patient.

Spontaneous speech: Ask open-ended questions (e.g., Tell me about
your work; Why you come to OPD/ hospital, etc.) and listen carefully to
the patient to elicit speech production. Assess speech production on the
following items

1. Speech output: Present Absent
2. Speech output:

o Dysarthric (distorted speech sounds): Ask the patient
to produce the vowel “ahhhhh...”, a string of conso-
nants (“puh-puh-puh....”) as long as possible, and a
Tongue twister.

» Dysprosodic (interruption of speech melody)
3. Speech: aphasic errors)

» Errors of syntax

»  Word finding pauses (Non-fluent output)

e Abnormal words

e Paraphasias (substitutions of correct word or syllables)
Verbal fluency: Animal-Naming Test can be used (see above).

Repetition: Auditory processing impairment, poor speech production,
or disconnection between receptive and expressive language functions may
affect the patient’s repetition ability. To assess repetition, residents may
ask the patient to repeat verbatim, from single monosyllabic words to
sentences or short passages of normal speech, e.g., files, keys, AIIMS
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hospital, I stay in Delhi, etc. An individual may generally repeat 19 syllables
sentences accurately (Strub & Black, 2000).

Naming and word-finding: It refers to the ability to name the object,
playing a role in all types of aphasia. An impairment in naming ability
refers to anomia. Residents may use a naming test. Residents can ask the
patient to name objects presented by the resident or available around the
room, such as a watch, pencil, pen, door, chair, pillow, etc. The residents
can develop their repertoire of items and tailor it according to their interview
setting and patient population. A list of the object may include colours
(e.g., red, blue, yellow, pink, purple, etc.), body parts (e.g., eye, leg, teeth,
thumb, ear, etc.), clothing, and room objects ( e.g., door, watch, shoe, shirt,
ceiling fan, etc.) and parts of an entity (e.g., Spectacle frame and lens,
watch stem (winder), sole of shoe and buckle of the belt, etc.). Normal
individuals may name an average of 4.5 words on a set of five words.

Comprehension: It can be tested both verbally and in written language.
Following may be tested in clinics.

Pointing commands

1. Single-word comprehension: The patient needs to point to single
objects in the room (where is a ceiling fan or chair), body parts
(where is your hand/ point to your hand), or articles presented by
the resident (where is or point to coins/ comb/ pen/ keys, etc.)

2. More words comprehension: The patient needs to point to more
objects in the room, body, or articles presented by the resident,
e.g., Point to the wall, the window, and your nose. An individual
usually may succeed in pointing to > 4 objects. Increase the num-
ber of objects and continue till the patient fails, consequently two
times.

Questions contain “yes” or “no” responses: A simple and complex
questions series that require “yes” or “no” answers only can be asked to
the patient. For example: “Is this a hospital?” “Is it raining today?” “Do
you eat breakfast before dinner?. At least ask seven questions, and answers
should alternate between “yes” and “no” randomly to prevent perseveration.

Reading ability: The patient is asked to read sentences or a passage
aloud and then answer a question from the paragraph that he read (reading
comprehension). The resident requires noting down reading errors,
including adding words, syllable or word substitutions, omitted words,
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etc. The patients need to have a few years of formal education to test their
reading ability.

Writing ability: The educational background needs to be considered
when assessing writing ability.

1. Ask to write letters and numbers to dictation.
2. Ask to write the names of everyday objects or body parts.
3. Ask to write a short sentence about the weather, job, etc.

Note: Do not ask the patient to write their name as it preserves in the
memory. Start with sentence-writing or paragraph task with the literate
patient.

Parietal lobe: The parietal lobes are responsible for integrating sensory
input and constructing a spatial coordinate system to represent the world
around us. Classical tests of parietal lobe functions include stereognosis
and graphesthesia, calculation, right-left disorientation, spatial recognition,
copying geometric shapes, writing, reading aloud, recognizing one’s illness,
etc.

A. Right-Left Disorientation: It assesses the patients’ confusion
about the right and left limbs. Residents can use either a card with
written instruction or verbally ask the patient to act. A normal per-
son may correctly execute all commands. Asked the patient the do
following commands.

Identification on self Identification on examiner
Right limb Left Limb Right limb Left Limb
Could you show Please show me Point to my left Point to my
me your right foot? | your left hand. knee. right hand elbow.

With your right With your left hand, | With your right hand,| With your left

hand, touch your | touch your right ear/ | point to my left eye/ | hand point to my
left ear/ shoulder/ | shoulder/ elbow. hand/ foot. left foot/ eye/ hand
elbow.

B. Visuospatial functioning: It refers to an individual’s ability to
interpret visual and spatial information about objects and space.
This ability is required for movement, depth and distance percep-
tion, and spatial navigation. Use the following tests to assess
visuospatial functioning.

Interlocking finger test (IFT): It is a bedside test to assess limb praxis,
visual-spatial, and constructional skills. Sit in front of the patient,
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demonstrate four IFT positions one at a time, and ask the patient to imitate
each position. IFT score range from 0 to 4 (Correct imitation=1 Incorrect
imitation= 0). For more detail and IFT figures can be found from the
following linkhttp://dx.doi.org/10.1136/jnnp.74.4.530.

Clock face construction/Drawing Test: The examiner may ask the
patient to draw a clock picture with the numbers and hands (time-2:30 or 5
to 3).

Rey-Osterrieth Complex Figure copying (ROCFT): It is also known
as Rey Complex Figure Test (RCTF), the Complex Figure Test (CFT), and
Rey Figure (RF). It assesses visuospatial constructional ability. It can
administer to individuals aged between 6 to 93 years. Place the ROCFT
figure to the patients and ask them to copy the figure. ROCFT figure has
eighteen units, so each unit needs to score separately based on the following
points:

Accuracy Placement Score

Correct Placed properly 2 points
Placed poorly 1 point

Distorted Placed properly 1 point

orincomplete  Placed poorly 1 D 2 point

Absent or not recognizable 0 points

Maximum (18 units) 36 points

Fig. 1: Examples of patient drawing with ROCFT

C. Apraxia: It is an inability to carry out learned, skilled, sequential
motor movements without impaired motor functioning or paraly-
sis. During testing apraxia, ensure that the patient understands in-
struction and has adequate vision and motor abilities (see appen-
dix-111 for tests of apraxia). Different types of apraxia may present.

Ideomotor apraxia, ideational apraxia: left hemisphere lesions
Constructional apraxia, and dress apraxia: right hemisphere lesions

D. Finger agnosia: Finger agnosia refers to the loss of the ability to
recognize, name, and point to individual fingers on oneself and
others, indicating parietal-occipital lesions in the dominant hemi-
sphere.
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Test items Instructions

Non-verbal finger Ask the patient to close his eyes and touch one finger.
recognition After this, ask the patient to open his eyes and point to the
same finger on the examiner’s hand.

Identification of Place your hand with palm down on the table/ handheld

named fingers on  vertically in theair with the palm facing the patient/ handheld

examiner’s hand horizontally inthe air with the palm facing you and ask the
patient, “Point to my middle finger,” and so forth.

Verbal identifica-  Place your hand or patients’ hand in the positions as mentioned
tion (naming) of  earlier and ask the patient to name the finger touched by the
fingers on self examiner, e.g., “Points to the patient’s index finger and ask
and examiner what is the name of this finger?”

Occipital lobes: Occipital lobes are responsible for visual and sensory
functions, including visual stimuli identification (familiar object and face
recognition), determination of items’ colour properties, mapping of the
visual world, analysis of distance, size and depth and transmission of visual
information to other brain regionsetc. Lesions in the occipital lobes lead to
visual field defects, cortical blindness, visual anosognosia, visual illusions,
visual hallucinations and visual agnosia.

Visual agnosia: The individual cannot recognize objects or recognize
the pictorial representation of the objects despite having adequate visual
acuity and absence of aphasia.

Visual object agnosia Inability to recognize Ask the patient to identify/
familiar objects when name visually presented
presented via visual everyday objects. Such as a
modality pen, a coin, or a dressing.

If they fail to recognize the
thing, allow manipulation of
the object (identifying by

touch).
Colour agnosia Inability to recognize - Ask the patient to name
colours the colours of objects

- Ask the patient to indicate
the colours on a chart

- Ask the patient to group
objects according to their

colour
Prosopagnosia Inability to recognise fami- - Ask the patient to point
liar faces or faces of people out a named person
newly introduced to the known to him among a

patient Agnosia for faces group
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- Ask the patient to name
photographs of
relativesor well-known
public figures

Simultanagnosia Inability to perceive more  Ask the patient to describe a
(or simultagnosia) than one object at a time/  meaningful situation in a
aspect of a situation picture shown to him.

Examiner can use complex
visual pictures, e.g., “The
Boston Cookie Theft” or
“The Telegraph Boy”

Factors affecting neurocognitive assessment

A few factors may influence the findings of the clinical neurocognitive
function assessment. At the time of test administration, residents must
observe the following factors which may affect the patients’ performance
on a given task.

» Patients’ education, social and occupational functioning and
premorbid condition.

e Patient’s current sensory/ motor deficiencies, motivational defi-
cits and fatigue.

»  Unfamiliarity with timed tests, inability to pay attention, inability
to modulate the mental effort required by a task, poor insight, im-
pulsivity, unwillingness to try new things, etc.

» Deficits of visuospatial perception that may hamper performance
on construction tasks, poor comprehension may hamper perfor-
mance on verbal memory tests, and visual difficulties may impair
performance on visual memory tests (Panchal, 2019).

When to refer case for detailed neurocognitive assessment?

Indicators for detailed neuropsychological evaluation

» Disorientation

» Confusion

» Poor attention and concentration

» Poor recent or remote memory

» Poor immediate recall (short-term memory)

*  Frequently loses items
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» Fails to recognize familiar persons, place or items

» Looks confused in conversations

» Poor decision-making

* Poor in fluency tasks

* Inability to care for money

* Impaired psychosocial functioning

* Fluctuations in mental status examination over time

Indicators for detailed neuropsychological evaluation

Disorientation

Confusion

Poor attention and concentration

Poor recent or remote memory

Poor immediate recall (short-term memory)
Frequently loses items

Fails to recognize familiar persons, place or items
Looks confused in conversations

Poor decision-making

Poor in fluency tasks

Inability to care for money

Impaired psychosocial functioning

Fluctuations in mental status examination over time

A neuropsychological assessment referral to the clinical psychologist
should be recommended if the patient’s history and clinical neurocognitive
function evaluation indicate impairment on a few cognitive functions.
Additionally, detailed evaluation can also be considered when the residents
want to know the patient’s competency and impact of psychopathology on
the patient’s psychosocial functioning. However, during referral, residents
need to specify the patients’ diagnosis, area of concern, and type of
conclusions they want incompetency, functional limitations, diagnostic
accuracy, or treatment planning and rehabilitation (Kulas & Naugle, 2003).

Neurocognitive function in different psychiatric disorders

Evidence indicates that cognitive impairments are a core feature of
psychiatric disorders ranging from severe psychotic illness to non-psychotic
illnesses (Table 1). These cognitive impairments may present across all
cognitive domains, including attention, information processing, memory,
executive functions, working memory, social cognition, language, etc.
(Trivedi, 2006; Dalal & Sivakumar, 2010; Millan et al., 2012; Harvey &
Bowie, 2016). Impairment in cognitive functions is prevalent both during
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the active phase of disorder and during periods of relative symptomatic
remission or asymptomatic states. Cognitive dysfunction is associated with
the severity of symptoms, the number of episodes, duration of illness, and
insight of illness. It may predict functional disability and reduced quality
of life of the patients. A specific pattern between cognitive deficits and
functional impairment is reported in schizophrenia. For example, (1)
dysfunction in declarative memory, vigilance, and executive functions are
related to impaired social functioning, (2) dysfunction in executive
functioning, declarative memory, working memory, and vigilance are
associated with the impaired occupational functioning and (3) deficits in
executive functioning, declarative memory and working memory impact
patients’ independent functioning (Trivedi, 2006). In bipolar disorder,
cognitive dysfunction across many domains correlates with poor everyday
functioning (Harvey & Bowie, 2016).Thus, the severity of cognitive
dysfunction is found more significant in schizophrenia and affective
disorders.

Table-1: Cognitive impairment in psychiatric disorders

Area Schiz Depre- BPAD OCD Somato- PTSD BPD ADHD SUDs

ssion form

disorder

Attention + + + + + + + + +
and/ or
Vigilance
Processing + + + +
speed
Executive + + + + + + + + +
function
Working + + + + + +
memory
Verbal + + + + + + + +
Memory/recall
Non-verbal + + + +
Memory
Visuospatial + + +
skills
Social + + +
cognition
Language + +

Schiz=Schizophrenia; BPAD=Bipolar affective disorder; OCD=0bsessive compulsive
disorder; BPD=Borderline personality disorder; PTSD=Posttraumatic stress disorder;
ADHD=Attention deficit hyperactivity disorder; SUDs= Substance use disorder; +
=commonly present.
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Cognitive function screening assessment tools

Along with standard clinical methods of history taking and clinical
neurocognitive function assessment tests, numerous cognitive function
screening assessment tools are available to assist in diagnosing patients.
There is no particular consensus about their uses. The selection of the most
appropriate tool for a patient is a resident’s judgement. These tools are
either assessing multidomain or specific cognitive functions. However, these
are not diagnostic tools for any cognitive disorder. Screening tools may
vary according to their cognitive and behavioural domains (see appendix-
IV). Screening tools are recommended to use during taking patients
interviews as these tools are (1) easy to administer as no expensive
equipment is required, (2) take <15 min to administer (3) can administer at
any level of training (4) include major cognitive domains like orientation,
attention and concentration, memory, language, executive function and
visual-spatial perceptual skills, (5) easy to interpret (provides cut-offs).

Summing up

Neurocognitive assessment helps to aid diagnosis, provision of essential
information for the patient, and research. Assessment of neurocognitive
functions may include testing orientation, attention, concentration, working
memory language, learning, and memory, perceptual-motor function,
executive functions, social cognition, judgment, insight, etc.Tests for
cognitive functions are divided into two categories assessing different
cognitive functions and engaged brain regions. Residents need to be well
aware ofbasic examination involving higher mental functions as well
asadvanced examination involving lobar functions.

Suggested Readings

* Boller F, Grafman J. Acalculia. In: Vinken PJ, Bruyn GW, Klawans
HL, eds. Handbook of Clinical Neurology. 2nd ed. Amsterdam: North
Holland 1985; 43.

» Chowdhury AN. Bedside Psychiatry. New Delhi: Jaypee Brothers
Medical Publishers 2019.

o Detre TP, Kupfer DJ. Psychiatric history and mental status examina-
tions. In: Freedman A, Kaplan H, Sadock B, eds. Comprehensive
Textbook of Psychiatry. Baltimore: Williams and Wilkins 1975; 724—
35.
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APPENDIX-I

Five levels of consciousness and alertness (Strub & Black, 2000)

Alert

The patient seems to be awake and fully
aware of his or her surroundings, including
external and internal stimuli.

Lethargic (somnolence)

Lebel this when the patient does not seem
fully alert and frequently drifs off to sleep
when not actively stimulated.

Obtundation

It is state between lethargic and stupor.
Patients seem to be in an acute confusional
state or delirium

Stupor (semicoma)

It indicates a markedly reduced level of
consciousness where the patient does not
rouse spontaneously and only responds to
the persistent and vigorous stimulation.
Assessment of the mental functioning in this
state will not be meaningful.
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APPENDIX-II

Selective Attention

Ability to attend to one or a few sensory
inputs while ignoring the other ones.

Sustained Attention
(concentration)

Ability to focus and maintain attention on
one specific task over an extended amount
of time without being distracted.

Alternating Attention

Ability to switch your focus back and forth
between tasks that require different cogni-
tive demands.

Divided Attention

Simultaneous attention that allows us to
process different information sources and
successfully carry out multiple tasks at a
time.

Focussed Attention

Ability to concentrate its attention on a target
stimulus for any period of time.
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APPENDIX-I1I

Apraxia and Assessments

Apraxia

Definition

Tests

Ideomotor Apraxia

(Lesions of the
Left hemisphere)

Ideational Apraxia
(Lesions of the Left
hemisphere)

Constructional
apraxia (Lesions
of the right
hemisphere)

Inability to perform previously learned motor acts accurately.

Buccofacial or oral apraxia:
inability to perform skilled
movements of the face and
speech musculature

Limb apraxia: Difficulty making
particular arm or leg movements

Apraxia of whole-body
movements: Difficulty with
truncal commands

Difficulty in executing the

correct sequence of a complex

motor task

Inability to draw or construct
two- or three-dimensional
figures or shapes

Blow out a match
Drink through a straw
Stick out your tongue

Ask patients, “Show me....

How to flip a coin,

— How to salute

— How to comb

— How to use a tooth brush

— How to light a cigarette

— How to kick a ball/wave
goodbye

— How to blow a kiss

Ask patients, “Show me ....

— How to Bow or Curtsy

— How to stand like a boxer

— How to swing a baseball
bat

Task 1: Folding a letter,
placing it in an envelope,
sealing it, and then putting
a stamp on it

Task 2: Placing a candle in
the holder, taking match out
of box, lighting candle, and
blowing out the match

Task 3: Opening toothpaste,
taking toothbrush from the
holder, and placing tooth-
paste on the toothbrush.

e Paper-and-pencil repro-
duction of geometric
shapes
Vertical Diamond
Two-Dimensional Cross

Three-Dimensional Pipe
Triangle within a Triangle

@ : Three-dimensional block
g -
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Apraxia

Definition

Tests

Dressing apraxia
(Lesions of the
right hemisphere)

Difficulty in orientation of

clothing articles with reference

to the body

Drawing in command:
A clock with the Numbers

and hands /%73
A flower ¥
A house

Spontaneous drawings
Stick-pattern reproduction
Spatial analysis:

Block design

Ask the patient to put on
an article of clothing
e.g., unbutton, how to
take off coat, how to fold
sleep etc
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APPENDIX-IV
Cognitive Function Screening Assessment Tools
Tests Domain Time to Description Cut- off point for
admini- impairment
stered
Mini Multi- <10 mins Attention, language, 24/ 30 < 23 patient
mental domain memory, orientation, with 10" education
score exa- visuospatial proficiency < 25 patient with
mination less than 10™ education
(MMSE)
Abbrevia-  Multi- 3 min 10-item scale short- < 8/10
ted Mental domain and long-term memory;,
Test Score attention and orientation
(AMTS)
Montreal Multi- <10 mins Attention, executive 26/ 30
Cognitive ~ domain functioning, language,
Assessment; memory, orientation
(MoCA)
Adden- Multi- <20 mins Attention, executive <87/ 100 indicates
brooke’s domain functioning, language, a significant
Cognitive memory, orientation, impairment
Examina- visuospatial proficiency
tion revised
(ACE-R)
Six-ltem Multi- 3 mins 6 items three orienta- <4/ 6
Screener domain tion questionsand a
(SIS) three-item recall task
Six-item Multi- 3 mins 6 items, Known as Score between 0-28
Cognitive ~ domain Short Orientation- Higher score repre-
Impair- Memory-Concentration  senting significant
ment Test Test, or the Blessed cognitive impairment
(6CIT) Orientation-Memory-
Concentration Test
Clock Single  1-2 min Visuospatial or 1 mark for each of:
Drawing constructional a correctly drawn
Test praxis circle; appropriately
spaced numbers; and
hands that showing
right time
Mini-cog Multi- <5 mins  Executive functioning, 1 or 2 words and draw
domain memory, visuospatial an abnormal clock
proficiency
Cambridge Multi- 30 min Structured schedule < 80/107diagnose
cognitive domain including MMSE com-  cognitive impairment
examination ponents and additional

(CAMCOG)

cognitive aspects




Chapter 11
Disturbances in Consciousness

Koushik Sinha Deb, Arghya Pal

Learning objectives
After reading the chapter, the student should be able to:
» Differentiate the various terminologies related to consciousness

» Understand the neurobiological background of the concept of con-
sciousness

* Identify the various clinical entities related to consciousness

Introduction

Probably the most distinguishing feature between animals and other
living beings is consciousness. In this hierarchy, human beings are even
more advanced owing to their ability to have conscious self-awareness.
This chapter on the ‘Disturbances in consciousness’ will be different from
other chapters because of the apparent overlap of the various conditions
that will be discussed in this chapter. It has to be appreciated that from a
phenomenological perspective, evaluation of consciousness is inherently
difficult. For evaluation of various psychopathology, we are dependent on
the verbal reports of the patients along with the other very important non-
verbal components. But, a patient with disturbance of consciousness may
be unable to report. As a result, the boundaries or threshold of various
conditions may seem imprecise. However, these clinical entities are very
important in the context of clinical practice of Psychiatry, more importantly
in the interface of Psychiatry with other branches of Medicine.

Important terminologies

The term ‘Consciousness’ is a very complex term that has variable
clinical and philosophical ramifications. Consciousness is‘a state of
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awareness of the self and the environment’. However, this has to be
differentiated from various other terms. Firstly, being conscious and awake
are not exactly the same. Though it is implied that one, while being awake
will be conscious, the focus while discussing consciousness actually is on
the “process of being conscious of something, in the sense in which one is
aware that he can see a particular object or hear a particular conversation’.
The consciousness of a person while being awake can also vary depending
on the task at hand.

The second term that we need to discuss is ‘Attention’. Attention refers
to “the capacity to focus our interest or consciousness on specific aspects
of the objective world’. An analogy is attention is akin to a particular selected
channel on a television and consciousness is like the image on screen.
Attention can be active depending on whether a subject makes effort to
invest interest on an internal or external stimuli or passive when the stimuli
manage to get hold of the attention without a conscious effort. It is easy to
understand that the active and passive attention have a reciprocal
relationship and the stimulus required to distract a person from active
attention has to increase as the conscious effort in active attention increases.
This conscious effort of a subject to maintain attention on a specific stimulus
over a sustained period of time is often referred to ‘Concentration’.

Neurobiology of consciousness

There have been giant strides made in the understanding of the
neurobiology of consciousness. It has been established that the reticular
activating system (RAS) in the brainstem plays the modulating role in
arousal. As the information is transmitted from the RAS through the various
reticulo-thalamo-cortical tracts and extra-thalamic pathways, the higher
centres located in various parts of the cerebral cortex are activated. From
the electroencephalographic point of view, as a person moves from sleep
to arousal, there is a surge in the electrical activities in the cortical area and
the waveforms increase in frequency. Similarly in cases of severe brain
injuries where there may be disruption of these tracts, manifestations may
involve alterations of consciousness. The projections from the thalamus to
the fronto-parietal cortex are considered to be vital in the maintenance of
consciousness. This finding is supported by functional magnetic resonance
studies showing dysconnectivity in the frontoparietal regions in patients
presenting with vegetative states.

However, to consider that our brain switches off during sleep will be a
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mistake and this has been especially challenged since we have been able to
identify the Default mode network. The default mode network, also known
as the medial fronto-parietal network is characterized by becoming active
while the brain is at ‘wakeful rest’. Initially it was thought that this network
only became activated at the resting state of brain and deactivated once
brain restarts activity, hence termed as ‘task-negative network’. But it has
hence been found to be activated during various cognitive and task related
activities, thus rendering the last name to be a misnomer.

Disturbance of consciousness
The disturbances in consciousness can be broadly classified into:
a. Dimensional changes of consciousness
b. Qualitative changes of consciousness

Dimensional changes of consciousness

Consciousness as a paradigm can be considered to span over at least
three dimensions. They can be explained on the following lines, and to
exemplify, we will be using the case of ‘unconsciousness’.

Consciousness as a function of vigilance

Vigilance is considered to be the ability to remain focused on a task at
hand in a situation where the person may otherwise fall asleep. In such a
dimension, a conscious person may be a student who is appearing for an
examination. In the same paradigm, an unconscious person may be someone
who iscurrently awake but may slip into sleep due to variable reasons (e.g.-
boredom, exhaustion or sedative/hypnotic use.)

Consciousness as a function of lucidity

Lucidity in this context can be considered as the clarity of conscious
thought towards a particular object of conscious attention. It is hereby
inherently implied that unless a person is awake, he can’t be fully conscious
and thereby, consciousness in this dimension is different from the dimension
of vigilance. A disturbance in this dimension can lead to clouding of
consciousness (which is often seen in relation to meningeal irritation,
alcohol intoxication or head injury). Further worsening of the lucidity, can
lead to a state of coma, where the patient is completely unarousable, which
can be considered as unconsciousness in this paradigm.

There have been five levels of consciousness discernable in this
paradigm. They have been elucidated as follows in Table 1.
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Table-1: Levels of consciousness as a function of lucidity

Levels Features

Alert Patient is awake and in complete touch with the surroundings
and is able to reciprocate to any stimuli.

Lethargy/ Somnolence Patients tend to drift to sleep in the absence of stimulation.
The awareness of the patients is limited, and spontaneous
movements are decreased.

Obtundation In this stage, constant vigorous stimulation may elicit marginal
co-operation from the patients. Obtunded patients when
aroused may be confused and will not engage in a formal
mental status examination.

Semicoma/ Stupor These patients also require vigorous stimulation for arousal,
but arousal in such patients is usually limited to groans,
mumbles or non-specific movements.

Coma These patients will not show any arousal to stimuli. Patients
in light coma may show reflexes, but patients in deep coma
will not be able to demonstrate reflexes.

Consciousness as a function of awareness of self

In this dimension, in a state of preserved lucidity and full vigilance, a
person is only aware of parts of his external or internal environment. Thus,
a person who is deeply engrossed talking on a mobile phone may be
unconscious of the presence of a pickpocket trying to steal his wallet.

Qualitative changes of consciousness

The qualitative changes in consciousness comprise of various disorders
that are often clinically very relevant. Also, it must be mentioned that the
various entities described herehave their fair share of clinical overlap.

Delirium

Delirium is characterized by a condition with acute onset and classically
presents with impairment of all cognitive functions (most importantly
orientation, attention, memory, language, spatial ability and perception)
with reduced consciousness, altered sleep wake cycle and changes in the
psychomotor activity. The 5" edition of the Diagnostic and Statistical
Manual (DSM-5) mandates that these dysfunctions should not be
explainable by pre-existing neurocognitive disorder or investigations should
not reveal that the symptoms may be explainable as direct patho-
physiological effects of another medical condition. Though most of the
textbooks classify delirium as a dysfunction of consciousness, authors have
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also classified it to be a dysfunction of the sleep-wake cycle. The argument
put forward regarding this lies in the subjective experience of delirium. As
already mentioned, obtaining patients’ experience in disturbances of
consciousness is inherently difficult. But reports from patients depict that
delirium is a state akin to dreaming, but the only difference lies in the fact
that the experiences of delirium is recalled with greater vividness.

Twilight state

The twilight state is classically considered to be a combination of three
phenomenological incidents. Firstly, these states tend to have an abrupt
onset and cessation. Secondly, the duration of such states may vary across
hours to weeks and finally, they are often associated with explosive behavior
in a background of otherwise quiet behavior. Such behavior is often seen
in various conditions like seizures, traumatic brain injury or alcoholism.
This condition often becomes important in the context of medico-legal
cases and a proper delineation of this condition becomes important.

Mania a potu (pathologic intoxication)

This entity can be considered to be a variety of twilight state that occurs
specifically in the setting of alcohol intoxication. Coid in 1979 gave the
following features of ‘Mania a potu’ comprising of firstly, history of alcohol
use; secondly, incidence of apparent explosive behavior; thirdly, behavior
followed by a prolonged sleep and finally, total or partial amnesia regarding
the incident.

Automatism

Automatism is an impairment of consciousness that is usually seen in
the context of seizures. Automatism is defined as ‘action taking place in
the absence of consciousness’. It is often in patients with temporal lobe
epilepsy; and presents as a state of alteration of the consciousness occurring
during or immediately after a seizure. It is usually associated with the
maintenance of muscle power and tone, enabling the subject to execute
complex meaningful movements, but with no memory of it. The pattern of
movements is often purposeful, though there may be a repetitive behavioral
component associated with it, but the awareness of the surrounding is always
impaired and the subject is usually unable to respond appropriately to
guestions.

Dream like state (Oneiroid state)

This is a state characterized by confusion, loss of orientation to time,
place and person and vivid hallucinations (often in the visual modality).
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The experiences are often associated with prominent affective symptoms,
like anger or terror or amusement. It has to be mentioned that this entity
may be very difficult to differentiate from other terms mentioned in this
list and hence its use is very limited in clinical settings. However, it is
imperative to state that whenever there is a suspicion of Oneiroid state, it is
very important to look for other medical causes which can explain the
presentation.

Stupor

Stupor is astate of complete absence of speech and action in a subject
where the consciousness appears to be otherwise preserved. In a subject
with this condition, the subject may appear awake and even alert but will
be presenting with mutism and akinesis. The level of consciousness in
many cases may be suboptimal but not necessarilydiminished. This
syndrome is often seen in lesions involving the diencephalon, upper
brainstem, frontal lobe or basal ganglia.

Locked in syndrome

The ‘locked in’ state can be considered a severe variety of stupor but
is characterized by intact cognition and consciousness, with anarthria and
quadriplegia. The patients on account of their preserved ocular movement,
may even be able to demonstrate gaze tracking or show intact sensation,
but otherwise, no further motor movements are found. The implicated brain
regions in this state are the ventral pons and the corticobulbar or cortico-
spinal pathways.

Vegetative state

This state is characterized by wakefulness but without awareness. The
patient in this condition may show response to external stimuli and also
show spontaneous eye-opening; but the patient will lack any purposive
action mediated movements, though stereotyped non-contextual movements
like yawning, chewing or crying may be there. Electroencephalographic
investigations in these patients have demonstrated presence of sleep-wake
cycles. It is presumed that the dysfunction in this case lies in the higher
cortical centers, which is manifested as lack of awareness.

Minimally conscious state

This entity has basically originated from ‘\egetative state’ and is
differentiated from it by partial preservation of awareness. Unlike patients
with vegetative state, these patients may show purposive behaviors that
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can be easily differentiated from the non-contextual movements of
vegetative state. They are also likely to repeatedly demonstrate inconsistent
but reproducible responses to commands. A better clinical prognosis of
this sub-group of patients necessitated the formation of this relatively new
diagnostic entity. Preserved cortico-thalamic connections is considered to
be the reason for better awareness in these patients.

History and Clinical examination:

During the clinical examination in patients with disturbances of
consciousness, it has to be remembered that there may fair amount of clinical
overlap as the points of distinction in this field are qualitative to a large
extent. Similarly, inter-rater reliability of the findings may also be poor at
times. Also, it is very important during the course of clinical examination
to document the exact date and time of the assessment, as the findings of
these assessments may change within spans of minutes.

An exhaustive history is very important to evaluate the disturbances
of consciousness. It is important to obtain key pieces of information like
the onset and duration of the disturbances. A history of any predisposing
factors (history of seizure) often helps in arriving at a provisional diagnosis
by eliminating close differentials. A detailed psychiatric history, as well as
afocused history of any substance use disorder, is helpful for the proper
diagnosis of the condition.

The clinical examination in these patients may often involve employing
the Kirby’s method of psychiatric examination for uncooperative patients.
The examiner should clearly delineate the status of the level of conscious-
ness (see Table 1) along with the accompanying features like eye-opening,
motor movements and speech. For patients who are partially cooperative,
it is very important to document the various cognitive functions like
orientation, attention, concentration, memory and levels of comprehension.
Along with this a detailed neurological examination in these patients is
also very important. The neurological examination should provide us with
a very good hint regarding the level of the lesion with the help of localizing
signs.

Case Vignette

Mrs. Y, a 72-year-old female was admitted for routine chemotherapy for
cervical cancer. At home, Mrs. Y stays with her son, daughter-in-law and
grandchildren. She was able to handle her requirements for daily activity
independently and would enjoy chats and games with her grandchildren. On




184 Clinical Methods in Psychiatry

admission, Mrs. Y was oriented and co-operative for clinical assessment. On
the second day of admission, ward staff reported that she was distressed, restless
and was found to be muttering to self in Bengali, a language no one in the ward
knew. When the ward staff intervened, she became evasive and started
demanding for immediate release from the ward, as she felt she has been
wrongfully confined. Gradually over the next few hours, she started to pull out
the intravenous accesses and urethral catheter. The verbal persuasions of the
family members seemed to further worsen the situation, but the drives on a
wheelchair in the hospital surroundings temporarily improved her condition.The
consultation-liaison team of the Psychiatry was called to opine about the
management of the patient. On detailed evaluation, it was found that the patient
was disoriented to time, place and person, had a poorly sustained attention
span and presented with delusion of persecution, that the ward staff is going to
harm her. It was also revealed that over the last 3 days she had been having
loose stools. Her serum sodium was deranged (Serum Sodium- 105 mEg/L)
and she had dry tongue and poor skin turgor. The patient was administered the
Mini-Mental Status Examination, for which she was uncooperative. As a result,
the Confusion Assessment Method (CAM) was administered and she was found
to be CAM positive. The patient was diagnosed with Delirium due to
hyponatremia. Her status of hydration and serum electrolytes were corrected.
She received low dose of haloperidol for a couple of days and it was withdrawn
as the psychotic symptoms disappeared. The ward staff made sure that she has
proper access to daylight and time. She was also allowed to take brief walks in
the ward corridor. As her condition improved, she could also communicate that
she has been suffering from pain abdomen. The oncology team revised her
treatment for cervical cancer to achieve better pain management.

A decision tree to aid proper diagnosis has been depicted in Figure 1.

Conciousness

P—Iq
PsyChomOtOT activity Increased Decreased
| I 1 | ’—'h;|
Global : . 1
sosatacompanyngteanres | 7 | 52 | [ o | oo | 32 | [ [
[ T 1 | [ 1 |
Probab|e diagnosis [ Delirium Twilight state [ Automatism [Maniaapotu [ Stupor VBE:;;WB [cor:::um:!;/ e

Figure 1: Decision tree to aid clinical diagnosis.

Assessment scales

There have been various scales that have been used for the purpose of
assessment of consciousness. In this section, we will be reviewing the
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various scales that have been used for consciousness, specifically focusing
on delirium.

Scales used to assess consciousness
The various scales that have been used to assess consciousness include:
Glasgow Coma Scale

This is one of the most popular scales used to assess comatose patients.
It comprises of responses from 3 components: eye; verbal and motor
domains. The minimum score for this scale is 3, whereas the maximum
score is 15. This scale has been extensively used in clinical practice as well
as research and is also a part of many other instruments like Acute
Physiology and Chronic Health Evaluation (APACHE) Il score, the
(Revised) Trauma Score or the Trauma and Injury Severity Score (TRISS).
Though this scale has found widespread use owing to its simplicity, one of
the major criticisms of this scale has been that many researchers found
eye-opening to be a very simplistic and unreliable marker for brainstem
functioning.

Glasgow Liege Scale

The Glasgow Liege scale became prevalent to counter the criticism,
Glasgow Coma Scale was facing on account of being over simplistic. This
scale combines the Glasgow coma scale with quantified analysis of five
brainstem reflexes: fronto-orbicular, vertical oculocephalic, pupillary,
horizontal oculocephalic, and oculo-cardiac.

Reaction Level Scale

The Reaction Level Scale is also very similar to the Glasgow Coma
Scale, but it differs in the structure, thus imparting greater accuracy and
precision. The structure of this scale is an ordinal scale that incorporates
the responses of eye, verbal and motor responses.

Innsbruck Coma Scale

This scale is structurally similar to Glasgow Coma Scale, but the items
are different. It incorporates the items related to eye opening, reaction to
acoustic stimuli, reaction to pain, body posture, pupillary size and reaction,
ocular movements and oral automatisms.

Edinburgh-2 Coma Scale

This is again a single item ordinal scale where the score is inversely
related to the level of consciousness.
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Scales used to assess Delirium

There are multiple tools that have been developed to assess various
aspects of delirium. The following is an account of some of the most popular
assessment tools. It has to be reminded here that this list is in no way
exhaustive. The scales that are used to assess delirium are grossly classified
as follows:

Tools used to assess level of arousability

The most popular tool under this heading is the Richmond agitation
and sedation scale. It is basically an ordinal scale that rates the level of
agitation (+1 to +4) to a calm state (0) to various levels of sedation (-1 to -
5). It has also been widely used in differentiating hypoactive delirium from
hyperactive delirium.

Tools used to screen premorbid cognitive disturbances

The Informant Questionnaire on Cognitive Decline in the Elderly
(IQCODE) has been used for the purpose of identifying delirium in patients
with pre-existing neurocognitive disorders. The scale was initially designed
to be administered in patients, but later revised, enabling administration
on caregivers as well.

Tools used to screen

A number of tools have been designed for the purpose of early
identification of this condition. Some of the most popular tools for this
purpose include (a) the NEECHAM confusion scale that takes 10 mins to
administer and consists of 3 subscales, each consisting of 3 items, assessing
cognitive functions, behaviour and physiological functions; (b) The Nursing
delirium screening scale consists of 5 item scale that assesses disorientation,
inappropriate behaviour inappropriate communications, hallucinations and
psychometric retardation; each rated between 0-2 and (c) The Delirium
observation screening scale initially consisting of 25 items of yes-no
responses, but later on a 13-item version of the scale was released. Other
scales like Global attentiveness rating, Intensive care delirium screening
checklist, Paediatric anaesthesia emergence delirium scale are also used
for this purpose.

Tools used to diagnose

The Delirium Rating Scale-revised-98 (DRS-R-98) is one of the most
popular tools used in the assessment of delirium, particularly about its
phenomenological aspects. It consists of 16 items which are rated from 0
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(no impairment) to 3 (severe impairment) and assesses symptoms over the
last 24 hours. The Memorial Delirium Assessment Scale is another physician
rated tool containing 10 items which examines the level of arousabilty,
cognitive functioning and psychomotor activity. It usually requires around
10- 15 minutes to complete. The Confusion assessment method consist of
9 items which assesses the various symptoms of delirium, namely- acute
onset, inattention, disorganized thinking, altered level of consciousness,
disorientation, memory impairment, perceptual disturbances, psychomotor
agitation or retardation, and altered sleep-wake cycle. The Confusion
assessment method for ICU assessment tool is similarly a brief tool (<5
mins) used for patients who are unable to participate in verbal communi-
cation.

Tools used to assess severity

The Delirium Rating Scale is used to rate the severity of symptoms of
delirium. It is also a physician administered tool that evaluates symptoms
over the last 24 hours. However, one major criticism of this tool has been
its failure to assess cognitive symptoms. The Delirium Index was adapted
from the Confusion assessment method so that the scale can be administered
by a non-clinician as well. The domains included in this scale include
disorders of attention, thought, consciousness, orientation, memory,
perception, and psychomotor activity.

Tools assessing cognitive symptoms in delirium

The tools mentioned under this heading are arguably the most
commonly used bedside maneuvers in the assessment of delirium. The
summary of these tools is presented in Table 2.

Investigations

The investigations in a patient presenting with impairment of
consciousness is guided by the clinical suspicion. It is to be stressed at this
point that a thorough clinical assessment is of paramount importance and
can be helpful in ordering the correct sequence of investigations. Probably
the most common clinical scenario that is encountered by clinicians amongst
the conditions discussed in this chapter is delirium. We will this take the
example of delirium to portray how to customize our approach based on
clinical suspicion (Table 3).
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Table-2: Tools assessing cognitive symptoms in delirium

Tests Instructions Remarks

1. Mini Mental state  30-point instrument Good
examination ¢ Orientation (10 points) psychometric

2. Hindi mental state e« Registration (3 points), properties & widely
examination « Attention and calculation used
(HMSE) (5 points)

¢ Recall (3 points)
e Language (9 points)

3. Clock drawing test Patient is asked to draw a Good
clock face on a pre-drawn psychometric
circle and set time to 10 past 11 properties

4. Digit Span test Series of random numbers are —

presented at a rate of 1 per
second and patient is asked to
repeat the presented sequence;
with progressive increase in
difficulty
5. Vigilance “A” test 60 letters are read to the —
patient and is asked to indicate
whenever the letter A is said.
If more than 2 errors are
committed, it is considered

abnormal.

Table 3: How to customize investigatory approach based on clinical

suspicion
Causes of delirium Special investigations
Anemia Hemogram
Infections Complete hemogram, Acute phase reactants (Erythrocyte
sedimentation rate, C- reactive proteins), Body Fluid

Cultures

Metabolic disturbances Serum electrolytes, Kidney function tests, Liver functions
tests, Fasting and postprandial blood sugar levels, Arterial
blood gas analysis

Vascular compromise Imaging of the target organ (Computed tomography,
Magnetic Resonance Imaging); Related enzyme markers
(Troponin, Brain Natriuretic Peptide)

Tumors Imaging of the target organ (Computed tomography,
Magnetic Resonance Imaging)

Seizures Imaging of the target organ (Computed tomography,
Magnetic Resonance Imaging)

Drug use Urine toxicological studies
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Treatment

The treatment of the various conditions discussed here involves
management of the underlying pathology. However, certain important
aspects need to be kept in mind while dealing with the abnormalities of
consciousness. A few important guiding principles have been mentioned
in Figure 2.

Patients with abnormal consciousness will not be able to effectively
disclose their distress due to the nature of the symptoms. As a result, it is
very important to keep a tab on the various factors that the patient may
perceive to be distressing. Common factors include loneliness, thirst,
hunger, loss of access to daylight and time, and noise. Mitigating these
factors can be very helpful in the management of the patients. The
management strategy should also focus in trying to prevent known
complications. For example, while choosing pharmacotherapy, it may be
helpful to keep the number of agents to minimum. While choosing the
drugs, agents which may cause urinary retention or constipation may
preferably be avoided as these are common comorbidities in these patients.
Furthermore, close monitoring should be continued to prevent any emerging
complications. These patients should also be provided intensive rehabili-
tative interventions so as to improve the functional outcome. Finally, and
very importantly, we need to appreciate that management attempts are
often complicated owing to a communication gap between the treating
team and the patient’s cargivers. Thus, the care-givers of these patients
should be provided with regular updates.

Alleviate
distress

Close Prevent
Monitoring complications

Disturbances
of
consciousness

Communication . . - . ..
with carers LB Figure 2: Guiding principles of treatment

of disturbances of consciousness.
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Summing up

Consciousness in itself is a term that assumes different significance in
various fields. In medicine it denotes a complex state of awareness of self
and the external environment. However, the ramifications are very different
once it is seen from a philosophical or spiritual outlook. The way conscious-
ness is conceptualized in neurosciences is still evolving and the boundaries
of this construct are still blur. The various clinical entities that present with
disturbance in consciousness also show considerable overlap. A detailed
history and close clinical examination are very important for appropriate
diagnosis of the condition, because that will entail successful management
of these very challenging clinical scenarios.
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Chapter 12
Insight in Psychiatry

Bichitra Nanda Patra, Romil Saini

Learning objectives
After reading the chapter, the student should be able to:

» Understand insight as a theoretical concept and clinical phenom-
enon

» Elicit the phenomenon of insight in clinical setting

» Describe the relevance of insight in context of various psychiatric
disorders

»  Enumerate various structured scales used for objective assessment
of insight

Introduction

Insight in clinical psychiatry refers to the patient’s own understanding
about their feelings, and functioning as well as the possible causes of their
psychiatric presentation. It is considered as an executive function repre-
sented by the capacity of the individual to appraise whether one’s thoughts,
feelings, behaviours, perceptions, and planned actions are appropriate and
realistic. It is also represented by the capacity to reflect on how one’s
presentation may be perceived and interpreted by others. During routine
psychiatric evaluation, it is elicited as patients’ state of mind in terms of
response to their illness. The patient’s insight is usually rated on a continuum
from ‘no insight” to “full insight’ or sometimes referred to have ‘partial
insight’. However, the degree of insight does not usually correlate with
severity of the mental illness. The impairment of insight is considered an
important prognostic factor in psychosis even in other psychiatric disorders,
as it may negatively impact the medication adherence, clinical outcomes
as well as the social and occupational/ academic functioning. Although
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largely studied in context of schizophrenia and other psychotic disorders,
impaired insight is seen in various other psychiatric disorders as well.
Varying levels of understanding about their psychiatric illness is observed
in patients with bipolar disorders, dementia, obsessive-compulsive and
related disorders (OCRDs). Now, an insight specifier has been incorporated
for OCRDs in both ICD-11 and DSM-5. Patients’ insight ranges from good
to absent in various other disorders as well, like depressive disorders, eating
disorders, and even in specific or social phobias.

The concept of insight ranges froma narrow concept like awareness of
a specific problem or deficit as noted in hemiparesis to broader notions as
seen in clinical psychiatry, particularly in patients with psychosis, where it
is conceptualised as general ‘sense of awareness’ about illness reflecting
its broader elaborations such as additional interpretations, attributions, re-
labelling, and self-knowledge.

In this chapter, we shall be discussing about how the concept of insight
has developed over time and its current conceptualisation from pheno-
menological perspective as well as findings from the empirical studies in
various psychiatric disorder. Understanding of the theoretical concept as
well as how to elicit the phenomenon of insight in clinics with help of
clinical examples will also be discussed. The various measures by which
insight can be assessed will be briefly discussed in the end.

Historical Background

While the term ‘insight” has developed into a complex multi-dimen-
sional construct over the years, it is, however, not clear when the concept
of insight was first introduced as a ‘symptom’ into psychiatry. In the early
19™ century, insight in context of psychiatric illness would be understood
as patient ‘having an awareness’ or ‘not having an awareness’ into their
illness which in term would refer to patient’s feelings or judgements. By
mid-19'™ century, concept of insight developed as a structure with
understandings into the independent mental processes. Thus, concept of
insight underwent exploration in relation to various psychiatric disorders,
to the notion of self, and to various mental processes. Towards the end of
19™ century, the concept insight into mental illness seemed to represent a
broader concept which included an awareness of the mental phenomenon
extending to some awareness of the self as well as a judgement made by
the patient about the illness affecting him or her. Thus, a patient could
have different degrees of insight into their illness. However, with this
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broader conceptualisation, various issues began to emerge for example,
difficulties in understanding the nature of constituent components like role
of intelligence, cultural factors, individual’s past experiences as well as
defining the boundaries of such a structural concept in terms of extent of
knowledge and degree of concordance required with the patient in a given
clinical setting.

Theoretical concept of insight

While understanding the meaning of insight, a distinction between the
‘theoretical concept’ of insight and ‘clinical phenomenon’ of insight needs
to be made.

a) Understanding the meaning of insight

Theoretical concept refers to the insight as a whole i.e., a construct
whose structure and component can be theoretically defined. The
current understanding of the concept of insight into a multidimensional
construct broadens its meaning to the patient’s knowledge in terms of
not only the awareness about some change but also some judgement
on their part about the nature and subsequent consequences of these
experienced mental changes. Subsequently, a distinction between level
of understanding of this knowledge is made at an intellectual, cognitive,
emotional, or dynamic level. For example, denial of psychiatric illness
is understood as a psychological defence mechanism for protecting an
individual from the consequences of having knowledge about one’s
illness and subsequent dysfunctions. Thus, here concept of insight
represents a broader psychological framework which includes
knowledge not just about a particular experience but also, of the way
how an individual relates with it, acts upon it by understanding the
underlying rationale and purposes.

Thus, besides an awareness about some mental changes, the concept
of insight extends further and includes individual’s understanding or
judgement about the various aspects as shown in Figure 1 below.

All these judgements represent aspects of knowledge about what might
be happening to the individual in context of an experienced change. Thus,
the concept of insight varies from narrow understanding of awareness that
some change to a much broader ones like what might be the change, what
this change means to the individual and how this could affect an individual
based on the knowledge by applying above mentioned judgments.

Based on the understanding of structure of insight as a multidimensional
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Figure 9: Concept of Insight
construct, various definitions of insight have been proposed by different
author(s).

Greenfield and colleagues, (1989) described following five factors to
define:

1. Patient’s view about the symptoms

Views about the existence of an illness

Speculation about etiology

Views about vulnerability

Opinion about the value of treatment

DaV|d (1990) included following dimensions to structure of insight:

1. Recognition by the individual that he or she is suffering from a
psychiatric illness (i.e., Awareness)

2. An ability to re-label unusual mental phenomenon like delusions
and hallucinations as pathological (i.e., Attribution)

3. The recognizing of the need for treatment (i.e., action)

Amador and David (2004) further expanded this concept of insight in
schizophrenia with following five different dimensions:

1. Awareness of having a mental illness
2. Awareness of the consequences of mental illness
3. Awareness of symptoms of mental disorder

SRS
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4. Attribution of symptoms to a mental disorder
5. Awareness of the effects of medication
b) Understanding the nature of insight as a mental state

Considering the range of above dimensions as well as different forms
of judgements which constitute insight, the nature of insight should be
understood as a ‘mental state’ rather than just a ‘symptom’ of an un-
derlying mental illness. However, the structure of insight may be more
directly linked to the disease process in certain specific aspects, for
example in schizophrenia, unawareness of symptoms more likely re-
flects the underlying illness as compared to other aspects of insight
like judgements about the attribution of experienced symptoms or readi-
ness to accept treatment. Individual’s belief about mental illness could
also be influenced by social and cultural factors, thus representing
another aspect of insight which is more suggestive of insight as a ‘men-
tal state’ rather than a component of disease process. Thus, a wider
conceptualisation of insight as a knowledge and related judgements
about its attribution cannot easily fit into a nature of insight as a symp-
tom. Also, insight as a “mental state’ being a dynamic process tend to
fluctuate according to various internal and external factors. This im-
plies that as a mental state some aspects of insight tend to be more
stable while other aspects may change more readily. Consequently,
the concept of insight conforms to the nature of insight more as a
mental state which allows property of dynamicity to be applied to the
construct of insight.

Clinical Phenomenon of Insight

A) Clinical dimensions of phenomenon of insight

Clinically, insight can be understood as having three main dimensions,
i.e., psychical, somaesthetic, and emotional as follows:

Psychical Somaesthetic Emotional
Insight Insight Insight
Clinical Cognltlve Metacognitive
Insight Insight Insight
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1. Psychical Insight : The psychical insight represents one’s ability to
recognize the mental illness. It can be considered to have three sub-
dimensions, i.e., Clinical, Cognitive, and Metacognitive.

a) Clinical insight which represents an awareness of symptoms and
their consequences, the ability to re-label mental experiences as
pathological, to attribute possible cause to the symptoms, and to
agree with others about validity of the disease.

b) Cognitive insightis the patient’s ability to recognize that his/ her
experienced cognitive deficits are part of underlying mental ill-
ness for example, diminished attention-concentration seen in de-
pression.

c) Metacognitive insightis the spontaneous recognition of oneself as
a “diseased individual”. 1t depends upon the ability to make “the
self as a diseased subject” a consistent object of thought.

2. Somaesthetic Insight : Another main dimension of insight. It is based
on the understanding and representation of the bodily state and repre-
sents one’s ability to understand that the physical deficits like motor,
sensory, somatosensory, etc. are due to underlying psychiatric illness
for example, psychomotor slowing seen in depression.

3. Emotional Insight : Third dimension of insight which represents the
patient’s ability of being convinced that he or she is having a psychiat-
ric illness. The emotional insight is necessary for the acceptance of
a psychiatric illness.

B) Eliciting the phenomenon of insight in clinic

The clinical phenomenon of insight also represents the elicitation of
an aspect of much wider concept of insight in a clinical setting, thus,
somewhat providing a framework around which specific phenomenon
of insight can be delineated and understood. While in clinics, the phe-
nomenon of insight can be elicited by asking the questions begin as:

“Do you think you have a problem?”
“Do you need treatment?”
“What are your plans for the future?”

Grading the insight : Subsequently, the grading of insight can be
done based on degree of patient’s awareness of symptoms, understanding
of those symptoms being morbid and associated dysfunction and likely
attribution of these to an underlying mental illness and acknowledging the
need for treatment.
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* Grade 1: Complete denial of illness

» Grade 2: Slight awareness of being sick and needing help but de-
nying it at the same time

» Grade 3: Awareness of being sick but blaming it on others, exter-
nal factors, or medical or unknown organic factors

* Grade 4: Intellectual insight: Admission of illness and recogni-
tion that symptoms or failures in social adjustments are due to
irrational feelings or disturbances, without applying that knowl-
edge to future experiences

» Grade 5: True emotional insight: Emotional awareness of the mo-
tives and feelings within and of the underlying meaning of symp-
toms, whether the awareness leads to changes in personality and
future behaviour, openness to new ideas and concepts about self
and the important people in the patient’s life.

Role of clinician’s judgement in interpretation of phenomenon of
insight

Interpretation plays an important role in direct elicitation of patient’s
insight. In a clinical situation, patient’s construct of insight is inter-
preted by the clinicians from the patient’s utterances and behaviour
which then becomes the clinician’s concept of the phenomenon of in-
sight. This also involves a dynamic component of clinician-patient
interaction. Thus, various factors like the extent of clinician’s experi-
ence, level of knowledge, own conceptualisation of insight, personal
biases, degree of rapport with patient, constitute the final phenom-
enon of insight that is elicited in clinic. For example, an acknowledge-
ment by a particular patient that he is having a psychiatric illness and
willing to take treatment may be interpreted as “patient having in-
sight” by one clinician but for another clinician this could be inter-
preted as patient having poor insight as patient may simply be repeat-
ing over heard statements from other clinician or have certain motiva-
tional reasons with an understanding that this may help him/ her to get
out of hospital care.

Another aspect to consider is phenomenon of “pseudo insight™ where

in patients may acknowledge “morbid change” merely repeat some over-
heard diagnosis and descriptions of their symptoms, rather than having
actual awareness of their illness and attributing the unusual experiences to
mental illness. This is commonly seen in the inpatient settings or in patients
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with chronic illness, where patient would just utter the diagnosis either
overheard or written in medical records.

Case Scenario

A 22-year-old female with history of schizophrenia for last 6 years
showing clozapine resistance on outpatient treatment now admitted for
various clozapine augmentation strategies. During mental status
examination, when asked about her understanding of illness, patient states:

“Doctor mujhe schizophrenia hai.”

When asked if she could elaborate about her understanding of illness
or symptoms experienced in ““Schizophrenia”, then she said

“Waise mujhe koi dikkat nahi hoti.. bas kabhi kabhi mummy-papa se
jhagda ho jaata hai.. kyun ki wo mere baare me kuch-kuch baat karte
hain aapas me.... kabhi-kabhi aisa bhi lagta hai ki wo mere asli mummy-
papa nai hai balki unke jaise dikhne wale koi aur log hain....”

When asked if this could be a part of her mental illness named
*““Schizophrenia” she replied

“Wo mujhe nahi pata... par wo jaan boojh kar mujhe preshaan karte
hain.. isliye mai unn par gussa kar deti hun aur kbhi maar bhi deti
hun...”

So, as in the above case scenario, though the patient knows the name
of her diagnosis which is likely due to her repeated visits to various mental
health professionals and patient might have overheard the diagnosis but
patient neither recognises the symptomatology of ““schizophrenia” nor have
an understanding of its nature of being a mental illness. This highlights the
role of clinician’s judgement while eliciting the phenomenon of insight in
clinic and a thorough exploration into patient’s understanding of nature of
illness rather than labelling insight on basis of utterance of clinical diagnosis.

Thus, the translation of theoretical concept of insight into a clinical
phenomenon depends much on the interpretations of the patient’s construct
of insight and also, on the degree of rapport with the patient, dynamic
clinician-patient interaction, besides other additional external factors, which
ultimately determines the final phenomenon of insight elicited in a clinical
setting.

Insight in Context of Various Psychiatric Disorders
It has been seen that lower degree of insight into various psychiatric
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disorders has been associated with poor treatment adherence, involuntary
hospitalization, overall poor clinical outcomes, and significant socio-
occupational dysfunction. Also, the relationship between the degree of
insight and the severity of psychopathology has been consistently found to
be independent of each other, for example, a patient with dementia may be
aware of his or her cognitive decline or a person with psychosis may be
aware that the voices he’s hearing are not real while a person with a mild
anxiety disorder may have little or no insight into their over reactions to a
fear stimulus. Most of the recent studies have shown that not only the
degree of insight and severity of psychopathology across various psychiatric
disorders are independent of each other but also found that insight during
inpatient treatment do not vary consistently with changes in acute psycho-
pathology. These findings from empirical studies contradicts the traditional
understanding of the inverse relationship between the severity of psychiatric
illness and degree of insight (i.e., psychotic disorders invariably show poorer
insight compared to ‘neurotic’ disorders).

Over the years, various empirical studies have explored the insight
predominantly in context of psychotic disorders compared to other
psychiatric disorders. This might be due to the traditional understanding
of loss of insight being intrinsic to definition of psychosis while for disorders
under neurotic spectrum like depression, anxiety and stress-related
disorders, dissociative disorders, insight would be assumed to be present.
However, these traditional viewpoints had been challenged in systemic
empirical studies and these changes have been adapted in classificatory
systems.

For example, specifiers ‘with good or fair insight’, ‘with poor insight’,
‘with absent insight/ delusional beliefs” and *with fair to good insight’,
‘with poor to absent insight” have now been given for obsessive-compulsive
disorder (OCD), body dysmorphic disorder (BDD), hoarding disorder in
DSM-5 and ICD-11 respectively. These insight specifiers for‘neurotic-
spectrum’ disorders have been found to predict clinical outcome and
response to various treatment modalities. For example, poorer insight in
OCD have been found to be associated with poorer response to behavioural
therapy. It was also seen that even with similar severity of illness, BDD
patients tend to have poorer insight than patients with OCD. An assessment
of insight into beliefs by Eisen and colleagues in 2004 among patients
with OCD and BDD using Brown Assessment of Beliefs Scale (BABS)
showed that it may be due to the beliefs around others perception of patient’s



200 Clinical Methods in Psychiatry

views as well as more delusional ideation as held by the patients with
BDD which contribute to their poorer insight.

Impaired insight is one of the common reasons that many people with
depression or anxiety disorders do not seek appropriate treatment. Similarly,
most people with substance use disorders and personality disorders fail to
recognize and address their problems despite devastating consequences
like interpersonal conflicts, occupational or social dysfunctions.

In general, patients with depression are seen to have better insight
than patients with schizophrenia or other psychotic disorders. An association
between degree of insight and severity of depression can be seen at baseline
but not during follow-up periods at 6, 12 or 18 weeks. Also, the patients
with schizophrenia or other psychotic disorders having good insight tend
to experience more depressive symptoms, ideas of hopelessness which may
lead to more attempts at self-harm than those patients with poor insight.
Longitudinal studies, however, show that this risk of suicide attempts
reduces with changes in degree of insight associated with treatment over
two years. Fewer studies even showed that such an association between
insight and depression among schizophrenia patients was found only at
baseline measurements and not during the follow-up at one year.

Patients having acute manic episode tend to show poor insight but an
improvement in insight is observed as their manic symptoms resolve.
Further exploration into insight among patients with bipolar disorder has
shown:

i) Better insight among those with bipolar type-I compared to bipo-
lar type-II

ii) Better insight during depression had shown better insight than
during mania.

Patients having depression with psychotic symptoms show lesser
insight than those without psychotic symptoms. However, similar associa-
tion of insight with psychotic symptoms could not be found among patients
having a manic episode. Similarly, mood-congruent, or mood-incongruent
psychotic symptoms have not shown any correlation to the phenomenon
of insight. Furthermore, patients having mixed episodes were found to have
greater insight than those experiencing manic episodes.

Studies have shown that patients with anorexia nervosa have a relatively
consistent level of insight during acute illness and follow-up period. Higher
levels of insights have often been found to be correlated with greater severity
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of illness. It is possible that severe illness variables like high degree of
emaciation, longer hospital stay may result in promoting the patient’s
understanding about illness and thus, a higher level of insight.

Descriptive clinical examples
Case Scenario 1

A 66-year-old female with history of diabetes mellitus (Type 2),
hypertension, bilateral knee osteoarthritis presented with 8-9
months history of Moderate Depressive Episode without somatic
symptoms shows an insight of 4/5

“Ji sir dikkat hai, mann achha nahi hai, shareer me bhi baichaini
hai... na theek se neend aati hain na hi kisi bhi kaam me mann
lagta hai. pehle mai aisi bilkul nahi thi.. bohot hi hansmukh na-
ture tha mera pehle.. sab kaam khud se karti thi.. lekin ab jaise koi
kaam nahi ho paata... ye koi mind ki problem hi hai.. par mujhe to
koi stress bhi nahi hai kissi bhi cheez ka.. phir mujhe aisi dikkat
kyu hui hogi... mujhe nahi pata kya isi ko depression kehte hain..?
par mai theek hona chaahti hun.. aap aisi dawaai dijiye ki main
pehle ki tarah ho jaun... ab jo dawai kha rahi hun usse kuch bhi
aaram nahi horaha....”

Case Scenario 2

A 59-year-old male with history of Recurrent Depressive Disor-
der presented with current moderate depressive episode without
somatic symptoms shows an insight of grade 4/5

“Doctor sahib ye problem mujhe kaafi samay se hai, mann me
udaasi aa jana aur fir kuch bhi aachha nahi lagta, ye ek maansik
dikkat hai jo ki dawai lene se theek hojaati hai, pehlebhi dawai se
hi mujhe aaram aaya hai aur ab bhi umeed hai ki dawai se theek
ho jayega”

Case Scenario 3

A 42-years-old male with no medical co-morbidity presented with
a history of adjustment disorder following acute stressors at work-
place. Following sample also represents an insight of grade 4/5

“Mai khush nahi rehta aaj kal, kuch acchha nahi legta, bas rona
aur gussa aata rehta hai apni condition dekhkar.. mere saath ye
sab kya ho gya hai, apni life se khush nahi hun.... ye promotion na
hone ki wajah se hua hai ya ghar ki problems ki wajah se mujhe



202

Clinical Methods in Psychiatry

nahi pata.. lekin ye sab pareshaani mujhe ho rahi hai... Iss sab ki
wajah se sharaab peena badh gaya hai aur mann me marne ke
khayal bhi aa jaate hain kabhi kabhi.. mujhe nahi pata ye koi mind
ki problem hai ya nahi... aur keh nahi sakta ki ye sab dawai se
theek karna chaahta hun.. par mai apni iss pareshaani ko door
karna chaahta hun doctor saab... isiliye psychiatric help ke liye
aaya hun..”

Case Scenario 4

A 45-year-old male with history of hypertension presented with
history of Severe depressive episode with psychotic symptoms
(delusion of guilt; delusion of poverty) understands changes in
mood and socio-occupational dysfunction but attributes them to
external factors, thus can be labelled as having insight grade 3/5

“Main abhi beemar hun... koi kaam karne layak nahi bacha hun..
mera kuchh karne ka mann nahi karta.. abhi office bhi nahi jaa
raha hun isliye... I know ki ye kyu ho raha hai mere saath... ye
sab meri galti ki wajah se hua hai.... Jo bhi main abhi face kar
raha hun, sab meri galti ki wajah se.. Maine office me bahut
financial mismanagement kiya hai, bahut gadbad hogayi meri
laparwaahi ki wajah se.. jo kuch kamaya tha sab chala gaya... ab
kuch nahi ho sakta.. job bhi nahi rahegi.. ek ghar hai wo bhi bank
le le gaye meri galti ka nateeja hai jo mai aaj face kar raha hun..
shayad yehi meri saza hai.. bas ek baat ka dukh hai.. ki meri galti
ki saza mere wife aur bachho ko bhi mil rahi hai... shayad mere
marr jaane se hi mere paap ka praayaschit ho sake..”

Case Scenario 5

Following insight samples of two young male adults with history
of Schizophrenia shows complete denial into illness — grade 1/5

“Mere saath experiment ho rahe hai aur mere mind ko satellite se
control kiya jaa raha hai... Meri sochke saath ek technology ke
jariye chedchaad ki jaa rahi hai... Yeh koi bimaari kaise ho sakti
hai...? Balki sach mehi mere saath aisa ho raha hai... Dawaiiyan
isme kucch nahi kar sakti... mera theek hona to scientists ki ichha
par depend karta hai.. agar wo apni radiation bhejna band
kardenge meri body aur mind ek dum theek ho jayega...”

“Mujhe yeh sab jo ho rha hai...yeh vibrations jo mere shareer me
chal rahi hain, yeh sab mere pitaaji ne dala hai mere andar, yeh
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unki beemari thi par unhone maulvi ke sath mil kar mere andar
daal di.. Mai mentally bilkul fit hun... par mujhe shaareerik taur
par pareshaan kiya jaa raha hai.. Aur mai yakeen se keh sakta hun
ki ye kisne karwaya hai...”

Case Scenario 6

A 36-year-old pregnant female (in 2" trimester) found wandering
on streets in a shabby state and brought by local police to the hos-
pital emergency. On examination, patient was found to be mal-
nourished, showing hallucinatory behavior, fearful having perse-
cutory delusions, impaired judgement. A working diagnosis of
unspecified non-organic psychosis was made. Patient denied hav-
ing any illness and insisted on getting discharged-insight grade 1/
5

“Mujhe koi bimari hi nahi hai.., main bilkul thik hun... ap mujhe
bas yaha se jane do, wo bohot khatarnaak log hai... jinhone mujhe
yahan bharti karaya hai.. Police bhi unke saath mili hui hai.. sab
unke liye kaam karte hain.. Doctor yahan to unke saath nahi mile
hue hain...?? ... Abhi mujhe yahan jabardasti rakha hua hai....
please mera jaana bohot jaruri hai yahan se.. mere bete ki jaan
khatre me hai... usko dhoondo.... Mai bilkul thik hu...”

Case Scenario 7

A 48-year-old male with history of Bipolar Affective Disorder
for last 26 yrs. presented with current episode mania with psy-
chotic symptoms shows an insight of grade 1/5

“Doctor saab mujhe koi pareshaani nahi hai mai ek dum theek
hun.... saari dikkat meri wife ki hai...Maine bas do-chaar baar
daaru pe liye.... ye mujhe yaha zabardasti le ke aa gyi.... taaki
mujhe pagal saabit karwa ke meri property ki akele hagdaar ban
sake aur use poora hadap sake...”

Case Scenario 8

A 22-year-old male presented with acute onset history of first epi-
sode mania with psychotic symptoms shows complete denial of
the illness and behavioral changes- insight grade 1/5

“Sir mujhe koi dikat nahi hai... mujhe to abhi tak yeh samjh me
nahi aaya... jab mujhe koi dikatt nahi to ye gharwale mujhe
doctoron ke paas kyu leke jaa rahe baar-baar, kabhi yahan kabhi
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kahin.... Ye kehte ki ji nasha karta hai... nasha karta hai... Kya
nasha kar liya maine.... Haan beedi veedi pee leta tha kabhi
kabhaar ya doston ke saath gaanje ke kash maar liye maine... aur
main nasha karne lag gaya inki najar me.... Sir mujhe koi dikkat
nahi hai... inki planning hai ye saari...mai yaha ek minute bhi
nahi rukna chahta.. main abhi ghar jaana chahta hun bas..”

Case Scenario 9

A 57-year-old old male having history of Bipolar Affective Dis-
order for last 38 years currently in remission shows complete
awareness into illness and recognizes need to continue medica-
tions to prevent recurrences - insight grade 4/5

“Doctor mujhe bipolar bimari hai kaafi saal se.. ye ek mansik
bimari hai, jisme mujhe baar baar teji aa jati he, sabko pareshan
kar deta hun. sonaa kam ho jata hai.... Jarurat se jyada khush
rehne lagta hu, aggressive ho jaata hun... Fir kabhi kabhi iske
ulte udaasi ke dikkat ho jaati hai.. jisme kisi se baat karne ka mann
nahi karta.. confidence ek dum low ho jaata hai... Pehle mai dawai
me gap kar deta tha.. jis karaan problem wapas se hojaati thi..
Abhi to lithium leta hun kaafi saal se to theek rehta hun... Abhi
pichle kuch saal se medicine nahi choda... to isliye sahi chal raha
hai..”

Case Scenario 10

A 36-year-old female having a history of OCD for last 15 years
shows an insight grade 4/5.

“Sir mujhe dikkat ye hai ki haath-paaon gande lagne wale vichhar
baar-baar mann me aate hain.. mujhe pata hota hai ki ye bekaarke
vichaar hain.. phir bhi main inhe control nahi kar paati aur baar
baar dhona padta hai.. nahi to baichini hone lagti hai.. mujhe
lagta hai ye koi maansik problem hi to hai vichaaron waali... jo
mai control nahi kar paati hun... Dawai se kuch kam to ho jaate
hain vichaar.. par poori tarah nahi... dawai lete rehna padega...
kyun ki agar band kar dete hain to dikkat aur bad jaati hai...”

Case Scenario 11

A 19-year-old male presented with 7 years history of OCD (com-
pulsive cleaning and hand washing, repeated checking, ritualistic
behavior, avoidance behavior, proxy compulsion, behavioral dis-
organization, referential and persecutory ideations) with marked
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socio-academic dysfunction partially recognizes his symptoms and
does not acknowledge the need for any treatment can be labelled
as having insight grade 2/5

“Mere ghar wale mujhe yahan zabardasti le kar aye hai, mujhe
koi khaas dikkat nahi hai... Haan meri thodi behaviour problem
hai jaise baar baar haath dhone ki, thoda cheezon ko baar-baar
karne ki... wo mai isliye karta hun ki kahin infection wagera naa
ho jaaye... Ye koi problem nahi lagti mujhe... Aur agar ye problem
hai bhi to wo mein khud se theek kar sakta hun... Uskeliye mujhe
koi psyhciatry ilaaz ki zarurat bilkul nahi hai...”.

Case Scenario 12

* A 28-year-old female with history of Bulimia Nervosa and obe-
sity acknowledged symptoms experienced as well as associated
distress with these symptoms but attributes them to some external
factors, so grade of insight can be labelled as 3/5

“Mera weight control me nahi reh pata... aur mai sochti rehti hun
ki kaise apna weight kam karun... Sochti hun kam khaaun par uss
time control nahi rehta... jab bhi khana khaati hun... control nahi
reh pata khaane ke samay par-... jitna sochti hun use jyada hi ho
jata hai aur uske baad bhi khaane ka mann kar jaata hai.. Aur fir
baad me jab guilty lagta hai to khud se vomit karne ki koshish
karti hun taaki usse mera weight naa bade... Mai bhi baaki logon
ki tarah padhna likhna chahti hun.. aur har samay patle hone ka
khayal aata hai.. udaasi jo hoti hai jab log chidaate hai weight ki
wajeh se... isme koi mind ka to kuch nahi lagta mujhe...dawaiya
counselling kuch kaam karegi mujhe pata nahi... par mujhe lagta
hai saari problem mere jyada wajan ke kaaran hai.. wo agar control
mein aa gya to saari problem theek ho jayegi...”

MEASURE TO ASSESS INSIGHT
Various structured scales to measure insight are available and have
been validated among clinical samples across psychiatric disorders:
The Insight and Treatment Attitude Questionnaire (ITAQ)
Schedule for assessment of insight (SAI)
Scale to assess Unawareness of Mental Disorder (SUMD)
The Beck Cognitive Insight Scale (BCIS)
Brown Assessment of Beliefs Scale (BABS)
Birchwood Insight Scale (BIS)

o~ wnE



206 Clinical Methods in Psychiatry

Scale Domains

The Insight and Treatment 1. Recognition of mental illness
Attitude Questionnaire (ITAQ) 2. Need for hospitalization
3. Need to take medications
Schedule for Assessment of 1. Awareness and re-labelling of symptoms
Insight (SAI) 2. Awareness of illness
3. Treatment compliance
Scale to Assess Unawareness 1. Insight into mental disorder
of Mental Disorder (SUMD) 2. Insight into need for treatment
3. Insight into social consequences
4. Insight into presence of symptoms
5. Insight into attribution of symptoms
The Beck Cognitive Insight 1. Self-reflectiveness (expression of introspection
Scale (BCIS) and willingness to acknowledge fallibility)
2. Self-certainty (certainty about beliefs or
judgments)

. Conviction

. Perception of others’ views of beliefs
. Explanation of differing views

. Fixity of ideas

. Attempt to disprove ideas

Insight

. Awareness of illness

. Awareness of need for treatment

. Re-labelling of symptoms

Brown Assessment of
Beliefs Scale (BABS)

Birchwood Insight Scale (BIS)
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Summing up

To summarise, insight is a complex multi-dimensional construct, which
has developed over the years from a narrow concept of having or not having
an awareness of illness to much broader conceptualisation which encom-
passes patient’s judgment on the nature and consequences of the experienced
changes in addition to awareness about experienced mental changes.
Theoretically, nature of insight should be understood as a ‘mental state’
rather than just a “‘symptom’ of underlying psychiatric illness and thus, as
a dynamic process tends to fluctuate according to internal and external
factors. While the structure of insight has been described as having three
basic dimensions: awareness of psychiatric illness, attributing unusual
mental events to psychiatric illness and subsequent need for action. These
various dimensions can be graded as 1 to 5 according to the degree of
awareness, attribution, and acknowledgment of need for treatment in a
clinical setting. Here, clinicians’ judgement plays a crucial role during
translation of the theoretical concept of insight into a clinical phenomenon
as much depends on their interpretations of the patient’s construct of insight,
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degree of rapport, and the dynamic clinician-patient interaction. The clinical
phenomenon which is elicited in a clinical setting represents a delineated
form of a much wider theoretical concept of insight. However, the degree
of insight has been found to be independent of the severity of psycho-
pathology but in terms of clinical implications, the degree of insight is
likely to influence both adherence to treatment and long-term clinical
outcomes. Lack of insight significantly correlates with poor recovery as
well as worse clinical outcome in terms of socio-occupational functioning.
The traditional viewpoints about the lack of insight being intrinsically
related to psychotic disorders while insight assumed to be present in neurotic
spectrum like depression, anxiety and stress-related disorders have now
been challenged in various systemic empirical studies and these changes
have been reflected in classificatory systems (ICD-11 or DSM-5) as well.
Further, various structured and validated scales are available for assessing
this broader concept of insight and can be used for both research and clinical
purposes.
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Chapter 13
Assessment of Uncooperative Patient

Bichitra Nanda Patra, Preethy Kathiresan

Learning objectives
After reading the chapter, the student should be able to:

» Describe the assessment of a patient in stupor/ with psychomotor
retardation

» Describe the communication skills needed to deal with agitated
patients

» Describe the assessment of patients who are uncooperative due to
other reasons

Introduction

Uncooperativeness of a patient during a clinical interview could be
either because of an inability to co-operate or an unwillingness to co-operate.
The inability to co-operate could be because of cognitive impairment,
substance intoxication, delirium, acute mental health problems like
catatonia, etc. The unwillingness to co-operate could be because of
miscommunication between the treating physician and the patient, past
bad experiences with other doctors, malingering, etc. It is the role of a
psychiatrist to learn to assess and manage such conditions for the benefit
of the patients. In some situations, like catatonia, it can be life-saving,
while in some other situations, like in the case of agitation due to delirium
or mania, it can help in preventing harm to the patient as well as others
nearby. This chapter will first provide an overview of assessment in case
of uncooperative patient, then go on to discuss about assessment of
uncooperativeness due to psychomotor retardation, uncooperativeness due
to agitation and uncooperativeness due to other conditions.
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Assessment of uncooperative patient — An overview

Psychiatric assessment, per se, and assessment of uncooperative
patients, specifically, is a continuous process and not a one-time assessment.
The assessment in the initial stages is to make a differential diagnosis and
make a management plan. Once the management starts, assessment
continues with assessment of response to treatment and any side effects of
the treatment. As the patient’s symptoms improve, and as more rapport
with the patient is achieved, further information is obtained which further
helps in modifying or confirming the diagnosis and making further
management plan. Assessment consists of History, Physical examination
and Mental status examination, followed by relevant investigations, if
needed.

History should be obtained from multiple sources — the patient, the
patient’s care-givers, medical records, as well as other relevant persons as
the case may be. For example, in medico-legal cases, if the patient had
been brought by the police or if the patient was found on streets and brought
by non-governmental organization personnel, though entire history about
the patient may not be available, history about the situation in which they
found the patient and the recent behavior of the patient after they found
him, would be useful to make a differential diagnosis.

Physical examination plays a very significant role in differentiating
medical causes of the symptoms from psychiatric causes. While in the
case of patients who are in stupor or have psychomotor retardation, physical
examination may be relatively easier, it may not be so, in case of agitated
patients. In such cases, management of the patient, such that no harm occurs
both to the patient and others near in the patient, goes hand in hand along
with the assessment as can be seen in the section of assessment in case of
agitated patients.

Mental Status examination is another very vital part of the assessment
in case of uncooperative patients which helps further in narrowing down
the diagnosis and making the management plan. It can help in identifying
the reason for uncooperativeness. For example, a person with psychosis
may have hallucinatory behavior, a person in delirium will be disoriented
to time, place and person.

In case of patients who are uncooperative due to misunderstanding
between the physician and the patient, the initial step of assessment will be
due to find the reason for the misunderstanding and taking appropriate
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steps to improve the communication. For example, when there has been a
miscommunication between an endocrinologist and a diabetic patient, and
the patient refuses to comply with the medications or dietary instructions,
psychiatrist may be called for a consultation to help in such situation. In
such situations, finding the reason for non-compliance and improving the
communication between the physician and patient may help in making the
patient more cooperative for further assessment and management.

Assessment in case of stupor / psychomotor retardation
History

If the patient is unresponsive or has decreased responsiveness, an
attempt should be made to obtain history from the patient’s family member
or care giver and the medical records, where feasible. The various reasons
for decreased responsiveness in an individual can be (1) Retarded type of
Catatonia (2) Dissociative stupor, (3) Dementia, (4) Hypoactive delirium,
(5) Substance intoxication (Benzodiazepine overdose, Opioid intoxication),
(6) Negative symptoms of Psychosis, (7) Obsessive slowness in case of
Obsessive Compulsive disorder, (8) Medical disorders (Ex: Sepsis,
Metabolic disturbances, Neurological conditions like locked-in syndrome,
Neuroleptic malignant syndrome, etc). Catatonia, in turn can be due to
Severe Depression, Severe Mania or can be subtype of Schizophrenia. The
history should aim to understand the patient’s symptomatology — its onset
and course, precipitating factor, if any, and the dysfunctions that have
occurred in patient’s life and other important details, so that a differential
diagnosis can be made. An overview of the details that need to be obtained
during history in case of stupor / retarded catatonia has been summarized
in Box 1.

Socio-demographics:

Socio-demographics can provide a clue for the differential diagnosis.
For example, dementia is more common among elderly people. Depression
is more common among females.

Presenting symptoms:

The presenting symptoms of the patient will help us in understanding
the immediate problem which needs attention and the symptom concerning
the patient person or his caregiver.

Total duration of illness:
Total duration of illness also gives us information that can help in
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making differential diagnoses. For example, in case of dementia or schizo-
phrenia, the symptoms are usually of longer duration, while, in case of
medical conditions like sepsis, neuroleptic malignant syndrome, the
symptoms are usually of shorter duration.

Course of the illness

Course of the illness can also guide in making differential diagnosis.
For example, in case of Dementia, the symptoms can be chronic, while in
the case of catatonic symptoms secondary to Recurrent depressive disorder
or Bipolar affective disorder, symptoms are usually episodic.

Onset of the current episode / exacerbation

The onset of the symptoms is often acute in case of medical disorders
like sepsis or Neuroleptic Malignant Syndrome, while in the case of
psychiatric illness, the onset is variable.

History of the presenting illness

The different symptoms that manifested in the individual along with
its course during the current episode/ exacerbation, its aggravating and
relieving factors and other associated symptoms can help in understanding
the symptomatology and arriving at a differential diagnosis. For example,
presence of depressive symptoms before the onset of catatonic symptoms
favors differential diagnosis of severe depression with psychotic features,
while presence of delusions, hallucinations or negative symptoms of
psychosis without mood symptoms before the onset of catatonic symptoms
can favor differential diagnosis of catatonic schizophrenia. See Case vignette
1 and 2 for examples.

Case vignette 1: A 32-year-old female was brought by his husband
with history of complete mutism and refusal to eat food for past 1 week.
She had appeared sad and had frequent crying spells for past 3 months and
had gradually reduced her interaction with family members. She had
decreased sleep and decreased appetite for past 1 month and for the past 1
week had completely stopped taking food. Even when family tries to give
food, she keeps her mouth tightly shut and does not open it. Her family
denies any preceding stressors.

Differential Diagnosis for Case Vignette 1:
1. Severe Depressive episode with Psychotic features (Catatonic
symptoms)
2. Severe Depressive episode + Medical complications due to reduced
food intake
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Case vignette 2: A 25-year-old male was brought by his father with
history of patient standing in the terrace with his right leg up in the air for
nearly half-an-hour 2 days back. Patient had been staying in similar
abnormal postures for half an hour to one hour daily for past 2 weeks.
When family tried to move the patient, he would change the position to the
position to which his family had moved him, but would again remain in
that position for long time. Patient would not give any reason for his actions
and will be completely mute. Father reported that before the onset of these
symptoms, for the past 2 months, he had been complaining of hearing
voices even when no one is around him and of some people following him
on the road. Even when the family members denied, he would not agree. In
the last one month, he also started accusing the family of trying to poison
him and started cooking food on his own. Family had also noticed patient
taking Ganja on few occasions, but they are not sure about the pattern or
dose.

Differential Diagnosis for Case Vignette 2:

Cannabis induced Psychosis

Catatonic Schizophrenia with Cannabis harmful use
Catatonic Schizophrenia with Cannabis dependence
Catatonic Schizophrenia + Cannabis hazardous use
Catatonic Schizophrenia (No diagnosis for Cannabis use)

It is also necessary to ask for any precipitating factor before the start
of the current episode, which can guide in making a differential diagnosis.
For example, an acute stressor just before the onset of symptoms favors a
differential diagnosis of dissociative episode, while a history of head trauma
or high-grade fever can suggest medical causes for the symptoms.
Occurrence of unresponsive episode following recent use of antipsychotics
can indicate a differential diagnosis of neuroleptic malignant syndrome.
See Case 3 and Case 4 for examples.

Case vignette 3: A 23-year-old female with history of auditory
hallucinations, irrelevant speech, delusion of persecution and decreased
self-care for past one year was diagnosed to have Schizophrenia and started
on T. Haloperidol 5 mg increased to 15 mg over a period of two weeks.
After two weeks of initiation of medication, she developed high grade
fever, confusion and marked rigidity and was brought to the emergency
department by the family members.

o~ w e
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Differential Diagnosis for Case Vignette 3:
1. Neuroleptic Malignant Syndrome + Schizophrenia
2. Meningitis + Schizophrenia
3. Sepsis + Schizophrenia

Case vignette 4: A 18-year-old female with history of seizure disorder
was brought to the emergency with history of sudden fall to the ground
and remaining unresponsive for past two hours. He did not have any tonic-
clonic movements, or urinary or fecal incontinence during the current
episode, which used to be present in past seizure episodes. Patient had
been compliant to her antiseizure medications. There was history of conflict
with her boyfriend immediately before the current episode. Mother reported
similar episodes on 2 to 3 occasions in the past after some conflicts in the
family over the past 3 months. Immediately following these past episodes,
the family members took the patient to hospital. Patient improved over a
period of two hours in all these occasions with intravenous fluids and some
medications (Records not available currently). Patient was not be able to
recollect the episodes when she woke up. However, family avoided any
further conflicts in front of the patient for few days following these episodes.
They would also not give her any work and agree to most of her demands
to make her happy No H/O any persistent change in mood or any psychotic
symptoms.

Differential Diagnosis for Case Vignette 4:
1. Non convulsive status epilepticus + Seizure disorder
2. Dissociative stupor + Seizure disorder

3. Electrolyte complications (Secondary to anticonvulsants) + Sei-
zure disorder

It is also important to also ask relevant negative history, based on the
differential diagnoses in the case, which helps again in narrowing down on
the diagnosis.

When history is obtained from the family or care giver or from medical
records, a differential diagnosis is made at this stage, before proceeding to
examination and investigations. However, in situations, where history is
not available due to various reasons, proceed directly to examination, which
plays a very vital role in assessment followed by relevant investigations.
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Family’ response to the patient’s symptoms and patient’s reaction to the
same:

History of family’s response to the symptoms is helpful in under-
standing the family’s attitude towards illness and guides the psycho-
education part of the management. The information can also be used in
family therapy, if required for that particular case. For example, some family
members may consider catatonic symptoms to be due to some evil spirit
and take the patient to faith healers, with no improvement in patient’s
symptoms, before approaching the hospital. It is necessary to understand
their perception about illness in order to psychoeducate them, with
appropriate sensitivity to their cultural beliefs.

Patient’s reactions to the family’s response can also help in under-
standing the family dynamics and / or in differential diagnosis of the
patient’s symptoms. For example, as can be seen in the Case Vignette 4,
following patient’s symptoms, family stopped having conflicts in front of
the patient, which can act as a secondary gain, reinforcing the patient’s
behavior unconsciously. This usually occurs in patients with dissociative
symptoms.

Details of treatment taken in the past

Details about the medications taken in the past, their dose, duration of
use, compliance to treatment and response of the patient’s illness to
treatment helps in guiding the current treatment plan for the patient.

Past History and Family History of psychiatric illness

Past history and Family history of psychiatric illness also helps in
understanding the current symptomatology of the patient and guides
management.

Substance use details

Substance use history is important, as it can be a cause for patient’s
symptoms or can influence patient’s current condition and hence should
be managed along with the current symptoms. For example, opioid
intoxication can be cause for patient’s current unresponsiveness or cannabis
use can exacerbate patient’s psychotic symptoms.

Pre-morbid temperament / personality

This helps in understanding the change that has occurred in the person
due to current symptoms. This also helps in understanding the coping skills
of the patient and his vulnerability to psychiatric illness.
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Box 1. History to be obtained from multiple sources in patients with
Stupor / Psychomotor retardation leading to uncooperativeness

a) Sociodemographic details
b) Details about presenting symptoms and their duration
c) Total duration and course of the illness: Episodic / Continuous

d) Onset of the symptoms during the current episode / exacerbation: acute /
subacute / chronic; Any precipitating factor noted

e) History of presenting illness

e Course of the symptoms: Which symptoms started initially and how it
evolved, when did the other symptoms occur and how each of the other
symptoms evolved, any aggravating or relieving factors, any association
with stressors

e Any history of mood symptoms or psychotic symptoms preceding the
catatonic or stupor symptoms

e Any history suggestive of medical disorder preceding or occurring along
with the catatonic symptoms — Fever, Head injury, Intake of certain medi-
cations like corticosteroids, antipsychotics, immunosuppressants, etc.

«  Dysfunctions that have occurred due to the symptoms in different do-
mains — self-care (food and water intake, taking bath, going to wash-
room, grooming, etc.,), relationships with others, work and other respon-
sibilities.

f)  Family’s or other persons’ response to the symptoms
g) Patient’s reaction to the family’s response

h)  Details of treatment taken in the past — Medications, their dose, duration and
response to treatment, compliance to treatment

i)  Past history of psychiatric illness

j)  Family history of psychiatric illness
k)  Substance use details, if any

I)  Pre-morbid temperament / personality

Important differential diagnosis for stupor / psychomotor retardation
leading to uncooperativeness that can be made based on history:

1) Severe depression with psychotic symptoms: Depressive symptoms
preceded or antedated the catatonic symptoms in history. There
can be similar episodes of catatonia during severe depressive epi-
sodes in the past. With improvement in catatonic symptoms with
treatment, depressive symptoms can become more prominent.

2) Bipolar affective disorder, current episode, mania with psychotic
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3)

4)

5)

6)

7)

8)

9
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symptoms: Manic symptoms preceded or antedated the catatonic
symptoms in history. There can be similar episodes of catatonia
during manic episodes in the past. With improvement in catatonic
symptoms, mood symptoms can become more prominent.

Catatonic Schizophrenia: History of psychotic symptoms, either
positive or negative symptoms preceded the catatonic symptoms
in history. With improvement in catatonic symptoms, other psy-
chotic symptoms can become more prominent.

Dissociative stupor: Presence of stressors immediately preceding
the episode of stupor is often obtained in history. There can be
past history of similar episodes or other dissociative symptoms
following stressors.

Stupor due to organic conditions: Some of the organic conditions
that need to be ruled out in patients presenting with stupor are as
follows:

a) Neurological conditions: Head injury, epilepsy, parkinsonism,
hepatic encephalopathy (History of liver failure), End stage
dementia

b) Infections: History of high-grade fever, neck stiffness, etc.

c) Metabolic, systemic or endocrine disorders: Parathyroid dis-
orders causing hypercalcemia, thyroid disorders, hepatic fail-
ure, renal failure, etc.

d) Drug intoxication or withdrawal: Some cases of alcohol in-
toxication, morphine intoxication, benzodiazepine withdrawal,
etc.

Neuroleptic malignant syndrome: It is a life-threatening condition
and there is history of exposure to antipsychotic treatment or other
dopamine blockers.

Dementia: History of gradual onset of memory loss in an elderly
patient can give a clue to the diagnosis.

Obsessive Compulsive disorder: History of repetitive thoughts or
acts which the patient considered to be excessive and irrational,
but unable to control.

Psychosis: History of negative symptoms of psychosis like anhe-
donia, avolition, apathy, decreased self-care, etc.
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10) Unspecified Catatonia

11) Malingering

Though, on many occasions, a differential diagnosis can be made based
on history, there can be difficulty in making differentials even after careful
history at times. Also, on some occasions, history may not be available as
there may not be a reliable family member or caregiver who can give a
proper history and patient will not be in a position to give history. In such
cases, examination plays a very important role.

Examination

Examination plays a vital role in diagnosis or differential diagnosis of
patients. Examination includes the General Physical Examination, Mental
Status Examination, usage of relevant tools or scales to monitor the clinical
prognosis.

General Physical Examination

In case of patients in stupor or retarded catatonia, nutrition status and
hydration status are important, as patients might not have ingested food or
water for a very long duration, which in turn can lead to medical
complications like electrolyte imbalance, starvation syndrome, lowered
immunity, increased risk of infections and can even lead to death. Nutrition
status should be assessed by assessing for (a) Body mass index, (b)
Assessing for any signs of vitamin deficiencies like cheilitis, dermatitis,
etc. Hydration status can be assessed by Skin pinch test, Blood pressure
and Pulse Rate. Assessment of temperature is also vital to identify any
medical condition, which can be either co-morbid or cause for the patient’s
condition (Ex: Infections).

Apart from the vital signs, other general assessment, namely assessment
for pallor, icterus, lymphadenopathy, cyanosis, clubbing, pedal edema as
well as systemic examination (Cardiovascular, Respiratory, Abdomen and
Central Nervous system examination) is also important to identify or rule
out any medical condition complicating the presentation.

Important differential diagnoses for stupor / psychomotor retardation
leading to uncooperativeness that can be made or ruled out based on general
physical examination:

1) Organic Catatonia: Some medical conditions that can lead to or-
ganic catatonia include:



218

2)

3)

4)

5)

Clinical Methods in Psychiatry

a) Hepatic encephalopathy: Liver enlargement on abdominal
examination, jaundice, signs of liver failure on general physi-
cal examination

b) Meningitis: Neck rigidity, high grade fever

c) Drug use: Look for signs of drug use like scar marks due to
injection, breath smell of alcohol, etc.

Locked-in syndrome: In this, there is near complete paralysis, but
blinking and vertical eye movements are usually spared. Patients
in this case are able to communicate through blinking. It occurs
due to ventral pontine lesions.

Neuroleptic malignant syndrome: It is characterized by high grade
fever, rigidity (generalized lead pipe muscle rigidity), diaphore-
sis, autonomic instability (manifested by elevated or labile blood
pressure readings, diaphoresis, tachycardia, etc.), and altered mental
status (range from confusion to stupor to coma). Other symptoms
include mutism, akinesia, tremors.

Drug intoxication / Withdrawal: Specific signs and symptoms of
the drug can be found on physical examination. For example, signs
of opioid intoxication like pinpoint pupils, respiratory depression,
bradycardia, etc.

Delirium: Fluctuating consciousness with disorientation to time,
place or person. Delirium could be due to different medical condi-
tions like electrolyte imbalances, metabolic imbalances, infections,
etc. If delirium is diagnosed, there is a need to find the cause for
delirium and correct the same.

So, to summarize, general physical examination mainly helps to
confirm or rule out medical causes for the patient’s symptoms. Apart from
that, it also helps to pick up any medical co-morbidity in patients with
psychiatric illness, the management of which should go hand in hand with
management of psychiatric illness.

Mental Status Examination in case of Uncooperative patient (Kirby, 1921):

In situations when patients are not co-operative for normal mental status
examination due to catatonia or stupor, it is useful to the examination based
on the method described by Kirby. The major features which are measured
under this method are given in Box 2.



Assessment of Uncooperative Patient 219

Box 2. Mental Status Examination of Uncooperative Patient

Important features to be
assessed

How/ What to assess in each feature

I.  General Reaction and
Posture

II. Facial movements and
Expression

I11. Eyes and Pupils

IV. Reaction to what is said
or done

1) Any spontaneous acts (Ex: Eating or dressing
on own, occasional aggressive behavior, etc.)

2) Behavior towards doctors and nurses (Evasive
or compliant)

3) Voluntary postures (comfortable or awkward
positions)

Posturing - Spontaneous, active maintenance
of a posture for a long duration

4) Whether behavior is constant or variable over
time or following any special occurrences

5) Any mannerisms or stereotypy

Mannerisms — Odd, circumstantial caricature
of normal motor behaviors

Stereotypy — Repetitive, bizarre, non-goal-
directed, complex organized postures or
gestures

1) Facial expression (Ex: smiling, scowling, etc.)

2) Whether expression change is constant or
variable

1) Eyes: Open or closed, any resistance to open eyes

2) Eye movements: Fixed or follows moving
objects

3) Pupils: Size, reaction to light, reaction to painful
stimuli or irritation of skin of neck

4) Eyelids: Blinking, flickering or tremors

5) Reaction of eyes to sudden approach or threat
of sticking pin in eye

6) Corneal irritability and tears
1) Response to commands (Ex: Lift your hand)
2) Reaction to pin pricks

3) Automatic obedience present or notAutomatic
Obedience: Compliance to commands without
exercising critical judgment.

4) Echolalia present or not. Echolalia- Patient
imitates other person’s words or speech
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V. Muscular reactions

VI. Emotional responsiveness

VII. Speech

VIII. Writing

5)

1)

2)

3)
4)

5)

6)

1)

2)

1)
2)

3)

4)

1)
2)

Echopraxia present or not Echopraxia - Patient
imitates other person’s actions

Reaction when muscles are moved — relaxed or
tensed (rigidity) or waxy flexibility or
negativism. Rigidity: Person keep the muscles
in a fixed and sustained position, and resists any
change by the examiner and keeps it tight.
Negativism: Lack of response or automatic
resistance to examiner’s instructions or stimuli.
Waxy flexibility: When examiner moves the
limb or body to a position, person allows the
movement and continues to keep the limb or
body in the new position. That is, the body can
be moved or bent easily like a warm candle wax.

Check flexibility of muscles of neck, jaw,
shoulders, elbows, fingers and lower extremities

Check the deep tendon reflexes

Any influence of distraction or command on
these reactions

Mouth: Open or closed usually, any resistance
to open or close lips, any protrusion of lips, any
drooling or holding of saliva

Any retention of urine or feces or soiling of
clothes

Any expression of feelings, change in pulse,
respiration or flushing, increase in perspiration,
appearance of tears, etc., or change in facial
expression when personal facts, jokes or sad
news are mentioned or visitors come to meet

Effect of unexpected stimuli like sudden
clapping of hands or sudden flash of light

Is mutism consistent or variable

Is speech spontaneous during the periods when
he speaks

Any apparent effort to talk during period of
mutism (EX: lip movements, nodding or shaking
of head)

Exact words spoken by patient along with
emotional reaction when the patient speaks
should be noted

Ask patient to write anything he wishes
If patient does not write on his own, dictate a
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IX. Summary Summary of main findings of above examination

sentence to patient and ask him to write and note
his response

Tools / Scales that can be used to monitor symptoms:

Tools or scales help in monitoring the symptoms and its improvement
or deterioration over time in a structured manner. Some of the scales that
are commonly used in case of patients with stupor / psychomotor retardation
are as follows:

a)

b)

d)

e)

Bush Francis Catatonia Rating Scale (BFCRS):

BFCRS is a 23-item scale, is the most used scale to monitor cata-
tonic symptoms and signs in clinical practice. The other scales
that can be used to monitor Catatonia are Rogers Catatonia Scale,
Modified Rogers Scale, Northoff Catatonia Rating Scale, Braunig
Catatonia Rating Scale and Kanner Scale.

Glasgow Coma Scale (GCS):

Most commonly used to assess severity of coma in patients pre-
senting with stupor or coma. It measures (a) Eye opening, (b) Mo-
tor response and (c) Verbal response. The other scale “Full Outline
of Unresponsiveness scale” (FOUR scale) has been introduced in
recent years to measure severity of coma. It measures (a) Eye re-
sponse, (b) Motor response, (c) Brainstem reflexes and (d) Respi-
ration.

Richmond Agitation Sedation Scale (RASS) and Confusion assess-
ment method for ICU (CAM-ICU):

RASS and CAM-ICU Scale is used to screen for both hypoactive
and hyperactive delirium in ICU settings. RASS is the first step in
assessment. The score of RASS scale ranged from +4 in case of
severe agitation to -5, if patient is not arousable. If the RASS score
> -3, then CAM-ICU is applied to assess whether patient is in
delirium or not.

Mini Mental Status Examination (MMSE):

MMSE is another scale used to monitor cognitive symptoms and
can be used to screen for delirium in clinical settings.

Other relevant Scales:
Apart from the above scales, other relevant scales depending on
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the primary diagnosis being considered for the patient should be
used. For example, Hamilton Depression Scale in case of Depres-
sion.

Assessment in case of agitated patients

Agitation refers to a condition when a person has excessive motor
activity, which are usually repetitive non-productive along with a feeling
of inner tension. Even if aggression or violence may not be there in most
cases of agitation, with progression of severity of agitation, aggression can
also occur. As mentioned in the section of overview of assessment,
assessment in case of patients who are agitated is a little different from that
in the case of patients who are in stupor or have psychomotor retardation.
In such cases, initial assessment and de-escalation should occur along with
management at the same time. More detailed assessment is done when
patient is calmer.

The most common causes of agitation are (1) Medical Conditions like
Delirium, Head trauma, Meningitis, Encephalitis, Metabolic encephalo-
pathy, Seizures, etc., (2) Psychiatric conditions like Psychosis, Mania,
Agitated depression, Personality disorder, etc., and (3) Agitation due to
substance intoxication or withdrawal like Delirium tremens, cannabis
intoxication, stimulant intoxication, etc. Agitation in any person should
prompt consideration of medical etiology as the first differential unless
proven otherwise.

Steps for Assessment in Agitated Patients
The steps to be followed in assessment of agitated patients is as follows.

1) Ensure safety of patient as well as others in the vicinity of the
patient:

The first and foremost step is to ensure the safety of the patient as
well as others near him. It is necessary to see to it that there are no
easily movable furniture or sharp objects near the patient, with
which he can hurt self or others. It should be ensured that there is
no sharp objects or loose furniture near the patient which can be
used as a tool for aggression. There should be a safe distance be-
tween the patient and others in the room, a distance of around 1.5
to 3 feet if there is threat of violence. The interviewer should stay
close to the door, so as to facilitate easy escape, if there is escala-
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tion of aggression. However, the exit should not be blocked, as the
patient may feel a sense of threat with closed exit, further elevat-
ing the anxiety and agitation.

\erbal de-escalation and initial assessment of the patient:

Verbal de-escalation should be the first approach to calm an agi-
tated patient and obtain information. The important steps to be
taken for verbal de-escalation are summarized in Box 3.

Box 3. Verbal de-escalation methods:

1)
2)

3)

4)

5)

6)

Inform the patient about your identity before talking to him.

Personal Space: Do not stand too close to the patient as it can increase the
patient’s anxiety as well as puts you at risk of getting hurt if he turns aggres-
sive (Try to stand around 1.5 feet to 3 feet from the patient). Do not block
exits.

Voice: Keep a neutral tone in voice and speak slowly and calmly. Do not raise
your voice

Listen: Listen with empathy and non-judgmental attitude and with full atten-
tion to what the person is saying. Give both verbal and non-verbal acknow-
ledgement to the patient that you are listening to him (Saying yes, or nodding
your head, etc).

Speech: Reflect or paraphrase the sentence spoken by the patient showing
empathy. Speak in short, concise and easy to understand statements. Agree or
agree to disagree with patient’s concerns. Avoid negative statements. Refocus
patient on something positive. Give choices for the patient and set clear limits
with expected outcomes, but do not make any specific demand.

Emotions: Do not respond in anger. Keep your body language relaxed (Face
muscles relaxed, arms in front of the body and not behind, etc.) and respond

calmly.

Initial assessment of the patient consists of (a) brief history to help
understand the cause for the current agitation, (b) physical examination, if
possible and (c) mental status examination by observing the patient’s verbal
and non-verbal communication during de-escalation.

This initial assessment should go hand in hand with the verbal de-
escalation procedure. Collateral information from patient’s accompanying
family members, medical records or police officers who accompanied the
patient and from medical records should be obtained to find the cause for
the agitation. The details that need to be obtained during the brief history
taking in initial assessment are summarized in Box 4. However, at times, it
may be difficult to obtain information from others or medical records, either
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due to non-availability or due to severe agitation of the patient. In such
cases, the cause for agitation should always be considered to be a medical
condition, unless proven otherwise.

Box 4. Initial history to be obtained in an agitated patient

History:

1) Socio-demographic data

2) Chief complaints
The chief complaint of the patient may be different from that of
the family or care givers. Information should be obtained from
different sources to form a differential diagnosis.

3) History of presenting illness
Details of the evolution of the patient’s current symptoms, its
duration, aggravating and relieving factors, any precipitating fac-
tor and any other associated symptoms would help in differen-
tial diagnosis of the patient’s current agitation and guide man-
agement. It is also important to identify any issues that can affect
the safety of the patient and/or others — i.e., assessment of sui-
cide risk and violence risk is a vital component of history taking.

4) Past Psychiatric history
Past history of psychiatric illness, any medications taken for the
same, compliance to treatment, response to treatment and cur-
rent status of medications — whether there was any sudden change
in medications.

5) Medical history
All current and past medical illness should be documented. Also,
history of head trauma, any medications being taken by the pa-
tient currently, any recent change in medications, compliance to
treatment, etc. should be documented

6) Substance use history
Any history suggestive of psychoactive substance use related
disorders, last dose of substance taken can help in making a dif-
ferential diagnosis of substance withdrawal or substance intoxi-
cation in the patient and management of the same.

7) Family history of psychiatric or medical disorders
Family history also provides clue in differential diagnosis of the
patient. For example, family history of psychosis increases the
probability of psychiatric illness in the patient.
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Physical examination of the patient may not be possible in most cases
due to uncooperativeness of the patient. However, some signs can be picked
up just by observation of the patient. For example, injury marks, yellowish
discoloration of sclera, reddening of eyes, breath smell of alcohol, etc.,
can provide a clue to the diagnosis of the patient.

Mental status examination in case of agitated patient should include
all components of assessment which are routinely done in general psychiatry
settings. This includes (a) General appearance and behavior including
psychomotor activity and rapport, (b) Affective state of the patient and
stability of affect, (c) Speech, (d) Thought — Form, Flow, Possession and
Content with special attention to any suicidal or homicidal ideation of the
patient, () Any perceptual abnormalities, (f) Attention and concentration,
(9) Orientation, (h) Executive functions, (i) Abstraction, (j) Judgement and
(k) Insight. The mental status examination of the patient, along with the
history and physical examination helps in narrowing down the differential
diagnosis for that patient. See Case vignettes 5 and 6 for example.

Case vignette 5:

A 45-year-old male was brought to the emergency department by his
family members with history of irrelevant speech, hallucinatory behavior
and severe agitation for past 1 day. Family also gave history of alcohol use
by the patient on a daily basis for past 20 years. He had an accident under
the influence of alcohol 3 days back following which he had stopped taking
alcohol. On examination, patient appeared anxious and was trying to run
away from the emergency room. The examiner stood around 1.5 feet from
the patient and talked in a slow, neutral tone to him and tried to elicit
history. It was found that patient was disoriented to time, place and person.
He perceived that he was in a police station and that all people in the room
were police trying to punish him. He also appeared anxious and tried
repeatedly to go out of the room. On physical examination, he had bruises
in his hands and legs, had subconjunctival hemorrhage in his right eye,
severe tremors in both of his hands, and was found to have profuse sweating.
An attempt was made to reorient the patient and reduce his anxiety. Though
his orientation did not improve, he calmed down a bit. Patient was also
asked to take oral Diazepam 10 mg to reduce his anxiety for which he
agreed and took the same.

Differential Diagnosis for Case vignette 5: (1) Delirium Tremens +
Delirium due to other organic causes (Head trauma, electrolyte imbalances,
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etc) (2) Delirium Tremens (3) Delirium due to other organic causes.
Case vignette 6

A 22-year-old-female was brought by her family to the emergency
with history of acute change in behavior for past two weeks. Initially, family
noticed a decrease in patient’s sleep and patient remaining fresh even after
sleeping only for one to two hours daily. She was found to be irritable for
most part of the day and started to talk excessively unlike her usual self.
She started to talk in an authoritative manner towards her family members,
unlike her usual self. She also started to physically beat her brother without
any provocation. Patient had two similar episodes in the past and had been
on medications for past 2 years. However, her compliance had been poor
and she had left the medications for the past 3 months. An attempt was
made for verbal de-escalation with the patient. The examiner talked to the
patient in a calm and neutral voice at around 1.5 feet from the patient and
tried to elicit her concerns. The patient reported that she was a Goddess
and devil was trying to defeat her in the disguise of her family members.
She tried to slap her family member who was standing nearby. The examiner
expressed his empathy for her and at the same time, informed her that
physical violence was not allowed in the hospital premises. An attempt
was also made to distract her focus to other neutral topics. However, patient
continued to try to snatch nearby objects like pen and throw it towards the
family. As patient was unmanageable, patient was physically restrained
and Inj. Haloperidol 5 mg + Inj. Promethazine 25 mg was given
intramuscularly. As patient calmed down over a period of 15 min, her
restraints were opened and oral antipsychotics were initiated.

Differential diagnosis / Diagnosis for case vignette 6: Bipolar affective
disorder, Current episode, Mania with Psychotic symptoms

3) Use of physical and / or chemical restraints:

Verbal de-escalation helps in reducing the agitation in most pa-
tients, especially those with mild to moderate agitation and re-
straint should be used only if verbal de-escalation fails or patient
is severely agitated and there is imminent danger of harm to either
self or others.

In case physical restraint is done, there should be proper docu-
mentation of the same with mention of reason for the same and
duration of physical restraint done. Any restraint used should en-
sure safety and dignity of the patient. Restraint should be least
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restrictive and used for minimum period. During the period pa-
tient is restrained, he should be assessed every 15 minutes to check
his vitals and respond to any signs of distress. Patient should be
allowed to have a range of motion, as needed, for patient’s com-
fort. He should also be offered opportunity to drink water and go
to toilet. Restraint should be removed as soon as assessment of
patient shows that he is no longer a danger to self or others.

Pharmacological treatment to rapidly calm the agitated patient is
often done in case of severe agitation or when de-escalation is not
possible (For example, patient who is in delirium) or it is required
as part of treatment for the underlying condition (Ex: Benzodiaz-
epines in case of Delirium tremens). It can also be given in combi-
nation with physical restraint. Oral medications are preferred over
injectables. In case of agitation due to alcohol withdrawals, oral
benzodiazepines are preferred. In case of agitation due to other
causes, antipsychotics are preferred. Oral antipsychotics are pre-
ferred over injectables, whenever possible. Due to its long tradi-
tion of its use, Haloperidol is the commonly used antipsychotic to
control agitation. However, second-generation antipsychotics like
Olanzapine also has been found to be equally effective. If the oral
medication is not feasible or patient is severely agitated, intramus-
cular injection of antipsychotics are given. Intravenous injection
of antipsychotics should be avoided as far as possible. In case of
elderly, dose of antipsychotics given should be very less — around
one-half to one-quarter of the adult dose. For example, as can be
seen in Case vignette 6, as patient was severely agitated, and there
was imminent danger to family member, patient was restrained.

Investigations to be done:

Investigations to confirm or rule out medical causes of the agita-
tion should be done, when feasible. If the patient becomes calmer
with verbal de-escalation and allows investigations to be done, it
can be done at that time. If not, attempts should be made to control
patient’s agitation and do the relevant investigations after that.

Comprehensive assessment after patient’s agitation is under con-
trol:

Once patient’s agitation is under control, further comprehensive
assessment should always be done. The assessment should include
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a detailed history taking, General Physical examination and men-
tal status examination, done in the same way as in the case of a
general psychiatry patient.

Tools to assess agitation

There are many scales in literature to assess agitation. However, in
emergency situations, short scales, preferably those with single items may
be preferred. Some of the scales used to assess agitation are:

1.

Richmond Agitation Sedation Scale and Confusion assessment
method for ICU (CAM-ICU), to assess delirium in ICU settings.

Behavioral Activity Rating scale — Single item scale, that have
been used to assess treatment efficacy in patients with agitation. It
is preferred in emergency setting, due to ease of administration.

Overt Agitation Severity Scale: 12-item questionnaire, and requires
observation of all the 12 items of the scale over a period of 15
minutes.

Cohen-Mansfield Agitation Inventory (CMAI): It has different
versions — Long form, Short form, CMAI for community-dwell-
ing elderly, CMAI for relatives, CMAI with disruptiveness rating,
etc. But it is based on observation over a period of two weeks and
hence may not be useful in emergency settings.

Agitation Severity Scale: 17 item scale used to assess agitation of
psychiatric patients in emergency settings.

The Pittsburgh Agitation Scale: 4 item scale used to assess agita-
tion in patients with dementia

Excited component of Positive and Negative Syndrome Scale
(PANSS - EC) - Five item checklist to assess agitation in patients
with acute psychosis in Emergency department.

There are also scales to predict risk of aggression or violence in the
patient, some of which are mentioned below. Though none of the scales
can predict 100% the risk of aggression, these scales can give a rough
guidance and is useful in management.

1.

2.

Broset Violence Checklist — Six item checklist and predicts ag-
gression risk in next 24 hours.

The Historical, Clinical, Risk Management — 20 item scale which
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includes historical, clinical as well as future risks and predicts vio-
lence based on the same.

The McNiel-Binder Violence Screening Checklist — 5 item scale
used to assess short term risk of violence in patients with acute
psychiatric illness.

Apart from these scales, depending on the diagnosis, relevant clinical
scales can be used. For example, MMSE in case of delirium or cognitive
impairment, YMRS in case of Mania, etc.

Assessment of patients who are uncooperative due to other reasons

Apart from the situations mentioned in the sections above, there can
be situations, when patient may be uncooperative due to other reasons, the
most common of which are (1) Poor insight into illness, (2) Miscommu-
nication or Poor communication between physician and patient and (3)
Medico-legal problems.

1.

Poor insight into illness:

Though many psychiatric patients with poor insight cooperate with
assessment, there may be situations when patients may not coop-
erate due to their lack of insight. In such cases, history from fam-
ily members, care givers, medical records and observation of
patient’s behavior plays a vital role. With improvement in symp-
toms in treatment, patient usually become more cooperative.

For example, a person with psychosis, who has delusion of perse-
cution against the interviewer may not be cooperative with the
interviewer in the initial stage of treatment. However, with im-
provement in symptoms with antipsychotics, patient becomes more
cooperative.

Another situation is the case of patients with substance use disor-
ders who are in precontemplation stage. In such patients, specific
techniques like motivational interviewing can help in building rap-
port and retaining the patient in treatment.

Miscommunication or Poor communication between physician and
patient:

Miscommunication or poor communication between physician and
patient is another reason for uncooperativeness of patient. To pre-
vent these problems and for communication to be effective with
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the patient, certain general clinical communication skills should
be practiced, which are summarized in Box 5.

Box 5. General Clinical Communication skills

Start with a polite greeting at the beginning of conversation

Appropriate body language should be used: Eyes should be at
the same level as patient; Maintain eye contact while speaking;
Body language should be relaxed

Try to avoid mask while speaking, unless it is a medical neces-
sity (Ex: ICU setting, to avoid spread of infection in patients
with TB, etc)

Speak with your face towards the person to whom you are speak-
ing to.

Use language that patient understands

Ask open ended questions

Use simple, understandable phrases, with minimal medical terms
While speaking, speak clearly and in a neutral tone

Avoid information overload — Give information in concise man-
ner. If more information has to be given, give information in
multiple sessions

Always speak in an empathetic and non-judgmental attitude

Listen actively and facilitate patient’s speech by nodding or re-
peating a word from the last sentence of the patient. Clarify if
not clear.

Acknowledge the emotions of the patient

Discuss the various solutions or treatment options

Check patient’s understanding and clarify any doubts
Summarize the conversation in a clear and concise manner

However, there can be various barriers in the communication like time

constraints, environmental factors (Ex: Noisy background), pain and fatigue
in patient which can pose difficulty in listening to the conversation, cultural
and language barriers, etc.

In case of time constraints due to competing demand like another
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agitated patient in the ward or OPD who needs immediate attention, the
person to whom we were initially talking to, may feel neglected. It can be
avoided by informing the patient about interruption or delay in communi-
cation and the reason for the same and at the same time, inform the patient,
when you will be available again to discuss with the patient.

In case of pain or other medical or psychiatric complications affecting
communication, adequate management of the same should be the priority
along with adequate psychoeducation of the family. Being sensitive to the
cultural beliefs of the patient can enhance the trust between the patient and
doctor.

However, there can be situations, when communication problem has
already occurred between the patient and physician and patient may be in
a state of anger or irritability. In such cases, verbal de-escalation methods
mentioned in Box 3 should be followed again. Apart from that, acknowledge
the patient’s emotions (Ex: “I can understand that this has made you angry”),
validate the same (Ex: “Most people would have felt this way in such a
situation”), provide an empathetic response (“ I am sorry that this happened”
or “l can get your point. It really had been very upsetting”) and discuss
solutions or clarify any doubts if the patient has. These steps often help to
calm the patient and improve communication.

3) Medico-legal problems:

When patient has been referred for assessment by court or there is
an online case pending, some patients may not be forthcoming
with information or give proper answers due to various motives. If
the patient appears elusive or guarded, history taking and assess-
ment can be done through multiple interviews. Information should
be obtained from multiple sources — family members and medical
records. If required, patient can be admitted for observation.
Patient’s actions should be observed both during the interview and
when he interacts with others in the ward or clinic room. Psycho-
logical assessment including projective tests can also help in giv-
ing a clue to the underlying stressors and help in assessment of the
patient.

Lab investigations in Uncooperative patients — When and What
lab investigations to order?

Investigations helps to confirm or refute a diagnosis as well as
help in assessment of medical comorbidities in the patient. It can
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also help to find the etiology of the patient’s current symptoms.
Some of the investigations that are commonly done among unco-
operative patients are as follows:

Complete Blood Count
Liver Function test
Kidney Function test
Serum electrolytes

Blood Sugar levels

Urine Routine Microscopy
Chest X-Ray

8. ECG

No gk~ e

Apart from these, depending on the case, other investigations that need
to be considered are:

1.
2.

EEG: Suspicion of Nonconvulsive status epilepticus or Seizures

MRI brain or CT Head: Suspicion of head trauma, neurological
conditions

Serum Creatine Phosphokinase: Suspicion of Neuroleptic Malig-
nant Syndrome

Urine drug screening: Suspicion of drug intoxication
Cerebrospinal fluid analysis: Suspicion of neurological conditions
like meningitis

Arterial blood gas analysis: Suspicion of Hypoxia

Other relevant investigations depending on case like Sputum AFB,
Urine Culture and sensitivity, thyroid function test, etc.

Continuation of assessment even after management has been initiated

While the initial assessment helps in formulating differential diagnosis
and making a management plan, assessment should continue ever after
treatment has started. The assessment after initiation of treatment should
assess the following:

a)

b)
c)

Improvement or deterioration in symptoms of the patient (Treat-
ment response)

Any emergence of new symptoms

Any new findings based on investigations and need for any other
investigations
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d) Any side effects of medications

e) Patient’s compliance to treatment

f) Improvement or deterioration in dysfunction in patient’s life
g) Any other emerging concerns in patient’s life

This assessment helps in further refining the diagnosis as well as
modifying the management plan if required.

Summing Up

Assessment is not a one-time phenomenon. Assessment occurs before,
during as well as after management plan is initiated. Initial assessment in
case of uncooperative patient focuses on making a differential diagnosis,
ensuring safety of the patient and others and to initiate a management plan.
Assessment should continue even after management has started to further
refine the diagnosis as well as treatment plan, as and when, required. Verbal
de-escalation should be the first step in case of agitated patients with mild
to moderate agitation. Use of proper communication techniques along with
appropriate body language, can help in improving communication with
patients.
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Chapter 14
Assessment in Emergency Setting

Raman Deep, Nishtha Chawla

Learning Objectives
After reading the chapter, the student should be able to:

» Define the psychiatric emergencies and immediate priorities in
emergency department

» Discuss the broad principles and approach to psychiatric emer-
gency care

» Discuss the clinical and considerations in emergency psychiatric
evaluation

» Identify the indicators of organic behavioral changes

»  Qutline the approach towards risk of harm to self/others, and spe-
cial patient populations

o Tell the legal aspects of emergency psychiatric care

Introduction

Emergency department (ED) serves a multitude of functions in mental
health service delivery. ED often serves as an entry point for new-onset
mental health crisis (e.g. acute psychosis, first episode mania) in need of
immediate care. Setting a standard of care in emergency helps to improve
future outcomes and treatment retention of such patients. ED also serves
as a nodal point for many specialities and subspecialties within a general
hospital, with patients having behavioural symptoms secondary to medical
conditions (e.g., delirium). Further, psychiatric services often provide
emergency care for patients with known psychiatric diagnosis who present
with illness exacerbations or risk of harm to self or others. A mental health
professional can also be involved for assessment of victims of sexual assault
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or rape who may be brought by police personnel for medical examination.

The psychiatrist working in ED must be prepared to customize, adapt
or modify the approach and focus of assessment, as per the circumstances.
Further, the diverse presentations, time constraints and other logistic aspects
in ED sometimes require the psychiatrist to be “thinking on the feet” to
effectively prioritize the issues and manage them accordingly. Often, it
takes years of practice and preparedness during the residency years working
under supervision.

In this chapter, we discuss the clinically oriented, pragmatic approach
for evaluation of psychiatric emergencies, along with relevant medicolegal
considerations.

Definition and concept

A “psychiatric emergency” is any disturbance in thoughts, emotions
or behaviour for which an immediate therapeutic intervention is deemed
to be necessary. Exact threshold to qualify as an emergency may vary, but
broad consensus is to includeall those behaviours or conditions with a
potential to rapidly escalate to a catastrophic outcome and requirement of
an immediate intervention.

Broadly, psychiatric emergencies can arise as a result of

I. Exacerbation or complication of a mental illness (new onset or
known)

Psychiatrists are often called upon to assess patients with known
or suspectedmental disorders in ED. They could beindividuals with
new-onset mental illnesses (e.g. first episode mania or acute and
transient psychotic disorder, etc). At other times, follow-up pa-
tients can present with a breakthrough episode or exacerbation
after non compliance (e.g. psychotic relapse) or environmental trig-
gers (e.g. dissociative relapse after inter-personal conflicts).

Il. Medical condition, toxic exposure or drug adverse effects with brain
involvement

The psychiatric symptoms can be secondary to systemic medical
conditions or neurological disorders Certain drugs e.g., steroids,
certain antitubercular drugs etc may cause neuropsychiatric ad-
verse effects. Adverse effects associated with psychotropic drugs
such as valproate induced hyperammonaemia may induce a deliri-
ous state. Neuroleptic malignant syndrome (NMS) and serotonin
syndrome are rare but potentially fatal complications associated
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with psychotropic drug use. These conditions often require sup-
port from medicine or neurology team in ED. Nevertheless, it is
an imperative for a psychiatrist to be able to recognize, and under-
stand the management of these conditions.

Intoxication or withdrawal of psychoactive substance

Various psychoactive substances are known to precipitate life-
threatening emergency situation (e.g., respiratory depression with
opioid overdose) or state of withdrawal (e.g., delirium tremens in
alcohol dependence syndrome). Other than intoxication and with-
drawal state, it is not uncommon to find psychiatric symptoms
(e.g., psychosis, mania, catatonia, etc.) being induced or precipi-
tated by various psychoactive substances, which might lead to the
patient presenting to the ED.

Response to a psychosocial crisis or trauma

Emergency referral to a mental health professionalcan be asked
for individuals who has had a recent exposure to psychosocial cri-
sis, trauma or assault. For example, feeling numb, excessive anxi-
ety or chest pain after death of loved one or significant other etc.
Such individuals may not have syndromal presentations, but they
require a mental health professional to evaluate, offer the immedi-
ate psychological interventions, symptomatic management and ad-
vice for monitor and follow up.

Common psychiatric emergencies seen in ED are shown in Box 1.

Box 1: Commonly encountered psychiatric emergencies

Delirium, encephalopathy

Suicidal and self-harm behaviors

Violence and aggression

Catatonia

Acute Psychosis/ Mania

Exacerbation of underlying illness

Substance intoxication (alcohol, cannabis, opioid, inhalant, stimulants)
Substance withdrawal (alcohol, benzodiazepine, opioid)

Medication overdose (e.g., lithium, valproate, tricyclic antidepressants)
Drug side-effects (NMS, Serotonin syndrome, akathisia, etc.)

Panic attacks

Dissociative stupor/ convulsions

Acute stress reaction

Sexual abuse/ assault
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Immediate Goals and Priorities in ED

A psychiatrist is often consulted by the emergency medical officer
after the medical/surgical stability is ensured. However, a psychiatrist needs
to prioritize certain aspects while approaching and evaluating a person
presenting with mental and behavioral symptoms. The immediate goals
are as below:

Triaging the patient

It is crucial for attending psychiatrist in the ED to swiftly evaluate
and differentiate patients who require immediate psychiatric
attention from those who are less acutely ill or experiencing non-
psychiatric emergencies. Implementing a triage system is an effi-
cient and effective method for identifying patients with emergency,
urgent, and non-urgent psychiatric needs, thereby enabling appro-
priate prioritization of care.lInitial face to face evaluation in ED
needs to be done in a prompt and focused manner. The triage of
cases in emergency to screen for urgent and semi-urgent cases may
help the psychiatrist to prioritize in case of multiple cases.

* Emergency: Life-threatening emergencies (e.g. imminent sui-
cide risk), require immediate intervention simultaneous with
assessment

* Urgent: States of heightened disturbance (e.g. acute psycho-
sis with aggressive behavior) requires urgent intervention

» Semi-urgent: Serious conditions needing prompt but not im-
mediate intervention (e.g. severe depressive relapse without
self-harm ideation)

* Non-urgent: Situations in which emergency intervention is
not warranted — can be called for out-patient evaluation

Medical crisis stabilisation

The immediate crisis should be handled upon presentation to the
emergency before psychiatric evaluation. Gastric lavage may of-
ten be required after overdose of a prescribed medicine. The self-
injury needs to be treated by suturing, dressing, fixation of any
fractures, etc., as deemed necessary.

Screen for ‘organicity’ pointers (‘red flags’)

A range of medical conditions, such as seizure disorders, infec-
tious diseases, autoimmune encephalitis, etc can manifest with
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psychosis and behavioral dysregulation. Panic attacks may occur
in certain cardiac and endocrine conditions. Special attention must
be paid to ‘red flags’ which point more towards a medical/neuro-
logical causation with secondary psychiatric manifestations (Box
2). Importantly, if patient is already on prescription medication,
care must be taken to rule out potentially severe and life-threaten-
ing adverse effects of that medication group, for example, seroto-
nin syndrome which can mimic exacerbation of anxiety symptoms,
etc.

“Red flags™ for psychiatric symptoms secondary to a medical
condition

Disorientation to time, place and person

Presence of visual, tactile or olfactory hallucinations (uncommon in primary
psychiatric illnesses)

Fluctuating or altered consciousness

Memory impairments (especially recent memory)

Recent history of fever

Recent head trauma

Abnormal vital signs

Recent history suggestive of generalized tonic clonic/ complex partial sei-
zures

Recent use of medications with potential neuropsychiatric adverse effects

Principles in psychiatric emergency care

Below are some broad principles and considerations that may be kept
in mind at all times while managing the psychiatric emergencies in the
casualty.

1.

Ensuring patient’s safety: Immediate environment of a patient with
class I psychiatric emergencies should be modified for safety. Fam-
ily or attendants of patients must be educated as follows:

«  Constant monitoring, patient not to be left alone and unob-
served

«  Screening the belongings including purse/bags, etc, for any
potentially lethal items

+  Keeping medications away from the patient

«  Modifications for safe environment (e.g., removal of sharp
instruments, cords etc)
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« ‘Lethal Means Restriction” within patient vicinity in ED and
at home (if admission is refused by legal guardians)

Health professional’s safety: Ensure safety of the treating team
psychiatrist, staff and surrounding patients is important while
assessing a patient with risk of violence. While assessing an agi-
tated, aggressive or violent patient

«  Stay at safe distance (3-4 feet) at the time of patient interview.

« Do not turn your back towards patient. Ensure that there is no
access to breakable items or potentially dangerous objects

« Maintain a non-threatening posture preferably with both hands
open and visible to patient (especially for paranoid patients
who may suspect hidden syringes or instruments in doctor’s
hand)

« Locate easy exit beforehand

« Prepare staff to escalate the behavioral measures, including
restraint or pharmacotherapy, if needed

« Introduce yourself, seek permission and observe willingness
to initiate conversation

« Use a calm and even tone, no visible signs of impatience

« Clarify the reasons for aggression and goals of patient’s be-
havior

« Look for signs of imminent violence (loud, shouting, abusive
language, clenching fists, punching bed or chair, etc)

Understanding legal implications: Psychiatric illnesses, and emer-
gencies in particular, have various legal issues associated with
them.For example, treatment of a homeless or unattended indi-
vidual requires consent from a nominated representative by the
state. If a psychiatrist comes across a child or adolescent with
alleged history of sexual abuse, it requires mandatory reporting to
the concerned authoritiesas per the Protection of Children from
Sexual Offences (POCSO) Act 2019. Ensuring confidentiality of
the sexual orientation of a patient, including from family mem-
bers, is another important issue with legal implications.

Ensuring patient’s privacy:Since ED is often a crowded place, it
is often difficult to interview the patient ensuring privacy, but a
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quieter corner may be chosen in ED. Psychiatric assessment often
entails asking sensitive or personal topics, so an effort can be made
to interview the patient alone with family members standing at
some distance.

Not ignoring physical signs and symptoms: A significant com-
plaint that is of concern (e.g., new onset chest pain, fainting) in a
psychiatric patient should not be disregarded or dismissed. An in-
dividual with depressive or anxiety disorder may also have co-
occurring angina or myocardial infarction.

Approach to psychiatric interview in ED

Avoid making a diagnosis or definitive impression based on the
content of the emergency call before even seeing the patient.

Familiarize yourself with information already available in the ED
record, prior to patient interview. If reasons for call are unclear,
psychiatrist may talk to the casualty medical officer to understand
the need or focus of psychiatric evaluation .

A patient who refuses to talk may be given some time and space.
Meanwhile, information can be elicited from other family atten-
dants, while observing the patient’s behavior at some distance.

If patient cites any particular reason for refusing interview, efforts
can be made to address those reasons, provided it is justified and
feasible.

Any alternate sources of information such as police personnel who
brought the patient to emergency may be approached.

Evaluation must begin with open-ended questions e.g. What brings
you here?, Can you tell me about your problem?. Responses to
open-ended questions provide information about current mental
state and insight, and also conveys clinician’s interest to listen.

Closed-ended questions with yes/no responses must be used to
clarify information and rule out negative history.

A set of questions may help initiate interviews from the caregivers/
of the patient:

*  How did the patient present to the ED?
* Who was accompanying the patient in ED?
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*  Was the patient accompanied by emergency medical services/
police? If yes, where was the patient found, or who contacted
the services, or of the patient is in police custody?

*  What were other people’s report about the patient about his/
herbehavior, speech, appearance, etc.?

*  Was the patient cooperative, able to comprehend the statements,
questions, commands put to him/ her?

Format of psychiatric evaluation in ED

Broadly speaking, the structure and format of psychiatric assessment
remains the same for ED, as used in out-patient settings. However, certain
aspects are prioritized or emphasized, especially with a focus on the
presenting symptoms that brought the patient to emergency. The amount
of clinical information that can be elicited in ED would depend on many
factors such as patient cooperativeness, patient stay in casualty, availability
of informants, number of assessment sessions, etc. Further, initial evaluation
in ED is often brief and focused if the patient is agitated or uncooperative,
followed by another evaluation session with patient once he/she becomes
amenable for interview after some hours.

To begin with, clinician must obtain relevant clinical details leading
up to patient’s presentation in the emergency, to cover following aspects:

1. Patient identification (especially in medicolegal cases) including
identification marks

2. Informants- with a comment on the adequacy and reliability of the
information

Reasons for presentation to ED

Brief psychiatric history — current and past
Treatment details, if available

Substance use history, if any

Medical conditions (and their medications, if any)

Brief exploration for family, personal and personality details, as
relevant

9. Physical examination: this would especially include looking for
signs relevant to the clinical history e.g.

*  respiratory depression, constricted pupils, injection marks in

© N o U Aw
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suspected opioid toxicity

* coarse tremors, gait changes, cerebellarsigns in suspected
lithium toxicity

*  fever, rigidity, autonomic instability in suspected neuroleptic
malignant syndrome

* signs of vitamin deficiencies in malnourished patient with
chronic psychosis

10. Mental state examination - structured assessment of appearance,

psychomotor activity, speech, affect, thought, perception, cogni-
tive functions, judgment and insight.

11. Provisional diagnosis (or set of differential diagnosis)
12. Clinical Risk Assessment: (suicidal or violence risk estimation;

covered in separate chapter titled ‘risk assessment”)

The aim of the ED assessment is to obtain focused information for
providing emergency management.

Special investigations(if relevant)

The tests such as hemogram, liver and kidney function tests, blood
sugar, Chest X-ray, ECG, etc are routinely available in ED settings. Special
investigations that are relevant to the case presentation must be especially
looked for. For example, liver function tests in a patient with alcohol
dependence, or serum electrolytes in a patient with delirium.

Based on the provisional diagnosis (or a set of differential diagnosis),
certain investigations may be relevant in psychiatric emergencies, for
example:

Urine drug screen : Urine drug screen may be necessary in indi-
viduals who present with new onset acute psychiatric symptoms,
or intoxication on any psychoactive substance including cannabis,
alcohol, opioid (opioid toxicity is in itself a psychiatric and medi-
cal emergency). Other signs observed on physical examination
necessitating urinalysis include injection marks in the body, pres-
ence of tattoos, diagnosed case of blood borne/ sexually transmit-
ted infections like HIV, Hepatitis B/C, syphilis, etc.

Electrocardiogram (ECG): ECG is often an important investiga-
tion in individuals presenting with psychiatric emergency as many
psychotropics are known to cause cardiac conduction abnormal-
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ity, most commonly prolongation of QTc interval in ECG. So, in
conditions where a psychotropic prescription is contemplated, it
iS best to get a baseline ECG. In addition, poisoning with tricyclic
antidepressants may precipitate arrhythmia which may require
immediate intervention to prevent a threat to life.

iii. Serum Creatinine Phosphokinase (CPK) This is often necessary
in patients who are on prescribed antipsychotics or has recent his-
tory of depot injections. Raised CPK levels may be indicative of
neuroleptic malignant syndrome

iv. Serum Lithium Levels: Individuals who are consuming prescribed
lithium for psychiatric illness, may require serum lithium levels in
the ED if they present with signs consistent with lithium toxicity
(e.g., coarse tremors, gait changes, disorientation, etc.), or signs of
dehydration or conditions associated with risk of dehydration (high
grade fever, vomiting, diarrhoea, etc.), or with overdose on lithium
tablets.

v. Brain imaging:Brainimaging carried out in the ED largely entails
CT scan as investigations like MRI are time-consuming and hence
less relevant in emergency situations. CT scan of the head may be
relevant in cases with history/ symptoms suggestive of physical
insult to the brain, e.g., head injury associated with loss of con-
sciousness, vomiting, bleeding form ear/ nose/ throat, seizures.
Apart from head injury, history of high-grade fever, seizures, fo-
cal neurological signs, sudden onset at atypical age could be other
indicators towards presence of organicity warranting CT scan of
the head.

A psychiatrist may revise the provisional diagnosis, if required,after
investigations are done. The provisional diagnosis becomes a guide for
further management in emergency as well as for post-discharge advice.
However, in certain situations where presenting symptoms are inconsistent
with any psychiatric diagnosis, one may state that no psychiatric diagnosis
could be made, along with a rationale for the same. The diagnosis may
have to be deferred in select patients who may be called later for a detailed
psychiatric assessment or psychological testing from out-patient setting.

Approach towards discharge from the ED

The purpose of emergency management is stabilisation of the patients
till they can follow-up in routine out-patient settings or referral to another
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speciality made. If stabilisation is not possible within the ED, admission in
a psychiatry ward is done, wherever indicated.

After provision of immediate or urgent psychiatric care in ED, one
has to decide on the next step for the patient care. Following are the common

options:
i.

Need to observe or monitor in the ED for a stipulated time (up to
24-72 hours)

Discharge from the ED with advice for out-patient follow-up

iii. Referral to other specialities

Admission in the psychiatry ward

The psychiatrist advises on the next step/shased on clinical judgement,
with due documentation in the clinical records. The clinical judgement
often takes into account the clinical needs, psychosocial and medicolegal

aspects,
.

if any.
Providing emergency psychiatric care followed by monitoring/
observation for a stipulated time (24-72 hours) in ED

Some patients may require short-term observation in the ED. This
time of observation may help make the decision of either discharg-
ing the patient or the need for admitting them in the ward. For
example, a patient brought to emergency with acute psychosis,
with grandiose delusions, auditory hallucination, decreased sleep,
but not a threat to life of self or others may be managed with antip-
sychotic and sedative medications. Such patients may often be-
come calm after receiving few doses of antipsychotic medications.
The patient may be observed for a period upto 24 hours in the
emergency and may be discharged from emergency with advice
for regular out-patient follow-up, if they appear to be settled. On
the other hand, if the patient doesn’t respond, becomes disruptive
or worsen, a decision to admit them may be appropriate for further
management. The MHCA 2017 prescribes that this observation
period in the ED should be 72 hours or less.

Evaluation prior to discharge should include (i) excluding any sig-
nificant risk of causing injury or harm to self/ others; (ii) medical
stability. The consulting psychiatrist should also ensure that the
patients and family members/ accompanying persons have under-
stood the nature of their presentation and the date, time, and place
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of follow-up is clearly mentioned in their discharge note. In cases
with clinical dilemma, it is always better to take an opinion from
senior colleague and keep patient under observation to gather more
clinical data.

Providing emergency psychiatric care and discharging the patient
from the ED

Certain patients may present to the ED with symptoms of disso-
ciative convulsions, panic attacks, acute stress, etc. They may
present to the ED due to the fear of their symptoms being life-
threatening. After ruling out major medical causes, they may be
advised follow-up in the out-patient department after providing
medications for acute management of their symptoms. For example,
a patient who presents with an acute attack of panic could be im-
mediately managed by single doses of benzodiazepines like mouth-
dissolving clonazepam, or injectable lorazepam, after medical
causes of panic attacks are ruled out. Such patient may be advised
follow-up on out-patient basis after educating about the nature of
their symptoms.

Referral to other specialities

It is important to understand that individuals who are presenting
with behavioral symptoms are not immune to medical illnesses. It
is infact seen that such individual may often not be able to effec-
tively communicate the physical symptoms to the clinician. While
a patient may have a psychiatric illness requiring intervention from
a psychiatrist, a co-morbid medical condition may require more
attention. For example, a patient presenting with acute psychosis
having active hallucinations and delusion of persecution may
present with fever, limb rigidity, autonomic instability and raised
serum CPK. Such a patient would require withholding of all antip-
sychotic medication and possible admission in a medicine high-
dependency unit before being treated by a psychiatrist. Conditions
which may warrant referral to other specialities would entail those
with ‘red-flag’ signs (outlined in Box 1), impending medical is-
sues (e.g., uncontrolled hypertension, blood sugar, etc.), or where
the attention required by the medical condition is greater than the
psychiatric condition (e.g., dissociative convulsions in a patient
with seizure disorder).
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IV. When to admit under psychiatry

It is important to categorise and prioritise the patients requiring
in-patient care dueto limited psychiatric resources and psychiatry
beds.

Conditions that should be advised in-patient care are outlined be-
low:

» Presence of major psychiatric disorder requiring urgent inter-
vention (e.g. catatonic schizophrenia with poor oral intake,
psychotic depression)

» Moderate to high suicidal risk (as per evaluation)
» Individuals with risk of harm to others /violence risk

» Psychiatric diagnosis associated with inability to take care of
self/self-neglect to the degree of posing a potential harm to
self

Besides above, admission may sometimes be preferred in other
conditions, such as patient with major depression who presented to
emergency with a recent loss/traumatic event requiring longer observation
period, or psychotic patient who relapsed after medications got interrupted
due to ongoing psychosocial stressors/conflicts at home.

The MHCA 2017 defines four major types of admissions in different
sections of the act, viz, (i) independent admission (adult with intact
treatment-related decision-making capacity, admitted with one’s own
consent), (ii) admission of a minor (aged less than 18 years, admitted with
the consent of a nominated representative/ legal guardian), (iii) admission
with high support needs (adult with impaired treatment-related decision
making capacity, admitted with the consent of a nominated representative/
caregiver), and (iv) admission on the order of a magistrate (capacity or age
assessment not necessary before admission). The most important thing to
ascertain before admission is the treatment-related decision-making capacity
of the individual before admission. And as prescribed in the MHCA, efforts
should always be made to take consent from the patient and admit under
section 86.

One must also make sure to rule out any major medical issue (e.g.,
autonomic instability, poor oxygen saturation, very high/ low respiratory
rate/ high grade fever) before advising psychiatric admission.



Assessment in Emergency Setting 247

Legal aspects of emergency treatment (MHCA, 2017)

The Mental Health Care Act (MHCA), 2017 governs the mental health
care and services for persons with mental illness in India. Section 94 deals
with “Emergency Treatment” for mental illness which can be provided by
a registered medical practitioner, if it is immediately necessary to prevent:

(a) death or irreversible harm to the health of the person; or
(b) the person inflicting serious harm to himself or to others; or

(c) the person causing serious damage to property belonging to him-
self or to others where such behavior is believed to flow directly
from the person’s mental illness.

Emergency treatment shall be limited to maximum 72 hours or till
person has been referred to mental health establishment, whichever is
earliest. Consent of legal guardian must be taken for emergency treatment.
In case of absence of a legal guardian, and any caregiver, the MHCA
prescribes that the mental health review board should provide a nominated
representative for taking treatment-related decisions.

The MHCA also states that procedures like ECT, and any treatment
which is not directly related to emergency treatment must not be given
from emergency settings.

Special patient populations in ED: clinical considerations

The approach and risk assessment for suicidal and violent patients has
been dealt with in a separate chapter, and hence not being covered here.
Certain points warrant a discussion while dealing with special patient
populations.

I.  Homeless individuals

While assessing and managing homeless individuals, one must look
into administrative and legal issues, like guardianship, authority
to consent for interventions other than those deemed life-saving.
They may have been brought by the police or referred by magis-
trate, or a non-governmental organisations. It is important to un-
derstand that homeless individuals may be more prone to health
hazards, like physical ill-health, substance use, victimisation, vio-
lence, sexual exploitation, etc.

As per the MHCA, any individual referred by the magistrate for
evaluation may be admitted for a period of 10 days for evaluation
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and submitting a report to the magistrate. After submission of the
report, the individual may be dealt with as per the provisions of
the law.

Paediatric population

Children and adolescents rarely seek consultation on their own:
They are either brought by the legal guardians or referred by teach-
ers. Any acute-onset behavioral change in younger age groups war-
rant a diagnostic work-up for possibility of underlying organic
cause or substance use. Children may also show behavioral mani-
festation to external stressors: For example, a child experiencing
stressors at school may show behavioral symptoms ranging from
aggression, inattention, crying spells, selective mutism, or medi-
cally unexplained somatic symptoms. Approach to assessment has
certain differences from adults:

o Parental consent is a must along with assent of the minor dur-
ing evaluation

*  Children may not be forthcoming with the stressor due to fear,
poor understanding of the stressful event, etc. Evaluation may
require more time.

* Questions have to be asked in an age and developmentally
appropriate manner

» Incase of child’s abuse, one must follow the legal procedures
with due documentation.

* In-patient admission may be considered, if further observa-
tion and evaluation is warranted

* Not all psychotropic medications have been tested for safety
in children and adolescents. Those with evidence base and rec-
ommendations for use in pediatric population may be preferred.

Geriatric population

Few considerations in assessment and management include:

* Medical co-morbidities may be taken as a rule rather than ex-
ception in elderly population

*  Overlapping symptoms such as low appetite, sleep disturbances
or physical aches due to medical morbidities may make the
psychiatric evaluation more challenging.
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» Elderly population has been shown to make more lethal sui-
cide attempts

* One must be especially mindful of the prevailing psychoso-
cial situation and stressors in elderly

* Issues like cognitive impairment, physical ill-health, and frailty,
including hearing and visual disability may hinder or alter the
process of assessment

» Sudden occurrence of behavioral changes in elderly patients
should raise suspicion for organicity

» Prescribe low, go slow. Elderly are more prone to certain side-
effects, e.g., postural hypotension, anticholinergic side-effects,
hyponatremia.

* One should look into the drug-drug interactions with other
medications being given for medical comorbidities.

Barriers and challenges faced in ED settings

Unlike an out-patient or in-patient psychiatric assessment, the setting
of ED poses some inherent challenges for assessment. There are
infrastructural barriers resulting in lack of privacy or noisy surroundings
which may interfere with assessment of mental and behavioral emergencies.
Further, the busy ED settings warrants a briefer and more focused
psychiatric interview. However, patients may disclose more information if
the clinician makes an effort at establishing rapport and proceeds gradually
from open ended to closed ended questions. EDs often receive cases with
medico legal issues (e.g. homeless individuals, assault survivors, etc), which
requires collaboration between physicians, mental health professionals, law
enforcement, judiciary social welfare and other governmental agencies.

Unlike west, most EDs in India lack specialized or trained support
staff for mental health who can be of assistance in ED setting. Safety
consideration of the patient is another area which is a potential challenge.
In absence of safe rooms or high-risk rooms in EDs, potentially suicidal or
agitated patients are kept in shared emergency areas with potentially lethal
drugs around them or potential triggers for agitation e.g. bright lighting,
loud noises etc. In Indian settings, however, most patients are accompanied
by family members who are able to supervise the patient.

One must understand that there are time and space constraints in the
ED, that often leads to the pressure to make quick decisions in the ED.
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This may sometimes lead to various errors in diagnosis, for example, giving
undue importance to the initial symptoms over the most salient symptoms
(anchoring bias), prematurely closing efforts to gather further information
once a working diagnosis is reached, ignoring contrary evidence and giving
weightage to the supporting evidence (confirmation bias), judgement driven
by one’s own affective state, preconceived notions, and recent experiences/
reading (affective bias, representativeness, and availability bias,
respectively). One should be conscious of the possibility of such errors
and make efforts to avoid them, to the extent possible.

Summing up

The ED provides a unique opportunity for screening, evaluation and
initial management of mental health crisis. A psychiatrist working in ED
needs to prioritize certain aspects while evaluating a person with mental
and behavioral symptoms, and must be familiar with the general approach
and special clinical and medicolegal considerations as relevant for
psychiatric emergencies.
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Chapter 15
Risk Assessment

Raman Deep, Swarndeep Singh

Learning Objectives
After reading the chapter, the student should be able to:
» Describe the need to assess risk

» OQutline the approach and enumerate the principles in risk assess-
ment

» OQutline the approach to assess suicidal risk and risk of harm to
others

»  Enumerate the risk and protective factors
e Understand the need to communicate and document risk

Introduction

Risk assessment is one of the core competencies to be acquired during
residency training. It is often the first step in risk mitigation strategies and
helps in formulating management plan, including the need for
hospitalization or appropriate urgent interventions. A formal risk assessment
also helps in proper communication of the risk to caregivers or other health
professionals. Carefully documented risk assessment also assists the court
in evaluating clinicians’ decision-making process.

The chapter shall discuss various issues and considerations in risk
assessment conducted by a mental health professional. It shall provide an
overview of comprehensive risk assessment in clinical settings, including
key themes of clinical enquiry, a thorough assessment of risk and protective
factors as well as approach to risk determination. Certain guidance questions
which can be used during the interview have been tabulated. The chapter
does not cover the risk management or risk mitigation strategies.
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Approach to risk assessment

Suicide or violence risk assessment is frequently warranted in
emergency, out-patient or in-patient psychiatry settings. An unstructured
clinical assessment might vary across interviewers and might be prone to
various cognitive and personal biases. A clinician is also likely to miss out
on some relevant information. The actuarial risk assessment involves the
use of clinical scales or instruments to identify variables which are known
to influence risk. This approach, however, does not consider the relative
importance of individual’s risk or protective factors. A structured clinical
assessment is the most widely recommended approach for risk assessment.
The clinician assesses the risk factors based on actuarial research, but also
incorporates the information about the relative importance of those risk
factors based on the patient’s history and clinical examination conducted
in a systematic manner. It also emphasizes upon identification of relevant
risk and protective factors for a given individual, and to utilize this
information for reducing the risk in future.

General Principles

» Physical comfort and safety of the patient, as well as safety of
professionals involved in the care should be ensured prior to start-
ing the assessment.

» The privacy and wishes of the patients should be respected to the
extent possible during the interview. The patient-clinician com-
munication cannot, however, be treated as privileged or confiden-
tial in instances with risk of harm to self and/or others.

» Clinician should be mindful about the possibility of negative emo-
tional reactions, especially while dealing with aggressive or vio-
lent patients.

* Provided there is no imminent risk, it is a good practice to involve
patient in the risk assessment process and explore his/her subjec-
tive perspectives.

» Risk factors for self-harm or violence needs to be contextualized
for a particular person to make better sense of the individualized
risk. For example, loss of employment could act as a significant
stressor for a person who is sole earning member in the family.

* Interview style must be calm, objective, non-judgemental, and
empathic. Effort must be made to establish rapport.
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» Clinicians should not shy away from direct questioning about sui-
cidal ideas and plans. On the contrary, evidence suggests that it
might be a relief for the patient to be able to express their lack of
desire to live with someone without stigma or admonition. Fur-
ther, it can help to prevent and mitigate future risk.

* Some patients may under-report or deny the risk on direct ques-
tioning. Appropriate attention must be paid to non-verbal commu-
nication such as poor eye contact, evasiveness from questions
around a particular theme, inconsistencies across interview, clini-
cal history and alternate sources of information.

* Relevant information must be gathered from collateral sources like
family, friends, previous treating physicians, police, or past medi-
cal records after taking appropriate consent.

e Itis a good idea to take second opinion from a colleague or an
experienced mental health professional, in case of doubt regard-
ing risk assessment of a given patient.

» The risk can be dynamic and could escalate over a relatively short
period of time. Risk assessment should be understood as an ongo-
ing process.

Suicidal risk assessment

Suicidal ideation and behaviors is perhaps the most commonly
encountered and important risk in psychiatry. The purpose of suicide risk
assessment is to identify modifiable or treatable acute, high-risk suicide
factors, as well as protective factors that can inform patient treatment and
safety management. Various areas pertaining to risk assessment have been
discussed below.

Exploration for parasuicide vs suicide

Both parasuicidal and suicidal attempts involve intentional self harm,
but the key difference is person’s intent or motive behind the act. A suicidal
attempt is characterised by an intention to end the life or kill oneself. A
parasuicidal attempt, on the other hand, is characterized by an absence of
intent to end life, but self-harm is a cry for help, a means to seek attention
from others, and/or to inflict physical pain with an aim to reduce emotional
distress.

A gentle exploration may be done regarding patient’s intent at the time
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of harming self during the course of interview, in addition to taking into
account other relevant information in psychiatric history and mental state
examination. However, the differences between suicidal and parasuicidal
attempt must be viewed with due attention to these points:

» Accidental serious harm or deaths may occur in parasuicidal at-
tempts due to errors in perceived lethality of a method or delayed
rescue measures.

e It may not be always possible to clearly delineate a parasuicidal
from a suicidal attempt, especially after a single interview or in
limited time.

»  Further, some amount of dimensionality exists between these con-
cepts making it difficult to discern a clean-cut differentiation in
each and every case.

Risk assessment must, therefore, be made in all cases with potential
for self harm.

Structured Clinical Assessment in Patients with Suicidality

Risk assessment is preceded by a psychiatric evaluation aimed at
making diagnosis and establishing psychopathology. Primary focus of risk
assessment interview is kept at ascertaining and documenting risk, to inform
management. The recommendations by American Psychiatric Association
(APA, 2010) capture the major themes for risk assessment.

Suicidal risk assessment must explore and account for the following
aspects:

» Current suicidal ideas, plans, and intent, including active or pas-
sive thoughts of suicide or death

» Prior suicidal ideas, plans, and attempts, including aborted or in-
terrupted ones

*  Prior self harm behaviors, if any, without suicidal intent

» Presence of current and lifetime psychiatric diagnoses, along with
need for psychiatric hospitalizations, if any

» Clinical presentations with severe hopelessness, pathological guilt,
prominent anxiety symptoms, etc.

» Problematic substance use disorder or recent change in pattern of
substance use
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Trait Impulsivity

History of suicidal behaviors in first or second degree biological
relatives

Presence of stressors (e.g., financial, interpersonal, lack of social
support etc.) or history of trauma

Terminal or incurable medical illness

For those who report current suicidal ideation must be additionally
assessed as below:

Frequency, intensity, duration and perceived controllability of sui-
cidal ideation

Any specific triggers, real or imagined losses or specific psycho-
pathological symptoms (such as hopelessness, delusions etc.) as-
sociated with suicidal ideation

Any suicidal plans or preparatory behaviors (e.g., writing a sui-
cide note or making legal will etc.), and details thereof

Access to suicide methods, including firearms (e.g., in case of police
personnel)

Any attempted suicide in the past, including aborted or interrupted
attempts

Patient’s possible motivations for suicide (e.g., shame, humilia-
tion, command hallucinations, reunion with dead ones, rebirth or
re-incarnation etc.)

Reasons for living (e.g., sense of responsibility to significant oth-
ers, strong religious beliefs deterring death by suicide, etc.)

Any intended course of action by patient if and when suicidal ide-
ations worsened (e.g. disclosing to others around, seeking treat-
ment, etc.)

Perspective about future, including hope and plans for future

Those with suicidal attempt’s must be additionally assessed as below:

Context and circumstances surrounding the attempt—(Site of at-
tempting, e.g., home, public place, deserted place; time of attempt,
e.g.,during busy day-time or at night when others might be asleep/
unaware; presence of other individuals around, e.g., family/ rela-
tives/ friends/ colleagues/ passerby; indicating warning/ threat of
harming self; immediate triggering event)
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Intent at the time of attempt (may or may not be verbally described
discretely)

Potential lethality of attempt (choice and type of method, perceived
lethality)

Actual damage incurred during the attempt
Degree of planning involved
Availability of rescue measures

Patient’s response after the act or after being rescued (remorse/
indifference over the attempt, relief/ anger on being rescued)

Box 1 provides guidance questions for important themes that must be
enquired in a person with suicidal thoughts or behaviors. The questions
displayed in the box are representative or indicative of a particular theme,
and may be modified in accordance to the patient’s clinical history and
socio-cultural context.

Box 1: Guidance questions for clinical enquiry into suicidal risk

Screening for suicidal ideation

Exploration in patients with suicidal ideations

Do you ever feel like giving up or think that life is not worth living?
Do you ever feel that things won’t get better in future?

Do you ever wish to just go to sleep and never wakeup?

Does your life ever seem so bad that you wish to be dead?

Have things ever been so bad that you seriously considered about harming
yourself?

Have you thought or made plans about death or dying recently?

When did you first have such thoughts?

How often do you have such thoughts? For how long? How intense? Degree
of control exercised?

Are there any particular events, circumstances or situations associated with
these?

How close did you actually come to acting on them?
Did you or do you have a specific plan to harm yourself?

Did you make any particular preparation? (e.g. writing a suicide note, a will
for legal heirs, arranging your finances, etc.)

Did you tell anyone about your plans to harm (or kill) yourself?
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Additional exploration in patients with suicidal attempt

Did you ever start to harm (or kill) yourself but aborted it before doing some-
thing?

What stopped you from going ahead with the suicidal behavior?
What do you envision to happen after suicide?
Do you have access to firearms, or other lethal means of harming yourself?

What did you do when thoughts of harming or killing yourself became in-
tense?

How do you view future? Do you think things can get better in future?

What was your intent at the time of harming self?
Can you describe the circumstances surrounding an attempt?

Did you plan ahead for the suicidal attempt? What kind of plans? For how
long?

Why did you choose this particular method?
How did you feel when you found that you have been saved?

Following points must be noted with respect to clinical risk assessment:

The exploration for risk assessment must be done systematically
as part of a clinical interview and not in a checklist manner.

Risk assessment is best started from open-ended questions, and
gradually moving towards closed-ended, leading (yes/no) ques-
tions.

Lethality must be determined as per objective assessment of the
actual danger to life posed by a particular method or act. The
person’s expectation of what he/she considers to be medically dan-
gerous must be taken into consideration. For example, a layperson
may have limited knowledge on maximal lethal dose for benzodi-
azepines

Clinician must also explore for time during which intensity of sui-
cidal ideation and behaviors was considered to be at its worst over
their lifetime, and ascertain their course.

An exploration can also be made for evidence suggestive of an
escalation of potential lethality of suicidal behaviors (e.g. from
cutting wrist to hanging or shooting with gun).

Clinician must ask open-ended questions about reasons to live and
reasons to die, and observe for the spontaneous responses pro-
vided by the person.
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» Patients with very high suicidal intent may not express and/or can
conceal warning signs of imminent suicide. Clinician should also
gather information from collateral sources instead of sole reliance
on self report.

Exploration for Static vs Modifiable Risk factors

Box 2 lists some of the common risk factors which are taken in
consideration during assessment of suicidality. As oppose to static risk
factors, the dynamic risk factors are potentially modifiable, can change
spontaneously with time or are amenable to change by interventions.

Box 2: Some risk factors for suicidality

Static factors (non-modifiable) Dynamic factors (potentially modifiable)

Recent stressful life event or loss < Current psychopathology : hopelessness,
Lifetime psychiatric diagnosis delusional guilt, etc.

Past history of self-harm attempt/s e+ Ongoing alcohol or substance abuse
Family history of completed suicide « Morbid mood states, severe anxiety

Presence of a severe intractable or agitation, associated sleep disturbances
medical morbidity or terminal illnesse Poor coping or problem-solving skills
« Demographic risk factors e Psychosocial stressors (e.g. conflicts)

e Poor compliance to treatment
e Lack of purpose in life

Exploration for Protective factors

The assessment should also explore and document protective factors
which may act as buffer between suicidal ideas and actual behavior.
Interventions with chronically suicidal patients often focus on enhancing
the support and protective factors for an individual.

Potential protective factors could be

» Social support systems

» Strongly held, religious beliefs prohibiting death by suicide

» Sense of purpose in life

»  Sense of responsibility towards others

»  Problem-focused coping skills, etc.

Two important points need to be noted in this context, as follows

» The protective factors should be ascertained in the context of that
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individual and not presumed. For example, family can act as a
source of stress rather than support for individuals with inter-per-
sonal conflicts, property disputes or other issues acting as a stres-
sor.

» Mere presence of protective factors should not be considered to
protect an individual from suicide especially when potential warn-
ing signs or high degree of suicidal risk is noted in clinical inter-
view.

Use of Suicidal Risk Assessment Instruments

The Columbia Suicide Severity Rating Scale (C-SSRYS) is currently
considered as the gold standard instrument for assessment and monitoring
of suicidal behaviors among at-risk individuals. It is free for use in clinical
settings. Three different versions are available which can be used as per
requirement:

a) Lifetime/Recent version: for baseline assessment

b) Since Last Visit version: for evaluation of change in suicide risk
during follow-up

c) Screener version (brief set of questions for triaging by non-spe-

cialists).

Apart from this, the C-SSRS also has a risk assessment page which
enlists risk and protective factors of suicidality. However, there is a need
to contextualize the risk factors in light of current life situation and beliefs
of a particular individual.

Some of the other commonly used instruments in clinical or research
settings include Beck Scale for Suicide Ideation (B-SSI), Suicide Intent
Scale (SIS) etc., which are used to assess for suicidal risk, in addition to
scales for rating psychopathology (e.g. Hamilton Depression Rating Scale).
Risk-Rescue Rating determines the balance of risk and rescue factors in
association with a particular suicidal attempt by patient. Besides these,
patients can also be assessed for protective factors using instruments such
as Reasons for Living Inventory.

As previously discussed, we wish to re-emphasize that rating scales or
clinical instruments must not be used as stand-alone measures, but should
form a part of the comprehensive suicidal risk assessment.
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Determination and documentation of overall risk level

The risk level of an individual should be determined after a careful
assessment and weighing of above factors, and a clear reasoning for the
determination should be documented. It might be useful to indicate a level
of concern (viz. high, moderate, or low) for the overall assessment, but it is
even more helpful if the identified situations and triggers are qualitatively
described, which can help to plan for potential mitigation strategies.

The risk must be communicated in clear, unambiguous and accurate
terms to legal guardians. Risk must also be discussed with patients, along
with management plan. A clear documentation must also be made in the
written records.

Box 3: Case vignettes with risk assessment

Case 1: A 27-year old married female, educated upto 5th standard, homemaker,
presented with history of suicide attempt by cutting her neck. The woman had
been suffering from depression for last three months and wasn’t able to carry
out her household responsibilities for the last month. She had started thinking
of killing herself for last 2-3 weeks. On the day of attempting suicide, she
bought a new shaving blade from the market, and kept it in the cupboard. After
cleaning the house, and sending the husband to work, patient wrote a suicide
note. She stuck the suicide note on the almirah and planned to kill herself in the
afternoon since no vendors would visit during those hours. She locked the house
from inside and cut her neck with the blade and became unconscious. She was
discovered by her husband, who incidentally came back. Patient was taken to
the hospital and was stabilized with neck reparative surgery and admission in
ICU. On further evaluation, it was discovered that patient’s sister had also died
by suicide, and the patient had a previous attempt during past depressive episode.
Patient was initially not cooperative for interview and kept expressing her
failures, including a failed suicide attempt. She expressed to the psychiatrist
that if she had gone out of home to a secluded place, she wouldn’t have survived
to suffer more. She was kept in-patient with high-risk precautions and later
shifted to psychiatry in-patient settings for management.

Case 2: A 27-year old married, male, educated upto B.Sc Nursing, working in
ICU in a tertiary hospital presented with history of cutting wrist with the intent
to die. On detailed assessment, it was discovered that the patient had history of
opioid dependence for the last 10 years and was currently using tramadol
injections, often stealing them from the ICU. He had frequent interpersonal
conflicts with his wife over this and was also facing issues at workplace due to
absenteeism and negligence. He would have occasional low mood with bouts
of irritability whenever he would be restricted from using the psychoactive
substance. He would tell his wife that if she continues to keep him under
surveillance, he would either kill her or himself. When allowed to administer
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injection, he would remain calm and euthymic. One day after having an
altercation with wife, he threatened her to kill himself and went outside the
home. He then started making a video call to his wife, cut his wrist superficially.
As soon as passersby noted the same, an ambulance was called. Patient was
awake throughout and guided the ambulance to take him to his place of
employment. On exploration, he further told the consulting psychiatrist that he
was aware that cut would not injure him deeply. He expressed remorse on
making the attempt and was ready to seek treatment. There was no other past or
family history of any psychiatric illness. Patient was admitted in psychiatry
ward for a week before being stabilized and discharged.

Risk Assessment for Harm to Others (Violence Risk Assessment)

Several different scenarios may warrant risk assessment. The broad
principles and themes in violence risk assessment remain the same as
discussed in the above section. Approach may have to be somewhat
customized across different types of settings and patient populations.

* Individuals may be referred by judiciary or brought by other au-
thorities after a violent incident/threat has taken place. In such
scenarios, the clinician may explain about the purpose, processes
as well as potential benefits of cooperation in order to reduce any
hostility directed towards the clinician.

» Violence risk assessment can also be conducted in emergency or
ward settings for patients who have demonstrated an agitated/vio-
lent or threatening behavior. Clinician may have to ensure safety
of patient, self and other staff first, prior to making assessment
based on all available sources of information, including observa-
tion.

»  Occasionally, risk assessment might also be required for a particu-
lar out-patient who may talk about ideas to harm a particular per-
son or group of persons. Such patients may be interviewed in de-
tail for a formal risk assessment, in order to ascertain their intent,
plans etc. and decide the next course of action accordingly.

In this section, we discuss the risk assessment with respect to clinical
settings rather than forensic settings, though basic principles remain the
same.

Safety considerations

The examiner needs to ensure own safety first, and should make a
mental note of all the exit points from the place where assessment is to be
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carried out. A safe distance (of about 3-4 feet) should be maintained during
the assessment of potentially violent patients. Clinician must demonstrate
a calm tone and non-threatening posture, especially with a suspicious or
hostile patient. Further, any object which can be used to harm can be
cautiously removed the environment prior to start of an interview (e.g., a
jug of water, tea kettle, etc.). Clinician can also ask security staff to stay at
some distance so as to intervene in case of need, especially for patients
who have displayed violence in the past.

Clinician should be watchful for premonitory warning signs and
symptoms of impending physical violence, which can be as below:

* Rigid muscle tone or aggressive posture

»  Brisk walking or pacing

» Banging of fist or feet on nearby objects like table/wall/floor
»  Clenching of fists or teeth

* Throwing off objects

» Overt or covert threats, shouting in anger

* Invading personal space

»  Pressured and/or loud speech

» Disinhibited or authoritative behavior

» Emotionally aroused state (e.g. agitated, extreme fearfulness)
* Non-cooperation (e.g. refusal to undergo testing)

Their presence indicates the need to immediately stop the interview
and ensure one’s safety first. At the same time, other relevant risks such as
patient self-harm (murder-suicide), absconding, etc., may also be anticipated
and appropriately managed.

Clinical enquiry into risk

Prior to start of an interview, the clinician must ask permission and
observe for willingness to start the interview. A formal risk assessment can
proceed ahead only if patient consents to be interviewed. As discussed in
the section above, one must begin with open-ended questions and slowly
proceed to narrow ended or specific questions as per earlier responses. In
order to explore for the risk of violence, clinician can ask open-ended
guestions such as:
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* “Are you angry at someone?”

* “Do you sometimes wish to punish or take revenge for the wrong
doings?”

»  “Have you thought of any ways to do that?”
» “Have you made any preparation towards that?”

The duration, frequency, severity, and recency of such violent thoughts
or behavior should be assessed in a non-confrontational manner. It is also
important to explore if patient has made any specific plans or engaged in
any preparatory behavior. For example, “I will go to my office tomorrow
and confront all those who conspired to expel me. | will also take my knife
along, just in case”. Further, if there is history of violent behaviors, the
interviewer should try and look for any repeating patterns or situations
that lead to these escalations.

Exploration for Risk factors

Box 4 lists some of the risk factors of relevance to violence risk
assessment. Factors related to the patient’s environment, life situation, or
relationships which are potentially modifiable must be carefully noted as
they can help in subsequent management.

Box 4: Risk factors for violence/risk of harm to others

Static factors (non-modifiable) Dynamic factors (potentially
modifiable)
e History of violence e Easy access to lethal means
e Antisocial or narcissistic personality ¢ Negative affect states (e.g. irritability,
disorder anger, suspiciousness)
e Trait impulsivity e Psychosocial stressors (e.g. conflict
e Lifetime substance use disorders with one or more person)
e Younger adults (especially e Current alcohol or other substance use
15-24 years) e Positive psychotic symptoms
e Male gender (e.g. delusion of persecution, command
hallucinations)
« Non-compliance to treatment

Exploration for Protective factors

The protective factors must also be assessed as part of the violence
risk assessment. Instruments such as Structured Assessment of Protective
Factors for violence risk have been used to identify some common
protective factors based on literature, which then allows clinicians to use
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their professional judgement about the relative protective effect offered by
each of them in a particular individual’s context. It divides protective factors
into three broad groups: internal factors (e.g. secure attachment in
childhood, empathy, coping skills, intelligence); motivational factors (e.g.
work, leisure activities, financial management, motivation for treatment);
and external factors (e.g. social network, intimate relationship).

Apart from this, the individual should also be asked about the reasons
or factors which have stopped or are stopping him from committing
violence. Factors which could be further strengthened by means of
intervention should be carefully noted.

Use of Clinical Instruments

As previously discussed, it may not be prudent to rely solely or
excessively on rating scales or clinical instruments in clinical risk
assessment, but these can form a part of the comprehensive violence risk
assessment.

The Historical Clinical Risk (HCR-20)Violence Risk Assessment
Scheme is a 20-item assessment tool, which is one of most researched and
empirically guided risk assessment tool. It provides a higher emphasis on
risk management and risk reduction compared to other actuarial approaches.
It is often used in clinical or forensic settings in order to assess the future
risk of violence. Briefly, HCR-20 risk factors are dispersed across three
scales, as below :

» Historical scale (10 risk factors), which focuses on past events,
experiences, and psychiatric conditions (e.g., past violence, young
age at first violence, major mental illness, psychopathy, personal-
ity disorder, childhood maladjustment)

» Clinical scale (5 risk factors), which focuses on recent function-
ing (e.g., negative attitudes, psychiatric symptoms, non-compli-
ance, impulsivity)

* Risk Management scale (5 risk factors), which deals with factors
such as feasibility of plans, stress, and support.

HCR-20 carries a total of 10 static risk factors (historical scale) and 10
dynamic or potentially changeable risk factors (Clinical and Risk
Management scale), with a recommendation that dynamic risk factors
should be re-evaluated periodically. Each item can be scored as absent
(score of 0), possibly/partially present (score of 1), or definitely present
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(score of 2). The clinician then makes a final summary risk rating (viz.
low, moderate, or high) for violence risk, depending on the number of risk
factors present, their relevance and the degree of intervention or risk
management that is estimated to be necessary to mitigate risk.

Such an approach can be used in conjunction with other instruments,
as relevant, in clinical or research settings including scales for assessing or
rating psychopathology (psychosis, mania, psychopathy etc.).

Determination of risk level

The overall risk level should be determined after a careful assessment
of all factors, and a clear reasoning for the determination should be
documented. The severity of risk assessment is not related to the number
of items ticked on a scale or checklist, and should involve professional
judgement based on clinical interview by a trained professional.

Additionally, if the risk of violence is identified to be directed at
particular individual/s, then the clinician has a duty to take appropriate
steps to protect them, including informing authorities, while fulfilling their
duty to care for the patient. The communication can no longer be considered
privileged in cases with risk for violence; however clinicians must
thoroughly appraise or update themselves of the relevant legal aspects
surrounding such scenarios.

Summing up

Risk assessment serves a two-fold purpose i.e. predicts the possibility
of an adverse outcome and identifies the potential factors contextualized
to that individual which can help to mitigate risk. Athorough risk assessment
forms the cornerstone of effective risk management in clinical settings.
The process takes place in an open and collaborative manner with
involvement of patient and family members. Clinician usually assesses the
risk and protective factors, and also incorporates the information about the
relative importance of these factors based on the examination of patient’s
life situation or context in a systematic manner. The instruments are often
incorporated as an aid and not meant to substitute clinical judgement and
decision-making. Further, the individual’s own perspective, current life
situation, personality aspects, social support are also taken into conside-
ration, in addition to lifetime and current psychiatric diagnosis. In situations
where the patient is an imminent threat to self or others, the psychiatrist
would need to proceed with hospitalization in accordance to existing legal
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provisions. Risk assessment must be clearly conveyed to family or legal
guardians, and same must be documented in written records. Risk
assessment should not be restricted only to a one-time evaluation after
crisis, but may be conducted on a periodic basis during the follow-up visits
for those with chronic suicidality or lifetime risk.
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Assessment Specific to Children and
Adolescents
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Learning objectives
After reading the chapter, the student should be able to:

» Explain how psychiatric assessment differs between children and
adults

»  Enumerate headings under which a child’s temperament is recorded
» Enumerate special scenarios in context of minors
» Elicit history and carry out assessment in a child

Introduction

Individuals below the age of 18 years are classified as children and
adolescents. Psychiatric assessment in children and adolescents differs from
that of adults in various aspects, for example, reasons for referral, reasons
seeking treatment, method of assessment etc. Children, unlike adults, often
do not seek treatment on their own and are commonly brought by parents/
guardians. The issues related to consent also vary from adults. The
assessment differs as often children may not be able to articulate and
verbalize their thoughts and a great amount of assessment is based on
observation of general appearance and behaviour. This chapter intends to
highlight the differences in assessment of children and adolescents from
that of adults, identifying various sources of assessment apart from (beyond)
the patient and the parents. Assessment of temperament, school teacher’s
report, and the importance of physical examination have been highlighted.
In the end, some of the special scenarios, like assessment in case of child
abuse, difficult child, silent child, homeless child has been separately
discussed.
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How psychiatric history and assessment in children differ from adults?

A significant proportion of illnesses that we see in adults have their
onset during adolescence. And even though childhood period may appear
brief and short, it is indeed filled with a huge amount of development, in
terms of motor skills, cognitive abilities, social skills etc. A number of
potential stressors occur during childhood which are often under estimated
like environmental change (e.g. joining school, pursuing studies, adjusting
with new siblings etc.), achievement of milestones, exposure to stage
performance, going through examinations and others. Onset of psychiatric
illness during childhood can hamper the overall development, be it physical,
social, cognitive, or behavioural. Hence, there is a need to understand and
learn psychiatric assessment in children in order to promote early inter-
vention.

Clinical psychiatric assessment mainly includes two components viz.,
history taking, and mental status examination, similar to other disciplines
of medicine. Assessment in psychiatry differ between adults and children/
adolescents in a number of ways. Firstly, children rarely seek psychiatric
help on their own, and are often brought by parents/ guardians, or referred
by teachers, or even by the court. However, seeking consultation does not
mean that the child is suffering from a psychiatric illness. It is sometimes
seen in clinical practice that overtly anxious parents may bring their child
for psychiatric assessment observing minor aberrant behaviour which may
even be normal for the child’s developmental age. In contrast, severely
disturbed children may not be brought into treatment for years.

Another important differentiation from adult psychiatric problems is
that children may reflect external problems in the form of behavioural
abnormalities. For example, children belonging to a family with parental
conflict or domestic abuse may show signs of irritability, disruptive beha-
viour, sleep/ appetite disturbance, and acute academic decline, without
giving any cognition behind his behaviour. An adult, on the other hand,
may frequently, but not always, be able to verbalise his/ her stressor.

It is also important to distinguish normal behaviour from abnormal
while assessing a child referred for psychiatric assessment. Unlike adults
where there is a relatively clear demarcation of what is abnormal, abnormal
behaviour in a child is determined by his/ her chronological and mental
age. For example, a child aged two years may be distractible, hyperactive,
running around in the house, unable to understand which behaviour may
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be risky/ hurtful, not seeming to pay attention to what is being said, etc.,
which may be considered as an abnormal behaviour for a child aged 14
years.

In adults, equal weightage is given to observed behaviour and cogni-
tion. In children and adolescents, who are not as cognitively sophisticated
as adults to put up their thoughts, behaviour often gives more information
than the cognition. It is also important to elicit behaviour in more than one
situation (e.g. home and school; or market and home) and delineate any
specific circumstances aggravating such behaviour. Similar to elaboration
of history of presenting illness in adults, while taking details in a child’s
behavioural issues, one should also take a note of the drugs/ medications
taken, side-effects experienced, environmental reactions, i.e., reactions of
family members/ friends/ teachers on the child’s perceived abnormal
behaviour.

In contrast to adults, where rehabilitation often starts at home, a child’s
rehabilitation may be equally done at home as well as school. Involvement
of school teachers may play an important role in accessing as well as
assessing children for prevention or early intervention. In addition, the
treatment measures in children vary significantly from adults. Pharma-
cological interventions play a limited role in childhood psychiatric illnesses.
As there is more emphasis on psychological interventions in childhood
psychiatric illnesses, the role of psychologists, social workers, occupational
therapists become equally important as that of the psychiatrist.

Establishing therapeutic alliance with the child and family

A family coming to a psychiatrist for assessment may be anxious,
scared, or hesitant. They may be coming for assessment on being referred
by their school teachers without believing that their child has any illness,
or may be coming on their own, noticing some subtle behavioural changes
and fearing development of a severe mental illness that other family
members suffered. Before beginning the assessment, it is important to make
the child and the family comfortable and build a therapeutic alliance. A
good therapeutic alliance leads to better interview results. It is not being
liked by the patients and family members to gather maximum information,
but also to discuss and negotiate treatment in order to identify shared goals
and outcomes.

To begin with, it is preferred to welcome the patient by his/ her name.
Accompanying persons should also be greeted. The patient should be seated
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at an angle with the interviewer rather than facing directly. The interviewer/
clinician should inform about the approximate time of the interview and
the overall process of assessment. It is very important to also explain that
the information obtained will remain confidential with the individual or
within the treating team. With the parent’s consent, the referee may be
contacted, keeping in mind the issue of confidentiality.

During the interview, if the clinician’s posture is relaxed, appearing
unhurried, with sustained eye-contact, it is likely to give better results. A
clinician should be alert to pick up verbal as well as non-verbal cues
(particularly for children) indicating distress, like excessive fumbling,
sweating, appearing restless, increased breathing rate etc. It is a good idea
to ask if the patient is comfortable talking on the topic which apparently
provoked distress and offer to discuss it later as per the patient’s ease.

It is important to assess parents’ understanding about the child’s
behavioural problems. Some parents may be accommodating giving in to
their child’s demand, while others may be strict and even punitive. A non-
judgmental attitude, irrespective of one’s opinion, is a must to ensure alliance
with the parents. In addition, realistic verbal reassurances like, “We will
try to help in the best possible way”, “l understand your concerns and
worries”, “I hope that this treatment will benefit him to some extent” may
be comforting for the parents. One should, however, refrain from giving
false reassurances without a complete assessment like, “He will be totally
fine”, “We can cure his illness completely for sure” etc.

Clarity about the referral

Achild rarely initiates referral by himself/ herself. The common reasons
for referral are environmental, like school teachers and parents. As
clinicians, we try to fit in the behavioural disturbance into one or the other
category of psychiatric disorders, while for a teacher, the child may be
different from his classmates in terms of behaviour, academic performance,
manners, cleanliness, efforts, interactions etc. For a parent, the concerns
may again differ, for example, fear of emergence of a more severe mental
illness seen in a close or distant family member. A child may not be as
troublesome to deal with at home, as he/ she may be at school, or vice
versa. Sometimes, the child may be referred by another specialist like a
paediatrician, endocrinologist, physiotherapist for psychiatric evaluation,
like degree of intellectual disability or learning difficulty. Another less
commonly encountered reason of referral may be legal, e.g. regarding child’s
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custody, alleged child abuse etc.

The clinician assessing the child needs to be aware of the reason for
referral, who made the referral, when was the referral made, possible
administrative issues related to the referral etc. If the referral note is not
able to answer the interviewer’s questions adequately, he/ she may contact
the referee, after taking parents’ or guardians’ consent, while maintaining
confidentiality. One may also commonly encounter situations where the
parents’ views may differ from that of referee, say the school teacher. In
such cases, one should try to find the reason for the differing views in a
non-judgmental fashion.

Interview with the parents/ family members

Any illness in a child not only affects the child but the whole family.
The purpose of interviewing parents is not only to assess the child’s
problems, but also to observe their attitude towards psychiatric assessment,
psychiatric disorder, treatment, and the patient. The interview should almost
always begin with open-ended questions like, “What brings you here?”,
“What problems are you facing?”, “In what way can we help you?” etc.
Such questions should be asked from the parents both in presence as well
as absence of the child. It is good to understand what they expect out of the
consultation and what their fears are.

During the observation, one may note how the parents interact with
each other, if their opinions differ, who made the lead in seeing referral,
how they describe their child. Sometimes these observations may be made
even before the actual interview starts, for example, how the parents position
themselves in the waiting area and how patiently they wait for their turn to
come in for the interview. It is often worthwhile to observe family members’
non-verbal communication, for example, widening the eyes to indicate a
“no” to their child and how the child reacts to such cues. It may also be a
good idea to ask parents on how they would react to the child’s behaviour,
and the response that child would in turn give to their reaction. The parents
can be asked to narrate some specific even in the recent past, as they are
likely to recollect a more detailed account with less recall bias. This may
often help the clinician delineate the onset and progression of symptoms
and its triggering or relieving factors.

Family’s cultural background should also be taken into account, for
example, it is not uncommon to encounter parents bringing their daughter
with intellectual disability when she attains menarche and is unable to take
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menstrual care or when their child reaches a “marriageable” age in their
opinion. A parent may be receptive to a disruptive child giving in to his/
her demands or may react by scolding or slapping the child in front of the
interviewer. This behaviour may also be influenced by the cultural
background. Irrespective of their attitude, the clinician should show positive
attitude during the assessment and encourage parents to respond in a way
that they find the most appropriate.

While taking the history of presenting complaints, it is important to
understand that unlike adults the cognitions may not be forthcoming in
history given by the parents. The major information is about the behaviour.
A child who is depressed may or may not verbalise about having low self-
esteem, ideas of hopelessness, or suicidality, but may be seen crying,
interacting less, and eating poorly, indulging in actions of self-harm. It is
thus important to actively rule out behaviours pointing towards certain
disorders even when there is no verbal account of the same. Also, like
adults, the model for psychiatric illnesses is explained via bio-psychosocial
approach. So, all three factors, viz., biological (e.g., neurological illnesses,
trauma etc.), psychological (e.g., temperament), and social (e.g., stressors
in family, school etc.), should be considered while making a diagnosis and
formulating management.

In addition to taking details on the child’s problems, one must also
note any past psychiatric history, medical history, family history (including
family environment), birth history and early development, academic
progress, and relationship with the peers. It may be possible that the parents
are unable to recall each developmental milestone, in which case they can
often give the time period in relative terms, for example, comparable to
other siblings, or comparable to other children in neighbourhood or relation.
Such statements are crude just to rule out gross impairment in milestone
achievement. In academic history, a note of his/ her usual behaviour in
school and specific feedback from school teachers may give an estimate of
his/ her behaviour, for example, bullying other kids, being a bully-victim,
extremely shy and nervous, or very enthusiastic and prompt etc. The medical
history should not only include medical illness in child but also history of
smoking, or substance use in parents, particularly mother at the time of
pregnancy.

One should actively question about parents’ understanding about the
child’s problems. It is often seen in clinical scenario that parents tend to
blame and punish their child considering some behaviours fully or partly
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willful. Some parents are able to identify triggers and context to certain
behaviours while other cannot. Similarly, some are able to cut down on
reinforcements of certain maladaptive behaviours while others may be
reinforcing such behaviours (providing secondary gains). One must attempt
to understand their understanding of the child’s problems and their methods
of dealing with the problem, as it might play a significant role in planning
the psychological intervention later.

The interview with the parent should not end at discussing about the
problems, but the clinician should encourage the parents to talk about their
child’s strengths, hobbies, qualities, which may, in turn, be useful in the
decision regarding assessment or treatment. For example, a child who
harbours a hobby of sketching and drawing may be expressive about his
thoughts through drawing more than talking. A child with specific learning
disorder who is good at music or some sports may be encouraged to pursue
that as a vocation.

Another important information which must be gathered is presence of
caregiving burden, embarrassment, shame, discrimination,or guilt that
parents may be having. Many parents tend to blame themselves for the
problem in their child. A comprehensive treatment plan must take these
factors into account and formulate management of the whole system rather
than just of the child.

Interview with the child/ adolescent patient

Child’s comfort is of utmost priority during assessment. It is important
to build a child’s trust for the interview to progress. One may resort to
making toys, crayons, pencil, paper available in their clinic. However, access
to videogames, mobile phones, tablets may be distracting and often futile.
It is important to note whether the child is able to relate to the interviewer,
his/ her predominant affect during the interview.

Information may be gathered on how the child approaches the
surroundings including toys, interviewer etc. How the child decided to
interact with his/ her parents may be a useful information to gather. Some
children may be very clingy, while others may try to move around and
explore the place, without holding back to their parents. While it is important
to observe a child’s interaction alone, one should also keep a note of his/
her behaviour separately in absence of parents. A child may sometimes be
distressed or hesitant to be seen alone in parents’ absence in which case he/
she may be reassured and reunited as he/ she desires.
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A good way to start a conversation with the child, after the obvious
process of introducing and taking introduction, is asking the child about
his/ her hobbies or interests. A child may be allowed to speak while he/ she
is engaged in some activity like drawing rather than asking them to stop
the other activity and focus on the conversation. It has been seen that while
performing an activity they are likely to respond more spontaneously and
openly. A common technique used by many clinicians is asking the child
about three wishes he would want a genie to grant to him/ her. This question
helps tease out stressors, external pressures, needs of the child, etc.

One of the strengths as well as the weaknesses that children exhibit is
suggestibility, i.e., they tend to incline to other people’s suggestions. A
common question that may give a straight forward response from the child
is “Did your parents tell you why they brought you here today”, or “Is
there anything that you want to change in your life”, “Is there anything
that upsets/ bothers you?”. Not all children may be able to provide insights
into their problems, but if they do, it is good to evaluate the problem in
detail, for example when it occurs, in front of whom it has happened, and
how do the people around respond to his/ her problems.

While interviewing adolescents, the clinician must ensure that they
see the problem from the adolescents’perspective. For example, if the
adolescent says that his/ her mother does not allow him/ her stay out till
late with friends, it may not be a good idea to take the parents’ “side” and
respond by saying, “Your parents might be concerned and therefore they
do so”. Such responses are likely to break the rapport and hinder the progress
of interview. On the other hand, non-suggestive and neutral statement like
“How do you feel about it?”, or “What are your expectations from them?”
may prove to be better in continuing the interview in a positive direction.

Be it a child or an adolescent, the need to build trust and rapport is the
key to conducting an assessment, and not assume that they would have
little understanding of the process. Before ending the interview, the clinician
should try to summarise what he/ she understands about the child’s visit to
him/ her, and how the child feels about it.

Assessing the teacher’s report and school record

Apart from parents’ report, the teachers’ report is also important for
ascertaining the problems at hand and extent of the problems of the school
going child. A school report should consist of the general behaviour of the
child at school, any oddities noted, any difficulty in staying away from the



Assessment Specific to Children and Adolescents 275

patient, scholastic abilities, extracurricular involvement and relationship
with teachers and other students. It is important to understand a teacher’s
perspective about the child’s problem. It often happens that the teacher
notices certain issues and brings it to the notice of the parents or asks them
to take consultation. Many schools also offer counsellors in their settings.
If the child has been evaluated by a counsellor, their notes or assessments
should be noted. Any mention about special education, or any other special
services (e.g. writer for exams) must be noted. Requesting a detailed school
report is very important and helpful. In case of doubt, after taking consent
from the parents, school authorities may be contacted for more information.
Occasionally building a collaborative alliance with the school authorities
for managing the child’s problems may be useful.

Temperament assessment

Temperament is defined as “innate patterns of neurobehavioral reaction,
inhibition, socialization, and emotionality evident very early in develop-
ment.” (Malhotra & Jhanda, 2016). It has been defined by various authors
into various dimensions which in turn have relation to development and
psychopathology. Different temperaments have been found to be associated
with various internalising and externalising disorders. Childhood tempera-
ment is described under the headings of affect, activity, attention, sensory
sensitivity, response intensities, latencies, thresholds, and recovery times.

The headings under which the temperament of the child can be recorded
include: (Malhotra & Jhanda, 2016) :

» Activity level: how much the child would move around, and how
easy/ difficult it would be to hold him/ her.

» Adaptability: how would a child respond to change in the environ-
ment (e.g. change in room, diet, etc.), and how long would he/ she
take to adjust to it.

» Rhythmicity: whether the bowel habits, eating, sleeping, etc. of
the child are predictable during the time of the day.

» Approach/ withdrawal: how would the child behave in new events,
e.g. being seen by unfamiliar person, new type of food.

» Threshold level: how sensitive would the child be to any noise,
touch, sight, taste.

* Intensity of reaction: how loudly or quietly would the child react
to something, say hunger, disagreement etc. Would he/ she cry
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loudly or stand quietly in a corner.

*  Quality of mood: assessment of how a child likes or dislikes some-
thing.

» Distractibility: how easily is the child’s attention diverted when
he is focussed on something, e.g. stops eating on hearing a sound,
pacified by a toy when crying out of hunger.

» Persistence and attention span: the amount of effort put in by the
child in getting something, e.g., a toy which is out of reach. And
how long can the child continue with an activity.

Various methods have been employed for the assessment of tempera-
ment, viz., using questionnaires (parent/ teacher rated for younger children
and self-rated for older children), peer reports, home observations (natura-
listic settings), or play observations (laboratory settings).

Examination

The examination is done under three headings: general physical
examination, systemic examination, and mental status examination.

Physical and systemic examination

Similar to a medical examination where irrespective of the system
seemingly involved a complete examination is necessary, in psychiatric
history too, a detailed physical examination must never be skipped. Two
important reasons include: (i) psychiatric illnesses are not exempted from,
rather are more likely to be associated with, medical illness; (ii) a patient
suffering from psychiatric illness, particularly children, may not be able to
recognise and therefore, complain about the medical symptoms; (iii) some
findings on medical examination may indicate presence of a syndrome
thus clinching the diagnosis, e.g. atypical facies with intellectual disability
is present in Down’s syndrome/ Turner’s syndrome, short stubby built with
intellectual disability may be associated with hypothyroidism, which can
turn out to be a reversible cause of cognitive decline, if detected and treated
early. A detailed head-to-toe examination, looking for signs of nutritional
deficiency, atypical facial features, built, scars or injury marks (which may
be indicative of assault, abuse, self-infliction of injuries etc.) must be done.
In addition, one should assess the following parameters.

1. Height/ weight
2. Head circumference
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3. Neuro-cutaneous stigmata e.g. café-au-lait spots in neurofibroma-
tosis, shagreen patch in tuberous sclerosis, etc.

4. Examination for congenital malformation
5. Genitalia examination

Seizure disorder, cerebral palsy, visual impairment, hearing impairment,
congenital heart disease, nutritional deficiencies, recurrent infections, and
feeding disorder are fairly common,®> which might get missed without a
detailed systemic examination. Onset of adult psychiatric illnesses like
psychosis, mania, depression during early childhood is considered atypical
or unusual, and must rule out neurological causes for such symptoms.

Mental status examination

Mental status examination serves to summarise and confirm the clinical
impressions from the interviews with the child and parents. The major
information is gathered in general appearance attitude and behaviour. One
should note and describe the appearance of the child, current affect,
orientation to time, place, person. One should also keep a note of child’s
attention, and intelligence (which can be tested as per age), how fluently a
child is able to speak, and the content of his/ her speech. One should also
ascertain if the patient makes sustained eye contact while conversing with
the examiner. However, it should be kept in mind that a shy child may also
not maintain eye contact with a stranger, like the interviewer. Hence a
better way to figure out if the child makes eye contact while conversing is
observing when their parents make a conversation with them during the
interview.

After a detailed description of general appearance, one should focus
on relationship capacity, i.e., whether the child is able to strike a conversa-
tion with the interviewer. This may be followed by headings similar to
adult mental status examination, i.e., speech (spontaneity of speech, fluency,
coherence, relevance, goal-directedness, rate, tone, volume, productivity,
and reaction time), affective response during the interview, thought form,
flow, and content, followed by any perceptual abnormality. In addition,
one should also focus and comment upon attitude towards family members,
motivation for treatment, and developmental assessment.

For developmental assessment, one should note the milestones which
have been achieved. In case there is a gross delay in developmental
milestones/ presence of red flag signs or regression of milestones,
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consultation from paediatrician must be taken. In older children, other
parameters including more complex cognitive functions like problem
solving, planning, organizational skills and reasoning also help in establi-
shing the level of intellectual functioning. The performance of the child in
different domains in different settings like school, home etc. should be
considered. Sometimes a child may have problems in specific subjects as
in Specific Learning disorder (e.g. Dyslexia) where additional informa-
tion from school and teachers is helpful. While assessing developmental
level, assessment of intellectual functioning is important as it directly affects
the child’s ability to carry out many functions ranging from academic
activities to personal care. Intelligence is defined as “the aggregate or global
capacity of the individual to act purposefully, to think rationally and to
deal effectively with his environment”. Intelligence Quotient (1Q) is the
measure of intelligence and is calculated with the formula:

1Q = MA (Mental Age) x 100
CA (Chronological Age)

The mental Age is calculated by using Intelligence tests e.g. Vineland
Social Maturity Scale (VSMS), Malin’s Intelligence Scale for Indian
children (MISIC), Gessel’s Drawing test (GDT), Raven’s Progressive
matrices etc. GDT is a simple test and can be performed in short period of
time to give a rough estimate of intelligence by examining the ability of
the child to draw various shapes at different age groups.

For children who are very young, direct interviewing or mental status
examination may be difficult. Such children are observed during play. Play
acts as a channel through which a child expresses his/ her feelings.
Observations from Play technique include the type of play taken, affective
response during the play, age-appropriate playing, expressions of inner
feeling projected on the toys etc. Another method could be through
projective testing like sentence completion test, child apperception test
etc.

Special scenarios

In certain cases, the clinician has to take special precautions or steps
in assessment and management. Few such special scenarios are mentioned
below:
Victim of child sexual abuse

It has been seen that since children, especially those suffering from a
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psychiatric illness, are a vulnerable group, and are therefore at risk of abuse,
both physical and sexual. In such cases, supervision and safety of the child
are of utmost importance. While physical abuse may have to be dealt with
precautions like keeping the child away from the abuser, supervision of
the child, and ensuring a safe environment, managing a child with sexual
abuse is a more sensitive issue, clinically as well as legally. Common
problems faced are issues with maintaining confidentiality, and often facing
denial on the part of family members, keeping in mind the fact that majority
perpetrators are close relatives. In India, it is mandatory to report a case of
sexual abuse in minor to the legal authorities by the person who first gets
the information about the abuse, under the Protection of Children from
Sexual Offences (POCSO) Act, 2012. The failure to do so has been laid
down to be punishable under law. The dilemma between morality and
legality arises when the doctor is mandated to inform but the family
members plead not to in view of embarrassment, fear of stigma, fear of
familial conflict. For example, a 12-year-old girl was sexually assaulted
by her sister’s husband. The parents were reluctant to inform the legal
authorities assuming that their elder daughter’s marriage would be at stake
in addition to the younger daughter’s (i.e., victim’s) defamation. In such
cases, the doctor’s responsibility is to stand by the law for their own
safeguard as well as the child’s safeguard and justice, despite the parents’
plea and one’s own moral dilemma. One must also understand the essence
of the POCSO act being the state standing for getting justice for the child
when the child himself/ herself is unable to and his/ her own family is
unwilling to.

Silent child

There may be many reasons for a child to be silent, e.g. hunger, sleep,
anxiety, anger, developmental deficits, and psychiatric illness. The assessing
clinician should be open to all kinds of possibilities and rule each one out,
one by one. Assessing such a child may require more time and effort by the
clinician. The purpose is not to make the child speak but understand what
the child wants to talk about and what is refraining him/ her from expressing.
The clinician should gather information on the child’s temperament; some
children may take time to open up. The clinician should also enquire from
parents if the child had adequate sleep and meals before coming for
consultation. And one should not consider the interview as failure if the
child did not speak, and should not force the child to talk. The child should
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be given time to respond at his/ her own pace. Some children may not
respond in the presence of their authoritative parents in which case, if the
child assents, he/ she may be interviewed separately. In certain cases, the
child may be upset about being brought for consultation. A common way
to establish conversation with a child is asking about his/ her favourite
games, toys, subjects, food etc. For older children, it may be useful to
address their concerns and assure them of their problems and perspectives
being acknowledged. For children who suffer from developmental deficits,
or very young children, it may be difficult for them to express their thoughts
and feelings. In such cases, use of play method or a developmentally
appropriate way may be useful. Another set of silent children include
selective mutism, anxiety, depression etc. An easy way to engage such
children is using means like writing, drawing, gestures, etc. While looking
for the common, the clinician must not forget to rule out less common, but
serious conditions leading to mutism, like catatonia. To rule out catatonia,
one may look for associated features with mutism, like posturing, ambiten-
dency, echolalia, echopraxia etc.

Difficult child

A difficult child may be difficult because of his/ her disruptive beha-
viour, or substance use. Many children will consider certain behaviours as
normative if their peers are engaged in similar behaviours, like internet
gaming, substance use etc. They may be embarrassed by their parents
discussing their behaviours with others. This is often common in adole-
scents, who may not be able to recognise their maladaptive behaviour and
may consider aggression as the only way of dealing with a situation.
Aggression could arise towards the caregivers, inanimate objects in the
environment or even against self. The first and foremost part in the
assessment of such children should be to gain their confidence. Older
children and adolescents face a lot of conflict with self, peers, family
members, in the search of their own identity while developing into an adult.
Their interests and approval by their peers hold an important place in their
heart, and they may often be reluctant to talk about those issues. It is a
good way to begin with neutral questions, like their hobbies, latest games,
movies, their favourite movie star, TV trends etc. while ensuring not to
attempt showing too much interest that might appear artificial. The child/
adolescent may not be keen on discussing the issue they are facing, in
which case the clinician may take ample time (i.e., more than just a session)
to build rapport and establish communication. On the other hand, clinician
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must also understand parents’ concern and hope that the clinician will be
able to figure out the problem and help the child through some counselling
or tests. Their concerns need to be heard, validated, empathised with, and
addressed. They need to be psycho-educated about the likely chronicity of
the problem in some cases and realistic expectations out of the treatment.

Homeless child

While assessing and managing homeless children and street children,
one must look into administrative and legal issues, like guardianship, person/
authority who is supposed to consent for their assessment and management.
They may be referred by police/ magistrate, or a non-governmental organi-
sation. It is important to understand that the street children may be more
prone to health hazards, like physical ill-health, substance use, victimisation,
violence, sexual exploitation, delinquency, etc. However, stress-related
illnesses may, in fact, be less common, as many authorities have found
such children to be more resilient and better able able to overcome adver-
sities. They often demonstrate social problem-solving skills, and street
survival skills.

Adoption

Adoption allows children to grow in permanent families rather than
foster homes. But adoption may also further complicate the process of
early attachment, and loss of self-image. Prospective parents are assessed
based on their interpersonal relationship, their finances, health, home, and
neighbourhood. Other assessments include their keenness to adopt, reasons
for adoption, their specific requirements. Children also require preparation
and assessment before adoption, explaining the reason for their adoption
in an age-appropriate manner, and understanding and acknowledging
different emotions that may arise out of adoption, like anger, frustration,
confusion, loss etc.

Adoption may take place at different ages, like infancy, mid-childhood,
or adolescence. Based on their developmental level, and their cognitive
ability, their understanding and interest about adoption may vary. Similarly,
their questions and concerns may vary which may need to be addressed
accordingly. Children need to know their adoption stories and the same
may be narrated based on their understanding. The parents need to be
educated about being supportive. If the child experiences and expresses
grief, it should be acknowledged. Parents may often not be prepared for
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dealing with emotional disturbances in adopted child and may themselves
suffer post-adoption depression, for which they need to be assessed and
managed.

Diagnostic formulation

Diagnosis is arrived at after collecting information from multiple
sources, often using structured questionnaires. It may not be possible to
establish a diagnosis in first go, and hence one should not refrain from
conducting more than one assessment to arrive at a diagnosis. One should
also mention in their diagnostic formulation about the main symptoms which
should be the focus of clinical attention, their duration, their possible
triggering factors, changes caused by the problematic symptoms in the
child’s environment. One should not focus on making a concrete diagnosis,
as there is a tendency to focus on the reified disorder rather than the
individual. The focus should remain on managing the child as an individual,
including his/ her environment, strengths, abilities, rather than treating a
diagnosis.

Summing up

Assessment in children and adolescents differs from that in adults.
Children often do not seek treatment on their own and may have little
understanding about their problem. They are often brought by parents,
referred by their teachers, or other clinicians. The assessing clinician needs
to judge whether to assess the child separately or in presence of parents/
guardians. Often both the methods are used consecutively. Assessment of
temperament, and developmental assessment are unique to children’s
assessment, which may be of relatively lesser importance in adults’
assessment. The techniques of examination in children are also different,
where greater focus is on describing general appearance, attitude, and
behaviour. Observational play also plays an important role in assessment.
At times, it may be difficult to establish rapport with children, some of
them may be shy or silent; difficult, or disruptive. One should not attempt
to build rapport, or gather all the information in one go, and should allow
oneself some time to do the same. At the end of the assessment the goal
should be to manage the individual and not treat a disorder.
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Chapter 17

Assessment in Addiction Psychiatry

Anju Dhawan, Preethy Kathiresan

Learning objectives:
After reading the chapter, the student should be able to:

Enlist the different types of substance use disorders and behav-
ioral addiction

Describe the difference between substance use disorder or behav-
ioral addiction from non-pathological use

Describe the type of assessment that has to be done under differ-
ent clinical scenario

Describe the assessment of a person with substance use disorder
or addictive behavior

Enlist the instruments commonly used for assessment

Enumerate which lab investigations to order and when as part of
assessment

Introduction

The current chapter will deal about the assessment of persons with
addictive disorders — which includes substance use disorders, behavioral
addictions. Substance use disorder and addictive disorders are chronic
medical conditions which affects various domains of an individual’s life —
physical, psychological, social, occupational, financial, familial as well as
legal. Also, various factors — biological (Ex: genetic), social (Ex: peer
pressure) and psychological (Ex: co-morbid psychiatric illness) can
influence the course of substance use disorders. Hence, assessment should
include all these aspects, so that a comprehensive management of the patient
can be planned.
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The current chapter will initially discuss the need for assessment of
addictive disorders, and discussion of diagnostic terminologies in the
commonly used nosological systems, which will be followed by the
discussion of various types of clinical assessment, scales or instruments to
be used, lab investigations and summary of the same.

Need for assessment of substance use, addictive behaviors and related
problems

Substance use disorder and behavioral addiction are chronic medical
disorders, which affects not only the individual, but also the individual’s
family members, friends and society as a whole. It not only causes physical
complications, but also complications in other domains of life like
occupation, mental health, legal, social and financial complications. The
recently conducted national survey found that among the Indian population
aged 10 to 75 years, 14.6 % use alcohol, 2.8% use cannabis, 2.1% use
opioids, 1.08% use sedatives and 0.7% use inhalants. Around 5.7 crore
individuals suffer from alcohol use disorder, 72 lakhs from cannabis use
disorder, 77 lakhs from opioid use disorder and 22 lakhs from inhalant use
disorder (1). However, the treatment gap for substance use disorders is
very high with the national mental health survey finding a treatment gap of
around 91.1% (86.3% for alcohol use disorder, 91.8% for tobacco use
disorder and 72.9% for other substance use disorders) (2). While there is
no national study to find the prevalence of behavioral addiction across
India, there is a renewed interest in addictive behaviors around the world,
especially for gambling disorder and gaming disorder, with their inclusion
in ICD 10 and DSM 5 and more research focusing on the same. Also, there
is a significant overlap between substance use disorder and other psychia-
tric illness. Studies have found higher prevalence of substance use disorders
among patients with psychiatric illness and vice versa.

It is important to understand and learn how to assess substance use
disorder and addictive behaviors, for the management of a person suffering
from the same.

Diagnosis of substance use disorders and addictive behaviors

Substance use and addictive behaviors fall in a spectrum from no use
to disorder level, with the disorder also varying in severity. Classification
systems help us in identifying the problem faced by the person due to the
substances or addictive behaviors and giving it a diagnostic term, communi-
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cating about the same with the affected individual and his family members
as well as in initiating treatment when appropriate. The most commonly
used classificatory system for diagnosis of substance use disorders and
addictive behaviors are ICD 10 and DSM 5 currently. Since ICD 11 has
been recently launched by WHO and will be the most common classification
system in use within a few years, the current section will focus on the same
also. The commonly used terms in clinical situations are as follows:

(@) Misuse:

Use of a prescribed drug intentionally for therapeutic purposes, in a
different way than that prescribed to him/her. This term is used only for
prescribed drugs. See Case vignette 1 and 2 for examples of misuse.

Case vignette 1:

A45-year-old male was prescribed T. Alprazolam 0.5 mg by a physician
for sleep. As his sleep problem did not improve, he took T. Alprazolam 1
mg instead of 0.5 mg to get sleep without physician’s prescription.

Diagnosis for case vignette 1: As the person has taken the medication
prescribed to him for insomnia, but in a dose different from that prescribed
by the doctor, it is ‘“Misuse’. However, it does not have any diagnosis in
ICD or DSM.

Case vignette 2:

A 25-year-old female had severe pain in her knee. Her grandmother
had been taking T. Tramadol 50 mg for her spine problem as advised by
her orthopaedician. The female takes T. Tramadol for her pain without
consulting doctor.

Diagnosis for case vignette 2: As the person has taken medication for
pain relief, which was not prescribed to her, without consulting a doctor, it
can be termed as ‘Misuse’. However, it does not have any diagnosis in
ICD or DSM.

(b) Abuse:

The tern “‘Abuse’ has been removed from DSM 5 and ICD 11. In ICD
10, the term “Abuse’ has been used only for non-psychoactive substances,
but not for psychoactive substances. However, in view of its use in the
legal context in India as well as its use in some textbooks, the term has
been explained in this section.
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The term “Abuse’ has different meaning depending on the context where
it is used. The different definitions of abuse are as follows:

1. According to Food and Drug Administration: Use of a drug inten-
tionally for non-therapeutic purpose, even once for its desirable
psychological or physiological effects.

2. According to DSM: Abuse was a diagnostic category in DSM 1V
and DSM 1V TR. According to this, substance abuse is diagnosed
when a person has a pattern of substance use leading to clinically
significant distress in a 12- month period and has one of the four
clinical features, namely (i) Failure to fulfill major role obliga-
tions at home or work, (ii) recurrent use in physically hazardous
situation, (iii) recurrent legal problems due to substance use or
(iv) use despite social or interpersonal problems due to sub-
stances.

3. Mental health care act, 2017 of India has mentioned ‘abuse of
alcohol or drugs’ in the definition of mental illness. However, the
definition of abuse has not been given in the same.

4. 1CD 10, though mentions ‘Abuse of non-psychoactive substances’
in code F55, definition of the same has not been given.

See Case vignettes 3 and 4 for examples of abuse.

Case vignette 3:

A 25-year-old man took 3 tabs of T. Tramadol 50 mg to experience
euphoric effects.

Diagnosis for Case Vignette 3: This will be considered as ‘Abuse’
based on FDA definition, but not under DSM IV or DSM IV TR.

Case vignette 4:

A 25-year-old man takes around one quarter (180 ml) of Whisky once
in a week in the evenings along with his friends for enjoyment and drives
back home in a two-wheeler. He had been caught twice for drunken driving
and warned for the same, but still continued to use alcohol in the same
pattern.

Diagnosis for Case Vignette 4: This will be considered as ‘Abuse’
under DSM 1V or DSM IV TR, has no diagnosis in DSM 5, but will be
diagnosed as ‘Hazardous use’ in ICD-11.
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(c) Harmful use:

Harmful use refers to use of a psychoactive substance or drug that has
led to either physical or mental harm and is a diagnosis in ICD-10 as well
as ICD 11, but not in DSM 5. However, the definition differs based on the
classificatory system used.

1. ICD-10: When a person takes psychoactive substance in a pattern
that has caused actual damage to either physical or mental health
of the user.

2. ICD-11: There are two diagnoses related to harmful use of a sub-
stance in ICD 11.

a) Episode of harmful use: A single episode of psychoactive sub-
stance use that has caused either of the following: (a) Damage
to physical or mental health of the user or (b) Harm to other’s
physical or mental health (including trauma) that can be di-
rectly attributed to user’s behavior under intoxication.

b) Harmful pattern of use: A pattern of psychoactive substance
use over a period of 12 months that has caused either of the
following: (a) Damage to physical or mental health of the user
or (b) Harm to other’s physical or mental health (including
trauma) that can be directly attributed to user’s behavior un-
der intoxication.

As can be seen, there are certain important differences in the definition
of harmful use in ICD 10 and ICD 11. While in ICD 10, harmful use is
diagnosed only when there is a pattern of use, (i.e., repeated use of a
substance) that is harmful, ICD 11 diagnoses both harmful pattern of use
as well as even a single episode of use that has led to harm. Also, while
ICD 10 includes only harm to the user, ICD 11 includes harm to the user as
well as others.

See case vignettes 5 to 7 for examples.

Case vignette 5:

A 30-year-old male used to drink around 180 ml of Whisky once a
week. One day, while driving back home after drinking in his two-wheeler,
he met with an accident and sustained fracture of his Right Tibia. He never
had any other harms due to alcohol use in the past.

Diagnosis for case vignette 5: The current case will be diagnosed as
‘Single episode of harmful use’ in ICD-11 as there is only one episode of
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harm due to drug use. The current case will have no diagnosis in DSM-5
and ICD-10. The current case will be diagnosed as ‘Abuse’ in DSM IV or
DSM IV TR.

Case vignette 6:

A 35-year-old male has been brought to the clinic with history of use
of around 90 ml of Whisky once in 3 days for past 2 years. On further
exploration, family reported repeated episodes of physical fights with
neighbors on minor provocation under influence of alcohol. Patient denies
any craving, withdrawal symptoms, loss of control or preoccupation with
use. He feels that alcohol gives him more confidence and energy and is not
willing to quit the same.

Diagnosis for case vignette 6: The current case can be diagnosed as
*‘Harmful pattern of use’ in ICD-11 as he is causing harm to others under
intoxication. The current case will have no diagnosis in ICD 10 or DSM 5.
The current case will be diagnosed as ‘Abuse’ in DSM 1V or DSM IV TR.

Case Vignette 7:

A 25-year-old male was given Inj. Pentazocine intravenous following
a minor RTA by a doctor for pain relief around one year back. He felt
euphoric effect with the same and started to take it once in a week for
recreational purpose. He gradually increased the frequency to once in 3
days. He developed abscess at the site of injection on multiple occasions
which hinders him from working efficiently for few days. But still, he
continued to take injections once in 3 days as it gave him freedom from
boredom. He now presented with ulcers in his hand at sites where he used
to inject. He denies any craving or tolerance or withdrawal.

Diagnosis for case vignette 7: The current case can be diagnosed as
‘Harmful pattern of use” in ICD-11 where he is causing harm to self and
continuing to use despite harm. The current case can be diagnosed as
‘Harmful use” in ICD-10. The current case can be diagnosed as ‘Opioid
use disorder’ in DSM 5. The current case will be *Abuse’ in DSM IV-TR

(d) Hazardous use:

Hazardous use is a diagnostic category that has been recently introduced
in ICD 11 and it has been categorized under ‘Problems associated with
health behaviors’. This refers to the use of substance in a situation which
increases the risk of physical or mental harm either to the individual who
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is using or to others, but actual harm has not occurred yet. The substance
use should persist even when there is knowledge of increased harm. The
increased risk may be due to frequency of use, amount of use (Ex: Binge
drinking), risky behaviors associated with substance use (Ex: driving under
influence of alcohol), harmful route of administration (Ex: Injection drug
use) or combination of the same. Hazardous use, however does not have a
separate diagnostic category in ICD 10 or DSM 5.

(e) Substance dependence (ICD 10/ ICD 11) or Substance use disorder
(DSM 5):
In ICD 10, substance dependence is diagnosed when a person has met
3 out of the 6 criteria in the previous year — (1) Craving, (2) Tolerance, (3)
Withdrawal, (4) Loss of control, (5) Pre-occupation and (6) Use despite
harm to self (either physical or mental harm).

In DSM 5, substance use disorder is diagnosed when the person meets
2 or more of the following 11 criteria within a 12-month period — (1)
Tolerance, (2) Withdrawal, (3) Craving, (4) Persistent desire to cut down
or control the drug use, (5) The drug is taken in larger amounts or for a
longer period than intended, (6) continued drug use despite either recurring
or persisting social or interpersonal problems, (7) Failure to fulfill major
role obligations in occupation or at home, (8) Giving up important social,
occupational or recreational activities due to drug use, (9) Pre-occupation
with drug use (Large amount of time spent in obtaining, using or recovering
from the effects of the drug), (10) Hazardous use of the drug and (11) Use
despite physical or psychological harm.

In ICD 11: Substance dependence is diagnosed when there is a strong
internal drive to use substance as can be manifested by (1) loss of control
of substance use, (2) Increasing priority being given to the substance use
and (3) use despite harm or negative consequences. Craving, tolerance and
withdrawal are often present. The diagnosis can be made if the substance
use is continuous for more than one month with the features mentioned
above, but usually present over a period of at least one year.

(f) Behavioral addictions:

In ICD 10, Gambling disorder is considered under “Habit and Impulse
control disorder” and is considered an impulse control disorder. However,
with increasing scientific evidence, Gambling disorder is increasingly
recognized as behavioral addiction and hence has been subsumed under
“Disorders due to addictive behaviours” in ICD 11.
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In ICD 11, * Gaming disorder’ and ‘Gambling disorder’ has been
included under ‘Disorders due to addictive behaviours’. The disorder is
characterized by (1) Loss of control over the behavior, (2) Increased priority
given to the behaviour and (3) Continuation or increase in behavior despite
negative consequences. The behaviour is continued despite significant
impairment in personal, family, social, educational, occupational or other
areas of functioning and these features are usually present for more than a
year.

In DSM 5, Gambling disorder is considered under non-substance
related to addictive disorder and is diagnosed when a person meets at least
4 out of the following — (1) Tolerance (Increasing amount of money required
to achieve the desired excitement), (2) Withdrawal (Restless or irritable on
reducing or stopping the behaviour), (3) Loss of control, (4) Pre-occupation
with gambling, (5) Gambling for mood modification to improve negative
affect, (6) Chasing the losses, (7) Lying to conceal the extent of involvement
in gambling, (8) Has lost a significant relationship, job or career opportunity
because of gambling, and (9) Relying on others to provide money to relieve
financial situations.

Internet Gaming disorder: It has been included under *Conditions for
further study” in DSM 5. According to this, Gaming disorder is diagnosed
when a person meets 5 or more out of the following 9 criteria in a 12-
month period: (1) Tolerance, (2) Withdrawal, (3) Loss of control, (4) Pre-
occupation with use, (5) Loss of interest in previous hobbies and
entertainment due to gaming, (6) Continued use despite knowledge of
psychosocial problems, (7) Lying to conceal extent of involvement, (8)
Using games for mood modification and (9) Has lost or jeopardized a
significant relationship, job, educational or career opportunity because of
involvement in internet games.

(g) Substance induced disorders:

InICD 10:

In ICD 10, substance induced disorders are diagnosed under the
following subcategories — (i) Psychotic disorder or (ii) Residual and Late-
onset psychotic disorder. These categories are misnomers, as even substance
induced depressive or manic symptoms without psychotic symptoms are
also categorized under this.

Psychotic disorder: When the psychiatric symptoms occur either during
or immediately after drug use (usually, within 48 hours), is not part of drug
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withdrawal state with delirium, are not merely due to the perceptual
distortions caused by drugs with primarily hallucinogenic effects, and the
symptoms resolves partially within one month and completely within six
months, diagnosis of mental and behavioral disorders due to use of substance
- psychotic disorder is made.

Residual and Late-onset psychotic disorder: When the onset of the
psychiatric symptoms is late (after 2 weeks of substance use) or when the
substance induced changes persist beyond the period when the direct
substance related effect may be operating, this diagnosis is made.

In DSM 5:

Substance induced mental disorder in DSM 5: In DSM 5, substance
induced disorder is diagnosed if the following conditions are satisfied - (1)
The person has clinically significant presentation of a relevant mental
disorder, (2) The disorder develops within one month of substance
intoxication or withdrawal, (3) The substance is capable of producing the
mental disorder, (4) The mental disorder did not precede the onset of
substance intoxication or withdrawal, (5) The symptoms resolved within
one month after cessation of acute withdrawal or severe intoxication or
taking the medication and (6) The symptoms do not occur only during
course of delirium.

InICD - 11:

Substance induced disorder: In ICD 11, for each substance, the
psychiatric disorder than can occur during intoxication or withdrawal has
been given separately. And it is usally diagnosed when the disorder develops
either during or soon after intoxication or withdrawal from the particular
substance. The intensity and duration of the symptoms should be in excess
of that can be produced by the substance intoxication or withdrawal alone.
The symptoms should not have preceded the onset of substance use or
persist for substantial period after cessation of the drug.

Assessment technique to followed during assessment in Addictive
disorders to Assessment:

The interviewer should follow a non-judgmental empathetic approach
while talking to the patient with substance use disorder or addictive
behaviour.

Assessment of addictive disorders is a continuous process like in other
psychiatric disorders, i.e., the assessment is not a one-time phenomenon. It
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starts with the first interaction with the patient and continues throughout
the acute treatment period, when patient requires more intensive care as
well as during follow up. However, depending on the context in which
assessment is done (Emergency, Outpatient, Inpatient or Consultation-
Liaison setting), the comprehensiveness of assessment at that particular
point varies. This is important to optimize the utilization of time and human
resources and to provide the optimum care for the patient in need.

Assessment at the initial contact can be broadly divided into three
types: Screening, Brief assessment and Detailed assessment. Apart from
these, it is necessary to understand that assessment occurs Pre-intervention
(Before intervention), During Intervention as well as Post intervention.

A. Screening:

Screening is an assessment method where assessment is done through
tests, examinations or procedures that can be rapidly applied to a large
number of persons to identify persons with substance use problem or who
may be at risk of developing substance use problem. Since many patients
with substance use disorders do not approach for treatment for the same
due to various reasons (There is a very huge treatment gap for substance
use disorders in India — only around 2.7% of patients with alcohol use
disorder and around 5% of patients with other drug use disorder take
treatment for the same according to the recent national survey), each and
every contact with the healthcare system should be utilized to screen for
psychoactive substance use and substance use disorders and either managed
at the point of contact or referred to specialist settings depending on case
to case basis. Also, substance use disorders (SUDs) is more common among
patients with psychiatric illness than among general population due to
various reasons like — common genetic vulnerability, substance use acting
as risk factor for psychiatric illness (Ex: Cannabis and psychosis) or
psychiatric illness acting as risk factor for substance use (Ex: Anxiety
disorders and alcoho I) or both psychiatric illness and substance use
exacerbating each other’s severity. Hence, screening of SUDs should be
an important component of assessment in all patients with psychiatric
illness.

In case of addictive behaviors like gambling disorder or gaming
disorder, there is no national level data on the prevalence of the same.
However, gambling disorder is more common among patients with
substance use disorder and hence, all patients with substance use disorders
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should also be screened for gambling disorder.

Gaming disorder is usually found among adolescents who are brought
to the clinic by their parents for excessive indulgence in gaming. Since
Gaming disorder and other types of behavioral addiction mentioned in
literature are rarely found in the clinical population, screening routinely
for the same may not be required . Whenever such a patient is encountered
during routine assessment, we should do a comprehensive assessment.

Screening can be done either as part of interview or using structured
screening tools or instruments.

Al. Screening as part of interview: Tobacco and alcohol are the most
common substances used in our country. Other substances commonly
found are cannabis, opioids, inhalants and sedatives. During every initial
interview with the patient, always ask the following questions to the
patient:

1. Whether the patient had ever used tobacco, alcohol, cannabis, or
any other illicit drug?

2. Whether he/ she had ever taken any prescription medicine like
sedative or pain killer (prescription opioids) in a manner not pre-
scribed to him/ her?

If the patient reports yes to any of the above question, then go for brief
assessment/ detailed assessment for substance use disorders, depending on
the clinical context.

A2. Screening instruments used for screening SUDs: The various screening
instruments that are available for screening for substance use problems
and the age groups when they can be used are tabulated in Table 1.
However, it should be remembered that screening instruments are not
a replacement for proper clinical assessment. Hence, if a person screens
positive for substance use problem according to the screening instru-
ment, further assessment should be done to establish or refute a
substance use disorder diagnosis.

A3. Screening instruments used for screening gambling disorder: Alarge
number of instruments are available for screening for gambling disorder,
the most common of which is South Oaks Gambling Screen.

B. Brief assessment:

Brief assessment is usually done when a person screens positive for
substance use problems or behavioral addiction problem or has come on
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Table-1. Screening instruments for substance use disorders

Instruments to screen for multiple drugs

Adults Adolescents

Screening Test)

NIDA Drug use screening tool: Quick Screen
(NIDA Modified ASSIST)

CAGE-AID (CAGE adapted to include drugs)

Substance use (TAPS)
Drug Abuse Screening Test (DAST)

Prenatal substance abuse screen (5Ps)
(Peers, Partner, Parents, Past Use, Present use) —
Screen among pregnant females

Drug Abuse Screening Test — Adolescent version

Screening to Brief Intervention (S2Bl)

ASSIST (Alcohol, Smoking and Substance Involvement

Tobacco, Alcohol, Prescription medication and other

(DAST- A)

v

S

S

Brief Screener for Tobacco, Alcohol, and other Drugs (BSTAD)

CRAFFT (Car, Relax, Alone, Forget, Family or Friends, Trouble)

v

v

AR AN

Tools to screen for specific drugs

Substance Adults Adolescents

Michigan Alcohol Screening Test (MAST)

AUDIT (Alcohol Use Disorder
Identification Test)

AUDIT - C (Alcohol Use Disorder
Identification Test — Concise version)

Fagerstrom Test for Nicotine dependence
(FTND)

Fagerstrom Test for Nicotine dependence —
Smokeless Tobacco (FTND — ST)

Opioid Risk Tool

TWEAK (Tolerance, Worried, Eye Opener,
Amnesia, Cut down)

T-ACE (Tolerance, Annoyed, Cut down,
Eye opener)

Alcohol
Alcohol

Alcohol

CAGE (Cut down, Annoyed, Guilty, Eye Opener) Alcohol

Tobacco
(smoking)

Tobacco
(smokeless)

Opioids
Alcohol in

pregnant
females

Alcohol in
pregnant
females

v
v

v

v

v

his own or has been referred for treatment for the same in outpatient settings,
emergency settings, or in consultation-liaison services. The components
of brief assessment should consist of the following:
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B1. Socio-demographic data: This should include name of the patient, age,
gender, education status, marital status, occupation status, socio-
economic status and residence of the patient.

Name: Name of the patient is important for identification of the patient.

Age: Age of the patient is important for various reasons — (i) The types
of drugs used differ in different age groups, for example, inhalant use is
more common among adolescents, (ii) Treatment interventions also differ
at different age groups — For example, family based interventions are found
to be more effective among adolescents than individual interventions, (iii)
Consent needs to be taken from parent/ guardian in case of minors for
various procedures and (iv) Minor patient needs to be admitted separately
from adult patients according to MHCA act, 2017. In case of addictive
behaviors, gaming disorder is more common among adolescents. Even in
adults, the age can provide useful information and help to understand the
role that the patient may be expected to perform or physical vulnerability
eg in geriatric patients.

Gender: There is a difference in the method of initiation of drugs as
well as the course of substance use disorder among males, females and
transgenders. Among females, initiation of drug use often occurs due to
iatrogenic cause or following introduction of drug use by a significant
relation. Also, the psychosocial complications due to drug use occurs more
rapidly among females than males. The transgender population usually
live in different socio-cultural environment which in turn affects the course
of their substance use. Hence, it is necessary to know the gender of the
patient.

Education status: Patients who start drug use at an early age or indulge
excessively in gaming more commonly drop out of school and/ or attain
lower educational attainment. Also, education status can influence the
patient’s occupational status and socioeconomic status. Hence, it is
necessary to understand the education status of the patient and plan
management strategies for recovery / rehabilitation accordingly.

Occupation status: Patients often develop occupational problems
because of their substance use. Also, unemployment in turn can act as a
risk factor for substance use. The current occupation status of the patient
can help in both understanding the patient’s current situation as well as in
planning management plan for the patient.

Marital status: Patients with substance use disorders often have
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conflicts with their family because of their drug use. There is also risk of
separation from the spouse due to the conflicts. These factors need to be
considered in management of the patient with substance use disorders and
hence assessment is important.

Religion: Certain drugs are prohibited in certain religions. For example,
alcohol is prohibited among Muslims, smoking of drugs is prohibited among
Sikhs. Hence the use of these drugs among the people who follow these
religions can lead to increased stigma among their relatives.

Type of family: Type of family again is an important factor that helps
in understanding the family support available as well as in guiding the
management plan.

Socio-economic status: The current socio-economic status (SES) of
the patient is important to understand due to various reasons — patient’s
SES may have got lowered because of his drug use; patient may have
difficulty in purchasing medications from medical shops affecting the
compliance to treatment. These factors need to be considered in management
of patient.

Residence of patient: The type of drug used varies depending on the
geographic region. For example, alcohol is banned in Gujarat and hence
use of alcohol in that state will have different implications. There are certain
regions within a particular city, where there is high prevalence of injection
drug users. The place from where the person comes will help us in
understanding the environment around him, which in turn can again be
used in management of substance use disorder. Also, the distance from the
centre can help in guiding the setting of treatment and follow up duration.

B2. History of substance use and substance use disorder details: During
brief assessment of the substance use history, a structured way of
assessing the substance use details is followed, a sample of which has
been shown in Box 1. The following details should be obtained — (a)
Type of substance: List out all the substances used by the patient, in
chronological order. In case of prescription medicines, try to avoid
brand names and use generic names of the drugs being used, (b) Total
duration of use of each substance, total duration of daily use of
substance, if present, (c) Route of administration of each drug — This
is important as certain routes of administration are associated with
increased risk of certain problems regardless of drug used. For example,
in case of drugs taken by smoking route, respiratory problems can
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occur more commonly, while in case of drugs taken by injection route,
injection related complications like increased risk of blood-borne viral
infections (HIV, Hepatitis C), abscess, thrombophlebitis, etc., can occur
more commonly, (d) Usual dose of drug used (in the past one month) —
This will give an idea about the amount of tolerance the person has
developed to a particular substance and also guide the pharmacological
management of the patient, (¢) Maximum dose of drug used and (f)
Last dose of drug used: It has lot of implications — (i) Gives a rough
estimate of the current position of the patient in the usual timeline of
withdrawal, (For example, if a patient with alcohol dependence has
taken alcohol 1/2 hour before interview, he may not be in acute
withdrawals. However, if he had taken alcohol one day prior, he will
be in acute withdrawals during interview) (ii) It can aid in making a
diagnosis of drug overdose or intoxication along with relevant physical
and mental status examination, (iii) It can guide the time when certain
medications can be initiated. For example, Buprenorphine, a partial
agonist, usually given to manage opioid withdrawals in clinical settings,
can precipitate withdrawals in a patient who has taken full opioid agonist
recently. (Since Buprenorphine is a partial mu opioid agonist, it will
displace the full mu opioid agonist from its receptors and bind to the
same, causing precipitated withdrawals). Disulfiram should be avoided
in a patient who has taken alcohol within the past 24 hours as it can
lead to disulfiram ethanol reaction.

For each of the substances reported, ask the following questions to

identify whether the person has developed substance use disorder and
complications related to the same, which will guide in further management
of the patient.

(@) Whether patient experiences/experienced craving for the drug?
(Term used for craving in Hindi — “Talab / Hudak’)

(b) Whether patient ever had to increase the dose of drug to have the
same effect as previously or he felt a decreasing effect of the drug
with same dose he used previously? (Tolerance)

(c) Whether he developed withdrawal symptoms on sudden cessation
of drug or sudden decrease in the dose of drug? (Withdrawal)

(d) Whether patient had to spend a large part of the day in obtaining
the drug, taking the drug and/or being under the influence of the
drug? (Pre-occupation with use)
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(e) Whether patient feels that he is not able to control the drug use
either in terms of initiation of use, quantity of drug use or duration
of use? (Loss of control)

(F) Whether patient’s drug use has led to any physical or mental harm
to the patient or harm to significant others? If yes, how frequently
has it occurred (Single episode vs harmful pattern of drug use)

(g9) Whether patient continued his drug use despite having acquired a
physical or mental harm due to his drug use? (Use despite harm)

(h) Whether patient takes a drug in a hazardous situation (Operates
machinery after taking drug, drives vehicle after taking drug, etc.)

History of complications relevant to the substance use or addictive
behaviour in seven different domains should be obtained - (a) Physical
complications, (b) Psychological complications, (c) Familial complications,
(d) Financial complications, (e) Occupational complications, (f) Social
complications, and (g) Legal complications. Box 2 lists out the major
complications/ high risk behaviors that should not be missed in history
taking. Box 4 gives examples of the various complications that can occur
in patients with substance use disorders or addictive behaviours.

B3. Brief assessment of addictive behaviors: In the case of addictive
behaviors like gambling or gaming, assess the following:

(@) The nature of the behavior which the patient or the family member
has presented/perceived as problematic (Ex: Gambling, Gaming,
Excessive internet use, etc.)

(b) Total duration of each of the behaviors
(c) Frequency of the behaviors in the past one month
(d) Assess the following symptoms for each behavior:

» Tolerance: Need to increase the duration of behavior (Ex: in-
creasing amount of time spent on the behaviour). In case of
gambling, increased amount of money spent in gambling

»  Withdrawal: Usually psychological like restlessness, irritabil-
ity when the behaviour is stopped

» Loss of control: Repeated failed attempts to cut down or ab-
stain.

* Pre-occupation with the behaviour or Salience: Having per-
sistent thoughts about the behavior; Loss of interest in other
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previous hobbies or other pleasurable activities

*  Mood modification: Indulging in the behaviour to modify nega-
tive mood

»  Use despite knowledge of complications due to the behavior
» Lying about extent of involvement in the behaviour

» In case of Gambling: chasing the losses and relying on others
to provide money to relieve financial problems

e Complications due to addictive behavior:

The complications should be assessed in the same seven domains as
mentioned in the case of substance use disorders in the section above.

B4. Significant psychiatric history: It is mandatory to assess for any
psychiatric symptoms currently in the patient. There is a high co-
morbidity of psychiatric illness among patients with substance use
disorders. Integrated treatment of both the disorders is associated with
best prognosis for the patient. Hence, it is necessary to assess for
psychiatric symptoms in all patients with substance use disorders, in
the same manner it is necessary to assess for substance use disorders
among patients with psychiatric illness.

In case, a patient with substance use or addictive behaviour is found to
have psychiatric symptoms, the following needs to be assessed - (i) whether
the psychiatric symptoms are part of substance intoxication or part of
withdrawals from the substance or the addictive behavior or independent
of that, (ii) whether the substance use or the addictive behaviour can be
explained by an independent psychiatric disorder (Ex: Binge drinking
secondary to a manic episode or indulging in excessive gambling secondary
to a manic episode).

Sometimes, it may be difficult to clearly delineate whether the
symptoms are substance induced or independent during brief assessment.
In such cases, differential diagnosis should be kept and depending on the
severity of symptoms, medications can be started for co-morbid psychiatric
symptoms with the plan to do a detailed assessment in the follow up.

B5. Significant abstinent attempts: An abstinent attempt made by a patient,
in which he was able to remain abstinent for more than or equal to one
month, with or without treatment, is considered as significant abstinent
attempt. The number of significant abstinent attempt made by the
patient, the reason for initiation of abstinent attempt (Ex: Family
pressure, financial difficulty, etc.), duration of abstinence, factors that
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helped patient to maintain abstinence (worked regularly, stayed away
from drug using peers, etc.) and reason for relapse in the past abstinence
attempts should be noted. The details about significant abstinent
attempts in the past helps in understanding the protective and risk factors
for relapse to substance use and guides us in management of the patient.
Box 3 shows a sample abstinence attempt chart that can be used in
assessment of abstinent attempts.

Treatment history: It is also important to take into consideration patient’s
current treatment and past treatment during assessment. For example,
if a patient is already on medications to manage withdrawals, during
current examination, he may not show signs of withdrawals. Also, it is
necessary to consider drug-drug interactions, side effects of medications
and compliance to the medications while assessing the current sympto-
matology of the patient.

Significant medical history: Any history of medical illness in the patient
currently, or any history of major medical illness (Ex: Tuberculosis) in
the past needs to be assessed. Patients with substance use disorders,
even though have higher risk of medical complications, often neglect
their physical health due to their pre-occupation with substance use.
Also, their compliance to medications is often poor. Hence, it is
necessary to address management of both medical illness or complica-
tions along with management of substance use disorders.

General Physical Examination: General Physical Examination is a very
vital component and it should involve (1) Assessment of signs of
intoxication, (2) Assessment of signs of withdrawal, (3) Assessment
of vital signs, nutritional status of patient, pallor, icterus, cyanosis,
clubbing, lymphadenopathy, edema, injuries, abscess, deformities, etc.,
and (4) Systemic examination of Cardiovascular, Respiratory, Abdomen
and Nervous system.

Mental Status Examination: Mental status examination of the patient
is again a vital component even during brief assessment. This helps to
understand the current motivation of the patient as well as any current
psychiatric symptoms or cognitive difficulties in the patient, which in
turn can guide further management of the patient. Mental status
examination is described in detail under the section of detailed
assessment.
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Box 1. Brief assessment example

Mr. X, 25 years old unmarried male, educated upto 2™ std, car driver, not working for
past 2 months, belonging to Hindu Nuclear Family of Middle Socio-economic status

and resident of Noida (Around 2 hours from centre)

Substance Total Route of Freq. Usual dose ~ Maximum Last
Duration admin. dose dose
Heroin X 2 years Chasing Daily X 1 yr % g/d % g/d Yesterday

Injection (1V) Monthly
once X 2 mths

Alcohol X 10 years Oral DD X 4 yrs 2 QM 3Q/d Yesterday

(IMFL) MD X 2 yrs

Ganja X 10 years  Smoking Once in 3 months 1 to 2 joints/d 3 joints/d 2 months back
today

Cigarette X 12 years Smoking Daily X 12 yrs 10/d 10/d

Opioids: Craving+; Tolerance+; Withdrawal+; Loss of control+;

Alcohol: Craving +; Tolerance+; Withdrawal+; Pre-occupation with use+; Loss of
control+; Use despite harm+;

Cannabis: Denies any symptoms of SUD

Nicotine: Craving+; Tolerance+; Withdrawal+;

No H/s/o Delirium tremens / Withdrawal seizures in the past (in case of alcohol use)
No H/O Jaundice / Hematemesis / melena

No H/O sharing of needles / syringes / vials (In case of injection drug use)

No H/O reuse of needles / syringes / vials (In case of injection drug use)

No H/O injection related complications like abscess / scarring of veins, etc (In case of
injection drug use)

No H/O RTA under intoxication

Rule out current psychiatric symptoms

No H/O persistent pervasive sadness of mood / persistent elevated mood with increased
energy

No H/O hearing voices not heard by others
No H/O fixed false belief held in contrary to evidence
No H/O free floating anxiety or anxiety to specific situations leading to its avoidance

No H/O repetitive intrusive thoughts, impulses or acts that patient considers hos own,
but irrational

Treatment History: Was admitted in private de-addiction centre for 3 months around
1 year back — Not given any medications;

Relapsed within 2 days of discharge

Abstinent attempts: One significant abstinent attempt in the past when he was admitted
in private DAC for 3 months; Relapsed due to anger over family members and craving

Complications:
1) Physical: Weakness, Weight loss
2) Psychological: Remorse
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3) Familial: Interpersonal conflicts with wife

4) Financial: Losses+; Debt of around Rs. 50,000

5) Social: Decreased respect among society members
6) Occupational: Not working for past 2 months

7) Legal: Denies
Psychiatric history: None
Medical History: H/O Diabetes Mellitus on treatment for past 3 months

Family History: H/O Alcohol use disorder in father General Physical examination:
Tremors+ in both hands; Sweating+; Lacrimation+ Rhinorrhea+; Vitals: PR: 110/min;
BP: 130/90 mm Hg; Afebrile; RR: 16/min; BMI: 19.5; Injection scar marks+ on Left
cubital fossa; No pallor / icterus / cyanosis/ clubbing/ lymphadenopathy/ pedal edema;
Systemic examination: CVS, RS — Normal; Abdomen- Epigastric tenderness; CNS -
Normal

Mental status examination: GAB: Normal; Rapport — established; Affect — anxious;
Speech — Normal; Thought: Form, flow, possession- Normal; Content — Ideas of
remorse; Perception- No abnormality detected; Orientation- Oriented to time, place
and person; Memory: Immediate, Recent, Remote — Intact; Judgement: Intact
Motivation: Fair / Internal /Action

Route_of_admin: Route of administration; Freq.: Frequency; DD- Daily drinking;
MD- Morning drinking; Q — Quarter ;/d — per day; IMFL - Indian Made Foreign
Liquor; IV — Intravenous; SUD — Substance use disorder; RTA — Road traffic accident

C.

ClL

C2.

Detailed assessment:

Detailed assessment is usually done when a patient is admitted in ward
for management of substance use disorder or for co-morbid psychiatric
illness or in subsequent visits in patients in outpatient setting. Detailed
assessment of a patient should help in understanding the course of
substance use disorder and other psychiatric symptoms in the patient
as well as understanding in detail the various complications faced by
the patient, which in turn can help in making a management plan for
the patient. However, it should be again emphasized that even if a
detailed assessment is done, assessment is not a one-time phenomenon,
but a continuous process, which is done before intervention, during
intervention as well as after intervention is done. The different
components assessed in case of detailed assessment are as follows:

Socio-demographic data: The importance of socio-demographic data
and what details should be obtained as part of socio-demographic data
has been already discussed in the section on brief assessment.

Chief complaints: Chief complaints refer to the major complaints for
which the patient has come/ has been brought to the clinic. The chief
complaints of the patient as well as the family member / accompanying
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person should be recorded separately as the chief complaints can be
different for the patient and the family member. For example, patient
may be more concerned about substance use only, while family may
be concerned more about behaviors under influence of substance. For
each chief complaint of the patient, duration of that complaints should
be noted and all the complaints should preferably be recorded in
chronological order with most recent complaint on the top.

Information source, its reliability and validity: It is necessary to record
the source from which the information is being obtained. In case,
information is obtained from patient’s relative, exact relation with the
patient should be noted. Also, if information is obtained from medical
records also, the same should be noted. Also, it is necessary to mention
whether the obtained data is reliable (When the information given is
consistent among different informants, consistent across different period
of time and there is no obvious external gain) and adequate (When
with the information obtained, differential diagnosis and management
plan can be made). When there is discrepancy in some part of the history
along, it needs to be mentioned that — “History is overall reliable except
for the part related to ”. If there is discrepancy regarding timeline,
it can be mentioned as “Overall reliable, but there is discrepancy related
to timeline”.

Unreliable and/or inadequate history should prompt us to focus more
on examination and observation findings as well as investigations,
where required. If possible, in case of inadequate history, an attempt
should be made to obtain more history from family members or other
reliable source of information or from the patient itself during follow
up.

Total duration of illness, Onset and Course of illness: Total duration
of illness represents the time from the onset of first psychoactive
substance use or the onset of addictive behaviour or symptom of co-
morbid mental illness, whichever came first.

Detailed history of presenting illness: Detailed history of the presenting
illness should start from the time when patient was completely free of
psychoactive substance use or addictive behaviour. The history should
be written in a chronological order, with a detailed account of the context
in which the substance use or the addictive behaviour was initiated,
how it progressed over time, the time when the different symptoms of
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substance use disorder or behavioral addiction appeared for the first
time and how the symptoms progressed over time, the influence of the
various psychosocial factors on the course, details about the abstinent
attempts (When it was attempted, the context in which it was initiated,
duration of abstinence, factors that helped to maintain abstinence, any
treatment taken during that period, reasons for lapse or relapse), details
about the various complications that has occurred due to substance use
or the addictive behaviour and details of any psychiatric symptoms
affecting the course should be assessed in detail in this section. All
these details should be obtained for each psychoactive substance used
and addictive behaviour and recorded in chronological order. In case
of injection drug use, details about the route of injection — intramuscular/
intravenous/ subcutaneous/ intradermal/ combination; site of injection
— right/ left/ bilateral, upper limb (below or above elbow or only at
cubital fossa)/ lower limb (below knee, above knee or both)/ neck veins/
combination of the above, any injection related complications, any
history of sharing or reuse of needles or other paraphernalia should be
asked.

Assessment should also include assessment of the various protective
and risk factors for persistence of substance use or relapse to substance
use. For example, the context in which drug use is persisting (whether
person takes drugs alone or takes along with his friends currently, the
number of drug-using friends, stressors in the patients’ life, etc). Also,
assess for the patient’s motivation to quit or reduce substances — assess
the stage of change the patient is currently in and the reason for
approaching the treatment services currently.

C5.1. Co-morbid psychiatric illness: A common dilemma that occurs
among residents when taking history for patients with substance
use disorder as well as co-morbid psychiatric illness is where to
start the history of presenting illness?

a) If the course of the co-morbid psychiatric illness is con-
tinuous, the history of presenting illness should start from
either the time of first initiation of substance use or the ad-
dictive behaviour or the time of first appearance of the symp-
tom of comorbid psychiatric illness, whichever came first.

b) If the course of co-morbid psychiatric illness is episodic, if
there is overlap between any episode and substance use or
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C5.2.

the addictive behaviour history, start history of presenting
illness from the start of the current episode of psychiatric
illness or initiation of substance use or addictive behaviour,
whichever came first.

c) If the course of co-morbid psychiatric illness is episodic
and there is a significant gap (more than one-month gap)
between the end of the episode of psychiatric illness and
start of substance use or addictive behaviour, start history
of presenting illness from the initiation of substance use or
addictive behaviour. The episode of psychiatric illness be-
fore start of substance use should be detailed in the section
on past psychiatric history.

Also, with respect to the course of the psychiatric illness, it
is necessary to take details about:

a) The course of the psychiatric symptoms during active
substance use and abstinence and

b) The course of substance use during psychiatric symp-
toms.

Timeline: It is always useful to draw timeline to show the changes
in substance use over time, along with the various precipitating
factors and other important life events that influenced the course
of substance use, treatment given to the patient and changes in
psychiatric symptoms over time.

A sample of timeline in a patient with substance use disorder
has been shown in Figure 1 and Figure 2.

T >
2yrs ¢ T TTT
2Syrs 26yrs
2014 2015 2016 rves T

22yrs 27yrs NDDTC
2012 2017 Tramadol
/ent to
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C.5.3. Negative History: Following the detailed history of presenting
illness, it is necessary to also list out the relevant negative his-
tory in the case. Box 2 highlights the important complications
that should always be asked in patients with substance use dis-
orders and not be missed as part of history taking.

Box 2. Important complications not to be missed

Alcohol Delirium tremens, Withdrawal seizures, Seizures, Hemate-

Benzodiazepines Withdrawal seizures
Opioids Overdose history, History of injection drug use
Injection drug use Sharing or reuse of needles/syringes/other paraphernalia,

All drugs Road traffic accidents under influence of substances, Falls

mesis, melena, Jaundice, peripheral neuropathy, difficulty in
walking (Ataxia), hangovers, blackouts, abdominal pain

Jaundice, Injection related complications

under influence of substance, High risk sexual behaviour

Cé6.

C7.

Abstinent attempts history: The details about importance of abstinence
attempts history and the details that need to be taken has already been
elaborated in brief assessment section. Box 3 shows a sample abstinence
attempt chart that can be used during assessment.

Complications history:Even though the various complications that have
occurred due to patient’s substance use should be elaborated in detail
in history of presenting illness, the complications should be highlighted
separately in this section. The various domains in which complications
should be assessed has been summarized in box 4.
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Box 3. Sample Abstinence attempts chart

S.No Month and year Reason for initia-Duration of Factors that Reason for

of abstinence  tion of abstinenceabstinence helped in relapse
attempt attempt attempt abstinence

1. Feb 2015 - Family pressure, 2 % months Took treatment Peer
April 2015 Remorse from a private  pressure,

de-addiction craving
centre for 1

month, avoided

drug using peers,

started working

Box 4. Complications due to substance use disorder

Complications domains

Examples of complications

1. Physical complications

w

Psychological complications
Financial complications

4. Familial complications

5. Occupational complications

6. Social complications

7. Legal complications

Scarring of veins, Alcoholic hepatitis,
Withdrawal seizures, Thrombophlebitis,
Abscess, Delirium tremens, etc.

Remorse, Guilt, Depression, Psychosis, etc.
Losses, Debts, etc.

Interpersonal conflicts with family, Separation
from wife and children, etc.

Decreased productivity, Irregularity to work, loss
of job, etc.

Decreased respect in society, stigma and
discrimination, etc.

Imprisonment for drug use, theft, burglary, etc.

C8. Current use pattern: The current pattern of substance use (in the past
one month) should be mentioned in this section using the format
mentioned in Box 5.

Box 5. Current drug use pattern format

Substance

Route of admin

Frequency | Usual dose | Maximum dose | Last dose

C9. Family History: Substance use disorders not only affect the individual,
but also causes significant complications in the family. The family
environment, also, influences the person’s substance use. Hence, it is
necessary to understand the family environment.

Assessment of family history should include details about the family
of procreation (i.e.) the family in which the patient was born and reared. If
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family were patient was born and family where he was reared was different,
and currently, information is available for both, information of both the
families should be recorded.

Always make a pedigree chart which clearly shows the relation between
family members and mention the following details about each family
member in the pedigree chart: Age, Gender, Marital status, Education status,
Occupation status and diagnosis of psychiatric illness include substance
use disorder, or major medical illness, if any.

Assess who the patient is staying with currently and explore the current
family structure — Nuclear / Joint / Extended Nuclear, etc and the socio-
economic status of the family, assess the total income of the family currently,
the chief care giver and chief decision maker in the family.

Record the current relationship status with the family members (E.g.:
Cordial relations with mother, but not in talking terms with sister because
of drug use, etc.).

Assess the impact of patient’s drug use on the family and the family’s
understanding, attitude and practices related to the patient’s drug use or
addictive behavior.

C10. Medical History: Patients with substance use disorders have higher
risk of medical complications either due to direct effect of the drugs
or indirectly due to the various high-risk behaviors associated with
drug use. Hence, it is necessary to assess the medical co-morbidities
in the patient. Assess for history of major medical illness like Diabetes,
Hypertension, Tuberculosis, seizure disorder, Chronic obstructive
pulmonary disease, etc. Also, assess for history of any surgeries or
hospitalizations.

C11. Past Psychiatric History: Past Psychiatric history should give detailed
history of the psychiatric symptoms that had occurred before the start
of the current episode. This is necessary to understand and manage
the psychiatric comorbidity in the patient.

C12. Personal History: Personal history of the patient is necessary to
understand the various risk factors, protective factors for the addictive
behaviors and the complications or problems in patient’s life. This in
turn will help to plan the management plan for the patient. The Personal
History of the patient should be obtained under the following sub-
headings:
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Birth and Developmental History: Any complications during the pre-
natal, natal or post-natal period as well as any delay in developmental
milestones should be recorded here.

Childhood History: Any history of conduct symptoms, or oppositional
defiant disorder symptoms, or symptoms of attention-deficit hyperactivity
disorder should be mentioned here. Any history of childhood abuse —
physical or sexual, history of bullying or neurotic symptoms in childhood
should be noted here.

Academic History: The academic details of the patient - How much
the patient has studied, any failures in any subject, history of suspension
or termination from school should be noted here.

Occupational History: The various jobs held by the patient, decreased
productivity in work, conflicts at workplace because of drug use, irregularity
at job, suspension or termination from job, changes in job or other problems
that occurred in the job should be noted here.

Sexual History: Patients with substance use disorders have higher risk
of sexual dysfunctions and higher risk of high-risk sexual behaviors. It is
necessary to assess the patient’s sexual orientation, high-risk sexual
behaviors, history of sexual abuse and history of sexual dysfunctions and
the same should be recorded in this section.

Menstrual History (in case of females): Substance use disorders are
known to affect the endocrine system which in turn can lead to menstrual
irregularities. The age at menarche, the regularity of periods, any
complications in menstrual cycles, last menstrual period should be noted
here.

Marital History: The duration of marriage, the type of family currently
staying in (nuclear vs joint family), the number of children in the family,
any conflicts with wife and children, substance use among children should
be recorded here.

C13. Pre-morbid personality/Pre-morbid temperament: The pre-morbid
personality or temperament of the patient should be assessed as in
the case of general psychiatric examination. The personality traits or
features before the onset of the addictive behaviour / drug use or
psychiatric symptoms is assessed. This can guide in the management
of the patient.

C14. Physical Examination: The General Physical Examination forms an
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important part of assessment in patients with substance use disorders
and addictive behaviors. As mentioned in the brief assessment section,
Physical examination should assess for signs of intoxication, signs of
withdrawal, vital signs, nutritional status, general physical examina-
tion and systemic examination. There are some important assessment
that should be specifically looked for during physical examination.

General: Major injuries, cutaneous infections, medical problems, Liver
enlargement, signs of nutritional deficiency

Nicotine: Nicotine stains on teeth, lips, gums, palate, oral mucosa,
signs of peripheral vascular disease

Alcohol: Signs of liver failure, cerebellar signs, signs of peripheral
neuropathy, signs of nutritional deficiency, injury marks

Opioids: Injection scar marks, abscess, burn marks on the tips of fingers
(secondary to chasing), signs of liver failure.

C15. Mental Status Examination: Mental Status Examination is another
important component of assessment in case of patients with substance
use disorders and addictive behaviours. Since the assessment of mental
status examination has been covered in detail in previous chapters,
we have focused on its relevance in patients with substance use
disorders and addictive behaviours in this section:

General appearance and behavior including psychomotor activity: The
general appearance and behavior of the patient can be influenced by the
substance use status — intoxication, withdrawal, etc., as well as by co-morbid
psychiatric symptoms. Hence, this forms an important component of
assessment. For example, patient can have hallucinatory behavior in case
of delirium tremens or cannabis induced psychosis, patient can have
agitation in case of benzodiazepine withdrawals or delirium tremens, etc.

Rapport with the patient: Rapport with the patient may be difficult in
patients who are in pre-contemplation stage, who have difficulty in
understanding due to cognitive impairment (can be temporary as in the
case of delirium or permanent as in case of dementia) or due to some
psychiatric co-morbidity (E.g.: Psychosis). It has to be mentioned whether
rapport with the patient was established or not at the time of interview.

Affect of the patient: The affect of the patient during interview should
be noted. The affect of a person during interview can be influenced by the
patient’s substance use status —withdrawal or intoxication or abstinent, as
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well as by the status of patient’s psychiatric symptoms. For example, affect
can be anxious or irritable if the patient is in active withdrawals from drugs
like alcohol, opioids, etc., or if the patient has comorbid anxiety disorder,
etc.

Speech of the patient: Speech of the patient can again be influenced
by the substance use status, psychiatric symptoms as well as medical
comorbidities. For example, it may irrelevant or incoherent in patients with
delirium, schizophrenia or cannabis induced psychosis.

Thought: Thought is an important component of assessment that helps
us to understand the predominant throught content. The form and flow of
thought are important in patients with psychiatric symptoms.

Perception: Patients with psychotic symptoms need to be evaluated
for perceptual disturbance

Higher mental functions: Patients with substance use disorders are
more likely to have disturbances in cognition either because of the effects
of the substances during intoxication, withdrawal (Ex: Delirium tremens)
or associated psychiatric illness (Ex: Depression, Psychosis) or medical
illness (Ex: Hepatic encephalopathy). Hence, all domains of higher mental
functions (Attention and concentration, comprehension, orientation,
memory, general fund of knowledge, arithmetic skills, abstract thinking
and judgement) should be assessed as in usual psychiatric mental status
examination.

Motivation of the patient: Motivation is a dynamic phenomenon and
patient’s motivation can change over the period of time. The interviewing
method should always follow the principles of motivational interviewing.
The motivation of the patient should be assessed in following domains —
1) Whether the motivation is fair/ poor/ doubtful motivation, 2) Stage of
change of the patient according to the ‘Transtheoretical model’ proposed
by Prochaska and Diclemente in1983 and 3) Locus of motivation — External
or Internal. Few points that should be considered while assessing motivation:

Assess motivation for individual substances: Motivation for individual
substances and addictive behaviors may be different. For example, a person
with opioid dependence and nicotine dependence may have fair motivation
to quit opioids, but poor motivation to quit tobacco.

Motivation to quit or bring about a reduction in drug use or addictive
behaviour: While assessing the motivation of a patient, it is necessary to
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be clear what is being assessed — whether it is the motivation to quit the
drugs or to reduce the harms associated with drugs without necessarily
quitting the drugs. For example, a person with harmful use of alcohol (Ex:
history of road traffic accident after alcohol use) can have good motivation
to reduce the harms (stop driving after taking alcohol), but may not be
willing to quit alcohol completely.

Stages of change: According to the transtheoretical model (3,4), there
are six stages of change — Precontemplation, Contemplation, Preparation,
Action, Maintenance and Relapse’. Precontemplation refers to the stage
when a person denies any harms due to his drug use or addictive behaviour
and has no intention of any change in the same. Contemplation refers to
the stage when people are aware that there are problems due to their drug
use or addictive behaviour, are ambivalent about risk-benefits and to change
their behaviour. Preparation is the stage when individual decides to make
changes in their behaviour in the near future. Action is the stage when
individual has started modifying their behaviour, environment and
experiences to overcome their problems related to drug use or addictive
behaviour. Maintenance is the phase when people have been able to remain
free of the problem behaviour for at least six months and are working
towards prevention of relapse. Relapse is the phase when people who had
brought changes in their behaviour again fall back to their old pattern of
problematic behaviour.

Locus of control: Locus of control refers to the belief by an individual
as to whether an event is dependent on his own actions (Internal locus) or
on external factors (External locus) (5,6). For example, if a person believes
that the reduction in substances or the addictive behaviour depends on his
actions, it can be considered as internal locus of control, while if the person
believes that the reduction in substances or addictive behaviour depends
on fate, luck, control of powerful others or as unpredictable because of
forces surrounding him, it is called as external locus of control.

Insight: Insight of the patient is recorded in case of co-morbid
psychiatric illness or symptoms.

C16. Diagnostic formulation: Once the detailed history, physical and mental
status examination is done, diagnosic formulation is made. This should
include the socio-demographic details, pre-morbid personality or
temperament, relevant family history, past psychiatric history and
medical history, total duration of illness, onset and course of illness,
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the psychoactive substances used or the addictive behaviour indulged
by the patient with duration, diagnostic criteria fulfilled for each
substance or addictive behaviour, any high risk behavior of the patient,
major complications and whether there is significant socio-
occupational dysfunction or not. This should be followed by salient
findings in Physical examination and Mental status examination.

C17. Diagnosis: Following the detailed history, physical and mental status
examination, a provisional or differential diagnosis is made depending
on the information available. Diagnosis should include substance use
disorder or addictive behavior diagnosis, psychiatric illness diagnosis,
if any and medical disorder or disease diagnosis, if any.

Instruments and scales used commonly in assessment of SUD

Once the provisional or differential diagnosis is made, depending on
the case, use of instruments or scales for further assessment or for monitoring
are done. For example, if a person is found to have delirium tremens, Mini
Mental Status Examination and Clinical Institute Withdrawal Assessment
Scale for Alcohol are used to monitor the patient’s symptoms while
managing the same. In case, a person is found to have certain personality
traits, instruments to assess the personality of the patient like MCMI (Millon
Clinical Multiaxial Inventory) can aid in the diagnosis of personality
disorder, if any. In case of co-morbid psychiatric illness, the appropriate
scale to assess the severity of the psychiatric symptoms is used to monitor
the same (Ex: Young’s Mania Rating Scale for Mania, Hamilton Depression
Rating Scale for Depression, etc.)

Some common scales used in clinical settings related to substance use
disorder or addictive behaviors are mentioned below:

1. Scales to assess severity of withdrawals:

a. Alcohol: Clinical Institute Withdrawal Assessment Scale for Al-
cohol — Revised

b. Opioids: Clinical Opioid Withdrawal Scale, Subjective Opioid
Withdrawal Scale, Objective Opioid Withdrawal Scale

c. Benzodiazepines: Clinical Institute Withdrawal Assessment Scale
for Benzodiazepines

d. Other scales: Other scales available, but not routinely used in clini-
cal settings are:
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Nicotine: Minnesota Nicotine Withdrawal Scale;

Cannabis: Cannabis Withdrawal Scale; Cannabis Withdrawal Assess-
ment Scale

2. Scales to assess Motivation:

a. Alcohol: Readiness to Change Questionnaire, Stages of Change
Readiness and Treatment Eagerness Scale - A

b. Nicotine: Motivation to Stop Smoking

Other drugs: Stages of Change Readiness and Treatment Eager-
ness Scale - D

3. Scales to assess severity of substance use disorder or addictive
behaviour:

a. Alcohol: Severity of Alcohol Dependence Questionnaire (SADQ)
Nicotine: Fagerstorm Test For Nicotine Dependence

Opioids: Severity of Opioid Dependence Questionnaire

Drugs in general: Leeds Dependence Questionnaire

Gambling: Problem Gambling Severity Index, The Gambling
Symptom Assessment Scale

4) Other Scales:

Apart from the scales listed above, there are scales to assess craving,
impulsiveness, cognitive vulnerabilities to substance use disorders,
psychosocial impact of the addictive behaviour and also to assess
functioning of individuals with substances use disorders (7).

b
C.
d.
e

Lab investigations:

Lab investigations should be advised depending on the clinical
assessment of the patient. While routine lab investigations like Haemogram,
Liver function test and Kidney function test are preferable to be done in all
patients with substance use disorders, in resource poor settings, it may not
be feasible. In such situations, patients should be advised to get the
investigations done if it is necessary depending on the clinical assessment.
For example, in case of Injection drug users or patients with high risk
sexual behaviours, screening of viral markers (HIV, Hepatitis B and
Hepatitis C) should be done. In case of patients with alcohol dependence
or opioid dependence, Liver function test should be done. In patients with
inhalant dependence with respiratory symptoms or findings on examination,
Chest X- Ray has to be done.
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Urine screening for drugs is done as part of assessment in following
situations: medico-legal cases, substance intoxication and patient is not
responsive, as a random urine screen to screen for use of drugs and to
assess compliance to medications during follow up.

Assessment during follow up

As mentioned earlier, assessment continues during follow up also along
with management. The points that are assessed are: (1) any details in the
detailed or brief assessment that needs further clarification and is necessary
for patient management, (2) change in patient’s substance use status or
addictive behaviour status, (3) benefits and side effects of the medications,
if any, (4) change in motivation of the patient, (5) assessment of the change
in occupational functioning and relations with family, friends and others
in the workplace and (6) any new problems in patient’s life that requires
intervention.

Summing Up

Assessment is not a one-time step, it is a continuous process. Screening
for substance use and addictive behaviour should be done routinely.
Depending on the clinical context, brief assessment or detailed assessment
should be done. Assessment should include history, physical examination
and mental status examination. The relevant instruments or scales and lab
investigations depending on the clinical assessment should be done.
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Structured Clinical Assessment in
Psychiatry

Mamta Sood, Rahul Mathur

Learning Objectives
After reading the chapter, the student should be able to:
o Describe what is structured clinical assessment
» Tell the need for structured clinical assessment

» Enlist the important considerations for use of structured instru-
ment

» Discuss about permission to use scale
» Discuss about the psychometric properties
» Enlist the various instruments used in psychiatry

Introduction

In clinical settings, history taking and mental status examination are
important processes involved in psychiatric evaluation. These involve
collecting information and organizing this information into headings under
which specific information is documented. However, in certain situations,
it becomes important to collect comprehensive information in a more
detailed and structured way. Structured clinical assessment also facilitates
communication among the clinicians practicing across populations,
geographical locations, and cultures or when a clinician must communicate
with the administrators and policy makers. A variety of instruments are
available for structured clinical assessment in psychiatry.

In this chapter we will discuss various aspects related to structured
clinical assessment.
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Structured clinical assessment

Structured clinical assessment entails use of rating instruments to collect
information. These instruments are collection of carefully worded items/
questions/ statements in a specific format. They provide a structured and
consistent approach for collecting comprehensive information.

Structured clinical assessment is an important part of the clinical
assessment and aids the clinician in the following ways:

To assess specific psychiatric diagnoses: There are instruments
available that are designed to assess specific psychiatric diagnoses
based on the established diagnostic criteria, allowing for standard-
ized evaluation. For example, Diagnostic Interview Schedule,
Composite International Diagnostic Instrument, etc.

To assess specific signs and symptoms: Some rating instruments
measure the presence of specific signs and symptoms. These in-
struments are helpful if symptoms are present at sub-syndromal
level. For example, Hamilton Depression Rating Scale is used for
presence of depressive symptoms.

To assess overall and domain-wise severity of symptoms: There
are rating instruments available that assess overall and domain-
wise severity of symptoms in a person with a psychiatric disorder.
For example, Scale for the Assessment of Positive Symptoms
(SAPS) is used to assess positive symptoms and its domains like
hallucinations, delusions etc. Overall severity of the psychiatric
disorder can also be measured. Another commonly used scale, the
Clinical Global Impression scale is used to assess severity of the
illness overall.

To determine the response to treatment: Use of rating instru-
ment to assess symptom and disorder severity at baseline and at
periodic intervals help in determining response to treatment. Mont-
gomery Asberg Depression Rating Scale is used to assess the re-
sponse to treatment, especially in drug trials, as it assesses core
depressive symptoms. Some instruments are used to rate treatment
response as recommended in treatment guidelines. For example,
use of Brief Psychiatric Rating Scale in defining treatment resis-
tance in schizophrenia.

To chart the course of a psychiatric disorder: For charting the
course of a psychiatric disorder at different time points, rating in-
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struments can be used.

» To asses side effects: Various scales assess side effects due to dif-
ferent classes of psychotropic medications. For example, Barnes
Akathisia Rating Scale is used to assess akathisia.

» To assess functioning: Some rating instruments provide a quanti-
tative assessment of functioning in a person suffering from psy-
chiatric disorder. These instruments can be used for assessing im-
provement in functioning at different points of time.

» To assess quality of life and disability: There are rating instru-
ments available to assess subjective wellbeing, quality of life and
disability in different domains and to chart the improvement in
these in response to treatment. Indian Disability Evaluation and
Assessment Scale (IDEAS) has been recommended to assess the
severity of disability due to mental illness.

» For research purpose: Rating instruments are used by research-
ers. Therefore, it is important for clinicians to know about various
structured instruments that are used in research so that they can
bring insights from research to clinical practice.

e For insurance claims: Structured clinical assessment is also re-
quired for insurance claims.

Considerations for structured clinical assessment

There are a variety of considerations that need to be understood before
using structured instruments for clinical assessment.

» Different formats of instruments and responses:

The instruments are available in a variety of formats. These can be
guestionnaires, inventories, checklists, and interview schedules. The
responses given by the respondents also vary in format — can be in yes/no
or multiple-choice answers or rating on Likert scale.

e Structured vs Semi-structured format:
The instruments can be in structured or semi-structured format.

Structured Format

For structured format, there exists a predetermined and standardized
format with specific questions and response options. The questions to be
asked by the interviewer and the response options given by interviewee
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are fixed with no or limited scope for divergence or explanation by both.
These are designed to ensure stability and objectivity in the data collection,
thus facilitating reliable comparisons between individuals.

Semi-structured Format

On the other hand, in the semi structured format, although questions
are predesigned and standardized, it is possible to probe more by asking
follow-up questions and allowing open ended answers. This allows flexi-
bility to the user to clarify the answers given by respondents and interpret
accordingly, thereby allowing in-depth assessment of the experiences of
the respondents.

e Interviewer administered or self-rated:

Typically, these instruments can be administered either by the
interviewer like Hamilton Depression Rating Scale or can be self-rated by
the respondent like Beck Depression Inventory. In a clinical situation, the
interviewer is usually a clinician and respondent can be patient.

e Interviewer administered instruments

The interviewer-administered instruments are based on the information
obtained by interview using the instrument and direct observation, thereby
providing objective assessment of the condition that is being rated —
psychopathology, side effects, functioning, etc. Interviewer in a clinical
situation can be a mental health professional like psychiatrist, psychologist,
social worker, nurse, etc. When the patient has lack of insight or has
cognitive deficits, it may be better to use an interviewer-administered
instrument that helps taking information from a knowledgeable informant
like a family member or a caregiver.

Self-rated instruments

The self-rated instruments provide valuable insights about the inner
subjective experience of patients by obtaining personal understanding of
their symptoms. It is important to remember that self-rated instruments
must be in the language of the respondent e.g., for a Hindi speaking ratee,
self-rated instrument available in English must be translated in Hindi. The
translation guidelines have been given by World Health Organization; there
are four steps: forward translation, expert panel back-translation, pre-testing
and cognitive interviewing and final version.

e Screening or Diagnostic instruments:
Rating instruments can be used for screening or diagnostic purposes.
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Screening instruments

The screening instruments are designed to identify individuals quickly
and effectively at risk of specific mental health symptoms or disorders.
Usually these are short and easy to administer and can be used in large
number of individuals in relatively less time. These are broad in nature and
tap wide-ranging symptoms or disorders. Use of screening instruments
help identify potential cases which can later be assessed in detail to confirm
or rule out a symptom or diagnosis. Examples of commonly used screening
instruments are Alcohol Use Disorders Identification Test, Drug Abuse
Screening Test, Edinburgh Postnatal Depression Scale, Mini-Mental State
Examination, CAGE Questionnaire etc.

Diagnostic instruments

The diagnostic instruments are used to confirm or establish a specific
psychiatric diagnosis by comprehensive assessment of existence, severity,
and characteristics of symptoms. These are usually detailed and
comprehensive, therefore require longer time to administer. Diagnostic
instruments gather detailed information so require more time for
administration. Because of comprehensive assessment, these also can be
used in treatment planning, ongoing monitoring and prognosticating a
specific psychiatric disorder. Examples of commonly used diagnostic
instruments are Structured Clinical Interview for DSM-5, Present State
Examination, etc.

Permission to use the scale

While using a rating instrument, one of the most important questions
is whether the instrument is free to use or copyrighted. It is important to
know from whom, and how to take permission to use the instrument.

» First step is to search for citation of the scale and knowing who
(author/s or team/s) has created it. It is mandatory to cite the exact
reference as given in the publication of the rating instrument.

» Thereafter, it is important to know whether it is copyrighted or is
under licensing restrictions. Copyright means that creating authors/
teams have rights over the reproduction and distribution of that
instrument. So, there is a need for taking permission from authors/
teams to use it.

* Many rating instruments are distributed under a license agree-
ment or terms of use. It is important for users to agree to these
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terms for using the instrument. Thereafter, the copyright holder
grants the user specific and limited rights to use the instrument

*  When these instruments are purchased by a commercial enterprise
for commercial purposes, that enterprise becomes the copyright
holder and grants permission to use the instrument after taking
recommended fee for use — one time use or multiple use.

e Usually, no permission is required to use a rating instrument if
these are in public domain. In such scenario, the copyright holder
usually explicitly states that the instrument can be used for any
purpose without taking permission.

» For most scales that are free to use, the copyright is with the au-
thors/teams and permission is required from the author for its use.
They usually give right to use in scholarly research, to repro-
duce in a publication or for non-industry use.

It is interesting to know that Hamilton Depression Rating Scale is in
public domain while Beck Depression Inventory is copyrighted. Brief
Psychiatric Rating Scale is available in public domain while Positive and
Negative Syndrome Scale is copyrighted.

Psychometric Properties

Essentially, the core aim of structured clinical assessment is collection
of standardized information to ensure comprehensiveness and consistency
of data across time points and observers. It is important to assess the quality
of a rating instrument. There are two important psychometric properties of
any instrument. An instrument should be reliable, or consistent and
repeatable even if used by different raters at different times or under different
conditions, and it should be valid or accurate in representing the actual
phenomenon being measured.

Reliability

Reliability refers to the precision i.e. the consistency and reproducibility
of an instrument. Reliability is assessed in many ways.

Test-retest reliability: Test-retest reliability is assessed by administering
the same instrument twice to the same population. The interval between

the test and re-test should be such that the phenomenon that is being
measured does not change much.
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Interrater reliability: Interrater reliability is assessed by having two
or more raters independently rate the same population using the same
instruments.

Cronbach’s alpha

Cronbach’s alpha is the measure of the internal consistency of a test
by correlating each item with the total score and averaging the correlation
coefficients. It ranges from negative infinity to a maximum of 1. A
commonly used cut off 0.70 is used to determine if a test is internally
consistent.

Split-half reliability

Split-half reliability is assessed by dividing an instrument into two
parts and examining the correlation between them.

Intraclass correlation coefficient (ICC)

Intraclass correlation coefficient is applicable to continuous variables
and reflects the proportion of total measurement variance that represents
true between-subject variability. The ICC ranges from O (unreliable) to 1
(perfect reliability).

Validity

Validity refers to the degree to which it accurately measures the intended
measure. There are many types of validity.

Face validity: Face validity is the simplest form of validity. It means
whether a particular instrument appears to measure the concept it is intended
for.

Content validity: Content validity means whether the individual
subscales, items, or domains of the instrument align with the intended
objectives or specifications. It aims for a comprehensive coverage of all
domains relevant to the measured phenomenon. This is often measured by
expert opinions.

Criterion validity: Criterion validity assesses the performance of a
test against an external criterion, such as another instrument (concurrent
validity) or future diagnostic outcomes (predictive validity).

Concurrent validity: Concurrent validity measures the instrument’s
ability to differentiate between subjects who differ simultaneously on other



Structured Clinical Assessment in Psychiatry 325

measures using different instruments.

Predictive validity: Predictive validity is the instrument’s ability to
predict future group differences based on current group differences in scores.

Construct validity: Construct validity means whether a test truly
measures the theoretical construct of interest or not.

Convergent validity: Convergent validity means the agreement between
instruments that measure the same construct.

Discriminant validity: Discriminant validity assesses the extent to
which constructs that theoretically should not be highly related to each
other are, in fact, not found to be highly correlated to each other.

Instruments used for structured clinical assessment

A variety of interview schedules and rating scales have been used for
structured assessment. Some of the commonly used rating instruments and
scale are listed below:

Interview Schedules

1. Present State Examination (PSE): The Present State Examination
was introduced by Wing et al, 1974. This was used in the Interna-
tional Pilot Study of Schizophrenia (IPSS) by world Health Orga-
nization. It is a clinician rated semi-structured interview schedule
which evaluates signs and symptoms experienced by the individual
during the interview, as well as symptoms reported within the past
month. It consists of a comprehensive set of 140 items. To aid in
organizing the assessment data, the computer program CATEGO
can be utilized. Its administration typically requires approximately
90 to 120 minutes.

2. Schedule for Affective Disorders and Schizophrenia (SADS): The
Schedule for Affective Disorders and Schizophrenia (SADS) was
developed by Endicott and Spitzer in 1978. It is a semi-structured
interview schedule which is like PSE and follows the Research
Diagnostic Criteria (RDC) for diagnosis ensuring standardized clas-
sification. It is helpful in accurate and reliable assessments of af-
fective disorders and schizophrenia. It consists of two parts: the
symptom rating section for assessing current symptoms and their
severity, and the history/treatment history section for exploring
psychiatric history and interventions. Kiddie Schedule for Affec-
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tive Disorders and Schizophrenia (K-SADS) is a child version of
SADS used for assessing mental disorders in children and adoles-
cents.

Diagnostic Interview Schedule (DIS): It was developed by Robins
et al in the 1980s for National institute of Mental Health for Epi-
demiologic Catchment Area (ECA) study to make diagnosis on
DSMIII. It was later updated for DSM-111-R and DSM-1V. It con-
sists of 19 diagnostic modules that cover Axis I conditions, allow-
ing for a comprehensive assessment of various psychiatric disor-
ders. The administration of the DIS typically takes about 90 to
120 minutes.

Composite International Diagnostic Instrument (CIDI): The first
version of Composite International Diagnostic Instrument (CIDI)
derived from DIS was developed by Kessler et al in 1988. It in-
cludes diagnostic criteria from both the International Classifica-
tion of Diseases (ICD) and the DSM-IV thereby can be used in
different regions and populations. It consists of 11 diagnostic mod-
ules, covering a wide range of psychiatric conditions. It does not
include antisocial personality disorders and childhood disorders.
An interesting aspect of CIDI is that it can be either self-adminis-
tered or conducted by trained interviewers.

Schedules for Clinical Assessment in Neuropsychiatry (SCAN): The
Schedules for Clinical Assessment in Neuropsychiatry (SCAN)
was developed by Wing et al in 1990. It is a variation of the Present
State Examination (PSE) with a more extensive approach. It also
assesses the lifetime history of the individual in addition to assess-
ing the present status. It incorporates information from sources
other than the individual being assessed, using a group checklist.
The analysis of SCAN data can be conducted using the CATEGO-
5 and CAPSE computer programs. Like PSE, the administration
of SCAN takes about 90 to 120 minutes to complete.

Primary Care Evaluation of Mental Disorders (PRIME-MD): The
Primary Care Evaluation of Mental Disorders (PRIME-MD) was
developed by Spitzer et al in 1994 for use as screening instrument
in primary care settings. It assesses the mental health concerns,
screens for presence of mental health symptoms and facilitates
appropriate referrals and interventions. It consists of a brief pa-



Structured Clinical Assessment in Psychiatry 327

tient questionnaire that serves as an initial screening tool and takes
5 minutes to complete. A healthcare professional then conducts a
structured interview to further evaluate and diagnose a psychiatric
disorder. As it is intended for use in primary care, it assesses com-
mon psychiatric disorders present in these settings. It consists of
five modules: mood disorders, anxiety disorders, alcohol-related
disorders, somatoform disorders, and eating disorders. However,
it does not cover severe psychopathology.

7. Structured Clinical Interview for DSM-IV-TR (SCID): The Struc-
tured Clinical Interview for DSM-IV-TR (SCID) was developed
by First et al in 1997. It is a clinician administered semi-structured
interview schedule used to diagnose Axis | disorders according to
DSM-IV. This interview schedule consists of seven diagnostic
modules, each focusing on a specific diagnostic group, such as
mood disorders, anxiety disorders, or psychotic disorders. The
administration of the SCID requires experienced professionals with
formal training to ensure quality results. Both nonpatient and clini-
cal versions of the SCID are available, catering to different assess-
ment settings.

8. Mini International Neuropsychiatric Interview (MINI): It was de-
veloped by Sheehan et al in 1998. It is a structured diagnostic
interview schedule which diagnoses psychiatric disorders accord-
ing to DSMand ICD classification. It is available in more than 50
languages and can assess more than 15 mental disorders. A sepa-
rate version for the child and adolescents (MINI KID) was devel-
oped by the same team in 2010. It is copyrighted with Dr Sheehan
and should not be used by anyone without prior written permis-
sion.

Rating Scales

A. Cognitive Disorders

1. Mini-Mental State Examination (MMSE): It was developed by
Folstein et al in 1975. It is an 11-question measure that tests five
areas of cognitive function: orientation, registration, attention and
calculation, recall, and language. The maximum score is 30. Ascore
of 23 or lower is indicative of cognitive impairment. The MMSE
takes only 5-10 minutes to administer and is therefore practical to
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use repeatedly and routinely. It is copyrighted.

Clinical Dementia Rating Scale (CDR): It was developed in 1982
by Hughes et al as a standardized staging system for dementia. It
rates six domains on a six-point scale, with an overall rating based
on domain weighting. Its administration time is approximately 1
hour. The stages range from 0 (no dementia) to 5 (terminal demen-
tia). It is copyrighted by Washington University.

Montreal Cognitive Assessment (MoCA): It was developed by
Nasreddine et al in 2005. It takes about 10 minutes to administer
and is designed to detect mild cognitive impairment in elders scor-
ing in the normal range on the MMSE. There are 30 items that
assess multiple cognitive like short-term memory, visuospatial
abilities, executive functioning, attention, concentration, and
working memory language and orientation to time and place (6
points) The MoCA is scored by obtaining an item total and the
authors recommend a clinical cutoff score of 26. It is free to use
for universities, foundations, health professionals, hospitals, clin-
ics and public health institutes.

Confusion Assessment Method for Intensive Care Unit (CAM-ICU):
It is designed specifically for the ICU patients to assess for de-
lirium. Its original form, the longer version, was developed by Ely
et al in 2001. It is designed for use in non-verbal (i.e., mechani-
cally ventilated) patients. It can be administered if the patient is
arousable to voice without the need for physical stimulation. Its
advantage is that it takes only 1-2 minutes to administer and it
covers delirium symptomatology comprehensively. It is copy-
righted by author.

Delirium Rating Scale-revised (DRS-98): It is a revised version of
Delirium rating scale developed by Trzepacz et al in 1988. It is
used to assess severity of delirium and covers a broad range of
symptomatology. It is to be administered by trained clinicians. Out
of the total 16 items, the 13 items are for symptoms severity and
remaining 3 had diagnostic significance. The total score of > 18 is
highly suggestive of severe delirium. It is copyrighted by author.

Cornell Scale for Depression in Dementia: It was developed by
Alexopoulos et al in 1988. It is used to screen for depression among
those with dementia or cognitive impairment. It is a clinician rated
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scale and takes 15-20 minutes for administration. It has a total 19
items which are scored on a three-point score. A score of more
than 8 suggests significant depressive symptoms. It is copyrighted
by author.

B. Alcohol and other substance use disorders

1. CAGE Questionnaire: It was developed in 1970 by John A Ewing
as a brief screen for significant alcohol problems. It consists of
four questions related to cutting down on drinking, annoyance from
criticism, feeling guilty about drinking, and having a drink first
thing in the morning. Each “yes” answer is scored as 1, and the
scores are summed to generate a total score. Scores of 1 or more
warrant follow-up, while scores of 2 or more strongly suggest sig-
nificant alcohol problems. Quick administration time of 1 minute.
It has limited ability to pick up early indicators of problem drink-
ing. It is free for use for clinicians and researchers. If used in profit-
making work, permission is necessary and Centre (Bowles Centre
for Alcohol Studies, University of North Carolina) would require
negotiating a payment.

2. Michigan Alcohol Screening Test (MAST): It was developed by
Melvin Selzer in 1971 to detect alcohol abuse. It consists of 25
yes/no items, with specific responses indicating alcoholic re-
sponses. Each item is weighted from 1 to 5, and a score of 5 is
diagnostic of alcoholism. It takes about 10 minutes to administer.
The Shorter versions, such as the 13-item version, are available. It
is available in public domain.

3. Alcohol Use Disorders Identification Test (AUDIT): It was devel-
oped by Saunders and the World Health Organization (WHO) in
1982 for the early detection of hazardous and harmful alcohol use.
It covers alcohol consumption, drinking behaviours, and alcohol-
related problems. It consists of 10 items rated on a scale of 0 to 4,
with a total score ranging from O to 40. Its administration time is
approximately 5 minutes. Threshold scores vary (e.g., 8 or 10),
with higher scores indicating greater specificity. It focuses on early
detection rather than serving as a diagnostic instrument. It is avail-
able in public domain.

4. Drug Abuse Screening Test (DAST): It was developed by Harvey
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Skinner in 1982 as a screening and assessment instrument for drug
abuse. It is an adaptation of the MAST, focusing on drug use. Its
current version has 20 yes/no items and can be administered orally
or as a questionnaire. The threshold score of 5 is often used for
determining the need for follow-up. It is copyrighted by Dr Skin-
ner and his permission is needed to use it.

C. Psychotic Disorders

1. Brief Psychiatric Rating Scale (BPRS): It was developed by John

Overall and Donald Gorham in 1962. It assesses changes in psy-
chotic inpatients, covering various areas. It is a clinician adminis-
tered scale. It is based on the clinician’s interview with the patient
and observations of the patient’s behaviour over the previous 2-3
days. Its initial version consisted of 18 items rated on a seven-
point scale, with a total score ranging from 0 to 108.For adminis-
tration it takes approximately 30 minutes. It is available in public
domain.

Positive and Negative Syndrome Scale (PANSS): It was developed
by Stanley Kay, Lewis Opler, and Abraham Fiszbein in 1987. This
scale assesses positive and negative symptoms in psychotic disor-
ders. It contains 30 items on three subscales (positive symptoms,
negative symptoms, and general psychopathology). ach subscale
is rated with 1 to 7 points ranging from absent to extreme. The
range for the Positive and Negative Scales is 7-49, and the range
for the General Psychopathology Scale is 16-112. The total PANSS
score is simply the sum of the sub scales. It takes about 30 to 40
minutes. It is a copyrighted scale.

Scale for the Assessment of Positive Symptoms (SAPS): It was de-
veloped by Nancy Andreasen in 1984 to assess positive symptoms
in psychotic disorders. It has four domains; hallucinations, delu-
sions, bizarre behaviour, and thought disorder. It consists of 34
items. It is scored on a scale from 0 to 5, with a total score ranging
from 0 to 150. It is administered by an experienced clinician and
takes approximately 30 minutes to complete. It is available in public
domain.

Scale for the Assessment of Negative Symptoms (SANS): It was
also developed by Nancy Andreasen to assess negative symptoms
in psychotic disorders. It assesses domains such as affective flat-
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tening, alogia, avolition-apathy, anhedonia-asociality, and atten-
tion. It consists of 25 items and is scored on a scale from 0 to 5,
with a total score ranging from 0 to 150. It is available in public
domain.

D. Mood Disorders

1. Hamilton Rating Scale for Depression (HAM-D or HDRS): It was
developed by Max Hamilton in 1960. It is a clinician administered
scale and monitors severity of major depression with a focus on
somatic symptomatology. The original version contains 17 items
(HDRS17) and taps depressive symptoms experienced over the
past week, scored from O to 2 or O to 4, with a total score ranging
from O to 50. Later 21-item version (HDRS21) was also designed.
It takes about 15 to 20 minutes to administer. It is available in
public domain.

2. Beck Depression Inventory (BDI): It was developed by Aaron T
Beck in 1961.1t focuses on behavioural and cognitive dimensions
of depression. Current version (Beck-11) covers the most recent 2
weeks and includes somatic symptoms. It has 21 self-report items,
scored from O to 3, with a total score ranging from 0 to 63.Takes
approximately 5 to 10 minutes. It is copyrighted.

3. Young Mania Rating Scale (YMRS): It was developed by Young et
al in 1978. It is a 11-item clinician rated instrument with scores
ranging from 0-60. It is used to assess severity, response to treat-
ment and quantify symptoms of Mania. Severity ratings are based
on patient’s subjective report of during past 48  hours and the
clinician’s observations during the interview. There are four items
that are graded on a 0 to 8 scale (irritability, speech, thought con-
tent, and disruptive/aggressive behaviour), while the remaining
seven items are graded on a 0 to 4 scale. These four items are
given twice the weight of the others to compensate for poor coop-
eration from severely ill patients. It takes about 15 minutes to com-
plete. It is in public domain.

4. Montgomery Asberg Depression Rating Scale (MADRS): It was
developed by Stuart Montgomery and Marie Asberg in 1979. It is
based on a clinical interview. assesses symptoms core symptoms
of depression such as sadness, tension, lassitude, pessimistic
thoughts, and suicidal thoughts. It contains 10 items (9 patient-



332

Clinical Methods in Psychiatry

reported, 1 rater-observed) and takes about 20 minutes to adminis-
ter. The scale may be used for any time interval between ratings,
whether weekly or otherwise, and this must be recorded. Nine of
the items are based upon patient report, and one is on the observa-
tion of interviewer during the rating interview. MADRS items are
rated on a 0—6 continuum with total scores ranging from 0-27. It is
free for clinicians to use in their practice and for researchers to use
in non-industry studies.

Inventory of Depressive Symptomatology (IDS): It was developed
by John Rush and colleagues in 1986. It was developed to reflect a
broader conceptualization of major depression. It is available in
two versions, Clinician-rated (IDS-C) and self-report (IDS-SR).
The original version had 28 items and two additional items were
added later. Each item is scored on a score of 0-3. It takes about 15
to 30 minutes (clinician version). It is free for use by clinicians
and researchers.

Patient Health Questionnaire-9 (PHQ-9): It was developed by
Spitzer et al in 1999 and Kroenke et al, 2001. It is a 9-itemto rate
depression. It can be self-rated as well as clinician rated. It is scored
on 0-3 and scores range from 0 to 27. A score of five or more than
five indicates depression. The copyright for the PHQ-9 was for-
merly held with Pfizer, but currently no permission is required to
reproduce, translate, display, or distribute the PHQ-9.

Geriatric Depression Scale (GDS): It was originally developed by
Yesavage et al in 1983, and subsequently its shorter version (GDS-
S) was developed by Sheikh and Yesavage in 1986. It is used to
screen depression in geriatrics population and is a self-reported
scale. Its original version consists of 30 items with a Yes/No re-
sponse format. In GDS severity is also rated according to scores
(normal-0-9; mild depressives-10-19; severe depressives-20-30).
The original scale is available in public domain.

Edinburgh Postnatal Depression Scale (EPDS): It was developed
in 1987 by Cox et al to screen for depressive symptoms in postpar-
tum females. It is a self-rated, 10 item scale and scores are re-
corded as 0-3 depending upon severity of symptoms and assesses
symptoms in past 7 days. A score of more than 12 is highly sug-
gestive of depression. It is free to use.
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E. Anxiety Disorders

1.

Hamilton Anxiety Rating Scale (HAM-A): It was developed by Max
Hamilton in 1959. It assesses anxiety symptoms, including somatic
and cognitive aspects. It contains 14 items rated from 0 to 4, with
a total score ranging from 0 to 56. It requires trained clinicians for
administration and takes about 15 to 20 minutes. It is available in
public domain.

Liebowitz Social Anxiety Scale (LSAS): It was developed by
Michael Liebowitz in 1987. It assesses social anxiety in situations
and avoidance in those situations. It is a 24-item, self-rated scale
rated on a O to 3 scale. It is a copyrighted scale and permission is
needed from Dr Liebowitz.

Social Phobia and Anxiety Inventory (SCAI): It was developed by
Turner et al in 1989. It is a self-rated scale with 45 items assessing
cognition, somatic symptoms, and avoidance in social phobic and
agoraphobic situations. It is 45 items covering somatic, cognitive,
and behavioural symptoms, rated on a Likert scale from 0 to 7.

Generalized Anxiety Disorder (GAD -7): It was developed by
Spitzer et al in 2006 to screen for generalised anxiety disorder. It
is a 7 item, self-rated instrument. It is scored from O to 3 with
scores in range of 0-21, with scores of 5 and more indicate pres-
ence of anxiety.The copyright for the GAD-7 was formerly held
with Pfizer, but currently no permission is required to reproduce,
translate, display, or distribute the PHQ-9.

Yale-Brown Obsessive-Compulsive Scale (YBOCS): It was devel-
oped by Wayne Goodman and Dennis Charney in 1989. It is clini-
cian-administered and is used to assess the presence and severity
of obsessive-compulsive symptoms and has two parts: symptom
checklist and a severity scale. The symptom checklist comprises
54 dichotomous items assessing current or prior presence of spe-
cific obsessions and compulsions. The severity scale consists of
10 items that quantify the impact of obsessions and compulsions
identified using the symptom checklist. Each of the 10 items is
rated in a 6-point scale (0-5) and 2 subscales are typically consid-
ered: an Obsessions subscale (items 1-5) and a Compulsions
subscale (items 6-10). It is copyrighted with Dr Goodman.

Panic Disorder Severity Scale (PDSS): It was developed by M.
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Katherine Shear et al in 1997. It is Based on the Yale-Brown Ob-
sessive-Compulsive Scale. It contains 7 items rated on a five-point
Likert scale, assessing frequency of attacks, distress, avoidance,
and impairment. It is a self-report scale. Raw scores range from 0
to 28 and composite scores range from 0-4. A composite score is
established by averaging the scores of the seven items. It is free to
use by clinicians and researchers in non-industry studies.

F. Suicide Risk Assessment

1. Columbia Suicide Severity of Rating Scale (CSSR): It was devel-

oped by Posner et al in 2008. It is available in 103 languages. It
has lifetime and recent version which evaluates individual’s sui-
cidal ideation and suicidal behaviour. It has total of eleven catego-
ries; 5 for suicidal ideation, 5 for suicidal behaviour, and one for
self-injurious behaviour without suicidal intent. It takes 30 min-
utes for administration. This scale is intended to be used by indi-
viduals who have received training in its administration. Further
that authors state that the questions contained in the scale are sug-
gested probes. Ultimately, the determination of the presence
ofsuicidal ideation or behaviour depends on the judgment of the
individual administering the scale. It is available free for use.

Suicide Probability Scale (SPS): It was developed by John Cull
and Wayne Gill in 1982. It is a36-item self-reported scale used to
assess suicide risk in adolescents and adults aged 14 and older and
takes 5-10 minutes to complete. Respondents indicate how often
each statement applies to him or her, using a 4-point scale. It pro-
vides scores for four clinical scales: hopelessness, suicide ideation,
negative self-evaluation, and hostility. It generates three summary
scores a total weighted score, a normalized T-score, and a Suicide
Probability Score which give an overall indication of suicide risk.

Beck Scale for Suicide Ideation (BSSI): It was developed by Beck
et al in 1988. It is Self-rated assessment tool. It consists of 21
questions that assess several issues like desire for life and death,
frequency of suicide incidents, perceived sense of control to com-
mit suicide, and degree of actual preparation. A 3-point Likert scale
(0-2 points) is used to rate the responses. The total score of the
questionnaire ranges from 0 to 38 points. It is copyrighted.

4. Beck Hopelessness Scale (BHS): It was developed by Beck and
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Steer in 1988. It is self-rated and consists of 20 true/false state-
ments and indirectly evaluates suicidality by assessing hopeless-
ness, a significant risk factor for suicide. It is copyrighted.

G. Side Effects of Psychotropics

1.

Udvalg for KliniskeUndersggelser Side Effects Rating Scale for
Clinicians (UKU-SERS): It was developed by Lingjeerde et al in
1987. It is a detailed rating scale to assess for side effects of drugs
during clinical trials as well as in routine clinical practices and has
both clinician and patient version. The items are divided into four
subgroups: psychic, neurological, autonomic and others side ef-
fects. It has both patient and clinician rated versions. It has 48
items which are scored as 0-3.

Liverpool University Neuroleptic Side Effect Rating Scale
(LUNSERS): It was developed by Day et al in 1995. It is adapted
from the clinician rated UKU scale. It is a self-rated scale and has
51 items, scored as 0-4. It assesses side effects of neuroleptics
occurring over a 1-month period. It takes 20 minutes to complete.
This scale is copyrighted.

Simpson-Angus Scale (SAS): It was developed in 1970 by Simpson
and Angus. It is a 10-itemperformance scale used to assess
neuroleptics induced parkinsonism. Patient is asked to perform
10 tasks to assess symptoms like muscle rigidity, tremor, reflexes,
and salivation and is scored on 5 points from 0 to 4. It takes about
10 minutes to complete. It is copyrighted.

Abnormal Involuntary Movements Scale (AIMS): It was developed
in 1976 by Dr Guy for National Institute for Mental Health, United
States to assess for severity of tardive dyskinesia. It is a 12-item
clinician rated scale, first 10 items are rated from 0-4 and other
questions are rated as yes/no. It takes 5 minutes to administer. The
scale is available in the public domain.

Barnes Akathisia Rating Scale (BARS): It was developed by Tho-
mas Barnes in 1989. It is a 4-item scale to measure both subjec-
tive (patient report) as well as objective distress (observation by
clinician) associated with akathisia. It takes about 30 minutes to
administer. It is copyrighted to the Royal College of Psychiatrists
and written permission must be obtained from the Royal College
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of Psychiatrists for copying and distribution to others or for re-
publication.

Arizona Sexual Experience Scale (ASEX): It was developed by
McGahuey et al in 1998 to assess sexual side effects due to psy-
chotropics. It is a five-item scale which covers five core presenta-
tions of sexual dysfunction, namely sex drive, arousal, vaginal lu-
brication/penile erection, ability to reach orgasm, and satisfaction
from orgasm. It assesses these dysfunctions occurring over one
week period. The score ranges from 5-30, Higher the score more
is the sexual dysfunction. The scale is copyrighted to University
of Arizona.

H. Functioning and disability

1.

4.

Global Assessment of Functioning scale (GAF): It has been in use
from the 1960s and was introduced in DSM I1l. However, the
most recent and modified version was developed by Hall in 1995.
This scale considers psychological, social, and occupational func-
tioning of an individual due to mental health-illness. It does not
include impairment in functioning due to physical or environmen-
tal limitations. The scores range from 100 to 1. Higher scores re-
flect better functioning. It is available in the public domain.

Social and Occupational Functioning Assessment Scale (SOFAS):
It was developed by Goldman et al in 1992 and was proposed to
be used in DSM V. In comparison to GAF, it also includes any
impairment in functioning which might be due to a general medi-
cal condition. It can be used to assess functioning on the day of
evaluation as well as in a one-year period. It is also scored on O-
100. It is available in public domain.

Clinical Global Impression scale (CGl): It was given by ECDEU
(Early Clinical Drug Evaluation Program) in 1976. It is a 3-item
clinician rated scale that measures illness severity (CGI-S), global
improvement or change (CGI-C) and Efficacy Index (CGI-E). CGI-
S scores range of responses from 1to 7. CGI-C scores range from
1to 7. CGI-E scores range from 0 to 4. It is available in the public
domain.

World Health Organization Disability Assessment Schedule
(WHODAS): The original version of WHODAS given by WHO in
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1988. It is designed to assess patient disability in various domains,
including understanding and communication, getting around, self-
care, getting along with people, life activities, and participation in
society. It is available in various formats, including interviewer-
rated, patient-rated, and proxy rated. It is a 5 point-scale, which
allows the clinician to think of the individual’s disability in terms
of 1to 5. It has been recommended for assessment of functioning
in DSM 5. It is available in the public domain. Hindi translation is
available.

World Health Organization Quality of Life (WHOQOL): It was
developed by WHO in 1998 and its shorter version (WHOQOL
Bref) was subsequently developed in 1998. The WHOQOL-100
assesses individuals’ perceptions of their position in life in the
context of the culture and value systems in which they live and in
relation to their goals, expectations, standards, and concerns. It is
a 100-question assessment. It yields a multi-dimensional profile
of scores in five domains: general health, physical health, psycho-
logical health, social relationships, and environment. WHO QOL
Bref is a 26-item self-administered scale if respondents have suffi-
cient reading ability; otherwise, interviewer-assisted, or interview-
administered forms are used. It is available in public domain. Hindi
translation is available.

Indian Disability Evaluation and Assessment Scale (IDEAS): It is
a scale for measuring and quantifying disability in mental disor-
ders. It was developed by the Rehabilitation Committee of Indian
Psychiatric Society in December 2000. It is used to assess disabil-
ity in patients with mental disorders and is recommended for as-
sessing disability of mental illness that has been recognized as one
of the disabilities under Section 2(i) of the Persons with Disabili-
ties (Equal Opportunities, Protection of Rights and Full Participa-
tion) Act, 1995 with modifications for the purpose of act. It evalu-
ates disability across four domains including self-care, interper-
sonal activities, communication and understanding, and work. ltems
in each domain are scored from O to 4 and it also uses total dura-
tion of illness to calculate global disability score. It is available in
the public domain.
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Summing Up

»  Structured clinical assessment entails use of rating instruments to collect
information. These instruments are collection of carefully worded
items/questions/statements in a specific format. They provide a
structured and consistent approach for collecting comprehensive
information.

» Structured clinical assessment is useful for making and clarifying
diagnosis, assessing presence and severity of symptoms, documenting
response to treatment, and assessing functioning and disability.

» The rating instruments are available in a variety of formats like
structured and semi structured, clinician rated or self-rated, and
diagnostic or screening instruments.

* While using a rating instrument, one of the most important questions
is whether the instrument is free to use or copyrighted.

e It is important to assess the quality of a rating instrument. There are
two important psychometric properties of any instrument: reliability
and validity.

* Depending upon the purpose for which the assessment is needed, a

clinician can choose a rating instrument from a variety of available
rating instruments.

Suggested Readings

» Baer L, Blais MA. Handbook of Clinical Rating Scales And Assessment
In Psychiatry and Mental Health. New York: Humana Press 2010.

* Geddes JR, Andreasen NC. New Oxford Textbook of Psychiatry.
Oxford University Press, USA 2020.

* Ruiz P, Sadock BJ, Sadock VA. Kaplan & Sadock’s Comprehensive
Textbook of Psychiatry. Wolters Kluwer 2017.

» Sartorius N, Janca A. Psychiatric assessment instruments developed
by the World Health Organization. Social psychiatry and psychiatric
epidemiology 1996; 31 : 55-609.



Chapter 19
Cultural Formulation

Pratap Sharan, Deeksha Kalra

Learning objectives:
After reading the chapter, the student should be able to:

» Discuss about how culture is integral to a patient’s presentations
to a psychiatry setup, perceived explanations, help-seeking, and
treatment planning

»  Describe how culture has been incorporated across diagnostic sys-
tems

» Discuss the evolution of cultural formulation
» Describe the Cultural formulation interview and its application

» Enlist future directions to improve the clinical use of cultural for-
mulation

Introduction

Culture, race, and ethnicity are important concepts for the holistic
assessment of every patient. These concepts are of greater importance in
psychiatry given the importance of psychosocial factors in the
etiopathogenesis, help-seeking and prognosis of the patient. They create a
unique pattern of beliefs and perceptions as to what “health” or “illness”
actually means.

Culture is defined as a set of meanings, norms, beliefs, values, and
unique behaviour patterns shared by a group of people that distinguish
them from other groups. It is manifested in the core of one’s behaviour
and, in interaction with the environment, in the form of rituals, customs,
etiquette, taboos, laws, economic beliefs and practices, among other things.
Culture acts as a template to shape people’s behaviour, but at the same
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time, it is moulded by the ideas and behaviour of the members of the culture.
Thus, culture and its people evolve constantly-reciprocally and interactively.

Race is a culturally constructed category of identity that divides
humanity into groups based on a variety of superficial physical traits
attributed to some hypothetical intrinsic biological characteristics. Though
the concept of race has no consistent biological definition, it is socially
important because it supports racial ideologies and subsequent racism,
prejudice, discrimination, and social exclusion, all of which are known to
harm mental health. There is evidence that racism can exacerbate many
psychiatric disorders, contributing to poor outcomes, and that racial biases
can affect the diagnostic assessment.

Ethnicity is a culturally generated group identity that people and
communities use to describe themselves. It could be based on a group’s
shared history, location, language, religion, or other shared features that
set them apart from others. New mixed, multiple, or hybrid ethnic identities
have emerged because of increased mobility, intermarriage, and cultural
blending.

Culture in medical practice

At any given time in a medical setting, three cultures are interacting:
the patient’s culture, the physician’s culture, and the medical culture in
which the clinical work is practised. To understand and carry out culturally
competent clinical work, an appropriate understanding of these three cultural
dimensions is essential.

e The culture of the patient:

In addition to individual factors, such as level of education, medi-
cal knowledge, and personal life experiences, the patient’s culture
will contribute to the patient’s perception and presentation of symp-
toms and problems, understanding of illness, and reaction and ad-
justment to illness. The patient’s expectations of the physician,
motivation for treatment, and compliance with treatment recom-
mendations are also influenced by culture.

* The culture of the physician:

Superimposed on individual style, personal belief, and professional
knowledge, the culture of the physician will shape the pattern of
interaction and communication with the patient. The culture of the
physician explicitly or implicitly affects his or her attitude toward
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the patient, understanding of the patient’s problems, and approach
to caring for the patient.

e The medical culture:

Medical culture includes traditions, regulations, customs, and atti-
tudes that have developed within the medical service setting be-
yond medical knowledge and theory.

Cultural Psychiatry

Cultural psychiatry in the past has been variously described as ethno-
psychiatry, migrant psychiatry, transcultural psychiatry, anthropological
psychiatry and comparative psychiatry, but for a variety of reasons, these
terms have fallen out of use. Cultural psychiatry is currently being used to
describe the impact culture can have on the wellbeing and functioning of
individuals, the way they express distress, explain it and seek help according
to what they see as causing their problems. It is a multi-disciplinary approach
to reaching diagnosis with an attempt to understand vulnerability factors,
precipitating, perpetuating and therapeutic engagement factors which are
all strongly influenced by culture. In many countries, the use of the term
culture and its application is still often perceived as being solely relevant
to minority ethnic groups and individuals, which fails to recognise that
every individual is influenced by their culture both in the broadest sense,
but also by various aspects of micro-cultures.

Cultural Competency

Cultural competency is a core component of clinical competence for
mental health professionals. Most clinicians work in multi-ethnic,
multicultural societies, providing care for patients of diverse backgrounds.
The presence of diverse populations in society creates the need for training
in cultural psychiatry. Even when the cultural background of the patient is
not significantly different from that of the clinician, it is inevitable that
some differences will exist. Thus, regardless of apparent similarities, every
clinical interaction inherently holds a cultural dimension, demanding
sensitivity, understanding, and adaptability from mental health
professionals.

Box 1. Glossary of terms

1. Cultural concepts of distress: It is a term introduced by DSM-5 to
emphasise the clinically important cultural differences in the
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experience and presentation of mental disorders. It mostly involves
explanations for the experience of distress rather than culturally
distinct concentration of symptoms. It encompasses cultural
syndromes, idioms of distress, and cultural casual explanations/
perceived causes.

a.

Culture (bound/ specific) syndromes: The term is used to de-
scribe a combination of symptoms thought to be confined to a
particular culture and unique to that region. DSM-5 uses the term
cultural syndrome to refer to clusters of symptoms and attribu-
tions that tend to co-occur among individuals in specific cultural
groups, communities, or contexts and that are recognized locally
as coherent patterns of experience. E.qg., Taijin Kyofusho is a syn-
drome that refers to an individual’s intense fear that his or her
body;, its parts, or its functions displease, embarrass, or are offen-
sive to other people in appearance, odour, facial expressions, or
movement (the focus is on a phenomenon rather than the expla-
nation).

Idioms of distress: These are the commonly understood and
shared expressions of distress that do not necessarily align with
specific symptoms or disorders. E.g., Young women in patriar-
chal societies may present with dissociative symptoms as a cul-
ture-patterned behaviour rather than emotional symptoms like
anxiety or depression in response to oppressive circumstances.

Cultural casual explanations/ perceived causes: Arthur
Kleinman introduced the term ‘explanatory model’ to describe
culturally determined processes for ascribing meanings to illness,
including the cause and severity, and preferred treatment. DSM-
5 has partly reformulated the concept into Cultural casual ex-
planations/ perceived causes:These are labels, attributions, or
elements of a belief system that signify the culturally recognized
meanings or origins attributed to symptoms, illnesses, or distress.
Thus, Dhat syndrome would be seen as a cultural causal explana-
tion of hypochondriacal concerns, as the loss of semen is seen as
the cause (explanation) for myriad somatic symptoms.

2. Ethnophysiology: It refers to the study of how different cultures

understand the functioning of the human body, including beliefs
about the structure, function, and processes of the body. E.g., attitudes
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and beliefs concerning human biology may impact patients’
symptoms. Chest tightness can lead to fear of heart attack as a
prominent symptom in panic attacks in Western societies; while
tightness or soreness in the neck or legs, associated with the concept
of “‘inner wind [Khyal]” or blood flow disturbances in Cambodian
populations, lead to fear of ‘wind attack’ leading to serious health
consequences as a prominent symptom of panic attacks in
Cambodian people.

Ethnopsychology: Ethnopsychology refers to the study of the
relationship between cultural factors and psychological processes.
It explores how different cultures shape mental processes, behaviors,
emotions, perceptions, and the understanding of mental disorders.
E.g., at a fundamental level, cross-cultural analysis has challenged
concepts such as ‘person’ and ‘selfhood’ used by theories of
personality. Eastern population show a sociocentric, holistic
conception of individual-society relations, where person units are
believed to be altered by the relations into which they enter, rather
than being seen as a synthesis of abstract traits.

Why are cultural concepts important in psychiatry?

To avoid misdiagnosis:

Cultural variation in symptoms and explanatory models associ-
ated with these cultural concepts may lead clinicians to misjudge
the severity of a problem or assign the wrong diagnosis, e.g., unfa-
miliar spiritual explanations may be misunderstood as psychosis.

To obtain useful clinical information:

Cultural variations in symptoms and attributions may be associ-
ated with particular features of risk, resilience, and outcome.

To improve clinical rapport and engagement:

Speaking in the language of the patient, both linguistically and in
terms of his or her dominant concepts and metaphors, can result in
greater communication and satisfaction, facilitate treatment nego-
tiation, and lead to higher retention and adherence.

To improve therapeutic efficacy:

Culture influences the psychological mechanisms of the disorder,
which need to be understood and addressed to improve clinical
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efficacy. For example, culturally specific catastrophic cognitions
can contribute to symptom escalation into panic attacks. These cata-
strophic cognitions can increase the symptoms by either hyper-
vigilant surveying of the body for the feared symptom, or by posi-
tive feedback mechanisms, whereby discovery of the feared symp-
tom leads to increased arousal. For example, higher reports of para-
esthesia during panic attacks among African Americans may be
related to greater fear of diabetes and its complications (e.g., am-
putations) due to their high rates in this population.

To clarify the cultural epidemiology:

Cultural concepts of distress are not endorsed uniformly by every-
one in a given culture. Distinguishing syndromes, idioms, and ex-
planations provide an approach for studying the distribution of
cultural features of illness across settings and regions, and over
time. It also suggests questions about cultural determinants of risk,
course, and outcome in clinical and community settings to enhance
the evidence base of cultural research.

To guide clinical research:

Locally perceived connections between cultural concepts may help
identify patterns of comorbidities and calibrate the existing cat-
egories to increase the diagnostic sensitivity cross-culturally.

Influence of culture on psychopathology
Tseng described 6 different effects:

Pathogenic effect: Culture directly contributes to the development
of psychopathology, e.g., culture-bound syndromes, stress arising
due to cultural beliefs, roles, or expectations (e.g., breaking a ta-
boo leading to anxiety).

Patho-selective effect: It refers to how through enculturation and
socialization, some individual members of a given society select
maladaptive culturally influenced reaction patterns in response to
stressful situations, e.g., culturally sanctioned suicide of wife when
the husband dies prematurely; family suicide.

Patho-plastic effect: Culture influences the manifestation of psy-
chopathology e.g., the content of delusions and hallucinations dur-
ing psychotic episodes that may be influenced by the social con-
text.
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» Patho-elaborating effect: This effect occurs when cultural con-
text exaggerates behaviours that otherwise are normal but become
pathological under certain conditions. The culture-bound syndrome
latah is one such example which clearly defines social role devel-
oped in a Malaysian culture for individuals who startle strongly
and easily. These latahs, as they are called, are typically older fe-
males who, when repeatedly startled, become agitated to a trance-
like state.

» Patho-facilitative effect: This effect arises when cultural beliefs
affect the frequency of problematic behaviour, e.g., body and weight
concerns (anorexia), substance use.

» Patho-reactive effect: The cultural effects how societies and in-
dividuals perceive and react to psychopathology. This affects the
expression, course and outcome of the disease, e.g., social stigma.

Culture bound syndromes (CBS)

In 1962, Yap defined culture-bound psychogenic psychosis, a term
that was later modified to culture-bound syndromes. The term culture-bound
syndrome has been used to describe a combination of symptoms thought
to be confined to a particular culture and unique to that region. In 1992,
ICD-10 recognised these disorders as culture specific disorders. DSM-1V
defined these syndromes as “recurrent, locality specific patterns of abundant
behaviour and troubling experiences that may or may not be linked to a
particular diagnostic DSM-IV category”. DSM-IV added a glossary of 25
culture-bound syndromes. However, DSM-5 has shifted the emphasis from
culture-bound syndromes to ‘cultural concepts of distress’, as will be
discussed in the next section.

Some of the common culture-bound syndromes recognised include
Dhat syndrome reported from South Asia, Koro from South-east Asia, Taijin
Kyofosho from Japan, nervios- a common idiom of distress amongst Latinos
in the United States and Latin America, Latah in Malyasia and Indonesia,and
Boufee delirante from West Africa and Haiti, etc.

Some common CBS in India

» Dhat Syndrome: It is a clinical condition characterised by severe
anxiety and hypochondriacal concerns associated with the dis-
charge of semen, whitish discolouration of urine, nocturnal emis-
sions and feeling of weakness and exhaustion. It is often associ-
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ated with a feeling of sexual impotency. The patient attributes these
symptoms to the passage of semen, which is considered to be a
precious body fluid.

» Koro: It is characterised by the fear of genitalia retracting into the
abdomen leading to death. It have been mostly reported from east-
ern parts of India.

» Gilhari Syndrome: It is characterised by a patient complaining of
swelling that keeps shifting the site as if it’s moving in the body,
like a squirrel. It is reported in west Rajasthan.

» Jhinjhinia: In Hindi, ‘Jhin-Jhini’ means numbness and tingling.
The syndrome was reported in West Bengal. Patients developed
abrupt onset numbness and tingling which ascended upwards and
the patient had abnormal body movements before becoming unre-
sponsive. Patients got better after a local remedy offered by a “res-
cue squad” improvised for the situation.

Classification Systems: cultural issues

Cultural considerations are important for classification systems because
they improve diagnostic assessments when cultural issues are involved,
reduce iatrogenic harm resulting from the misdiagnosis of cultural problems,
improve the treatment of such problems by stimulating clinical research
and encourage clinical training centres to address the cultural dimensions
of human existence. However, an international classification system has to
strike a pragmatic balance between the need for a universal classificatory
system that can facilitate the reliable communication of clinical information
across geographic and cultural boundaries, while retaining the ability to be
contextually and culturally relevant during the clinical encounter, as this
encounter translates into health information and health action. The challenge
of producing a classificatory system that is truly representative of different
regions and cultural variations is difficult. Over the last few years, efforts
have been made in both major diagnostic systems—the Diagnostic and
Statistical Manual of American Psychiatric Association (DSM) and the
International Classification of Diseases of the World Health Organization
(ICD) to incorporate culturally informed data and culture-related features
for specific disorders.

ICD-10
The ICD-10 Clinical Descriptions and Diagnostic Guidelines (CDDG)
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have previously acknowledged that cultural differences can influence how
disorders are expressed within broad categories (such as somatoform
disorder) and impact help-seeking behaviours related to illness. However,
the manual did not consistently incorporate considerations specific to
culture. As a result, various countries and regions proposed their own
adaptations to address cultural variations in the presentation of mental
disorders. These adaptations include the Chinese Classification of Mental
Disorders, the Japanese Clinical Modification of the ICD-10, the Latin
American Guide for Psychiatric Disorders, and the Cuban Glossary of
Psychiatry.

ICD-11

The WHO implemented strategies to enhance the cultural applicability
of the ICD-11 mental and behavioural disorders classification. The first
strategy involved an international review of literature to evaluate trends
and clinical utility of ICD classification in in low- and middle-income
countries (LMICs). The second strategy included engaging diverse groups
and consulting representatives from different regions. The third strategy
adopted flexible descriptions and prototypical criteria to accommodate
cultural variations and contextual factors. The fourth strategy conducted
field studies in large LMICs to assess clinical utility and global applicability.
These efforts aimed to improve cultural sensitivity and relevance in the
ICD-11 classification. The final outcome is that ICD-11 has introduced
culturally relevant new categories, e.g. Avoidant/restrictive food intake
disorder (ARFID). There are also modifications of diagnostic guidelines,
based on culturally informed data, e.g. inclusion of concern of being
offensive as a feature in social anxiety disorder. The accompanying text
has a section on cultural considerations for all disorders. It summarizes
information on cultural variations in distress, symptoms, dysfunctions, and
course, promoting cultural sensitivity in application.

DSM-IV

The cultural effort for DSM-IV, spearheaded by a scholarly independent
NIMH workgroup, resulted in significant innovations including an
introductory cultural statement, cultural considerations for the use of
diagnostic categories and criteria, a glossary of culture-bound syndromes
and idioms of distress, and an outline for a cultural formulation.

However, proposals that challenged universalistic nosological
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assumptions and argued for the contextualization of illness, diagnosis, and
care were minimally incorporated and marginally placed. It was criticised
that overall DSM-IV promoted universal, atheoretical, and, hence, “culture-
free” categories.

The DSM-IV Outline for Cultural Formulation (OCF) provides a
conceptual framework for the topics that should be included in a cultural
assessment during a mental health evaluation to improve diagnostic
accuracy and patient engagement in treatment planning.

DSM-5

DSM-5 reflects greater cultural sensitivity than its previous edition.
DSM-5 updated the diagnostic criteria to reflect cross-cultural variations
in presentations, gives more detailed and structured information about
cultural concepts of distress, and includes a more detailed cultural
formulation. It also provides a semi-structured clinical interview tool-
Cultural Formulation Interview, to facilitate comprehensive individualistic
cultural assessments. (Cultural formulation will be discussed in detail in
the next section)

As a broader step towards understanding culture specific distress in
the changing times of globalisation and social media exposure, the manual
elaborated cultural concepts of distress. It emphasises that clinically
important cultural differences mostly involve explanations for the
experience of distress rather than culturally distinct concentration of
symptoms. The term culture-bound syndrome emphasised the local
prevalence and limited distribution of cultural concepts of distress. The
new concept emphasises that all psychiatric disorders are cultural shaped.

The DSM-5 describes these cultural concepts of distress as cultural
syndromes, idioms of distress, and cultural casual explanations/ perceived
causes. Cultural syndromes are clusters of symptoms and attributions that
tend to co-occur among individuals in specific cultural groups, communities,
or contexts and that are recognized locally as coherent patterns of
experience. Cultural idioms of distress are commonly understood and shared
expressions of distress that do not necessarily align with specific symptoms
or disorders. They serve as collective ways for individuals or communities
to articulate and discuss personal or social concerns. For instance, when
people use terms like “nerves” or “depression” in everyday conversation,
they may be referring to a range of different forms of suffering that do not
neatly fit into a specific set of symptoms or disorders. Cultural explanations
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or perceived causes, on the other hand, are labels, attributions, or elements
of a belief system that signify the culturally recognized meanings or origins
attributed to symptoms, illnesses, or distress. These explanations reflect
how a particular culture understands and interprets the reasons behind the
symptoms or distress experienced by individuals.. These concepts assist
clinicians in recognizing how people in different cultures think and talk
about psychological problems.

Cultural Formulation

Outline of cultural formulation (OCF), introduced in DSM-IV, provided
a framework for assessing the social and cultural context of an individual’s
mental health. The key goal of the OCF was to place the experience of the
patient at the centre of the encounter, allowing the clinician to appreciate
the personal, interpersonal, and larger social contexts in which the problem,
its interpretation and clinical presentation, emerge. It provides a methodical
framework for cultural assessment in the following domains:

»  The cultural identity of the individual

A patient’s cultural identity can be self-identified or ascribed. To
prevent stereotyping, it is best to interview directly about all the
means of a person’s identity including gender, age, race, ethnicity,
geographical origin, migrant status, sexual orientation, religious
or spiritual beliefs, socio-economic status and education. Patients’
language preferences may also be relevant in the migrant popula-
tion.

Identity is a dynamic concept and may vary across time and con-
text and because of this, the clinician’s background may influence
the patient’s expression of aspects of his identity. A holistic as-
sessment of the identity helps the clinician to understand any pos-
sible influence of the patient’s identity on his mental health and
help-seeking attitude.

»  Cultural conceptualisations of distress

Understanding of patient’s illness, often, varies from the clinician’s
biopsychosocial model. Patients’ education, past experiences and
culture heavily influence symptom experiences, understanding of
the illness and expression of distress in health-seeking behaviour.
The cultural constructs influencing an individual’s conceptualisa-
tion of his/ her problem may include culture-bound syndromes



350

Clinical Methods in Psychiatry

(concept changed to cultural syndromes in DSM-5); idioms of dis-
tress which may be used to explain his symptoms and/or seek sup-
port; and explanatory models or perceived causes. A complete
understanding of patients conceptualisation aids a holistic treat-
ment plan which can be modified to incorporate cultural scripts;
thereby, improving adherence and outcome. These non-medical
forms of support are important as they may complement or act as
barriers to care.

Cultural factors related to psychosocial environment and levels of
functioning

An important component of the cultural assessment is to under-
stand the patient’s stressors and supports which affects the patient’s
illness, may contribute to prognosis, and affect the level of func-
tioning. OCF emphasises identifying the key stressors and sup-
ports in the patient’s social environment and the role of religion,
family, and social network. The level of functioning should also
be assessed considering the individual’s cultural expectations.

Cultural features of the relationship between the individual and
the clinician

It is important to identify differences in the language, culture and
social status of the patient and the clinician. Racism and discrimi-
nation in society may make it difficult to establish trust and safety
in the therapeutic diagnostic encounter. Problems eliciting symp-
toms, misinterpretation of the cultural and therapeutic relevance
of symptoms and behaviours, and trouble developing or sustain-
ing the rapport required for a successful clinical alliance are all
possible side effects. Additionally, some societies have a culture
where a physician has a dominant role in planning, decision mak-
ing and treating the patient; while others may have a culture where
a joint approach by the treating physician and the patient/ relative
is expected.

Overall cultural assessment for diagnosis and care

The last part of the formulation discusses how cultural consider-
ations specifically influence holistic diagnosis and care.

Cultural Formulation Interview

The American Psychiatric Association (APA) and the DSM-5 Cross-

Cultural Issues Subgroup (DCCIS) collaborated to create and disseminate
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the Cultural Formulation Interview (CFI). This evidence-based semi-
structured tool is made up of a set of questionnaires that help mental health
professionals make person-centred cultural assessments for diagnosis and
treatment planning. The CFI focuses on the individual’s perspective as
well as the clinical problem’s social context.

Components of CFI

The CFI has three components for clinicians to complete a cultural
assessment:

* The core CFI (for administration directly to the patient)

*  The CFI-Informant Version (for administration, wherever deemed
necessary, to the primary informant of the patient, preferably the
primary caregiver)

e The 12 CFI supplementary modules expand the number of ques-
tions by cultural domain or contain questions of special impor-
tance to specific groups.

The Core CFI is used at the beginning of every assessment to make
the patient feel that he’s being heard and respected, and helps him narrate
his symptom experience in an unbiased manner. The clinician can then use
some of the patient’s vocabulary for the rest of the interview which helps
to create rapport and overcome linguistic gaps in patient and physician
understanding of the illness.

By eliciting how an individual’s cultural knowledge influences his
interpretation of the problem and his expectations from treatment, the CFI
helps clinicians tailor-make the management plan as per patient’s needs.
The CFI may be used as an initial assessment of all individuals, regardless
of any obvious cultural differences. Clinicians and patients with seemingly
similar cultural backgrounds may differ in ways that affect their care.

The CFI is laid out in two columns of text. The instructions for
administering the CFI are in the left-hand column, and each interview
domain’s goals are described in the right-hand column. The questions in
the right-hand column are supposed to be illustrative of how to investigate
these subjects, but they are not intended to be exhaustive. More questions
may be needed to clarify people’s responses. The CFI is meant to be used
as a guide for cultural assessment and should be utilised as required to
keep the interview flowing naturally and maintain rapport with the
individual.
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Core-CFI

Core-CFI is made up of 16 questions that cover four evaluation
domains, as discussed below and outlined in the table.

Domains of Cultural Formulation Interview

1. Cultural Definition of the Problem: Questions 1-3
2. Cultural Perceptions of Cause, Context, and Support

(i) Causes Question 4-5
(ii) Stressors and supports Questions 6-7
(iii) Role of cultural identity Questions 8-10
3. Cultural factors Self-Coping and Past Help-Seeking
(i) Self-coping Question 11
(ii) Past help seeking Question 12
(iii) Barriers Question 13
4. Cultural factors affecting current help seeking
(i) Preferences Questions 14-15
(ii) Clinician-Patient Relationship Question 16

» Definition of the problem: In this domain, the patient is asked to express
his or her problems, how he or she would define his or her condition to
others, and what is bothering him or her the most.

» Cultural perceptions of cause, context, and support: This domain is
divided into 3 subdomains- causes, stressors and supports, and role of
cultural identity.

o Causes: The patient is asked to describe what he considers to be the
explanation for his ‘problem’. In addition, the patient is asked to
describe what his family and friends believe is the reason for his disease.

o Stressors and Supports: The patient is asked to elaborate about the
supporting and stressful aspects of his social environment that make
his problem better or worse respectively.

* Role of Cultural Identity: After providing examples of aspects of
identity that may be important for the patient, such as language,
ethnicity, religion, and sexual orientation, the patient is asked to
elaborate on parts of his identity that are important to him. This releases
the clinician from the burden of guessing the patient’s cultural identity,
which may sometimes differ from the assumed identity, e.g., a person
belonging to a particular ethnic background known for adhering to
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traditional religious practices may have embraced a more secular
lifestyle or following a different religious/ spiritual system The patient
is asked to assess the relationship between cultural identity and the
problem presented by elaborating on the aspects of his cultural identity
which he feels make a difference to the problem.

Cultural factors affecting self-coping and past help-seeking: This
domain focus on understanding patient’s coping styles, religious and
spiritual beliefs, and patterns of help-seeking. He/ she is asked to
describe his previous experiences with seeking help when distressed,
including how helpful it was. In addition, ‘the patient’ is asked to
identify any obstacles to obtaining care in the past.

Cultural factors affecting current help-seeking: This domain focuses
on eliciting patients” personal preferences regarding treatment and
suggestions received by close family and friends.The patient is asked
to open up about any potential barriers in the patient-clinician
interaction that he/ she may be anticipating. This is an important step
towards improving treatment adherence.

CFI-Informant Version

A full psychiatric assessment frequently necessitates gathering
information from the patient’s family, friends, or other primary care
providers. It is not essential to use the informant version at the initial
clinical encounter. It should be applied only after the consent of the patient.

The types of clinical situations in which use of the CFl-Informant
\ersion may be helpful:

1. The informant may be the sole source of information, e.g., in pa-
tients with catatonia

The patient is a child

To seek clarification where patient’s responses are ambiguous or
incomplete

4. Situations in which a family member or a prominent person in the
patient’s life is solely responsible for making decisions.

Implementation of Cultural Formulation Interview

The Cultural Formulation Interview (CFI) was field-tested across
several countries including the U.S., Canada, the Netherlands, India, Kenya,
and Peru for DSM-5. The trials have shown utility of the CFI in improving
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clinician-patient rapport, improving diagnostic accuracy, and treatment
participation. Assessed patients appreciated the additional focus on cultural
aspects of their problems. Even in patients with chronic psychosis, a study
at the U.S. Department of Veterans found that application of core CFI
validated and deepened patients’ realisation of their clinical experience
and their process of recovery. Subsequent translations and adaptations into
Persian (in Iran), Spanish (in Mexico) and Swedish (in Sweden) add to the
cross-cultural experience with and utility of the instrument.

A study conducted in Pune, India, evaluated the Cultural Formulation
Interview (CFI) in a psychiatric clinic, translating it into Marathi and Hindi.
The study found that the CFI was well-received by family members but
rated lower by patients and clinicians when relatives were present. In India,
where family members often accompany patients and expect inclusion in
the evaluation and treatment process, the presence of families sometimes
complicated the clinical assessment and may have limited patient discussion
about family-related mental health issues. Despite these challenges, the
study concluded that the CFI should be adapted to include families in the
evaluation process, while also considering the importance of patient
confidentiality and the cultural emphasis on family.

Training in CFI

Training in the Cultural Formulation Interview (CFl) is vital for
enhancing cross-cultural mental health practices. Various methods have
been explored, including role-play mock interviews, video presentations,
online modules, and small-group structured examinations. These approaches
aim to increase clinicians’ comfort and proficiency with the CFI, fostering
cultural sensitivity and person-centered care. From brief educational
sessions to extensive curriculum integration, training in the CFI is seen as
a foundational step in developing a flexible and culturally informed
approach to mental health assessment and treatment.

Summing Up

Cultural psychiatry recognizes the essential role of culture, race, and
ethnicity in understanding mental health presentations, help-seeking
behaviours, and treatment planning. Culture is a dynamic and multifaceted
concept that encompasses shared beliefs, values, behaviours, and social
norms within a particular group. It shapes individuals’ perceptions of health
and illness, influences their expressions of distress, and affects their
interactions within the healthcare system.
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Cultural competence is a core component of clinical competence in
mental health practice, enabling healthcare professionals to effectively
engage with individuals from diverse cultural backgrounds. By acknowledg-
ing and understanding the cultural dimensions of patients’ experiences,
clinicians can enhance diagnostic accuracy, establish rapport, and tailor
treatment approaches to be more culturally sensitive and effective.

Classification systems, such as the DSM-5 and ICD-11, have made
efforts to incorporate cultural considerations and recognize the impact of
cultural factors on mental health. The introduction of cultural formulations
and tools like the Cultural Formulation Interview (CFI) has provided
frameworks for conducting comprehensive cultural assessments, consider-
ing cultural identities, perceptions of distress, and cultural factors influenc-
ing help-seeking behaviours.

The evolving field of cultural psychiatry continues to explore and refine
concepts, frameworks, and interventions to improve the clinical
understanding and management of mental health issues within diverse
cultural contexts. By embracing cultural diversity, promoting cultural
humility, and integrating cultural perspectives, mental health professionals
can enhance their ability to provide patient-centered care that respects and
addresses the unique needs and experiences of individuals from different
cultures.
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Chapter 20

How to present diagnostic formulation

and management plan ?

Raman Deep, Pallavi Rajhans

Learning objectives
After reading the chapter, the student should be able to:

Tell the concept and utility of a formulation

Differentiate between summary, diagnostic formulation and case
formulation

Describe the principles and broad structure of a case formulation
Discuss approach towards differential diagnosis
Outline the principles and plan of management

Introduction

After the psychiatric interview is over, the next task is to combine,
process and weigh the available information, through clinical reasoning,
with an aim to establish a diagnosis. Formulation involves a careful synthesis
of the information gathered from various sources, such as interviews,
observations, records, assessments, aimed to develop a comprehensive
understanding of the patient’s condition. It is the doctor’s assessment (or
deductions) of the case, rather than a mere re-stating of the facts of the
case. Surprisingly, there is a limited written guidance on this subject, and
most students learn to write the diagnostic formulation during case
presentations or by observing others.

Utility of a formulation
There are several reasons to prepare a formulation, as below :
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» To synthesize the clinical inferences or interpretations about the
clinical data

» To outline the thought process and logic that helped to guide the
subsequent diagnosis or differential diagnosis

» To create a framework to make sense of the patient’s symptoms,
behaviors, and experiences within a broader context

* To identify the immediate and future treatment needs of the pa-
tient

» To keep it for future records

Differences between diagnostic formulation vs. case formulation

The term ‘case formulation’ is used widely in the standard textbooks
or other published reference materials, as opposed to the term “diagnostic
formulation’ used routinely in our clinical and academic settings. Few
differences between the two can be inferred from the available descriptions:

» Diagnostic Formulation is aimed at synthesizing the information
that is relevant and necessary for making a diagnosis (or differen-
tial diagnosis). This synthesis of information is also useful to plan
management later on, however term appears to primarily lay an
emphasis on diagnostic process.

» Case Formulation appears to be broader in scope than diagnostic
formulation. While case formulation subsumes the diagnostic for-
mulation and psychosocial factors, it also encompasses the likely
diagnosis, risk assessment, management plan, and sometimes case
prognosis. Traditionally, the case formulation includes some de-
gree of indication about the possible etiological factors that can be
ordered by making reference to the biopsychosocial model of ill-
ness. Each of the potential biological, psychological and social
factors can be conceptualized as predisposing, precipitating and
perpetuating factors.

Differences between diagnostic formulation and summary

The summary and diagnostic formulation are both methods for
condensing the information. Often, the trainee gets the feedback such as
“this is a summary, not a diagnostic formulation” from their supervisors or
assessors.

Box 1 presents the differences between case summary and diagnostic
formulation.
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Box 1: Differences between summary and diagnostic formulation

Summary

Diagnostic formulation

Concise description of all the
important aspects of the case
Descriptive

Simple descriptive language without
use of psychopathology labels, e.g.
* suspiciousness,

* muttering to self

* shouting at others

* believing himself to be God

Utility

* As part of discharge document

* As part of written referral to another
treating psychiatrist

* To present case details within a
limited time.

* It has no role when a detailed case
presentation has been made

The summary for an individual patient
should be more or less the same
irrespective of the clinician whoever
prepares it, since it is a simple factual
record of history and examination
findings.

¢ Clinician’s assessment (or
deductions) of the case rather than
a restatement of facts.

e Carries the analytical part

e Use of technical language based
on impression of clinical
phenomena e.g.

* persecutory delusion
hallucinatory behavior
verbal aggression
grandiose delusion
(special identity)

* % %

o Utility

* Included as part of case work-
ups, at the end of a detailed
case presentation, to convey
one’s impressions/inferences

*  Assists towards diagnosis
by bringing clarity in
thought process

* Can give pointers towards
priorities in management

« Different clinicians using the same
case summary can arrive at
different conclusions in their
formulations.

e This is because formulation
includes a degree of interpretation
of the facts by clinician, that is

subject to differences of opinion

General principles and structure of a diagnostic formulation

Some general principles that should be followed while drafting the
diagnostic formulation are

* Anideal formulation is brief, yet complete (Box 2)

* It is drafted in a manner that it has (i) conciseness, (ii) relevant
findings, and (iii) a smooth flow of information

»  Use proper labels for psychopathological findings, e.g., ‘third-per-
son auditory hallucinations-discussing type’
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It should not simply look like a set of ICD/ DSM criteria put to-
gether. One must incorporate the unique aspects too, that are rel-
evant to that patient

The diagnostic formulation should not introduce a new clinical
phenomenon that was not presented in the history or examination

Include the most relevant phenomena, those with either greater
diagnostic specificity or those that are predominant in duration
and severity

Do not include any incidental or irrelevant findings with no bear-
ing on diagnosis or management aspects

Avoid minor, transient, non-specific symptoms that have no bear-
ing on diagnosis or management

If any subsidiary set of symptoms are clearly evident, but falls
short of fulfilling any syndromal criteria, they should still be in-
cluded alongside main set of symptoms in the diagnostic formula-
tion. (e.g. few obsessional or anxiety symptoms alongside promi-
nent depression).

Negative findings are routinely not included but selected negative
findings can be included if they help to exclude other possible
diagnoses

If there is a dilemma over psychopathology in spite of adequate
exploration from patient, it is better to keep both impressions as a
possibility (e.g. obsession vs delusion in a thought sample)

It is a good practice in early years of residency to have atleast 1-2
rounds of edits to bring it to a final shape

Box 2: Sample Diagnostic Formulation

Sample I: A 29 year married female educated till BA Economics, belonging to
Hindu nuclear family of MSES with family history suggestive of OCD and
hypothyroidism in a first degree relative and manic episode in a second degree relative,
with medical history of hypothyroidism on regular treatment, with harmful use of
alcohol, dependent use of tobacco and emotionally unstable personality traits, presented
with TDI 1 year, acute onset, continuous course, precipitating factor- death of father,
characterized by depressed mood, anhedonia, easy fatiguability, expressed depressive
cognitions (ideas of hopelessness, helplessness and worthlessness), reduced self-
confidence, ideas of guilt, reduced self-care, reduced libido, early and terminal insomnia
associated with significant socio occupational dysfunction. GPE: BMI-22.1 kg/
m2MSE: PMA- decreased, Speech- reduced tone, volume and productivity, increased
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reaction time, Affect- Depressed, Thought content- depressive cognition (ideas of
hopelessness, helplessness, worthlessness), preoccupation with family stressors, ideas
of guilt and suicidal ideation without clear plans, impaired judgement and Insight 4/5.

Sample I1: A 40 year old married male, graduate, belonging to Sikh nuclear
family of UMSES with family history of psychotic illness in second degree relative,
with medical history of diabetes mellitus, controlled on regular treatment, with
apparently well-adjusted premorbid personality, presented with TDI 10 years, insidious
onset, continuous deteriorating course characterized by persecutory and referential
delusions, persistent auditory hallucinations third-person-discussing type, functional
hallucinations, persistent experiences of control and passivity (thought insertion,
thought broadcast, made affect, made volition and somatic passivity), negative
symptoms (affective blunting, anhedonia, avolition and asociality), early insomnia,
poor self-care associated with significant socio occupational dysfunction. GPE: BMI-
23.4 kg/m?. MSE: PMA- decreased, Speech- reduced tone, volume and productivity,
increased reaction time, Affect- Blunt, Thought content- Delusion of control (made
volition, somatic passivity), Thought possession- thought insertion and thought
broadcast, Perception- third-person auditory hallucination discussing type, impaired

judgement, Insight (1/5)

Below are the broad areas that are covered in ‘diagnostic formulation’
used in routine clinical and academic presentations. These broad areas can
be re-ordered/re-arranged to ensure a better flow and conciseness in a written
formulation. (Ref - Box 2)

» Brief socio-demographic profile

» \alidity of information (especially if data was inadequate/ unreli-
able)

o Total duration of illness, onset, type of course, number of current
episode (in case of episodic illness), precipitating factor (or stres-
sor), if any

» Positive family history (upto 2" degree relatives)
» Positive medical history

* Relevant personal history, if any

* Impression about pre-morbid personality

» Inference about past illness. It is preferable to make a brief infer-
ence about nature of past symptoms or nature of past episodes

» Inference about presenting illness-label the clinical phenomena,
their severity and associated behavior, predominant mood, neu-
rovegetative symptoms, comment on activities of daily living and
socio-occupational/ academic dysfunction
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» Physical examination (only relevant findings- both positive or nega-
tive)

* Mental status examination — only the important findings

The precise aspects can vary according to the setting (clinical, forensic),
focus of assessment (diagnostic, cultural) or predominant model of care
(e.g. biopsychosocial, psychodynamic).

Differential diagnosis: to be or not to be ?

Failure to keep differentials indicates a shutting down of the diagnostic
process, that if done prematurely may lead to misdiagnosis. The differentials
are often encouraged in cases with atypicalities or cases with symptom
clusters from more than one diagnosis. Differentials must also be entertained
in new-onset cases, with shorter duration of illness, at their first contact,
but can be kept wherever indicated (Box 3) However, one must entertain
only as many differentials as warranted and can be justified based on clinical
reasoning. Keeping a huge list of differentials shows a lack of clinical
judgement and/ or lack of elimination of distant unrealistic possibilities.

Some practical tips:

» Case differentials should be a realistic and reasonable possibility
— supported by the data gathered from interview.

e Both omission and commission errors must be avoided in the list
of differentials.

e If there is no doubt or dilemma about the diagnosis, keep it as the
only diagnosis.

* Restrict to common possibilities. Do not present distant or remote
possibilities, unless asked.

* In general, one must keep differentials that are well-argued and
well-supported. These will be based on the diagnostic formulation
with clear reasons in favor of and against each diagnosis.

» All differentials do not carry equal weightage and can be listed in
order of probability. For example — if you are considering two
differentials, not both of them will have an equal probability (of
50%). A resident can comment on the degree of confidence placed
on the most likely diagnosis.
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The differentials are kept in order of their relevance to the case,
with most likely diagnosis at the top.

At times if a supplementary diagnosis needs to be considered, it
should be added to the primary diagnosis. For example — alcohol
dependence in a patient presenting with delirium.

In cases of doubt regarding the order, then the general rule is to
record the diagnoses in the numerical order, based on ICD codes.

The process of running differentials is not purely an after-thought,
at end of an interview. Rather, it is an extension of the critical
thinking skills that would have been ‘deployed’ during the inter-
view process as well.

Residents who are familiar with textbook descriptions, recent lit-
erature and diagnostic guidelines are likely to make a better analy-
sis and arguments for their case differentials.

In case a provisional diagnosis is not clearly emerging, reflect upon
the findings from history and examination. For example- “infec-
tious laughter”, “makes puns, jocular”, “social disinhibition”, “pas-
sivity experiences”, “depressive content of auditory hallucinations”,
“excessive guilt”, etc.

Box 3: Situations warranting differential diagnosis

Information is inadequate about certain aspects of history

e unclear past history of a hypomanic phase in a depressed patient
e possible psychotic symptoms in a currently depressed patient

« possible alcohol or cannabis use in currently psychotic patient
Indicators for organicity

e misrecognition, disorientation

« fever, head injury, unconsciousness

e seizure related phenomena

« visual hallucinations

Atypicalities in clinical presentation

e unusual age of onset

 clinical picture not fully consistent with a particular diagnosis
Unclear psychopathology and differentials kept for same

e hallucinations vs pseudo-hallucinations

e delusional belief vs culturally sanctioned belief vs overvalued idea
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Approach to diagnosis

Process of diagnosis involves mentally weighing in on all available
clinical data, already captured in a well-written diagnostic formulation. A
clinician then uses critical analysis to entertain various diagnostic possibi-
lities, and assigns a provisional diagnosis.

In mental illnesses, the longitudinal course is important. Sometimes
the full clinical picture is not apparent or remains masked in a cross-sectional
interview. If one is not confident of the diagnosis, a provisional diagnosis
can be assigned whenever more information is expected to come, or a
tentative diagnosis when further availability of information is unlikely.

If the patient responds poorly to the prescribed line of management, it
IS a good practice to carry out a diagnostic re-evaluation and also take
opinions from colleagues and senior psychiatrists.

Another issue is when to entertain a co-morbid diagnosis. As a general
guidance, the principle of ‘diagnostic parsimony’ favors a unifying diagnosis
over multiple diagnosis in scenarios where both explain the clinical data
equally well. For example, diagnosis of schizophrenia is not inconsistent
with some depressive symptoms or few obsessional symptoms over lifetime.
Generally speaking, simpler explanations with few assumptions are
preferred. However at the same time, clinical judgement and expertise must
be used to balance simplicity with complexity, taking care not to neglect
the co-occurring diagnosis in specific situations.

The ICD-10 CDDG encourages to diagnose comorbid conditions
wherever warranted. The introductory section emphasizes that

» The clinician can record as many diagnosis as are deemed to be
necessary, in an attempt to capture the entire clinical picture.

* A ‘lifetime diagnosis’ best describes the clinical picture when
patient’s entire life course is considered, however it could be dif-
ferent from the “current diagnosis’ that explains the present symp-
toms better. For instance, a patient with lifetime borderline per-
sonality may present with syndromal depression.

» Clinicians can give precedence to the diagnosis which necessi-
tates contact seeking for either outpatient or inpatient services.
However, this approach is flexible depending on nature of lifetime
Vs current symptoms and diagnoses.

» The diagnostic code from other chapters outside chapter V (e.g. X
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code or G code) of ICD 10 must be kept, wherever warranted
A carefully assigned diagnosis serves many purposes (Box 4).

Box 4: Purpose of a diagnosis

e It captures the clinical syndrome with which the patient presented and thus
facilitates communication within the clinicians in treating team

e ltis indicative of the expectations about the likely course and outcome
e It offers guidance into the evidence-based treatment.
e It helps to carry out research into the condition

e The long-suffering yet underdiagnosed patients can see it as a relief and means to
getting clinical care

e It serves a role in medicolegal cases, insurance cases or disability evaluation

Approach to management plan
Investigations

Next step is to plan the routine and special investigations and psycho-
logical assessment if indicated.

» Plan for routine investigations that ascertain general health status
and serve as baseline parameters for psychotropic medications.
These include hematological, liver and kidney function and blood
glucose parameters, urine R/ M, chest X-ray and ECG

» Plan for special investigations that are required to support or re-
fute a diagnosis and/ or to rule out the alternatives. Give reasons
for investigations if they are not self-evident. Also, if it a condi-
tion is worth investigating then you are obviously including it in
your list of differentials

» Psychological assessments must be included, wherever indicated.
One can include 1Q testing, personality assessment, psychometry,
neuropsychological testing etc if warranted, along with justifica-
tions for planning them. These are covered in respective chapters
in more detail.

General principles of management plan

* Management plan must prioritize the urgent needs and immediate
actions to be taken to ensure patient safety and safety of others.

e It should include immediate priority, short-term and long-term care
needs.
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It must carry a comprehensive outline, covering the various as-
pects of the patient’s illness and contextual factors, rather than a
unidimensional focus.

It must be ‘tailored’ to the individual patient, rather than present-
ing a generic management plan for each condition. For example-

* A patient with a moderate depressive episode who is also ex-
periencing grief is likely to respond better to addition of psy-
chotherapy along with antidepressant medication

* A patient who is off-medication due to financial constraints
may do well with a medication that is affordable or is dis-
pensed freely as part of national essential list of medications

* A patient who lives alone and has impaired reality testing shall
require a family attendant to stay and supervise medication

*  An unmarried female in reproductive age group with manic
episode may be initiated on a prophylaxis other than valproate

Long-term management plan should also anticipate the likely con-
tribution of biological, psychological, social and cultural factors,
along with their inter-relationships, that may carry some implica-
tions for the treatment process

Outline of the management

Following are the broad themes that are typically covered in a manage-
ment plan

Gather clinical information to fill the gaps and to clarify psycho-
pathology
*

Plan to call other informants in family
*  Seek information from coworkers or friends, with permission
*  Extract any old medical records
*  Look at the patient’s diaries, letters, drawings
* Repeat mental state examinations
* Feedback on patient behavior from nursing and other staff
*  Behavioral observation from a distance
Laboratory investigations/imaging

* Routine: Hemogram, FBS, LFT, KFT, Chest X ray, ECG, Urine
Routine and microscopic
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*  As per indication:

— Urine drug screen, Urine pregnancy test, Thyroid func-
tion tests, Vit B,,, Vit D, Serum Folate, Iron studies, Au-
toimmune markers, Viral markers (HIV, HBsAg, HCV)
etc

— Neuroimaging (CT, MRI), EEG, with justification/ ratio-
nale

I11. Special assessments (if indicated)
*  Cognitive assessment/ neuropsychological testing
*  Lobar function tests
*  Benzodiazepine assisted interview
*  Psychometry or psychological assessments
*  Personality assessment (after clinical stability)
IV. Clinical Risk Assessment
V. Immediate management aspects
* locus of care (inpatient vs OPD care, along with justification)
*  focus of care (prioritize urgent needs, list target symptoms)

* modus of care (e.g. MECT, pharmacotherapy, psychotherapy,
rTMS)

V1. Consultations or Referrals to other specialists (if comorbidities are
present/suspected)

VII. Instruments, rating scales:

*  to monitor symptom severity (e.g. YMRS, HAM-D, YBOCS,
etc)

*  tomonitor suicidality (e.g. C-SSRS), violence risk (e.g. HCR-
20)

*  to screen for cognitive decline (e.g. MMSE, ACE-III)
* any other instrument, as per relevance to the case
VIII. Psychoeducation and Involvement of family
*  caregivers (in acute phase) and patients (in stable phase)
* overview of contents of psychoeducation
* emphasis on treatment adherence
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*

taking their perspective in clinical decision making

IX. Medication/s:

*

*

medication class, and names of preferred medications

justification for choice (e.g. efficacy, tolerability, past response,
cost)

route, starting dosage, dose titration
duration to wait for response

emphasize need to monitor adverse effects and their manage-
ment

symptomatic medications, if any
plan for partial response or non-response

plan for non-adherence (depot injection, supervised oral in-
take, etc)

X. Psycho-therapeutic interventions (if indicated)

*

*

*

commonly used elements of psychosocial treatments can be
initiated, provided the illness is not severe e.g. day structur-
ing, ABC charting, thought diary, etc

focus areas present e.g. family stressors, recent loss, etc
referral for structured psychotherapy if indicated

type of psychotherapy (e.g. CBT, ERP, DBT etc)

when to start ?

how many sessions?

XI. Socio-occupational, cultural and legal aspects (if relevant)

*

*

*

*

*

caregiver availability, social support

vocational needs, rehabilitation

disability evaluation, travel concession, pension benefits, etc
any cultural issues requiring attention

legal rights

Prognosis of a case

Prognosis of a case is a clinician’s opinion about the probable future
course, and outcome of the disorder. It is a best-possible estimate based on
current information.
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Sometimes, residents are asked for prognostication of a case. Briefly
discuss the expected outcome of the illness, with regard to both clinical
symptoms and functioning. Also, indicate the risk of relapse or exacerbation
based on available case details. Following is a general guidance.

» Try to come to a reasonable and firm conclusion — giving the rea-
sons or rationale of the same

» Consider a variety of factors that can affect the prognosis, that
often includes age of onset, course characteristics, past treatment
response, medical and psychiatric comorbidities, personality as-
pects, strengths and resources of patient, psychosocial determi-
nants, etc

e It is better to take into account the good prognostic factors (e.g.
acute onset, complete recovery,) and poor prognostic factors (e.g.
unremitting course, poor social support) that are known from avail-
able literature

» Prognosis can be described with a short term and long term per-
spective

For example, it is likely that the patient will recover from current
depressive episode and shall continue follow-ups for few months, however
he has significant marital discord/ separation, lives alone, no stable job,
poor motivation to quit alcohol, and pattern of self-destructive behaviors
with borderline personality traits, all of which puts him at a relatively poorer
prognosis in the long term

A prognostic statement should contain:

» Likelihood of short-term recovery, including its extent (partial/
full)

» Likely duration of stay in hospital, if admitted

* Risk of recurrences in future

» Balance of good and poor prognostic factors

» Clinical opinion about the overall illness course in long term

Summing up

The process of formulating a case is an important skill that greatly
assists in arriving at the likely diagnosis, helps to guide management and
identify the priorities for action. The process of entertaining the case
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differentials should be well-reasoned, well-argued and must use critical
analysis to prioritize various diagnostic possibilities. Management plan
should cover the immediate priority/ urgent issues, short-term and long-
term care. The long-term management should anticipate the likely interplay
of biological, psychological and socio-cultural factors that may carry impli-
cations for treatment process, course and prognosis of an illness.
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Chapter 21
Basics of Clinical Psychopharmacology

Rakesh Kumar Chadda, Pallavi Rajhans

Learning Objectives:
After reading the chapter, the student should be able to

» Describe the basic principles of pharmacotherapy in mental disor-
ders

e Enlist the common medications used for treatment of mental dis-
orders, their indications and dosage

» Enlist the common side effects of psychotropics and their man-
agement

Introduction

Psychopharmacology deals with the drugs used for treatment of various
psychiatric symptoms and disorders. Drugs which affect mental functioning
are called psychotropics. Psychotropics are medications that are used in
the treatment of psychiatric disorders. They have been classified in various
ways depending on their structure, mechanism of action or clinical
indications. Most of the drugs used for treatment of psychiatric disorders
act by mimicking, blocking, or modifying the actions of neurotransmitters,
generally by binding to receptors for those transmitters. This chapter
discusses about various drugs used for treatment of psychiatric disorders,
their dosage, side effects and mechanism of action. Common drug-drug
and drug-food interactions are also discussed.

In this chapter, psychotropics have been categorized on the basis of
their clinical indications. The chapter does not cover anticraving and
deterrent drugs used in treatment of substance use disorders.

Some commonly used terms in the drug treatment of mental disorders
Since mental disorders often tend to be chronic, treatment aims at
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making the patient free of manifestations of the disorder and enable him/
her to regain the premorbid level of functioning. Treatment outcomes are
often described in terms of response, remission, recovery, relapse and
resistance.

Response

In clinical practice in psychiatry, symptoms often improve but may
not resolve completely. Thus, the patient continues to have some level of
symptoms. It becomes challenging for the clinician to decide if the patient
is responding to the drugs or not. We often go by the word of the patient or
the caregiver and our clinical assessment. A satisfactory response would
generally be taken as 50% or greater reduction in symptoms scores on a
standard rating scale.

However, in clinical trials different criteria varying from 20% to
different levels of reduction in scores on a specified rating instrument over
time period varying from 4-6 to 8-12 weeks may be used to define response.
The criteria also differ with different types of disorders.

Remission

This term is generally used for relapsing illnesses like depression. It is
often defined as a score of < 10 on MADRS or < 7 on HAM-D.

Resistance

Some patients may fail to respond to different medications given in
adequate therapeutic dose for an adequate duration. This is called treatment
resistance. Failure to respond to a drug given in an adequate dose for a
period of 4-6 weeks is generally considered non-response in most of the
psychiatric illnesses (adequate duration for obsessive compulsive disorder
is longer, i.e., nearly 12 weeks). If a patient fails to respond to two or more
drugs from different pharmacological groups, it may be considered as
treatment resistance.

Monotherapy

It refers to treating with one medication at a time and is considered
ideal. For example, if an individual having a depressive episode does not
respond adequately to adequate doses of escitalopram, it is often preferred
to switch to another agent like sertraline/venlafaxine rather than adding it
to the existing regimen.
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Polypharmacy

It refers to the concurrent use of multiple medications. While there is
no universally accepted standard definition for the same, it is often used to
describe the routine use of five or more medications.

World Health Organization has classified polypharmacy as appropriate
polypharmacy and inappropriate polypharmacy.

Appropriate Polypharmacy
This term used for polypharmacy when the following criteria are met:

(@) All medicines have been prescribed for achieving specific thera-
peutic objectives in agreement with the patient

(b) Therapeutic objectives are being achieved or there is a reasonable
chance of achieving it in the future

(c) The medications have been optimized to minimize the risk of ad-
verse drug reactions, and

(d) The patient is motivated and able to take all the medicines as in-
tended.

Inappropriate Polypharmacy
This term is used when one or more of the prescribed medications are
not needed or no longer needed because of either of the following:

(@) There is no evidence-based indication: the indication has expired
or the dose is unnecessarily high

(b) One or more medicines fail to achieve the therapeutic objectives
they intend to achieve

(c) One or the combination of several medicines cause adverse drug
reactions, or put the patient at high risk of adverse drug reactions

(d) The patient is not willing or able to take one or more medicines as
intended.

Combination therapy

This refers to concurrent or simultaneous use of two or more drugs for
the same approved indication. For example, when a person is already on
therapeutic doses of lithium for bipolar disorder with suboptimal improve-
ment, adding valproate to the same in therapeutic doses.



374 Clinical Methods in Psychiatry

Augmentation therapy

This refers to adding two or more drugs with different mechanism of
action for the same disorder or indication. For example: Adding lithium or
thyroid or bupropion to escitalopram for depression.

How to select a medication for treatment?

Selecting a medicine from a broad list of effective drugs is always a
challenge. Availability, affordability, acceptability, efficacy and safety of
the medication remain key factors in choosing one of them.

An integral component to selecting the medication is establishing an
accurate diagnosis. Also, the course and severity of illness must be
determined. In an episodic illness like bipolar affective disorder, one needs
to confirm, if the current episode is a breakthrough episode or has occurred
due to non-compliance. Patient-related factors like genetic and lifestyle
factors also need to be taken into account. Past history of response to any
specific medication can help in selecting the drug. Co-morbid conditions
should also be enquired. If a patient is receiving medications for any other
illness, then the drug interaction must also be considered while choosing
the psychotropic.

Some patients may be aversive to specific side effects like sexual side
effects. This is not a contraindication for starting any medication but the
patient must be psycho-educated about them else non-compliance may
occur. Sometimes, a medication with specific side effects is chosen
depending on symptom profile of the patient. For example, in a patient
with depressive illness with sleep disturbance, mirtazapine can be
considered. Dose adjustments are required in special populations like
children, elderly and pregnant females, and in special conditions like hepatic
or renal impairment.

Once the diagnosis is clear and choice of medication has been made,
one should start with the minimum effective dose and build it up to the
maximum tolerated dose. At every step, improvement should be assessed.
The duration of treatment is generally long in psychiatry, depending on the
diagnosis and duration of illness. The patient and the family need to be
told about it.

Conceptually the drug treatment is divided into three phases, viz,
initiation, stabilization, and maintenance. In case of antidepressant
treatment, initiation and stabilization phases vary from 4-6 and 8-12 weeks
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respectively, and are aimed at achieving symptomatic remission. The third
phase is the maintenance phase which may extend from 6-24 months or
more, which aims at preventing recurrence and achieving full functioning.
In schizophrenia, the acute phase of treatment lasts for 4-8 weeks and aims
at managing the more severe psychotic symptoms. In stabilization phase,
which might last for about 6 months following recovery from acute
symptoms, the same dose of medications is continued with a target to
consolidate the gains achieved and prevent relapse. In maintenance stage,
the target is to prevent relapse/ recurrence and help the patient improve
his/ her level of functioning. This may last 1-2 years or longer, depending
on the nature of illness.

Classification of Drugs Used in Psychiatry

Broadly, the drugs used for treatment of mental disorders are
categorized as per the primary illness for which these were introduced
(though many of these have now indications broader than their original
indication). Psychotropics are broadly categorized as

» Antipsychotics

* Antidepressants

*  Anxiolytics

* Mood stabilizers
*  Hypnotics

*  Psychostimulants

Antipsychotics

Antipsychotics are broadly categorized into the dopamine receptor
antagonists - DRAs (typical or first generation antipsychotics-FGAs) and
the serotonin dopamine antagonists - SDAs (atypical antipsychotics or
second generation antipsychotics - SGASs). Antipsychotics were discovered
serendipitously in the year 1952, when an antihistaminic drug chlorpro-
mazine was observed to have antipsychotic effects. It is a low potency
conventional antipsychotic drug. Antipsychotic drugs which act as antago-
nists at D2 dopamine receptors are classified as conventional or classical
or typical antipsychotics. Antipsychotics are also called neuroleptics because
they led to excessive slowness in motor movements and indifferent behavior
in experimental animals, a condition known as ‘neurolepsis’ and tend to
have neurological side effects. SGAs are also called atypical antipsychotics
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because of their tendency to cause lesser extrapyramidal side-effects, and
have antagonistic actions on both D2 dopamine and 5HT2A serotonin
receptors.

All available antipsychotics, both FGAs as well as the SGAs, have
equal efficacy, but differ in their potency and side effect profile. SGAs
stand as the first line of treatment for schizophrenia and related disorders.
Clozapine is reserved only for the treatment resistant schizophrenia, if the
patient has failed to respond to atleast two antipsychotics given in an
adequate dose for an adequate duration (generally 4-6 weeks).

Antipsychotics are also used for various other indications besides
schizophrenia and other psychotic disorders, like impulse control disorders,
mood disorders, pervasive developmental disorders, tics and Tourette
syndrome. Caution must be taken if FGAs are prescribed to patients with
mood disorders due to higher risk of tardive dyskinesia. Antipsychotics
with neurological side effects are contraindicated in psychosis of
Parkinson’s disease. Table 1 lists various FGAs and SGAs.

Table 1. List of Antipsychotics

First Generation Antipsychotics Second Generation Antipsychotics
Chlorpromazine Clozapine
Fluphenazine Quetiapine
Trifluoperazine Ziprasidone
Prochlorperazine Risperidone
Thioridazine Paliperidone
Flupenthixol lloperidone
Clopenthixol Lurasidone
Pimozide Amisulpride
Penfluridol Aripiprazole
Haloperidol Cariprazine
Droperidol

Molindone

Loxapine

Sulpiride

Pharmacological properties of first-generation antipsychotics

Antipsychotics have good oral absorption and use of antacids or fatty
food can interfere with the absorption. Peak plasma levels are reached earlier
following IM administration (within 30-60 minutes) as compared to oral
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administration (1-4 hours). Bioavailability is more with parenteral
administration. Steady state is reached in 3-5 half lives and average half-
life for most of the drugs is about 24 hours.

Use of FGAs has come down in the last 3 decades with the introduction
of the SGAs. Table 2 summarizes some the FGAs, currently used with
their dosage, potency and important clinical considerations.

Table 2. Commonly used FGAs with doses, common side effects and
clinical considerations

Name of drug Potency Minimum effective Therapeutic CPZ Clinical
dose-first episode/ dose range equivalents considera-
multiple episodes in mg/day tions

Chlorpromazine Low 200 mg/ 300 mg 300-800 100 Hypotension

More anti-
cholinergic
side-effects
Sedation
Trifluoperazine High 10 mg/ 15 mg 15-30 5 EPS
Haloperidol High 2 mg/ 5 mg 5-20 2 EPS Minimum
autonomic and
anticholinergic
side-effects

Pharmacological properties of Second Generation Antipsychotics

Clozapine was the first SGA to be discovered. Other SGAs include
risperidone, olanzapine, quetiapine, ziprasidone, paliperidone, aripiprazole,
amisulpride, lurasidone, iloperidone, asenapine, etc. Most of the SGAs
have long half-life. The drugs are often initiated with twice a day schedule
and after a few weeks, most of them can be given in a single night dose
schedule. SGAs have diverse actions and complex pharmacology, affecting
multiple neurotransmitters. Along with dopamine D2 blockade, they also
have higher interaction with serotonin receptors, especially SHT2A.
Because of their unique mechanism of action, most of the SGAs have lesser
neurological side effects. However, some of them including clozapine,
olanzapine, quetiapine and risperidone have metabolic side effects. Table
3 summarizes some the SGAs, with their dosage, side-effects and important
clinical considerations.
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Table 3. Commonly used SGAs with doses and common side-effects

Drug Starting Maintenance Maximum  Common Black Box
dose dose dose side-effects Warning

Amisulpride 50 mg/day  300-1200 1200 mg/day EPS Agitation

mg/day Hyperprolactine-
mia Cardiovas-
cular (brady-
cardia, prolonged
QT interval)
Reduced renal
function requires
dose adjustments

Aripiprazole 10-15 mg 10-30 mg/day 30 mg/day Less sedating Suicidal
oD Less weight gain  thoughts, mor-

EPS (restlessness, tality in elderly
akathisia) dementia
patients

Cariprazine 1.5mg OD 1.5-6 mg/day 6 mg/day Metabolic side- Mortality in

effects EPS elderly demen-
tia patients

Clozapine 12.5mg 150-450 900 mg/day  Sedation Myocarditis
OD or BD mg/day Tachycardia Orthostatic

Postural hypoten- hypotension

sion Constipation Seizures Agra-

Hypersalivation  nulocytosis

Weight gain Mortality in

Agranulocytosis  elderly demen-
tia patients

Lurasidone 40 mg OD  40-160 mg/ 160 mg/day Contraindicated  Mortality in
(Schizophre- day 20-120 120 mg/day in those with elderly
nia) 20 mg/  mg/day hypersensitivity to dementia
day (BPAD) it EPS Ortho- patients,

static hypoten- Suicidal
sion Sedation thoughts

Olanzapine 5-10 mg/day 10-20 mg/day 20 mg/day Less EPS (less Mortality in

risk for NMS and elderly demen-
TD) Sedation tia patients
Weight gain, Meta-
bolic side-effects
Quetiapine 25mg BD  150-800 800 mg/day  Postural hypoten- Mortality in
mg/day sion Sedation elderly demen-
(Schizophre- Dry mouth, Tachy- tia patients,
nia) 400-800 cardia, Metabolic Suicidal
mg/day side-effects, EPS thoughts
(Mania) 300 (low risk)
mg/day
(Depression)

Risperidone 2mgODas 2-8 mg/day 16 mg/day  EPS Orthostatic  Increased
single/ hypotension, mortality in
divided dose Tachycardia elderly

Sexual dysfunc-  dementia
tion Hyperpro- patients

lactinemia
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Long-acting injections (LAI)

LAI or depot antipsychotics are offered when there are issues of non-
compliance or if patient finds it more convenient and consents for it. They
should not be prescribed to antipsychotic naive individuals and avoided in
those who have history of serious side-effects from antipsychotics like
NMS. LAI have long half-lives, and hence side-effects, if emerge, last
longer. The FGA depots have an oil base and so a test dose is recommended
to check for sensitivity to oil base or EPS. The SGA depots have aqueous
base and so a test dose is usually not required. Begin with the lowest
effective dose and prescribe at longest licensed interval possible. The most
commonly used LAI available in our country and details of dosing are
provided in Table 4.

Tabel 4. Long acting antipsychotics available in India

LAI (FGA) Availability in India Test dose Dose range
Haloperidol e Gendol LA/Depidol LA/ 25 mg 50-300 mg
decanoate Movadol LA 50 mg every 4 weeks
Fluphenazine + Fluphen LA/Monazine LA/ 125mg 12.5mg- 100 mg
decanoate Medipax LA 25 mg every 2 weeks
Flupehtixol e Fluanxol depot 20 mg @& 40 mg/ 20 mg 40 mg
every 4
decanoate Spenzo depot weeks to 300 mg
every 2 weeks
Olanzapine e Tolaz LA 210, 300, 405 mg Not 210 mg every 4
pamoate required  weeks to 300 mg
2 weeks
Paliperidone  « Invega Sustenna/Paliris LA Not 150 mg monthly
palmitate 150 mg required
Risperidone  + Risperdal Consta/Restonorm Not 25-50 mg every
microspheres 25 mg/ 50 mg required 2 weeks
Zuclopenthixol « Clopixol depot 200 mg 100 mg 200 mg every
decanoate 3 weeks to 600 mg
EVETYy Week

General strategies for managing adverse effects of antipsychotics

Adverse effects of antipsychotics can range from minor tolerability
issues like dry mouth or mild sedation to unpleasant (sexual side-effects,
constipation, extrapiramidal side effects - EPS), painful (acute dystonias),
disfiguring (tardive dyskinesia, significant weight gain) or even life-
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threatening side-effects (myocarditis, agranulocytosis). Management
strategies include using antipsychotics that are indicated, avoiding
polypharmacy, dose adjustments, switching to an antipsychotic with
different side-effect profile, non-pharmacological interventions like diet
and exercise, use of concomitant medications like beta-blockers for akathisia
and anticholinergic medications etc.

Specific adverse effects and their management
Specific adverse effects and their management strategies is summarised

in table 5.

Table 5. Specific adverse effects of antipsychotics and their

ITiariayerret 1t

around

lol (30-80mg/
day). Other
agents like
mirtazapine,
benzodiazepines

Side-effects  Clinical Assessment Management ~ Comments
description

Neurological

Parkinsonian  Resting tremors Clinical evalua Decrease dose- Caused by FGA
Bradykinesia tion Simpson-  Add anticholi- and SGA, less
and Rigidity Angus EPS nergic agents common with

rating scale (trihexiphenidyl clozapine
2-8 mg/ day,
procyclidine
5-10 mg/day)

Dystonia Muscle spasm  Clinical Airway manage- Involvement
affecting head  evaluation ment if laryngeal of laryngeal
and neck muscles muscles are in-  muscles can
(torticollis), jaw volved Anticho- lead to stridor
muscles (trismus), linergic agents  and dysphonia
uprolling of eyes oral/parenteral  and can be life
(oculogyric crisis) (promethazine  threatening

25 mg oral or im)
Consider chang-
ing drugs

Akathisia Subjective inner Clinical evalua- Decrease dose/ Anticholiner-
restlessness with tion, Barnes Change drug/  gics are not
tendency to moveAkathisia scale Add proprano-  very useful

may help.

Contd....
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Table 5. Specific adverse effects of antipsychotics and their
management (Contd...)
Side-effects  Clinical Assessment Management =~ Comments
description
Neuroleptic Fever Rigidity  Clinical exami- Stop offending More with
Malignant Mental state nation, Deranged agent Suppor-  high potency
Syndrome changes lab parameters tive care antipsychotics.
Dysautonomia  Raised CPK Maintain air- Other offend-
levels (>1000  way, breathing ing agents
units/L) Raised and circulation. (metoclopra-
WBC counts Cooling blan-  mide, domperi-
Electrolyte kets Dantrolene, done)
imbalance bromocriptine,
Myoglobinuria  amantadine
Tardive Hyperkinetic Clinical exami- Discontinue Risk is more in
dyskinesia movement dis- nation AIMS:  anticholinergics. elderly
(TD) order -oral, Abnormal Switch to drugs females,
buccal, lingual, Involuntary with lesser pro- increased
facial muscles  Movement Scale pensity to cause duration of
are most TD (clozapine, drug exposure
commonly invol- quetiapine) and presence of
ved-limb and Tetrabenazine ~ comorbidities
trunk muscles or valbenazine
can also be or benzodiaze-
involved pines may help
Sialorrhea Excessive Clinical Use lowest Uncomfortable
saliva produc- necessary dose and embarr-
tion seen with Gradual titra- assing for
clozapine tion Topical patient
antimuscarinics
Systemic anti-
muscarinics
(glycopyrrolate,
trihexyphenidyl)
Anticholinergic Dry mouth Clinical General strate-  Bulk forming
side-effects Constipation gies Adequate  fibre-based
Blurred hydration Laxa- laxatives are
vision tives (Osmotic  best avoided
Tachycardia agents-lactulose/ in slow transit
PEG) constipation
Metabolic Weight gain Clinical Regular monit-
side-effects Hypertension Lab investiga- oring General

Adverse effect
on lipid and
sugar profile

tions

strategies
Use of statins
or metformin

Contd....
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management (Contd...)

Side-effects  Clinical Assessment Management
description

Hyperprolac-  Increased History and General strate-

tinemia and release of clinical assess- gies Prolactin

sexual dys- prolactin lead- ment, Lab sparring anti-

function ing to sexual investigations,  psychotics like
dysfunction, Sexual aripiprazole
anovulation, Function Augmentation

Orthostatic
hypotension

galactorrhea,
gynecomastia

>20 mm Hg
drop in systolic
or >10 mm Hg

Questionnaire

History
Measurement

with aripiprazole
Experimental
strategies (use
of cabergoline,
bromocriptine)
General strate-
gies like Choice
of medication,

in diastolic gradual titration,
BP within 3 dose distribution
minutes of throughout the
standing day, adequate
Symptoms water and salt
include intake and use
Dizziness of leg compre-
Syncope ssion stockings
Falls if needed

Antidepressants

A wide range of antidepressants are available. They are classified on
the basis of their mechanism of action. The more commonly prescribed
class of medications, viz., tricyclic antidepressants, selective serotonin
reuptake inhibitors, and selective serotonin-norepinephrine reuptake
inhibitors have been discussed in detail. Table 6 summarizes the commonly
used antidepressants, their doses, side-effects and clinical considerations.

Tricyclic antidepressants (TCAS)

Drugs included in this group are amitriptyline, nortriptyline,
imipramine, clomipramine, doxepin and dosulepin (dothiepin). They act
by binding to the norepinephrine transporter (NET) site and blocking the
norepinephrine reuptake pumps. Blockade of serotonin transporter (SERT)
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Table 6. Commonly used antidepressants with doses and common

side-effects

Common side-effects

Clinical considerations

Drugs Dose range
Tricyclic Antidepressants
Amitriptyline  75-225
mg/day
Clomipramine  75-300
mg/day
Imipramine 75-225
mg/day
Nortriptyline 50-150
mg/day

Tachycardia Orthostatic
hypotension Sedation

Anticholinergic side-
effects (Blurred vision,
constipation, dry mouth,
urinary retention) Weight
gain

Similar side-effects like
other TCAs

Sedation and anticho-
linergic side effects are
relatively less

Selective serotonin reuptake inhibitors (SSRIs)

Fluoxetine

Fluvoxamine 100-300
mg/day

Sertraline 50-200
mg/day

Paroxetine

Escitalopram

Serotonin Norepinephrine Reuptake Inhibitors (SNRIs)

75-375
mg/day

Venlafaxine

20-60 mg/day Common side-effects

seen with SSRIs include
— Gastrointestinal side-
effects (nausea, vomit-

ing, flatulence, diarrhea).
20-50 mg/day — Anticholinergic side-
10-20 mg/day

effects

— Sexual side-effects
(delayed ejaculation,
anorgasmia, decreased
libido)

— Cardiovascular side-
effects (QTc prolonga-
tion)

Nausea
Sexual side effects
Headache

TCAs are associated
with higher risk of
hypomanic/ manic
switch.

Increased risk of suici-
dality and increased risk
of seizures may be seen
with TCAs.

TCAs can be fatal if
consumed in high doses.
They should be avoided
in narrow angle
glaucoma.

SSRIs in general are

associated with:

— Increased suicida-

lity in children and

adolescents. Risk-
benefit must be
assessed.

— High risk of
gastrointestinal
bleed. Caution
while using
NSAIDs.

— Caution with conco-
mitant use of lithium
or monoamine oxi-
dase inhibitors, as
they may increase
serotonin levels lead-
ing to serotonin
syndrome

Sustained BP elevations
at high doses, regular
monitoring advised

Contd....
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Table 6. Commonly used antidepressants with doses and common
side-effects (Contd...)

Drugs Dose range  Common side-effects Clinical considerations
Insomnia, sleepness in Discontinuation
some cases syndrome
Anticholinergic side-
effects
Desvenlafaxine 50-200 Same as venlafaxine
mg/day
Duloxetine 60-120 Nausea Discontinuation
mg/day Anticholinergic side- syndrome, slow taper

effects Cardiovascular advisable
side effects are less

Noradrenergic and Specific Serotonergic Antidepressants (NASSA)
Mirtazapine 15-45 Weight gain
mg/day Sedation
Dryness of mouth

Noradrenergic dopamine reuptake inhibitor (NDRI)

Bupropion 300-450 Dry mouth Risk of seizures
mg/day Insomnia
Nausea

Anxiety & agitation

blocks serotonin reuptake, which is an additional mechanism of action for
most of the TCAs.

They are well absorbed orally and have significant first pass
metabolism. Metabolism is primarily hepatic and renal clearance is less.
The medication should be initiated in divided doses. Higher doses can be
prescribed at night-time to overcome the sedating side effects.

Selective serotonin reuptake inhibitors (SSRIs)

Also known as second-generation antidepressants, this class includes
six different drugs: Fluoxetine, paroxetine, sertraline, fluvoxamine,
citalopram and escitalopram. Pharmacological properties of each of them
are distinct. SSRIs block presynaptic serotonin transporter (SERT), which
increases levels of serotonin at somato-dendritic end of neurons leading to
5HT1A autoreceptor stimulation. The receptors get desensitized and aren’t
able to inhibit the release of serotonin leading to increased levels of serotonin
at the synapse which is responsible for the delayed therapeutic effects.
Each drug in the group has some additional mechanism of action as well
making each drug different. Oral absorption of SSRIs is good and they
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undergo hepatic metabolism. Fluvoxamine has the shortest half-life among
all SSRIs and Fluoxetine has the longest.

Drugs with shorter half-lives should be tapered off gradually as sudden
discontinuation may lead to withdrawal symptoms like nausea, weakness,
anxiety and rebound depression. Monoamine oxidase inhibitors when
administered simultaneously can lead to serotonin syndrome characterized
by gastrointestinal side effects, autonomic instability, hyper-reflexia and
myoclonus. SSRIs may also cause hyponatremia and hypoglycemia.

Selective serotonin-norepinephrine reuptake inhibitors (SNRISs)

Also referred to as dual reuptake inhibitors, this group of anti-
depressants include venlafaxine, desvenlafaxine, duloxetine, milnacipran
and levomilnacipran. They block both serotonin and norepinephrine
receptors. Serotonergic action begins at low doses in venlafaxine, and when
doses are increased the noradrenergic actions begins. Desvenlafaxine is an
active metabolite of venlafaxine. It has greater norepinephrine reuptake
action as compared to its serotonin reuptake action. Duloxetine and
milnacipran exhibit powerful inhibition of norepinephrine which explains
its role in relief of physical pain symptoms. Oral absorption of thees drugs
is good and metabolism is primarily hepatic. Nausea, sedation, insomnia,
headache, sweating and dry mouth are the common side effects. Sexual
side effects include decreased libido and delayed ejaculation. In high doses
venlafaxine may cause hypertension. The drugs should be discontinued
gradually to prevent discontinuation syndrome. Regular blood pressure
monitoring is advised while prescribing these medications as they may
increase the blood pressure.

Other classes of antidepressants

Noradrenergic and specific serotonergic antidepressants (NASSA):
This includes the drug mirtazapine, which exerts its action by blocking the
alpha 2-receptors. In addition, the drug also inhibits SHT2A. 5SHT2C, 5SHT3
and H1 histaminic receptors. It is well absorbed orally and undergoes hepatic
metabolism. Weight gain, sedation and dryness of mouth are the commonly
reported side effects of this drug. In some patients, agranulocytosis may
occur. Minimum effective dose of the medication is 15 mg which can be
built up to 45-60 mg/day.

Serotonin partial agonist reuptake inhibitors: This includes the drug
vilazodone which acts by 5HT inhibition. It causes fewer sexual side effects.
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Bupropion belongs to the class of noradrenergic dopamine reuptake
inhibitor and acts by blocking dopamine and norepinephrine reuptake. Usual
starting dose is 150 mg and dose range is 300-450 mg. As it lowers seizure
threshold, dose increments beyond 300 mg should be made cautiously.

Serotonin antagonist and reuptake inhibitors: Trazodone and
nefazodone belong to this class. Trazodone blocks 5SHT2A and 5HT2C
receptors and serotonin reuptake. Nefazodone is not used in clinical practice
as it causes liver toxicity. Most common side effect of trazodone is sedation,
others being nausea, vomiting, dizziness, and orthostatic hypotension.
Antidepressant dose range of trazodone is 150-300 mg. Keep a check on
the prothrombin time and international normalized ratio (PT-INR) if patients
prescribed trazodone are receiving oral anticoagulants.

Melatonin receptor agonists (MRAs): Agomelatine, and melatonin
belong to this class. Recent literature suggests that agomelatine is more
tolerable and effective. The medication exerts its effects by MT1 and MT2
agonistic activity. It has good oral absorption. No significant cardiovascular,
central nervous system or respiratory adverse effects have been reported.
It shouldn’t be prescribed in patients with hepatic impairment. Starting
dose is 25 mg at night-time and can be titrated up to 50 mg/day.

Anxiolytics

This category includes drugs that are used to relieve anxiety. Specific
anxiolytic drugs include benzodiazepines and azapirones (buspirone).
Besides this, antidepressants and antipsychotics are also used to relieve
anxiety. Neuroleptic agents have anxiolytic effects in small doses and their
use should be restricted to anxiety associated with psychosis. Commonly
used anxiolytics are summarised in table 7 along with their dose range,
common side-effects and clinical considerations.

Benzodiazepines

Benzodiazepines increase GABA neurotransmission by acting on
benzodiazepine receptors located in a supramolecular complex. They also
increase the neuronal receptor sensitivity to GABA. They can relieve
anxiety, act as hypnotic, combat alcohol withdrawal symptoms and act as
anticonvulsant. Flumazenil is a benzodiazepine receptor antagonist and
reverses the adverse and sedative effects of benzodiazepines. It may
precipitate seizures and needs to be cautiously administered.

Benzodiazepines are classified on the basis of their half-lives as shown
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Table 7. Commonly used anxiolytics, with dose range and common

side-effects
Drugs Dose Dose range Side-effects Clinical
equivalent considerations
(Diazepam
5 mg)
Benzodiazepines (BZD)
Chlordiaze- 25 10-100 mg  Common side-effects Caution while pres-
poxide of BZDs cribing to elderly
Clonazepam 0.25 0.5-4.0 mg  Drowsiness due to risk of
Lorazepam 1 0.5-6.0 mg  Cognitive impairment ataxia with all
Nitrazepam 5 5-20 mg Motor clumsiness BZDs Respiratory
Diazepam 5 5-40 mg Daytime sedation depression
Alprazolam 0.25mg  0.5-2 mg
Azapirones
Buspirone 15-60 mg Better side-effect Divided doses

profileCauses

minimal sedation

No abstinence
syndrome

needed due to
short half life and
has delayed onset
of action

in Table 8. Diazepam, chlordiazepoxide, and clonazepam have long half-
life and are long-acting compounds. Benefits of long-acting drugs over
short to intermediate acting ones include less variation in plasma concen-
tration and no need for frequent dosing. Withdrawal symptoms are less but
they may lead to increased daytime sedation. Short to intermediate half-

Table 8. Classification of Benzodiazepines based on half-lives

Category

Benzodiazepines

Half-Lives (In Hours)

Ultra-Short Half-lives (<5 hrs)

Short to intermediate Half-lives
(5 to 24 hours)

Long Half-Lives (>24 hours)

Triazolam
Midazolam
Nitrazepam
Flunitrazepam
Estazolam
Bromazepam
Alprazolam
Lorazepam
Temazepam
Oxazepam
Chlordiazepoxide
Diazepam
Clobazam
Clonazepam

2t03
15t03
15 to 38
20 to 30
10to 30
10to 20
6 to 20
10to 20
8 to 22
4to0 15
510 30
20 to 100
12 to 60
18 to 50
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life drugs include alprazolam, lorazepam, oxazepam, etc. Daytime sedation
with these drugs may be less but rebound insomnia may occur. The drugs
have good oral absorption and are lipid soluble. Thus, onset of action,
peak effect and termination of action depends mostly on lipid solubility
rather than elimination half-life. They are effective in short term
management of anxiety and are prescribed in various anxiety disorders
like generalized anxiety disorder, panic disorder and phobias. Other
indications include management of catatonia, seizures and alcohol
withdrawal symptoms. Drowsiness, tolerance, dependence, neurological
and respiratory side effects can occur. Neuropsychiatric side effects are
most common and include daytime sedation, cognitive impairment, motor
clumsiness, specific memory disturbances, and rarely paradoxical emotional
responses manifested as an aggressive and/ or impulsive behaviour. The
most important respiratory side-effect is respiratory depression and occurs
particularly with intravenous administration of diazepam.

Tolerance and Dependence: A physician should be careful about
development of tolerance to benzodiazepines. The earliest sign of
developing tolerance is a request by the patient for escalation of dose.
Both physical dependence and tolerance can be prevented by the concept
of drug holidays. If physical dependence has occurred, there can be a
discomforting withdrawal syndrome characterized by generalized aches,
agitation, restlessness, insomnia and generalized anxious dysphoria. More
serious withdrawal manifestations include confusion, delirium and rarely
seizures.

Relapse or Recurrence: If on stopping or reducing benzodiazepines, a
person has reemergence of symptoms that existed prior to the treatment
but at the same intensity, it is called as recurrence or relapse.

Rebound: If on stopping or reducing benzodiazepines, a person has
reemergence of symptoms that existed prior to the treatment but at higher
intensity, it is called as rebound.

Prolonged withdrawal: Some patients may also experience prolonged
withdrawal after stopping benzodiazepines, which is characterized by
irregular and unpredictable course of symptoms. Patients often experience
slowly abating, waxing and waning symptoms of perceptual disturbances,
tremor, sensory hypersensitivities, and anxiety.

As benzodiazepines have risk of addiction, these should be prescribed
only for short term, preferably for less than 4 weeks. Also, these should be
given with caution in patients with history of substance use disorder. Among
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patients taking prescription benzodiazepines, a physician should suspect
benzodiazepine use disorder in the following situations — (a) patient is
continuing to take benzodiazepines even when the original indication for
prescription has disappeared, (b) patient reports difficulty in stopping or
reducing use, (c) anxiety between doses or craving for next dose, (d) patient
is repeatedly obtaining prescription citing lost dose or other reasons or
does doctor-shopping, (€) pre-occupation with the medication.

Buspirone

Buspirone is an azapirone and acts on serotonin and dopamine
receptors. It is a narrow spectrum anxiolytic and approved only for the
treatment of GAD. It is well absorbed orally and needs to be administered
twice or thrice daily due to short half-life. It does not cause sexual
dysfunction or weight gain. It has no interaction with benzodiazepine
(GABA) receptors, causes no abstinence syndrome and results in minimal
sedation. It is, however, ineffective in treating panic disorders. The drug
has delayed onset of action and full clinical response may be evident after
3-4 weeks. This may lead to patients becoming non-compliant to the
medication. Total daily dose varies from 15-60 mg/day, administered in 2-
3 divided doses.

Mood stabilizers

Mood stabilizers originally referred to drugs which were used to treat
mania and prevented its recurrence thus “stabilizing” the manic pole of
bipolar disorder. The term has been described broadly and includes various
medications like lithium and anticonvulsants including sodium valproate,
carbamazepine, lamotrigine, etc. Table 8 summarises the dose range of
mood stabilizers with their dose range, side-effects and clinical
considerations.

Lithium

It is a monovalent ion and is available as lithium carbonate and lithium
citrate for oral use. It has antimanic properties and also has prophylactic
action in preventing manic and depressive episodes in bipolar disorder. It
is also used as an adjuvant to antidepressants in resistant depression and as
a prophylactic agent to prevent depressive episodes in unipolar depression.

It is difficult to comment upon the central mechanism of action of
lithium. It affects the monoaminergic neurotransmitter concentrations at
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synapses and has neuroprotective effects. It is absorbed adequately after
oral administration and peak levels are attained in 1-3 hours. Its average
half-life is 18 to 24 hours. Therapeutic drug monitoring is required and
plasma level of 0.8-1.0 mmol/L is effective in management of acute mania.
In maintenance treatment, levels can be maintained between 0.6-0.8 mmol/
L. Levels > 1.5 mmol/L are toxic. Pre requisites for initiating lithium include
complete blood count, urinalysis, thyroid function tests, serum creatinine,
serum electrolytes and ECG. It is prescribed in two to three divided doses
or can be prescribed once daily to maintenance phase. Dose range is 600-
1500 mg/day and is decided on basis of plasma drug levels. The clinical
effects are seen after a latent period of 7-10 days and so simultaneous
administration of neuroleptics in initial 1-2 weeks is required. Dose
increments should be done gradually to prevent toxicity and serum lithium
levels along with kidney function tests, thyroid function tests should be
repeated every 3-6 months. Minor side effects which develop early during
treatment include fine tremors, appetite disturbance, headache and gastro-
intestinal disturbances. Hypothyroidism and weight gain (usually 3-10 kg
within 1-4 years), polyuria and polydipsia are long term side effects. In
toxicity, coarse tremors, loss of appetite, pain abdomen, disorientation may
be seen. In severe cases of toxicity, hemodialysis may also be required.

Valproate

Valproate is an anticonvulsant and has complex mechanism of action.
It acts by inhibiting the catabolism of GABA and by activating the
extracellular signal regulated kinase pathway thus altering the synaptic
plasticity. It is approved for the treatment of manic episodes associated
with Bipolar I disorder. It has some role in treatment of depressive episodes
and is often used as add on treatment to an antidepressant. It is also used as
a maintenance treatment in bipolar disorder. It is well absorbed orally and
is highly protein bound. When high doses are administered, saturation of
protein binding occurs and free valproate is available which is
therapeutically effective. Majority of the metabolism occurs by hepatic
glucuronidation. Complete blood count, liver function tests, baseline weight
and BMI should be recorded as part of pre-valproate work-up. Loading
dose can also be used with 20-30 mg/kg a day. Usual starting dose is 250-
500 mg/ day. Dose can be increased depending on tolerability and
monitoring of serum levels. The levels are usually maintained between 50-
100 mcg/ml.
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Carbamazepine

It was first synthesized as potential antidepressant but was developed
for use in pain and seizure disorders. It blocks the voltage dependent sodium
channels. This inhibits the repetitive firing by neurons. Oxcarbazepine is a
structural derivative of carbamazepine which, in addition to block of voltage
dependent sodium channels, also modulates high voltage calcium channels
and increases the potassium conductance. Carbamazepine (CBZ) also
decreases the release of glutamate, dopamine and noradrenaline turnover.
Onset of antiepileptic and antinociceptive actions of CBZ is rapid, whereas
the onset of antidepressive effects is delayed (3-4 weeks). The antimanic
properties have a rapid onset within first few days, but maximum treatment
response develops over several weeks. It is indicated in bipolar depression,
mania (not first line) and in prophylaxis of bipolar disorders (not first line).

Therapeutic dose range for CBZ as an antiseizure medication is 4-12
mg/L. In affective illness, a plasma level of atleast 7-8 mg/L would be
required. Above 12 mg/L, they add to side effect burden. Non classical
presentation of affective illnesses like bipolar 1l, non-euphoric mania,
schizoaffective presentation, comorbid substance use, and lack of family
history of bipolar disorder in first degree relatives are some of the correlates
of CBZ response. As a part of pre-CBZ workup, complete blood counts,
kidney and liver function tests should be done.

Lamotrigine

Lamotrigine is a structurally novel phenyltriazine anticonvulsant. It
has good oral bioavailability of about 98%. It is indicated for maintenance
treatment of bipolar I disorder. It is also considered as a treatment option in
acute bipolar depression but there is less controlled data to support this. It
has various biochemical actions like blockade of voltage sensitive sodium
channels, modulating release of aspartate and glutamate, weak blockade
of SHT, serotonergic receptors etc. Hypersensitivity is a contraindication
to prescribe lamotrigine.

Hypnotics

This class of drugs includes medications which improve sleep. An
ideal hypnotic is one that improves the quality of sleep and increases its
length without residual effects next morning. No such medication is
available and effective psychological treatments should be offered to the
patient. Hypnosis occurs by enhancement of action of GABA. Various
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Table 9. Mood stabilizers with therapeutic dose range, side-effects
and clinical considerations

BD and titrate
slowly aiming
at a dose of

ness Ataxia
Nausea Head-
ache Dry mouth

Drugs Plasma level* Therapeutic Common Clinical
dose range in side-effects considerations
mg/day
Lithium 0.8-1.0 mmol/L 600-1500 Gastric (nausea, Clinically relevant
(Acute mania) mg/day vomiting, diarr- drug interactions
0.6-0.8 mmol/L hoea, appetite  with ACE Inhibi-
(Maintenance) loss) Polyuria, tors, thiazides,
> 1.5 mmol/L Polydipsia NSAIDs Informa-
(Toxicity) Fine tremors tion about risk
Benign T wave factors and signs
changes of toxicity to be
given to patients
strictly told about
keeping plenty of
fluids especially
during summers
and stop lithium
temporarily on
fluid loss due to any
reason like fever,
loose motions or
vomiting.
Anticonvulsants
Valproate 50-100 mcg/ml Start with Gl distress Black box warnings
250 mg BD or Tremors Seda- Hepatotoxicity:
TDS with tion Increased Idiosyncratic,
dose incre-  appetite rare pancreatitis:
ments of Weight gain chances of recurr-
250-500 mg  Ataxia Benign ence with recha-
every 3-5 transaminases  llenge Hyper-
days to thera- elevation ammonemia:
peutic potential
threshold Teratogenicity:
Strictly Neural tube defects
avoided in Thrombocytopenia
women in Somnolence in
reproductive elderly
age group
Carbama-  8-12 mg/L Start with Dizziness Dip- Human teratogen
zepine 100-200 mg lopia Drowsi-  Avoid use in preg-

nancy Hepatic
enzyme inducer,
lowers levels of

(Contd....)
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Table 9. Mood stabilizers with therapeutic dose range, side-effects
and clinical considerations (Contd....)

Drugs Plasma level* Therapeutic Common Clinical
dose range in side-effects considerations
mg/day
400-800 mg/ Hyponatremia various other drugs
day depending (it can lower
on individual estrogen levels)
response or
side-effects

Lamotrigine 100-200 mg/day  Start with Headache Caution if rash
25 mg/day Benign rash develops in
Build every  Dizziness association with
2 weeks in Pruritus fever, mouth, eye
increments  Diarrhea or bladder discom-
of 25 mg Nausea fort. Not safe in

lactation. Dose
adjustments with
enzyme inducers
and inhibitors
required

* (Levels for mood stabilizers should be done after 4-5 half-lives except for
carbamazepine; For carbamazepine, autoinduction can lead to reduction in blood levels.
Hence, blood levels are recommended after two weeks of starting carbamazepine)

medications that can be used as hypnotics include benzodiazepines, Z drugs
like zopiclone and zolpidem. Other medications that can be used include
low dose sedating antidepressants like amitriptyline, trazodone, mirtazapine.
Melatonin and melatonin receptor agonists can also be used. Z drugs,
melatonin and melatonin receptor agonists have been described below. All
other medications have been discussed in previous sections.

Always explore the complaint of insomnia before prescribing hypno-
tics. Is the sleep duration less or patient has altered sleep cycle? Advise
sleep hygiene and prescribe medications only when necessary, and only
for a short duration and review the need to continue medications in
subsequent follow-ups. Avoid their use in children and use it with caution
in elderly due to risk of fall.

Z- drugs:

Z-drugs include Zolpidem, Zaleplon, Zopiclone and Eszopiclone. These
drugs bind to the same binding site as benzodiazepines on GABA-A receptor
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and enhance GABA mediated neuronal inhibition. Zaleplon is an ultra-
short acting Z-drug which has selective binding at benzodiazepine receptor
with o, subunit, but has low affinity and potency at o, and o, subunits. It is
appropriate for reducing sleep initiation insomnia, but not for sleep
maintenance insomnia. It can also be used for middle-of-the-night
awakening. The dose range is 5 to 20 mg. Zolpidem mediates most of its
effects through o, subunit containing BZ, receptor, but also has some agonist
activity at o, and o, subunits. It is considered as a potent sedative and
hypnotic with minimal anxiolytic property. The usual dose range is 5 to 10
mg, while that for extended-release preparation of Zolpidem is 6.25 mg to
12.5 mg. Zopiclone also shows preferential action at BZ1 receptor with o,
subunit and has the longest duration of action among all the Z-drugs. Hence,
it is useful in both induction and maintenance of sleep. The usual dose
range is 3.75 to 7.5 mg. Eszopiclone is the S-enantiomer of zopiclone and
has greater efficacy at o, and o, subunits. The usual dose range is 1 to 3
mg.

Melatonin and Melatonin Receptor Agonists:

Melatonin is a natural hormone produced by pineal gland in the body
and has been found to have an important role in maintaining the sleep-
wake cycle. Melatonin receptor agonists and melatonin have high oral
absorption rate of more than 80% and reach peak concentration within one
hour of administration. Concomitant food intake reduces the absorption.
However, due to extensive first pass metabolism, the elimination half-life
is less than 2 hours. Higher peak concentration and longer elimination
half-lives are found among elderly and females. Melatonin acts on melatonin
receptors (MT1land MT2) located in numerous brain regions including
suprachiasmatic nucleus. Melatonin, ramelteon and tasimelteon are used
for insomnia, while agomelatine is also used for major depressive disorder.
Agomelatine is also an antagonist at serotonin-2C receptor. The usual adult
dose of melatonin is 0.3 to 5 mg, that of melatonin prolonged release
formulation is 2 mg, while that of ramelteon is 8 mg and that of tasimelteon
is 20 mg. Usual adult dose of agomelatine for major depressive disorder is
25 to 50 mg.

Psychostimulants

The most commonly prescribed drug in this category is methyl-
phenidate. This category also includes amphetamines and modafinil. They
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primarily act by increasing the release of dopamine and blocking its
reuptake.

Methylphenidate is a stimulant medication which is used in the
treatment of ADHD. There are other stimulants which are used in the
treatment of ADHD like amphetamine, dextroamphetamine and
dexmethylphenidate which are not available in India. Knowledge about
the pharmacological properties of the medications helps in deciding dosing.
Pharmacological properties of the medication have been provided in the
table below. Currently methylphenidate is the only stimulant available in
India for the management of ADHD. Methylphenidate exerts its action by
inhibiting the dopamine and norepinephrine transporters, thus increasing
availability of norepinephrine and dopamine in the synaptic vesicles
primarily in the prefrontal cortex. Methylphenidate is a schedule X (Narcotic
and Psychotropic Drugs), which cannot be sold without the prescription of
a registered medical practitioner. The dose range is 0.3-1 mg/kg/ day. The
doses and common side-effects of methylphenidate are given in Table 9.

Table 10. Stimulants, their dose range and common side-effects

Medication Formulation Starting dose Peak effect Duration of Common
& maximum action side-effects
dose

Methyl- Short acting 5 mgonce  1-3 hours 1-4 hours Decreased

phenidate  (Immediate daily (OD) appetite

US FDA release, IR) or twice daily

approved  5,10,20 mg (BD) 60 mg Delayed sleep

for 6 years tablets (max) onset

and older

Intermediate 10 mg every 3 hours 6-8 hours Headache
acting (Sus- morning

tained/exten- 60 mg (max) Stomach
ded release, ache

SR) 10, 20 mg

tablets Weight loss
Long acting 18 mg every 5 hours 12 hours

osmotic morning Increased
release oral 72 mg (max) pulse rate
system 18,

36, 54 mg Increased BP
tablets

Methylphenidate, as such, does not cause any significant ECG changes
and ECG prior to starting methylphenidate is not routinely advised. But
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one should be cautious when prescribing to those with history of congenital
heart disease or any other cardiac problems like arrythmias. Long term use
of stimulants can lead to growth suppression. Drug holidays are often
recommended. There is also a risk of diversion and misuse.

Atomoxetine

Atomoxetine is a selective nor-epinephrine reuptake inhibitor. The peak
plasma concentration occurs within 1 to 2 hours of single oral dose. It is
metabolized by CYP2D6. In extensive metaboliser, atomoxetine has plasma
half-life of 5.2 hours and there is very little accumulation on multiple dosing.
But, in poor metaboliser, the plasma half-life is 21.6 hours and there is
plasma accumulation on multiple dosing. Hence, dosage of atomoxetine
varies widely. The medicine should be initiated at a daily dose of around
0.5 mg/kg for 7 to 14 days. After that, depending on tolerability, dose can
be increased to around 0.8 mg/kg/day for next 7 to 14 days and then to
around 1.2 mg/kg/day. The total daily dose should not exceed 1.4 mg/kg or
100 mg, whichever is less.

Summing Up

Drugs which affect mental functioning are called psychotropics.
Monotherapy refers to treating with one medication at a time and is
considered ideal. Polypharmacy refers to the concurrent use of multiple
medications. An integral component to selecting medication for a patient
is establishing an accurate diagnosis. Availability, affordability, accept-
ability, efficacy and safety of the medications are the other key factors that
should be considered while selecting the appropriate medication for a
patient.

Suggested Readings

* Geddes JR, Andreasen NC. New Oxford Textbook of Psychiatry. 2nd
ed. Oxford University Press 2020.

» Sadock BJ, Ruiz P, Sadock VA. Kaplan and Sadock’s Comprehensive
Textbook of Psychiatry. 10th ed. LWW 2017.

» Stahl S. Stahl’s Essential Psychopharmacology: Neuroscientific Basis
and Practical Applications, 4th edition. New York: Cambridge
University Press 2013.

e Stroup TS, Gray N. Management of common adverse effects of
antipsychotic medications. World Psychiatry 2018; 17(3) : 341-56.



Chapter 22
Investigation in Psychiatry

Rohit Verma, Panna Sharma

Learning Objectives
After reading the chapter, the student should be able to:
* Highlight the importance of need for biological (blood, CSF,
neuroimaging, EEG) investigations in psychiatry
»  Enumerate important investigations required in specific psychiat-
ric work-up

» Enumerate essential investigations before starting a specific psy-
chotropic drug

» Highlight the need for therapeutic drug monitoring in psychiatry

Introduction

The field of psychiatry is a complex tapestry woven with the intricate
threads of human emotions, behaviours and cognitive processes. This
chapter delves into the diverse array of investigations in psychiatry,
discussing the role of various haematological, biochemical and toxicological
investigations and neuroimaging. Physicians typically prescribe tests as
part of their diagnostic process, while psychiatrists predominantly rely on
patients’ chief complaints, detailed histories, and mental status examinations
to assess and understand mental health conditions.

In research settings, many potential biological markers have been
identified for major psychiatric disorders that can be of use for determining
prognosis or predicting medication response. However, currently none of
the biological investigations have been found to make their way to reach
the clinical status.

In clinical settings, there are no biological tests that can be used for
determining the diagnosis of psychiatric disorders. The utility of investi-
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gations is mainly for ruling out other medical and neurological conditions
that can lead to a secondary psychiatric manifestation, and to screen for
substances of abuse. Another important clinical use is for monitoring the
safety of psychotropic medications such as before medication initiation,
drug induced side-effects, to monitor compliance of drugs, measure
therapeutic concentrations and assess for toxicity, etc. There are many
lifestyle-related problems like hypertension, diabetes, obesity, cardio-
vascular disorders, sexually transmitted disorders in patients with psychia-
tric disorders which require treatment along with the treatment of psychiatric
disorders and need to be investigated in every patient with mental illness.
The various investigations done in the field of Psychiatry are discussed
below.

Blood and Urine Investigations
1. Complete Blood Count (CBC)

It includes haemoglobin, red blood cell (RBC), white blood cell
(WBC), haematocrit (HCT), mean corpuscular volume (MCV),
mean corpuscular haemoglobin (MCH), mean corpuscular haemo-
globin concentration (MCHC), red cell distribution width (RDW),
platelet, and differential leucocyte count (DLC). It is important to
do the baseline CBC before initiating psychotropics as there are
drugs which can cause leucocytosis, neutropenia, neutrophilia, eosi-
nophilia, etc. Common medications that significantly affect the
blood chemistry are clozapine, lithium, risperidone, etc. Regular
monitoring of total leucocyte count (TLC) and absolute neutro-
phil count (ANC) is recommended for patients on clozapine.
Anaemia can present with physical symptoms of depression and
so it is important to do CBC. Presence of a comorbid condition
like fever may also necessitate the evaluation of blood culture with
sensitivity, or peripheral blood film as deemed necessary based on
clinical history and examination.

2. Liver Function Test (LFT)

Commonly performed LFTs include the serum levels of
aminotransferases — alanine aminotransferase (ALT) and aspar-
tate aminotransferase (AST), alkaline phosphatase (ALP), gamma-
glutamyl transferase (GGT), bilirubin, albumin, globulin and total
protein. Serum aminotransferases are elevated in alcohol-induced
liver disease and cirrhosis, psychotropics induced liver disease and
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viral hepatitis etc. Alkaline phosphatases are found to be elevated
with psychiatric medications mostly phenothiazines. In alcoholic
liver diseases, the ratio of AST to ALT is 2:1 or greater and serum
GGT is twice the normal. GGT is highly sensitive marker for re-
cent alcohol intake as it returns to normal in 4-5 weeks after stop-
ping drink. Prothrombin time is also raised in alcoholic liver dis-
ease. Serum ammonia levels are raised in hepatic encephalopathy
in patients with chronic liver disease in alcoholic patients and can
increase risk of valproate toxicity. Majority of the psychotropics
are metabolised by liver and so in patients with liver disease, dose
modification is recommended.

There are many psychotropic medications which are protein bound,
and in patients with low levels of serum protein such as in patients
with malnourishment, liver disease and eating disorder, the frac-
tion of unbound (active form of) ingested drug may increase lead-
ing to increased risk of side effects of the drugs.

Kidney Function Test (KFT)

Common tests for estimating renal function include estimating
serum levels of creatinine, urea, uric acid, blood urea nitrogen
(BUN), and estimated glomerular filtration rate (eGFR). The spe-
cific gravity of urine raises in syndrome of inappropriate antidi-
uretic hormone secretion (SIADH), diabetes and dehydration.
Carbamazepine has been associated with development of SIADH
in long term usage. Serum e-GFR and creatinine are raised in
lithium toxicity, and thus monitoring of KFT is required in pa-
tients on lithium therapy. Urinary estimations of glucose and ke-
tone bodies are done in diabetic ketoacidosis. In Wilson’s disease,
urinary copper and serum ceruloplasmin levels are estimated. In
acute intermittent porphyria, urinary porphobilinogen levels are
estimated. KFT is also done in patients who are on psychotropics
metabolised by kidney as dose modifications may be required in
patients with deranged KFT.

Serum Electrolytes

Commonly investigated serum electrolytes are potassium, sodium,
calcium, phosphorous, and bicarbonates. Electrolyte disturbances
may be caused by certain psychotropic medications like oxcarba-
zepine, carbamazepine, or selective serotonin reuptake inhibitors
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(SSRIs), and conditions like delirium tremens, psychogenic poly-
dipsia, SIADH, catatonia, etc. In eating disorders and psychogenic
vomiting, hypokalemia may occur that can lead to cardiac arryth-
mia. Low serum levels of phosphorous may be seen in patients
with purging behaviour in eating disorder. Electrolyte disturbances
itself can cause delirium and so serum electrolytes need to be done
in delirious patients. In patients with eating disorder, depression,
alcohol abuse etc. patients can have re-feeding syndrome which
necessitates the need for monitoring of serum electrolytes.

Special Investigations for Infections

High risk behaviours are commonly found in substance abusing
population like intravenous drug abuse, multiple sexual partners,
and sexual intercourse with commercial sex workers. Thus, blood
viral markers like human immunodeficiency virus (HIV), hepati-
tis B surface antigen (HBsAQ), hepatitis B surface antibody (anti-
HBs or HBsAD), hepatitis B core antibody (anti-HBc or HBCADb)
Hepatitis C virus RNA (HCV RNA), anti HCV antibody are done.
Additionally venereal disease research laboratory (VDRL) test,
cervical/vaginal swabs and urine microscopy are also considered
for early detection and intervention.

Endocrinal Investigations

There are many diseases of endocrine system that may manifest
with psychiatric symptoms. Depression in seen in hypothyroid-
ism, diabetes mellitus and Cushing syndrome. Anxiety symptoms
are observed in hyperthyroidism, diabetes mellitus and adrenal
disease. Psychosis in associated with steroid use, thyroid disor-
ders, and hyperparathyroidism. Chronic lithium use can cause thy-
roid dysfunction (commonly hypothyroidism), hyperparathyroid-
ism and hypercalcemia. Therefore, investigations like thyroid func-
tion test, parathyroid hormone and cortisol levels are considered
on clinical suspicion of such endocrinal diseases.

In reproductive age-group female patients with amenorrhea, urine
pregnancy test is done before initiation of medications like lithium,
valproate and carbamazepine, that are associated with congenital
anomalies in foetus. Since valproate is associated with polycystic
ovarian disease (PCOD), serum luteinizing hormone (LH) and fol-
licle-stimulating hormone (FSH) levels are done in suspected cases.
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Serum prolactin level may be elevated due to antipsychotics which
block dopamine receptors, and patients may present with erectile
dysfunction, amenorrhea, galactorrhoea or decreased libido. It is
also raised after seizure episode and helps in differentiating true
seizure from psychogenic non-epileptic seizure.

Pancreatitis is seen in patients with chronic alcohol use and is also
a rare complication of antipsychotics like clozapine or risperidone
and valproate. Serum amylase helps in diagnosis along with clini-
cal examination.

7. Nutritional Deficiencies

In eating disorders, schizophrenia, catatonia, Wernicke’s encepha-
lopathy, dementia, etc. patients are found to have vitamin defi-
ciencies like vitamin B,,, thiamine and vitamin D,. Many drugs
commonly used in psychiatry like valproate and phenytoin (for
treatment of epilepsy) cause folate deficiency. Therefore, serum
vitamin levels are important to do in such patients.

8. Urine Drug Screening

It is done to detect any recent use of substances of abuse like co-
caine, cannabinoids, acetaminophen, opioids, benzodiazepines, am-
phetamines, inhalants etc. in patients with suspected drug intoxi-
cation or to ensure abstinence and compliance. Urine cotinine lev-
els are used to check the nicotine consumption in psychiatric pa-
tients. In cases of suspected poisoning, or suicidal attempt, urine
toxicology screening is done to detect toxins like lead, copper,
arsenic, etc. In patients on opioid substitution therapy and antago-
nist management, UDS can be done to ensure compliance.

Neuroimaging in Psychiatry

Neuroimaging has been an important investigation in psychiatry which
helps us to understand the neurobiology and neuroanatomy of the
psychiatric disorders, structural causes, response to treatment, etc. It can
be of 2 types i.e., structural and functional imaging. The structural imaging
includes X-ray, computed tomography (CT) and magnetic resonance
imaging (MRI) while functional imaging includes positron emission
tomography (PET), and single photon emission tomography (SPECT),
functional MRI, magnetic resonance spectroscopy (MRS),
electroencephalogram (EEG) and functional near-infrared spectroscopy
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(FNIRS). Indications of neuroimaging include neurological disorders
masquerading as psychiatric disorders or psychiatric illness related to brain
damage like in head injury, stroke, neurocysticercosis, encephalopathies,
encephalitis, craniectomies, etc. They are commonly conducted in
conditions such as neurodevelopmental and neurocognitive disorders like
autism, dementia, Parkinson disease, mild cognitive impairment, Wernicke’s
encephalopathy, seizure disorders, catatonia, Wilson disease, headache,
delirium, prions diseases, etc. Neuroimaging studies have helped to
understand the brain pathology in psychiatric disorders and paved the way
for newer drugs, neuromodulation techniques and psychosurgeries targeting
the exact location of brain causing the disorder. In recent times, neuro-
navigation approaches utilize these techniques for personalized neuro-
modulation like repetitive transcranial magnetic stimulation (rTMS) or
transcranial direct current stimulation (tDCS).

EEG is used to detect the cortical electrical activity in brain of patients
with seizure disorder (epilepsy) or in certain individuals on psychotropics
like amitriptyline, clozapine etc. that can decrease the seizure threshold
and cause seizure. It is also used during modified electro-convulsive therapy
(mECT) to monitor electrical activity of brain, and not relying completely
on motor convulsions, as studies have shown that for mECT to be effective
motor convulsions are not essential, and electrical activity is sufficient.

Other Investigations

Cerebrospinal fluid (CSF) analysis is considered in patients with
features of meningitis, or autoimmune encephalitis, masquerading as
psychiatric symptoms.

Polysomnography is conducted in co-existing sleep disorders. Evoked
potential tests may objectively differentiate patients with mental disorders
from malingering.

Electrocardiogram (ECG) is done in patients with cardiac pathology,
tachycardia, hypokalaemia, arrythmia, etc. There are many psychotropics
like lithium, quetiapine, or clozapine which can cause cardiac changes like
arrythmia, QTc prolongation, cardiac failure etc. as side effects. It is also
used to monitor cardiac activity during mECT. In many disorders like
anxiety, panic or somatoform disorders, ECG is commonly done to rule
out any somatic pathology.

Blood pressure and pulse oximetry is performed in mECT and
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intravenous ketamine infusion therapy to monitor cardiac and blood
oxygenation status.

Serum levels of creatine kinase (CK) and CK-MB are estimated in
patients of neuroleptic malignant syndrome (NMS) or catatonia.

Genetic tests are done in patients with clinical features of some genetic
syndrome like fragile X, Down’s syndrome, Huntington disease, etc who
may present with autism, intellectual disability, or dementia respectively
and help in understanding prognosis, management, or genetic counselling
for such individuals.

Pre-mECT Work-up is summarised in the Table given below.

Table 1. Pre ECT Workup

Blood Tests

Yes/No

Date/Results

CBC

LFT (bilirubin, AST, ALT, ALP, albumin, globulin)

KFT (urea, creatinine, uric acid)

Serum Electrolytes (Na, K)

Blood Sugar

ECG

Chest X-ray

Oral/dental Examination

Fundus/Ophthalmological Examination

Optional

Thyroid status

HIV/Hepatitis assessment

Echocardiography

Urinalysis

Urinary pregnancy test

Therapeutic Drug Monitoring (TDM)

Certain medications have narrow therapeutic index and thus their blood
levels are monitored to avoid toxicity. TDM also helps in ensuring
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medication compliance.

Therapeutic serum levels of some commonly used medications for
TDM are mentioned in the Table 2. Table 3 summarises the investigations
needed before initiating some commonly used psychotropic medications.

Table 2. Therapeutic Serum Levels of Some Mood Stabilizers

S.No. Psychotropic Medicine Therapeutic Serum Levels

1. Lithium 0.4-1.0 mmol/L for maintenance and

for acute mania : 0.8-1.0 mEqg/L
2. Valproate 50-100 mg/L and for acute mania : 80-100 mg/L
3. Carbamazepine 4-12 mg/L

Table 3. Specific Psychotropic Drugs and Suggested Investigations

S.No  Psychotropic Baseline evaluation
Medicine (before initiating the
psychotropic)

Routine monitoring
(after starting the psychotropic
at follow up visits)

1 Atypical Fasting lipid profile,
antipsychotics ~ HbAlc, fasting
glucose ECG if patient
has risk factors for QT
prolongation

2 Clozapine CBC with DLC, fasting
lipid panel, fasting
glucose, HbAlc

3 Lithium Basic metabolic panel
(sodium, chloride,
potassium, CO2/bicar-
bonate, BUN, creati-
nine, glucose),

Thyroid function test,

CBC, calcium, preg-

nancy test, ECG, if

age >40 years or with

known cardiac factors
4 Carbamazepine CBC, LFT, Basic meta-

bolic panel, pregnancy
test

After 3 months and then annually:
fasting lipid panel, fasting blood
glucose/HbAlc

CBC with DLC: weekly for 6
months, and every other week for
an additional 6 months, and then
every 4 weeks

Weekly lithium level during dose
titration, until stable therapeutic
level is achieved, then every 3-6
months. KFT to be done every

2 to 3 months during first 6 months
and then check every 6 to 12
months

Every 6 months: Thyroid function
test, Basic metabolic panel

Serum carbamazepine levels:
every week until stable, then
every 3-6 months CBC: 2 weeks
after dosage changes, 2 months
after initiation, and then every
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Table 3. Specific Psychotropic Drugs and Suggested Investigations

(Contd...)
S.No  Psychotropic Baseline evaluation Routine monitoring
Medicine (before initiating the  (after starting the psychotropic
psychotropic) at follow up visits)
6 months, LFTs and Basic
metabolic panel: every 6 months
5 Oxcarbazepine  Basic metabolic panel, Only as clinically indicated
pregnancy test Valproate  baseline: CBC, LFT
MONITORING : CBC, LFT
minimum 6 monthly and serum
levels when clinically indicated

Summing Up

The discipline of psychiatry employs a comprehensive investigative
approach, encompassing clinical, neurobiological, genetic, neuropsycho-
logical, and psychosocial dimensions. While clinical assessments are
foundational, advancements in technology have broadened the diagnostic
tools. Neuroimaging, genetic and biomarkers provide insights, while
psychosocial investigations consider environmental factors. Collaboration
among clinicians and researchers advances knowledge, with ongoing
research revealing promising biological markers for improved diagnostics
and treatment. Psychiatry’s investigative landscape is continually evolving,
offering hope for enhanced outcomes in mental health.
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Chapter 23
Concepts of Psychological Assessment

Vijay Prasad Barre

Learning Objectives
After reading the chapter, the reader should be able to understand :

» The concepts of psychological assessment and their relevance to
psychological testing.

» The purpose of psychological assessment in the field of psychiatry,
and

» The importance of preparing psychological report and communi-
cating assessment results for further needful.

Introduction

Assessment is the process of collecting information with regard to
abilities, interest, aptitude, personality, attitude and beliefs. It is an integral
part of day-to-day life, and is one of the important works of the trained
psychologist. Without assessment the psychologist cannot reach any
conclusion; so, it is a basic step to get information related to the client.
Psychological assessment in psychiatry or mental health set up uses various
assessment techniques, among which the most well-known is the standardized
tool named as psychological test, which helps to assess clients’ behaviour.
Formal assessment techniques are planned and based on certain
predetermined criteria whereas some other assessment techniques are non-
standardized such as case study, interviews, observation, etc.

The central role of clinicians conducting assessments should be to answer
specific questions and aid in making relevant decisions. To fulfill this role,
clinicians must integrate a wide range of data and bring into focus diverse
areas of knowledge. Thus, they are not merely administering and scoring
tests. A useful distinction to highlight this point is the contrast between a
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psychometrist and a clinician conducting psychological assessment (Maloney
& Ward, 1976; Matarazzo, 1990). Psychometrists tend to use tests merely
to obtain data, and their task is often perceived as emphasizing the clerical
and technical aspects of testing. Their approach is primarily data oriented,
and the end product is often a series of traits or ability descriptions. These
descriptions are typically unrelated to the person’s overall context and do
not address unique problems the person may be facing. In contrast,
psychological assessment attempts to evaluate an individual in a problem
situation so that the information derived from the assessment can somehow
help with the problem. Tests are only one method of gathering data, and the
test scores are not end products but merely means of generating hypotheses.
Psychological assessment, then, places data in a wide perspective, with its
focus being problem solving and decision making.

Historical origins and Evolution of Assessment techniques

The distinction between psychometric testing and psychological
assessment can be better understood and the ideal role of the clinician more
clearly defined by briefly elaborating on the historical and methodological
reasons for the development of the psychometric approach. When
psychological tests were originally developed, group measurements of
intelligence met with early and noteworthy success, especially in military
and industrial settings where individual interviewing and case histories were
too expensive and time consuming. An advantage of the data-oriented
intelligence tests was that they appeared to be objective, which would reduce
possible interviewer bias. More important, they were quite successful in
producing a relatively high number of true positives when used for
classification purposes. Their predictions were generally accurate and usable.
However, this created the early expectation that all assessments could be
performed using the same method and would provide a similar level of
accuracy and usefulness. Later assessment strategies often tried to imitate
the methods of earlier intelligence tests for variables such as personality
and psychiatric diagnosis.

A further development consistent with the psychometric approach was
the strategy of using a “test battery.” It was reasoned that if a single test
could produce accurate descriptions of an ability or trait, administering a
series of tests could create a total picture of the person. The goal, then, was
to develop a global, yet definitive, description for the person using purely
objective methods. This goal encouraged the idea that the tool (psychological
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test) was the best process for achieving the goal, rather than being merely
one technique in the overall assessment procedure. Behind this approach
were the concepts of individual differences and trait psychology. This
approach assumes that one of the best ways to describe the differences
among individuals is to measure their strengths and weaknesses with respect
to various traits. Thus, the approach to the study of personality involved
developing a relevant taxonomy of traits and then creating tests to measure
these traits. Again, there was an emphasis on these tools as primary, with a
de-emphasis on the input of the clinician. These trends created a bias toward
administration and clerical skills. In this context, the psychometrist requires
little, if any, clinical expertise other than administering, scoring, and
interpreting tests. According to such a view, the most preferred tests would
be machine-scored true-false or multiple choice-constructed so that the
normed scores, rather than the psychometrist, provide the interpretation.

This objective psychometric approach is most appropriately applicable
to ability tests such as those measuring intelligence or mechanical skills. Its
usefulness decreases, however, when users attempt to assess personality
traits such as dependence, authoritarianism, or anxiety. Personality variables
are far more complex and, therefore, need to be validated in the context of
history, behavioral observations, and interpersonal relationships.
Psychological assessment is most useful in the understanding and evaluation
of personality and problems in living. These issues involve a particular
problem situation having to do with a specific individual.

Skills needed for a clinician to conduct Psychological Assessment

The central role of the clinician performing psychological assessment
is that of an expert in human behavior who must deal with complex processes
and understand test scores in the context of a person’s life. The clinician
must have knowledge concerning problem areas and, on the basis of this
knowledge, form a general idea regarding behaviors to observe and areas in
which to collect relevant data. This involves an awareness and appreciation
of multiple causation, interactional influences, and multiple relationships.
As Woody (1980) has stated, “Clinical assessment is individually oriented,
but it always considers social existence; the objective is usually to help the
person solve problems.”

In addition to an awareness of the role suggested by psychological
assessment, clinicians should be familiar with core knowledge related to
measurement and clinical practice. This includes descriptive statistics,
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reliability (and measurement error), validity (and the meaning of test scores),
normative interpretation, selection of appropriate tests, administration
procedures, variables related to diversity (ethnicity, race, age, gender), testing
individuals with disabilities, and an appropriate amount of supervised
experience (Turner, DeMers, Fox, & Reed, 2001). Persons performing
psychological assessment should also have basic knowledge related to the
demands, types of referral questions, and expectations of various contexts
particularly employment, education, vocational/career, health care
(psychological, psychiatric, medical), and forensic. Furthermore, clinicians
should know the main interpretive hypotheses in psychological testing and
be able to identify, shift through, and evaluate a series of hypotheses to
determine which are most relevant and accurate. For each assessment device,
clinicians must understand conceptually what they are trying to test. Thus,
rather than merely knowing the labels and definitions for various types of
anxiety or thought disorders, clinicians should also have in-depth operational
criteria for them. For example, the concept of intelligence, as represented
by the 1Q score, can sometimes appear misleadingly straightforward.
Intelligence test scores can be complex, however, involving a variety of
cognitive abilities, the influence of cultural factors, varying performance
under different conditions, and issues related to the nature of intelligence.
Unless clinicians are familiar with these areas, they are not adequately
prepared to handle 1Q data. The above knowledge should be integrated with
relevant general coursework, including clinical psychology, clinical
neuropsychology, psychotherapy, and basic case management.

Definitions

The term assessment refers to a complex activity integrating knowledge,
clinical judgment, reliable collateral information (e.g., observation, semi-
structured or structured interviews, third-party report), and psychometric
constructs with expertise in an area of professional practice or application.
Psychological assessment is a problem-solving process of identifying and
using relevant information about individuals, groups, or institutions for the
purpose of decision-making and recommendations (Turner et al., 2001).

This includes sensitivity toward the inclusion of diverse and underserved
populations. Psychological assessment is a process that involves the
integration of information from multiple sources, such as tests related to
ability, intelligence, interests or attitudes, as well as information from
personal interviews. Collateral information is also collected about personal,
occupational, or medical history, such as from records or from interviews
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with parents, spouses, teachers, or previous therapists or physicians.
Moreover, the psychological assessment is a structured interview that gathers
information from and/or tests a person to evaluate his or her mental health.
It is “an extremely complex process of solving problems (answering
questions) in which psychological tests are often used as one of the methods
of collecting relevant data” (Anastasi, 1990).

Psychological assessment is the gathering and integration of data to
evaluate a person’s behavior, abilities, and other characteristics, particularly
for the purposes of making a diagnosis or treatment recommendation.
Psychologists assess diverse psychiatric problems (e.g., anxiety, substance
use) and non-psychiatric concerns (e.g., intelligence, career interests) in a
range of clinical, educational, organizational, forensic, and other settings.
Assessment data may be gathered through interviews, observation,
standardized tests, self-report measures, physiological or psycho-
physiological measurement devices, or other specialized procedures and
apparatuses. (APA, 2022)

Purpose of Psychological Assessment

Mental health professionals use a variety of instruments to assess mental
health and wellbeing. Common purposes for psychological testing include:
screening for the presence or absence of common mental health conditions;
making a formal diagnosis of a mental health condition; assessment of
changes in symptom severity; and monitoring client outcomes across the
course of treatment/therapy.

Psychological tests are used to assess a variety of mental abilities and
attributes, including achievement and ability, personality, neurological
functioning, screening, diagnosis, treatment, therapeutic management
purposes and many more settings like following order,

Children/adolescents

Psychological testing and assessment for children are ways to determine
how a child is performing when compared to other children of the same age.
When children are struggling with learning, developmental, or behavior
problems, it can be helpful to determine what the extent of these problems
involve and whether a child meets the criteria for a developmental
disability or other mental health condition. By gathering information through
psychological testing, a psychologist can determine whether a child meets
diagnostic criteria for the mental health condition. Children who are
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diagnosed with learning disabilities, ADHD, autism spectrum disorder, or
intellectual disabilities may be eligible for more help and supports, both in
school and through community and healthcare programs. For children who
are inschool, psychological tests can be useful to gain information about the
strengths and weaknesses of a child. Sometimes assessments can pinpoint
specific areas of concern, and knowing that can help the parents and
educational team determine appropriate interventions to overcome the child’s
difficulties. Child psychological assessments are useful to get a precise
picture of a child’s profile. They help to get insights about some specific
traits, certain conditions, intelligence, emotional intelligence, and other areas
of functioning. There are even psychological tests for children who are not
yet verbal.

Child psychological evaluation typically involves a variety of
psychological tests to answer specific questions about a child, such as “Does
my child have autism?” “Do | have ADHD?” or “Why is my child having
difficulty learning to read?” The tests provide information that, along with
a clinical interview and background information, helps the psychologist
understand the child’s functioning, which can further help in arriving at a
diagnosis or a plan for their treatment.

Intelligence testing may also be used with teens and young adults to
determine vocational ability.

Older adults/Aged population

The psychological assessment of older adults is often challenging due
to the frequent co-morbidity of mental and physical health problems, multiple
medications, interactions among medications, age-related sensory and
cognitive deficits, and the paucity of assessment instruments with
psychometric support for use with older adults. There is some confusion in
the psychiatric literature regarding the incidence, prevalence, and illness
course of psychiatric disorders in late life. This can be partly attributed to a
paucity of studies focused on determining the epidemiology of psychiatric
illnesses in older adults (Hybels & Blazer, 2003). The selection of appropriate
and psychometrically sound assessment instruments can thus be a challenge
when working with older adults. Psychological assessment instruments for
examining five important clinical areas namely - suicide ideation, sleep
disorders, anxiety, depression, and personality are commonly used in clinical
practices. Further, cognitive disorders are unequivocally more prevalent as
age increases, and competency in assessing cognition is an essential skill
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for clinicians caring for older adults. Several traditionally distinct (although
admittedly sometimes overlapping) cognitive domains can be assessed with
neuropsychological testing. Abbreviated assessments of each domain are
also possible in the clinical setting. Some of the most frequent cognitive
domains as conceptualized by neuropsychology today are crystallized
knowledge, processing speed, attention, receptive and expressive language,
visuospatial/constructional skills, and executive functions (Meeks, Thomas
et al, 2009).

Clinical assessment

In psychological assessment, psychological tests are administered for a
wide variety of reasons, like diagnosing psychopathology (e.g., personality
disorder, depressive disorder), for diagnosing perpetuating factors, for
monitoring progress in treatment, etc. For a mental health professional to
be able to effectively treat a client and know that the selected treatment
actually worked (or is working), he/she first must engage in the clinical
assessment of the client. Clinical assessment refers to collecting information
and drawing conclusions through the use of observation, psychological tests,
neuropsychological tests (elsewhere explained in this same chapter), and
interviews to determine what the person’s problem is and what symptoms
he/she is presenting with. This collection of information involves learning
about the client’s skills, abilities, personality characteristics, cognitive and
emotional functioning, social context (e.g., environmental stressors), and
cultural factors particular to them such as their language or ethnicity. Clinical
assessment is conducted not just at the beginning of the process of seeking
help but all throughout the process.

Consider this, first we need to determine if a treatment is even needed.
By having a clear accounting of the person’s symptoms and how they affect
daily functioning we can determine to what extent the individual is adversely
affected. Assuming treatment is needed, our second reason to engage in
clinical assessment is to determine what treatment will work best. As
described in detail in the chapter on “Assessments in Psychotherapy”, there
are numerous approaches to treatment. These include Behavior Therapy,
Cognitive Therapy, Cognitive-Behavioral Therapy (CBT), Humanistic-
Experiential Therapies, Psychodynamic Therapies, Couples and Family
Therapy, and biological treatments (e.g., psychopharmacology). Of course,
for any mental disorder, some of the aforementioned therapies will have
greater efficacy than others. Even if several can work well, it does not mean
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a particular therapy will work well for that specific client. Assessment can
help the clinician figure this out. Finally, we need to know if the treatment
worked. This will involve measuring symptoms and behavior before any
treatment is used and then measuring symptoms and behavior while the
treatment is in place. We will even want to measure symptoms and behavior
after the treatment ends to make sure symptoms do not return. Knowing
what the person’s baselines are for different aspects of psychological
functioning, will help us to see when improvement occurs. In recap, obtaining
the baselines happens in the beginning, implementing the treatment plan
happens more so in the middle, and then making sure the treatment produces
the desired outcome occurs at the end. It should be clear from this discussion
that clinical assessment is an ongoing process.

Medico-legal Purpose

Medico-legal represents the intersection between law and psychology.
Psychologists are expected to render expert opinions needed for legal
determinations. They also conduct psychological testing which is highly
objective and accurate which are in turn used for taking fair judicial decisions
and make fair judgement. Some of the important areas in which psychologists
help include the following:

a) Compensation :

In this, the psychologist tries to assess the impact of physical/ head
injury that the client sustained. In such circumstances, psychologi-
cal assessment can be used to make determinations about emo-
tional, mental, and cognitive decline further to sought out compen-
sation.
b) Degree of disability:

Where a person is disabled and cannot take up any meaningful job,
which can provide some amount of income, the insurance compa-
nies and certain other governmental agencies may provide for so-
cial security to such a person. However, to be sure that this indi-
vidual is disabled enough that he or she cannot take up a job, an
assessment needs to be done of the mental status of the individual
as well as the physical condition. Also, an assessment needs to be
done to find out to what extent the physical disability has led to
psychological disability etc. All these aspects are handled by psy-
chologists. In fact, psychological testing can provide an objective
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c)

d)
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index of the presence and degree of psychological disability, and
can also be used to prove the legitimacy of a claim, or at times even
used in order to demonstrate that the claimant is malingering.

Criminal Law:

In a number of cases the criminal or the person concerned who is
suspected of having committed a crime, may suffer from some mental
disorder or neurological disorder which may make the person inca-
pable of standing trial in the court. Psychologists are used to evalu-
ate criminal defendants in order to determine their competency to
stand trial and to determine sanity as it relates to criminal responsi-
bility.

Civil Cases:

Assessment of capacity for making a will, marriage, property re-
lated disputes, custody of a child or other legal decisions, etc.

Psychological assessment usually involves a more comprehensive
assessment of the individual. This process of assessment makes use of
psychological tests or other qualitative method. Therefore, it is a process of
collecting information which can be formal, informal, qualitative and
guantitative.

Methods of Psychological Assessment

The psychologist can make use of different methods of assessment. It
depends on the requirement of the case, e.g., if the client is suffering from
mental or developmental problem, the psychologist may use case study
method. The various methods of assessment are interview, observation and
case study. These are described below

1.

2.

Interviews:

The interview is probably the most commonly used assessment
method. Psychologists use interview method to help gather infor-
mation about clients and clarify results of other assessments. As-
sessors must be appropriately trained. Their skills and experience
are essential for the interviewer. Interviews can be conducted in
many ways and for a variety of purposes.

Aspects of Interview:
Below are several aspects in which to view an interview.

Verbal and face-to-face: What does the client tell us? How much
information
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are they willing/able to provide?

3. Non-Verbal: How are the clients keeping their body posture? Are
they keeping their heads down? Are they agitated and pacing around
in the room? Are they showing any abnormal behavior? Are they
smiling or muttering to themselves?

4. Para-verbal: How does the client speak? At a normal pace, tone,
volume, inflection? What is their command on language, how well
do they choose their words? Do they pick up on non-verbal cues for
speech and turn taking? How organized is their speech?

5. Situation: Is the client cooperative? Is their participation volun-
tary? For what purpose is the interview conducted? Where is the
interview conducted? There can be two types of interviews: Struc-
tured and Unstructured. That is, the interview can range from be-
ing totally unplanned i.e., unstructured to carefully designed i.e.,
completely structured.

i) Structured Interview: The most structured interviews have char-
acteristics such as standardized questions, trained interview-
ers, specific question order, controlled length of time, and a
standardized response evaluation format. A structured inter-
view will be more reliable and valid. It is designed to provide a
diagnosis for a client by detailed questioning of the client in a
“yes/no” or “definitely/somewhat/not at all”” forced choice for-
mat. It is broken up into different sections reflecting the diag-
nosis in question. Often, structured interviews use closed ques-
tions, which require a simple pre-determined answer. Examples
of closed questions are “When did this problem begin? Was
there any particular stressor going on at that time? Can you tell
me about how this problem started?” Closed interviews are
better suited for specific information gathering.

ii) Unstructured/ semi-structured Interview: Interviews can also
be less structured and allow the client to have more control
over the topic and direction of the interview. Unstructured in-
terviews are better suited for general information gathering.
Unstructured interviews often use open questions, which ask
for more explanation and elaboration on the part of the client.
Examples of open questions are “What was happening in your
life when this problem started? How did you feel then? How
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did this all start? In semi-structured interview, the interviewer
will not strictly follow a formalized list of questions. Instead,
they will ask more open-ended questions.

Major Functions of Interview

Description: Interview has been found to be particularly useful in
providing insight into the interactive quality of social life. The verbal
interaction enables the interviewer in understanding how people view the
subject under investigation.

Exploration: Inthis, the interviewer tries to explore some new variable
for study as it also helps in conceptual clarity. A review of the work done in
the related area also is taken into account. The advantage of interview method
is that it allows greater flexibility in the process of questioning. It facilitates
the psychologist in obtaining the desired information.

2. Observation method :

Observation method is a fundamental technique of the data collec-
tion. It refers to watching and listening to the behaviour of the cli-
ent over time without manipulating and controlling it. It also records
findings in ways that allow some degree of analytic interpretation
and discussion. Thus, observation involves broadly selecting, re-
cording and coding behaviour; therefore, it is scientific. It tells us,
how does the person act — nervous, calm, smug? What do they do
and not do? Do they make and maintain eye contact? How close to
you do they sit? Often, some of the most important information you
can gather from the observation of behaviour. Behavioral observa-
tions may be used clinically (such as to add to interview informa-
tion or to assess results of treatment).

Type of Observation Method

Naturalistic observation: Naturalistic observation is particularly good
for observing specific subjects. It provides ecologically valid recordings of
natural behaviour. Spontaneous behaviors are more likely to happen.

Structured observation: Allows control of extraneous factors and the
reliability of results can be tested by repeating the study. It provides a safe
environment to study contentious concepts such as infant attachment.

Unstructured observation: Gives a broad overview of a situation. Useful
where situation/subject matter to be studied is unclear.
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Participant observation: Gives an “insiders” view. Behaviors are less
prone to misinterpretation because researcher is a participant. It provides
opportunity for the researcher to become an “accepted” part of the
environment

3. Case study method

A case study is an in-depth investigation/analysis of a single per-
son. psychologist uses case study to investigate in detail a specific
situation or person. Case studies are often used in clinical cases,
typically, data are gathered from a variety of sources and by using
several different methods. Experiments, interviews, questionnaires,
observations, diaries, and psychometric tests can all be used within
a case study.

4. Psychological testing

Psychological tests are written, visual, or verbal evaluations ad-
ministered to assess the cognitive and emotional functioning of chil-
dren and adults. It is “an objective and standardized measure of a
sample of behaviour.” Psychological testing is a standard proce-
dure of measurement designed to measure characteristics, abilities,
personality, etc. They are used to measure the quantified character-
istics and have standards.

According to Anastasi (2003), psychological test can be defined as a
sample of an individual’s behaviour, obtained under standard conditions
and scored according to a fixed set of rules that provide a numeric score.
Test can be used to compare the same individual on one or more tests; at the
same time two or more persons can also be assessed and compared. A
psychological test is characterized by a standardized procedure of
administration, scoring, and interpretation which are uniform across the
different examiner and settings.

Thus, a psychological test is an instrument designed to measure
unobserved constructs, also known as latent variables. Psychological tests
are typically, but not necessarily, a series of tasks or problems that the
respondent has to solve. Psychological tests can strongly resemble
questionnaire which are also designed to measure unobserved constructs,
but differ, in that psychological tests ask for a respondent’s maximum
performance whereas a questionnaire asks for the respondent’s typical
performance. A useful psychological test must be both valid (i.e., there is
evidence to support the specified interpretation of the test results) and reliable
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(i.e., internally consistent or give consistent results over time, across raters,

etc.

Types of psychological tests

The psychological tests vary in their content as well as the way they
are administered. Thus, there are verbal tests and nonverbal tests; power
test and speed test; group test and individual test. Psychological tests can
be of various types such as achievement tests, aptitude tests, mental ability
tests, interest inventories, personality inventories etc. Now let us know about
these tests.

a)

b)

Intelligence tests: 1Q tests purport to be measures of intelligence.
1Q (or cognitive) tests and achievement test are common norm-
referenced tests. In these types of tests, a series of tasks is pre-
sented to the person being evaluated, and the person’s responses
are graded according to carefully prescribed guidelines. After the
test is completed, the results can be compiled and compared to the
responses of a norm group, usually composed of people of the same
age or grade level as the person being evaluated. 1Q tests which
contain a series of tasks typically divide the tasks into verbal and
non-verbal and performance test. Some of the important 1Q tests
are, Gesell’s Drawing Test (GDT), Seguin Form Board Test (SFBT),
Stanford-Binet Intelligence Scales, Wechsler Adult Intelligence scale
(WAIS), Wechsler Intelligence Scale for Children (WISC), Draw
APerson Test, Bhatia’s Battery of Performance Test of Intelligence,
Raven’s Progressive Matrices Test.

Some of the Indian adaptation tests were Wechsler Adult Perfor-
mance Intelligence Scale (WAPIS), Binet Kamat Test of Intelli-
gence (BKT), Mallin’s Intelligence Scale for Indian Children
(MISIC) and Vineland Social Maturity Scale (VSMS) one of the
adaptive scale to issues a disability certificate for persons with
intellectual disabilities in India.

Tests of Interest and Aptitude: Tests of Interest assesses the likes
and dislikes of the client whereas aptitude tests aim at measuring
the potential of the client in a particular field. These are mainly
used for the educational and vocational counselling. Examples of
Interest test are Strong Vocational Interest Blank and Kuder Pref-
erence Record. Commonly used aptitude tests are Differential Ap-
titude Test (DAT) and David Battery of Differential Abilities
(DBDA).
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Attitude tests: Attitude test assess an individual’s feelings about an
event, person, or object. Attitude scales are used in marketing to
determine individual (and group) preferences for brands, or items.
Typically attitude tests use either a Thurston Scale or Likert Scale
to measure specific items.

Neuro-psychological tests: These tests consist of specifically de-
signed tasks used to measure a psychological function known to be
linked to a particular brain structure or pathway. They are typi-
cally used to assess impairment after an injury or illness known to
affect neuro-cognitive functioning, or when used in research, to
contrast neuropsychological abilities across experimental groups.
There are number of psychological tests batteries that have been
developed/ standardized in India using concept of dysfunction. A
few of them are based on well recognized concept of higher brain
functions like functioning intelligence, estimation of past intelli-
gence, memory functioning, perceptual acuity etc., (Pershad &
Verma, 1990). Others are based on neurological examinations and
follows evaluation of functioning of hemisphere and lobes (Gupta,
2000 & Rao et al, 2004). Some of the significant test batteries
published during the last about two decades in India are as follows
(Vaishali, 2019). PGI Battery of Brain Dysfunction, AIIMS Com-
prehensive Neuropsychological Battery in Hindi [Adult Form]: 3.
NIMHANS Neuropsychology Battery — 2004. (Further details are
available in the Chapter on “Neuropsychological Assessment”).

Personality tests: Personality tests and inventories evaluate the
thoughts, emotions, attitudes, and behavioral traits that comprise
personality. The results of these tests can help determine a child’s
personality strengths and weaknesses, and may identify certain dis-
turbances in personality. Psychological measures of personality
consist of rating scale or self-report measures and free response
measures or projective tests.

Obijective tests, i.e., rating scale or self-report measure: These
have a restricted response format, such as allowing for true or false
answers or rating using an ordinal scale. Prominent examples of
objective personality tests include the Minnesota Multiphasic Per-
sonality Inventory (MMPI), Millon Clinical Multiaxial Inventory
(MCMI), The California Psychological Inventory (CPI), sixteen
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Personality Factor Questionnaire or 16PF, The Eysenck Personal-
ity Questionnaire, Child behaviour check list (CBCL), and the Beck
Depression Inventory (BDI).

Projective tests: These tests attempt to measure personality based
on the theory that individuals tend to project their own unconscious
attitudes into ambiguous situations. An example of this would be
the Rorschach test, in which a person states what each of ten ink
blots might be. Other projective tests include Thematic Appercep-
tion Test (TAT), Children Apperception Test (CAT) for children
the House-Tree-Person Test, Draw A Person Test (DAPT). An-
other projective test is the Sacks Sentence Completion Test
(SSCT) and asks individuals to finish an incomplete sentence. Ex-
amples include ‘My father’ .... or ‘I hope....".

Direct observation tests: These are also used in many situations.
Although most psychological tests are “rating scale” or “free re-
sponse” measures, psychological assessment may also involve the
observation of people as they complete activities. This type of as-
sessment is usually conducted with families during ward admission
or at home.

Characteristics of a good psychological test

Clinicians must assess the psychometric properties of the screening
and assessment tools they intend to use and ensure that they meet the criteria
for acceptable psychological tests, given their intended purpose. Basic
psychometric properties of tests to be evaluated include the following:

Reliability the precision of test scores, e.g., to ensure that the re-
peated administration of the test would yield the same result

Validity — the extent to which test scores adequately represent a test
taker’s standing on the psychological variable of interest, e.g., an
individual’s level of anxiety

Classification Accuracy — adequacy of cut-off scores is used to
indicate whether a test taker has, or is at risk for having, a specific
condition, e.g., to demonstrate that individuals with depression will
score at or above a designated cut off score

Fairness — the extent to which the test scores are equally reliable
and valid for various segments of the population

Norm Adequacy whether reference groups used to assist in test



Concepts of Psychological Assessment 421

score interpretation adequately represent the population for which
a test is designated

In addition, the competent administration of screening and assess-
ment measures requires those who use or supervise the use of these
tools to have skills and training appropriate for their assigned tasks.
Specific training and skills may be in the following areas:

» Knowledge of appropriate measures for the specific referral ques-
tion (e.g., knowledge of diagnostic systems for psycho-diagnostic
assessments)

» Relevant information about the specific characteristics of the indi-
vidual being assessed, e.g., race, gender, language, disability, etc.

»  Expertise in test administration and/or scoring

Clinical Judgment

Any human interaction involves mutual and continually changing
perceptions. Clinical judgment is a special instance of perception in which
the clinician attempts to use whatever sources are available to create accurate
descriptions of the client. These sources may include test data, case history,
medical records, personal journals, and verbal and nonverbal observations
of behavior. Relevant issues and processes involved in clinical judgment
include data gathering, data synthesis, the relative accuracy of clinical versus
statistical/actuarial descriptions, and judgment in determining what to include
in a psychological report

Psychological Assessment Report

The psychological report is the end product of assessment. It represents
the clinician’s efforts to integrate the assessment data into a functional whole
so that the information can help the client solve problems and make decisions.
Even the best tests are useless unless the data from them is explained in a
manner that is relevant and clear, and meets the needs of the client and
referral source. This requires clinicians to give not merely test results, but
also interact with their data in a way that makes their conclusions useful in
answering the referral question, making decisions, and helping to solve
problem an evaluation can be written in several possible ways. The manner
of presentation used depends on the purpose for which the report is intended
as well as on the individual style and orientation of the practitioner. The
format of the report may include methods for elaborating on essential areas
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such as the referral question, behavioral observations, relevant history,
impressions (interpretations), and recommendations.

The psychological report presents an opportunity for the professional
psychologist to present the results of assessment in a case focused, problem
solving manner. Its major purpose is to help the referral source make decisions
related to the client. It thus represents the end product of assessment. An
ideal report will be written according to general guidelines and in a flexible
but predictable format. The most frequent categories of reports are centered
around questions related to intelligence / achievement, personality /
psychopathology, and neuropsychology areas. Additional, less frequent
categories include adaptive / functional, developmental, neuro behavioural,
aphasia, and behavioural medicine/ rehabilitation. The most frequent general
issues relate to diagnosis and answering which type of treatment
(Pharmacotherapy/psychotherapy) would be most effective for a given client.

Communication of assessment results

After testing is completed, analyzed, and interpreted, the results are
usually first communicated orally to patients and other interested parties.
Results are communicated to others only with the explicit permission of the
person unless extraordinary conditions are involved (e.g., the patient is
gravely disabled / on order of court in medico-legal cases). After a
psychological evaluation, the psychologist will often schedule a feedback
session to show the patient the results, explain the findings in understandable
language, and answer all questions. Often psychologists must also explain
their assessment results to other interested parties such as parents, teachers,
and psychiatrist and other physicians who sought for the assessment results.

In addition to oral feedback, the psychologist typically prepares a written
report to communicate test findings. Most testing reports include the reason
for the referral and the identification of the referring party, the list of
assessment instruments used, actual test scores (such as percentile ranks),
the psychologist’s interpretation of the scores and findings, a diagnostic
impression, and recommendations for needful.

Ethics

In psychological assessments, ethical concerns about privacy, cultural
biases, use of tests that have not been validated, and inappropriate contexts
have led groups such as the American Educational Research
Association (AERA) and the American Psychological Association (APA)
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to publish guidelines for examiners in regards to assessment. The American
Psychological Association states that a client must give permission to release
any of the information that may come from a psychologist. The only
exceptions to this are in the case of minors, when the clients are a danger to
themselves or others, or if they are applying for a job that requires this
information or in case of order from court in medico-legal cases. Also, the
issue of privacy occurs during the assessment itself. The client has the right
to say as much or little as they would like, however they may feel the need
to say more than they want or even may accidentally reveal information
they would like to keep private. Guidelines have been put in place to ensure
the psychologist giving the assessments maintains a professional relationship
with the client since their relationship can impact the outcomes of the
assessment. The examiner’s expectations may also influence the client’s
performance in the assessments. The validity and reliability of the tests
being used also can affect the outcomes of the assessments being used.
When psychologists are choosing which assessments they are going to use,
they should pick one that will be most effective for what they are looking at.
Also, it is important that the psychologists are aware of the possibility of
the client, either consciously or unconsciously, faking answers and consider
use of tests that have validity scales within them.

Use of Psychological Assessment in
Overall Mental Health Improvement

For any kind of psychological assessment in psychiatry, while testing
is often sought after to diagnose a condition or to understand one’s possible
difficulties in any area of functioning, it is also important to learn what
someone’s strengths are. Everyone has strengths and weaknesses relative to
their own abilities; it is helpful to inform individuals from testing of what
their strengths are and how to use these to compensate for any documented
weaknesses they may have. Information helps empower people to develop
and grow, and results obtained from psychological assessment can help
people be more informed as to how to proceed with treatment or intervention
by utilizing their cognitive and/or emotional strengths to help improve their
mental health overall.

Summing up

In this chapter, reader learned about psychological assessments,
definition and its purposes. There are various things to be kept in mind
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about the assessment methods that are essential in the psychological
assessment process. These methods which included interviews, observation
and case study were described in detail. Psychological assessment is a broader
term which includes psychological testing and had been described in brief.
The purpose of testing and the characteristics of a good psychological test
were delineated. Readers also came to know the different types of
psychological tests available. Following that, clinical judgment, preparing
psychological assessment report and communication of the results, in a
manner which a psychologist or psychiatrist can make use of, to collect
information about the client or to provide treatment, or both, were described.
Further, importance of ethical issues was explained. The chapter concluded
with explanation of the role of psychological assessment in diagnosis and
treatment for enhancing the client’s mental health.
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Chapter 24
Neuropsychological Assessment

Rachna Bhargava, Lini Philip

Learning Objectives
After reading the chapter, the student should be able to:
» Provide the definitions and role of neuropsychological assessment
o Tell the approaches in neuropsychological assessment

e Enumerate the guiding principles used in neuropsychological
assessment

»  Enumerate some of the tests and associated functioning
» Discuss on how to interpret test score

Introduction

Neuropsychology primarily concerns with behavioral expression of
brain dysfunction. In other words, it is a branch of science which investigates
the relationship between brain processes, cognition and behavioral control.
Cognitions refer to various mental processes like thinking, memory,
language, attention and concentration, decision-making. Deficits in all these
domains of cognition can be present in an individual or the individual may
display deficit in one specific domain.

The basic premise of neuropsychology is that every neural tissue in
the brain is engaged in some particular function. A lesion in any part of the
brain will be associated with changes in cognitive processing and affective
responses of an individual. Often, an association between lesion site and
impairment can be established quantitatively and then these impairments
in one’s functioning can be assessed objectively through use of appropriate
psychological tests.

Interest in understanding about how diseases and trauma to head affects
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behavior has existed since a long time. However, in 19% and 20™ century,
clinicians often evaluated deficits through clinical, observational and
descriptive methods, where patients were observed bed-side to evaluate
their cognitive conditions. These methods were not standardized and hence
the need for more objective assessment methods arose. Parallelly, during
the starting of 20™ century, many psychometric tests were developed to
evaluate academic and occupational abilities of individuals. For example,
Intelligence tests (e.g., Binet Test of intelligence) were developed to assess
cognitive deficits among school children. Many assessment tools were
developed for individuals who had suffered brain injuries during world
war. Thereafter, in the past four decades several such tools have become
available for clinicians to use, which are more reliable and valid measures
of cognitive deficits. Furthermore, modern imaging techniques have made
it possible to visualize brain and its functioning.

Neuropsychological assessment is a comprehensive evaluation of
various cognitive and behavioral areas of functioning. It is typically done
by a clinical psychologist or clinical neuropsychologist, with training in
neuropsychology. The goal of each of these assessments is to predict
individuals performance in real-life setup, hence ecological validity is an
important aspect of neurological assessments (Dawson & Marcotte, 2017).
Ecological validity refers to the degree to which results in assessment
predicts behavior in real life situations, for example, testing in a quiet
examination room may not reveal the kind of problems that patient may
have while working in their natural environment, with numerous
distractions. The outcome of a neuropsychological assessment would be
to arrive at a pattern of cognitive deficits and strengths of a patient.

Approaches towards Neuropsychological Assessment

Human brain is highly differentiated in terms of its functional
organization. For instance, aphasia is associated with impairment in left
hemisphere while visuoperceptual functions are associated with right
hemisphere. This approach is often termed as localization and lateralization
of brain functions (e.g., Halstead Reitan Neuropsychological Battery).
Contrary to this approach are the proponents of ‘global theorist” who propose
that any kind of damage to the brain is likely to affect all general cognitive
abilities than any specific ability. They highlighted that extent of brain
damage is more crucial than the site of damage (e.g., Luria Nebraska Battery
of tests). There is diversity of opinions regarding which approach would
yield accurate goals of clinical assessment.
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The selection of the tests is largely decided by the goals of assessment,
yet there are majorly two kinds of approaches to neuropsychological testing-
fixed battery approach and flexible battery approach. In fixed battery
approach, tests are selected a priori, while in flexible battery approach the
clinician would choose the test according to the patients’ deficits. Hence,
performance of patient in initial testing is likely to determine the direction
of further testing. Flexible battery approach provides a more nuanced
understanding of patient’s performance on a particular test, wherein clinician
can assess how the patients comprehend and attempt to solve a task. Hence
instead of revealing a particular score on test, this approach allows
description of why and how a score was achieved. For example, WAIS-R
Digit symbol is one of the most sensitive tests that is impaired in response
to brain damage. This test requires graphomotor speed, symbol mani-
pulation, short term memory, visual acuity and manual dexterity. Low scores
on this test would mean deficits on all these skills. Clinician, with this
knowledge, would then choose the next test so as to ascertain which among
the above-mentioned skill deficit is contributing to low scores on this scale.
Similarly, low score in Block design would mean deficit in patients’
unilateral spatial attention, visuospatial abilities, planning abilities, self-
monitoring skills. This approach is famously known as the Boston approach.
It provides qualitative information of patient’s performance rather than
simply providing a test score. The underlying cause of deficit becomes
more differentiated and behavioral signs help to differentiate between two
behaviorally similar disorders like organic dementia vs. dementia due to
depression. For example, patients with depression may have psychomotor
retardation, poor concentration and memory deficits, which are symptoms
for subcortical dementia as well.

Over the time, tests with strong statistical base were considered to be
better. This also meant that the test became more objective. With a normative
data, it was possible to derive cut offs. This approach helped for identifi-
cation of presence or absence of a deficit (e.g., a cut-off score indicating
presence of brain damage). Differentiating people with deficits from those
who didn’t have deficit was the primary focus of many of the earlier
theorists, a view shared by fixed battery approach. This approach brought
objectivity and accuracy in testing and interpretation.

The two approaches (fixed vs. flexible) are different in many aspects,
yet are also integrated by many theorists i.e., quantitative scores and
qualitative information are combined. For example, WAIS-R yields an
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objective quantitative score. In addition, the variability in the performance
within a subtest (intra-test scatter) and across subtests provides rich
information on qualitative analysis. The tests are difficulty graded and hence
patient who fails an earlier item is less likely to pass the next few items.
This would result in low scatter score. However, if the patient responds
inconsistently, leading to larger scatter (i.e., passing on difficult items and
failing on easy items), it may indicate a possibility of fluctuating attention,
fatigue or decreased concentration or even malingering. Individuals with
schizophrenia tend to demonstrate severe generalized impairment in all
areas of neuropsychological assessment. Overall, a combination of quanti-
tative and qualitative profile helps the clinician to make a more meaningful
and accurate decisions.

Uses of Neuropsychological Assessment

» Diagnostic Clarity: Neuropsychological evaluation helps in resolv-
ing diagnostic confusion. In cases where there is obvious brain
pathology (e.g., stroke), assessments are complementary to other
neuroimaging procedures. It provides information on localization
and lateralization of brain dysfunction. In complex cases with less
obvious brain pathologies (e.g., ADHD, Dementia, head injury),
neuropsychological assessments play a major role in assessing
behavioral symptoms and cognitive functioning of the individual.
It is a useful tool for assessing behavioral and cognitive aspects of
medical disorders. Neurocognitive deficits associated with cere-
brovascular disease include cognitive functions, such as episodic,
semantic, and working memory; perceptual speed, attention, and
visuospatial abilities (Arvanitakis et al. 2016; Skrobot et al. 2016).

» Rehabilitation: Changes in neurocognitive functioning can be
traced by neuropsychological assessment. Hence, neuropsycho-
logical testing is integral to any rehabilitative steps. Areas and extent
of cognitive strengths and weakness of an individual identified
through testing can help inappropriate school/vocational placement.
A repeat assessment can be useful in monitoring progress or de-
cline in the cognitive functioning.

» Disability Certification: In cases of Traumatic brain Injury and
forensic issues, assessments are required for certification purposes
for availing benefits being provided by the government of India
under Persons with Disability Act. In accident cases, extent of func-
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tional impairment is to be ascertained for monetary compensation.

* Research: In recent years, new tests have been developed for neu-
ropsychological assessments for research. Assessment of baseline
performance of individuals in comparison to post intervention per-
formance helps to examine the efficacy of the treatment modality.

Basic processes in neuropsychological assessment

The objective of the neuropsychological assessment is to elicit deficits
in individuals ‘behavior and to determine how they relate to brain
functioning. Referral question is an integral and preliminary part of the
assessment procedure. Assessment and its selection of tests is dependent
on clients’ cooperativeness, current comprehension and functional level
besides the purpose of the referral. Both patient and the caregiver are
interviewed to ascertain the nature of injury, history of patients functioning,
interpersonal relationships, current/ prior psychosocial stressors and
occupational functioning. Functional limitations like sensory or motor
impairments affect test performance, hence attention needs to be paid to
the patient’s current level of functioning.

Only reliable, valid and culturally validated tests should be selected
for the purpose of assessment. Testing environment should be kept
distraction free, with adequate lighting so that accurate test conclusions
are obtained. Observation of client’s behavior during testing is integral
part of clinician’s work. Often patient’s motivation to perform on the given
task and his/ her ability to sustain attention during the task can influence
his/her test performance. Many patients may be uncooperative or may show
poor performance at the tasks. It could be due to fatigue, irritability
associated with mood symptoms, poor motivation or difficulty in attention
and concentration. It is essential to explore the reasons for the same and
these observations should be incorporated in interpretation. For instance,
it is well known that fatigue leads to disruption of attention, concentration,
and also leads to decreased speed of processing information, for instance
some studies have found association between fatigue and cognition in
progressive multiple sclerosis (Andreasen et al., 2019). Therefore, to infer
that patient’s poor performance on the test is due to a deficit related to that
function, would be erroneous. Clinicians needs to have an evolving
hypothesis about the reasons for patient’s success and failure on the
particular test, before inferring that failure is due to deficit in function.In
other words, a test score in itself will not reveal meaningful information
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unless compared with patient’s scores on other tests, his/ her vocational
accomplishments, education background and finally his task behavior.
Hence the person administering these tests must be adequately trained so
that assessment and interpretation is done responsibly, effectively and
ethically.

Various neurological and psychiatric disorders have considerable
overlap in their overall clinical presentation and psychological profile.
Therefore, it is necessary to distinguish between neurological, psychiatric
and test taking conditions that is leading to a particular profile of findings
in an individual. Often a simple initial question of ‘what is your name?’
can help examiner make an initial impression of whether the patient
understood what is being asked (comprehension), remembers what was
asked (immediate memory) and is able to respond (attention & speech
fluency). Simple drawing assessments like Bender Gestalt Test (BGT) can
be used to establish rapport with the patient and to make him/ her comfort-
able with the testing environment.There is usually no set order of
administering different tests, however there is an unsaid order- examiner
should not give learning and memory tests before giving attention test or
give visual learning test before assessing perception.

Assessment and localization

Each test assesses specific functions. Hence, localization in the brain
is possible through battery of tests.

Frontal Lobe Syndromes

Lesions of the frontal lobe produce various types of neuropsychological
deficits like impairment in regulatory functions and voluntary motor
activities, psychomotor functions, expressive speech, attentional process,
ability to delay responses, memory learning process, emotional responses
and changes in personality. Hence, various neuropsychological tests for
conceptualization, abstract reasoning, lexical verbal fluency, mental
flexibility, motor functioning, executive control, self-regulation, inhibitory
control would help in identifying extent of frontal lobe involvement (Kopp
et al., 2013). Some of the commonly used tests for individuals with frontal
lobe dysfunction include: tests of visual search, tests of mental control,
delayed response tests, deficits of ideational and design fluency tests, Bender
gestalt test, Alexander pass-along tests, Maze tests, tests of visual search
etc.
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Parietal Lobe Syndrome

The post central gyrus mediates somatosensory sensations. The areas
adjoining the post central gyrus form the somatosensory association cortex,
lesions in which causes abnormal sensations like tingling and numbness.
Two-point discrimination is lost when the distance between the two points
is perceptible to normal individuals, but not to patients with parietal lobe
dysfunction. Some of the commonly used tests for eliciting parietal lobe
dysfunctions are: Bender gestalt test, Block design test, spatial comparison
test (Kang et al., 2019). Individuals with parietal lobe syndrome are also
assessed for the presence of apraxia and agnosia (Visual object agnosia,
prosopagnosia, finger agnosia, simultagnosia etc).

Temporal lobe Syndrome

Language, emotions and memory are the primary functions of Temporal
lobe. Eight primary symptoms associated with temporal lobe (TL) damage
are: disturbance of auditory sensation and perception; disturbance of
selective attention of auditory and visual input, disorders of visual percep-
tion; impaired organization and categorization of verbal material,
disturbance of language comprehension; impaired long-term memory;
altered personality and affective behavior; altered sexual behavior. Bilateral
Temporal lobe lesion is associated with syndromes like Korsakoff’s
Syndrome, Kluver Bucy Syndrome, along with other cognitive and affective
symptoms. Damage to primary auditory cortex can lead to Cortical
Deafness, where there is no damage to the anatomical structure of ear yet
the individual is not able to hear. In Auditory agnosia, there is impaired
recognition of sound, but intact language functions. Individuals with
Temporal lobe epilepsy exhibit deficits in the area of memory (verbal
memory and visuospatial memory) and language (word finding difficulties,
Wernicke’s aphasia, poor recognition of words). Neuropsychological
assessments provide viable information about localizing temporal lobe
lesions in brain- verbal memory deficits and word retrieval deficits are
associated with dominant TL epilepsy, while non dominant TL epilepsy is
associated with visuospatial functioning and visual memory deficits.
Memory tasks are varied across different neuropsychological tests. For
instance Rivermead Behavioral Memory Test (RBMT) includes a series of
daily life tasks like recognizing a picture, remembering appointment, encode
and store a route etc. Widely used test in Indian setting is PGI Memory
Scale, which assesses recent memory, remote memory, mental balance,
memory for similar and dissimilar pairs etc.
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Some common Conditions and associated deficits

Traumatic Brain Injury (TBI): During early stages of mild TBI,
patients exhibit deficits in attention, processing speed, memory and
executive functions (Prince & Bruhns, 2017). Mild TBI also results in
noncognitive sequelae that is affective symptoms (Chaurasiya et al, 2021).
Usually, neuropsychological assessments are not conducted during acute
or early post-acute stages of TBI.

Epilepsy: Behavior and cognition are mostly affected in epilepsy.
Memory deficits, slowing and attentional impairment are most commonly
noted features (Lodhi & Agrawal, 2012).Seizure onset from left hemisphere
is associated with impaired verbal memory, verbal abstract reasoning while
right hemisphere seizure onset may be associated with visuoperceptual,
visual memory and constructional impairments.

Alzheimer’s Disease (AD): AD is characterized by progressive
degenerative changes within the cerebral hemisphere along with deterio-
ration of cognition and personality. Memory deficits, especially episodic
memory deficits and autobiographical memory deficits are usually seen
early in AD. Several neuropsychological tests are available to assess various
domains of AD- for instance, dementia severity can be assessed by MMSE,
attention by WAIS-R Digit Span, processing speed by Digit symbol, trail
making; language functions by Category Fluency (animals, vegetable),
Boston Naming Test.

Common neuropsychological tests and cognitive functions

Most of the tests assess overlapping functions and usually, to examine
a specific function, a battery of tests are used. The table provides a list of
commonly used tests for different areas. Many of the tests listed are part of
neuropsychological batteries and have Indian norms/Indian adaptations.
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Table 1: Common Neuropsychological Tests

Areas Functions Tests
Orientation & Orientation Mini mental status examination; Information
Attention and Orientation test-WMS/PGI Memory
Scale; Temporal, Right-left Orientation Test
(RLOT) & Finger Localization
Attention, Color Trail Test; Digit Vigilance Test;
Processing Speed Continuous Performance Test; Letter
Cancellation Test; Triad Test; Spatial span-
WMS-III; Reaction Time Tests; Stroop Test;
Digit Symbol-Coding; D-KEFS; Trail Making
Test
Perception Visual Perception Visual Scanning of Numbers/Pictures; Visual
Exploration Test
Visual Recognition Facial Recognition test; Recognition of Facial
Expression of Emotion; Picture Completion
Test- WISC
Visual Organization ~ Bender Gestalt Test; Alexander’s Passalong
Test; Object Assembly Test- WAIS; Maze
Tests; Block Design Test
Memory Verbal Memory Auditory-Verbal Learning Test (AVLT);
Verbal Paired Associates (VPA); Logical
Memory (LM)
Working Memory Digit Backward (WMS); N-Back Task; Self
Ordered Pointing Test
Visual Memory Complex Figure Test: Recall Administration
(CFT); Benton Visual Retention Test; Paired
Associates Learning (PAL)
Tactile Memory Seguin Form board test (SFBT)
Incidental learning Symbol Digit Modalities Test (SDMT)
Remote Memory Recall of Public Events & Famous persons
Verbal Aphasia Multilingual Aphasia Examination (MAE)
Functions Verbal expression Boston Naming Test (BNT)
& Language Verbal comprehension Token Test
Skills Verbal academic skills Wide Range Achievement Test-4
Construction Drawing Bender-Gestalt Test; Benton Visual Retention
& Motor Test (BVRT); Complex Figure Test (CFT)
Performance Assembling & Object Assembly; Koh’s Block Design test
Building
Motor Skills Finger Tapping Test (FTT)
Concept Concept formation Identification of Common Objects, Wisconsin
Formation Card Sorting Test (WCST); Proverbs &
& Reasoning Similarities; Raven’s Progressive Matrices
(RPM)
Reasoning Comprehension; Picture Arrangement (WAIS)
Executive The executive Tower Tests: London, Hanoi, and Toronto;
Functions functions Controlled Oral Word Association (COWA)
Fluency Design Fluency: Free & Fixed Conditions,

Naming Fluency
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Interpretation

Neuropsychological assessment is more than just conducting a test
and scoring the performa, one has to look at it as a continuous process,
which begins from the time the individual is referred for assessment/ enters
the room. Scores in a test, which is compared to a normative data, has no
meaning unless it is understood in the context in which the patient is
in.Cognition can be understood as basic cognitive functions and higher
cognitive functions. Basic cognitive functions are very crucial for under-
standing of higher cognitive functions. Attention, concentration, compre-
hension, immediate memory, orientation are basic cognitive functions while
learning, memory decision-making are higher cognitive functions. If basic
functions are impaired, then poor results in higher cognitive assessments
can be explained due to them. Furthermore, each assessment report should
mention cognitive processes (deficits and strengths), behavioral observa-
tions and emotional components. Emotions tend to cloud cognitions and
hence they require to be assessed separately and intervened in before
accurate interpretations about cognitions can be made. Similarly, it should
be noted that neuropsychological assessments are not done in individuals
with intellectual disabilities as deficits in intellectual functioning represents
a global deficit.

Detailed clinical interview, standardized testing of functions relevant
to presenting problems, comparing scores to normative data and behavioral
observation helps to generate a comprehensive neuropsychological report.
Overall, demographic profile along with clinical presentation need to be
collaborated for interpretating the performance on psychological tests.

Common Neuropsychological Batteries Developed for Indian Popula-
tion
1. PGI Battery of Brain Dysfunction (Pershad & Verma, 1990).
This battery consists of five sub scales-PGIl memory scale, Bhatia
Short Battery, Verbal Adult Intelligence Scale, Nahor-Benson test
of perceptual acuity and Bender Visual Motor Gestalt Test. This
test is used to assess organic brain damage and gives a global score
of cognitive dysfunctions based on 19 variables. It has norms for
the age group of 20-59 years and has been widely used for quan-
tifying brain dysfunction and has thereby helped in disability cer-
tification process, especially in cases of Traumatic Brain Injury. A
cut-off score of more than 20 signifies presence of organic brain
damage.
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NIMHANS Neuropsychological Battery for adults (Rao et al.,
2004): This test consists of 19 neuropsychological tests, devel-
oped and standardized for the Indian population. Norms are avail-
able for 1665 years old. These tests are adapted from the Halstead
Reitan Neuropsychological Battery. Since it’s a battery of various
tests, the clinician can choose tests according to the purpose of
assessment. The various tests included are: tests of attention,
visual search, psychomotor preservation, working memory, visuo-
spatial planning tasks, block design, object assembly etc. These
tests can be used with other tests to form an integrated interpreta-
tion of an individual.

NIMHANS Neuropsychological Battery for children (Kar et al.,
2004): 1t is a comprehensive battery that has been developed and
standardized for children in the age range of 5-15 years. The test
examines the function of frontal, parieto-occipital and temporal
lobes. Some of the tests included in this battery are color cancella-
tion test, Phonemic fluency test, colour trail test, N back tasks etc.

NIMHANS Neuropsychological Battery for Elderly (NNB-E)
(Tripathi et al., 2013): This battery is used to assess measures of
attention, memory, executive functions, language, visuo-spatial
construction and parietal focal signs. It takes around 60 mins to
administer this test and is widely used with older adults in India.

AIIMS Comprehensive Neuropsychological Battery in Hindi
(adult form) (Gupta et al., 2000). This battery utilizes principles
from Luria-Nebraska Neuropsychological Battery. It contains ten
basic scales, along with four secondary scales-Motorscale,
visualscale, tactile scale, receptive speech scale, expressive speech
scale, reading scale, writing scale, arithmetic scale, memory scale,
intellectual process, pathogenic scale, Left hemisphere, right hemi-
sphere, total score scale. This battery is useful for detection of
lateralization (i.e., right or left hemisphere lesion) and localization
of brain lesions. Indian norms are available for the ages between
15-80 years. It contains 160 items and therefore requires more
time for completion.

Recent trends and future directions

Neuropsychology is a fast-growing field; much has changed over the

past few decades. There has been a shift in clinical practice from relying
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exclusively on norm-referenced scores to conducting a dynamic evaluation
of individuals problem-solving abilities and information processing styles
(Diaz-Orueta et al. 2020). Similarly, with the invent of Virtual Reality (VR)
technology, there has been newer opportunities for increasing usefulness
of neuropsychological tests (Rizzo et al., 2004). One of the challenges in
the field of neuropsychology has been about the ecological validity of the
tests used i.e. real world application of test findings (Parsons 2015). VR
provides an environment for testing with greater ecological validity,
immediate feedback in a variety of forms and sensory modalities, and the
ability to capture test performance completely in a safe evaluation
environment. Recently VR-based tools have been used to specifically
evaluate episodic memory functions (Repetto et al., 2016; Parsons &
Barnett, 2017). Within the PBA approach, some of classic paper-pencil
tests have been now computerized. Furthermore, cameras have also been
used to assess movements of people while performing tasks for better
analysis of their performance (for example, Block Design Test). Another
advancement is the use of immersive 360° videos to assess episodic memory
(Serino & Repetto, 2018). Additionally, the work developed in machine
learning for speech capture and analysis may advance the study of language
and verbal fluency indices of performance for an earlier detection of errors
and speech patterns indicative of cognitive decline and diverse neuro-
degenerative processes. In Indian setting, we need to develop more
comprehensive assessment tools that reliably capture cognitive functioning
of individuals from diverse backgrounds, school settings, with varied
language and educational achievements. Similarly, there is a need to bring
about more awareness about the benefits of testing and its role in rehabili-
tation among the general population.

Summing up

Neuropsychological assessment is a comprehensive evaluation of
various cognitive and behavioral areas of functioning, that can be useful
for diagnostic clarity, rehabilitation, disability certification and research.
The selection of the tests is largely decided by the goals of assessment, yet
there are majorly two kinds of approaches to neuropsychological testing-
fixed battery approach and flexible battery approach. Localization in the
brain is possible through battery of tests. The objective of the neuro-
psychological assessment is to elicit deficits in individuals’ behavior and
to determine how they relate to brain functioning. Only reliable, valid and
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culturally validated tests should be selected for the purpose of assessment.
The person administering these tests must be adequately trained so that
assessment and interpretation is done responsibly, effectively and ethically.
The outcome of a neuropsychological assessment would be to arrive at a
pattern of cognitive deficits and strengths of a patient. Detailed clinical
interview, standardized testing of functions relevant to presenting problems,
comparing scores to normative data and behavioral observation helps to
generate a comprehensive neuropsychological report.
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Chapter 25

Psychological Testing in Clinical
Practice

GS Kaloiya, Naveen Grover, Vandita Sharma

Learning Objectives
After reading the chapter, the student should be able to:
» Describe the role of psychological testing in clinical practice

»  Enumerate different psychological tests for differentiating psycho-
pathology

» Interpret results of a psychological test
» Describe how to write a report of the psychological test

Introduction

Psychological tests are designed to assess the one or more aspects of
cognitive, emotional, behavioral, and physiological abilities and disabilities
of the individuals. The assessed information, then, can be interpreted to
make outcome prediction. The accuracy of the prediction depends upon
several factors such as standardization of the test and the skill of the
professional doing the administration and interpretation. Development of
a reliable and valid psychological test requires research acumen, scientific
rigor, and resources. Sham or poorly developed psychological tests may
lead to faulty outcome prediction. This chapter delves into undertaking the
role of psychological testing in clinical practice, major processes involved
in application of the tests, and interpretation of the results.

Psychological testing and its role in understanding psychopathology

The use of psychological testing in mental health setting has a long
history. Alfred Binet, along with Theodore Simon, is credited with
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developing first psychological test in the form of Binet-Simon Scale for
intelligence. It paved the way for further research leading to development
of more well-known tests for intelligence such as Stanford-Binet Test, Ink
Blot Test, Thematic Apperception Test and Raven’s Progressive Matrices.
A large number of psychological tests are now available in market, that
serve many diverse purposes in clinical and research settings. Psychological
testing essentially involves administration, scoring and interpretation of
psychological tests. It is a crucial component of a detailed clinical assess-
ment, especially in cases with complex or unclear presentation. Psycho-
logical testing helps to define, add, corroborate, and/ or uncover the hidden
(unconscious) psychopathology. Unlike physical disorders, psychological
conditions do not have tangible, physical measures for assessment and
diagnosis. For instance, there is no X-ray, brain imaging, or blood test to
diagnose anxiety disorder. Psychological testing can help to understand
the nature and severity of symptoms that may contribute to the process of
arriving at a diagnosis. Psychological testing can also help to understand
social and behavioral factors responsible for psychiatric illness. The
information about these factors often becomes the backbone of the
management plan for symptom relief and relapse prevention. Psychological
testing carries an important role in epidemiological and other research
studies.

Purpose of assessment

Psychological assessments may be held for various reasons. Having a
clarity over the purpose of assessment is a necessary first step in deciding
which psychological assessment tools may be used. Here, one of the most
vital points include having a clarity about the referral question. Common
referral questions include diagnostic clarification, assessment of current
level of intellectual functioning, assessment and screening of personality
disorders and competence to stand a legal trial. However, sometimes a
patient may not be feeling comfortable in verbalizing their problems or
may be defensive. In such a case, a thorough psychological evaluation
might help in gaining insight into the complexity and range of problems
that a patient might be experiencing. Athorough understanding of the motive
of referral for assessment also helps in clarifying which tests can be selected
to conduct the needful assessments.

A complete psycho-diagnostic assessment may be warranted in cases
where there is a need for diagnostic clarification. Personality tests are
commonly used in referrals where there is a need to assess Axis I1 illnesses.
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Some personality assessment questionnaires provide robust results in terms
of diagnosing personality-related psychopathology. Diagnostic assessment
also aids in gaining clarity over co-morbidities, which may be impeding
adequate treatment response. An inadequate diagnosis can pose substantial
problems in terms of either inappropriate or potentially irrelevant treatment.
Factors such as the quality of the patient’s thought processes and whether
the person poses a danger to him or herself or to others are also necessary
in treatment planning and outcome. Psychological assessment also helps
in addressing these questions.

Psycho-diagnostic assessment is also used in determining treatment
responses and prognosis for individuals taking therapy. Assessments carried
out during the middle phase of therapy help in understanding how far along
have the patients benefited from treatment and whether there is a need to
alter or focus upon some specific aspects of psychopathology. Psychological
assessments are also carried out to assess impairments in functioning. While
some impairments may be overtly visible or openly present in the patient’s
presenting complaints, other problems that are more subtle or if there are
more covert issues that the patient might be dealing with, a detailed
psychological assessment may help in finding these issues.

In legal settings, a diagnostic evaluation is often required for assessing
the quality and reliability of information that an individual might be
presenting with. In other cases, the referral question may include a person’s
fitness to stand a court trial where the individual’s intellectual ability,
competence, current level of functioning and judgment should be taken
into consideration to establish if he/ she has the necessary ability to
understand the court’s verdict. Psycho-diagnostic evaluation may also be
warranted in supporting an insanity plea and in establishing an individual’s
“dangerousness” to self or others. A crucial point to be considered here is
that mental health professionals need to get familiarized with specialized
legal terms such as “insanity” or “diminished capacity” for handling such
cases, as they may be expected to explain their conclusions and how they
reached up to these conclusions. Psychologists are also asked for their
help in dealing with child custody cases. In such cases, capacity assessment
of a parent and the assessment of the mental health and adequacy of the
parent may help in taking legal decisions.

Major Processes involved in Psychological Assessment

Any psychological assessment involves a series of basic processes.
These include understanding the referral question, conducting open-ended
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or unstructured clinical interviews, performing screening assessments,
selecting specific tests that may be required to address the referral question,
administration and scoring of psychological tests, integrating information
gathered from clinical interviews, psychological tests, and direct behavioral
observations, and relevant information gathered from other sources, writing
a psychological assessment report and providing feedback to the patient.

Typically, a psychological assessment starts with a detailed clinical
interview that is usually open-ended and unstructured. A clinical interview
involves a dialogue between the psychologist and the patient and it is
designed to help the psychologists diagnose and plan treatment. Clinical
interviews are a great resource to provide access to verbal as well as non-
verbal information that a patient may provide. An unstructured clinical
interview usually starts with open-ended questions and follow the patient’s
leads. These include some questions about the challenges or problems faced,
stressors, precipitating events, symptoms, pre-morbid personality, function-
ing in various domains, emotional and behavioral problems, personality
characteristics, support system, and how do symptoms interfere with routine
life functioning.

Clinical interviews may often be followed by structured interview
schedules and psychological tests that may help in collecting more data.

Selection of Tests for Assessment of Psychopathology

Selecting the appropriate tests allows a clinician to gather data beyond
what is observable and reported. While selecting an appropriate test, it is
necessary to understand which information would be better obtained from
a psychological test than from clinical observation or self-report. For
example, a patient with paranoid schizophrenia may report that he is not
facing any mental health related issues (self-report), but a clinician may
observe that the patient appears to be withdrawn, hyper-vigilant, distant
and fearful, sitting in a closed posture (clinical observation). It would be
insufficient to leave the assessment at this level. A clinician may decide
that in this case, an objective measure of assessment can help in establishing
the clinical diagnosis and determine how serious his level of impairment
is.

An important general consideration while selecting tests is that it is
best to approach a provisional diagnostic impression from as many angles
as possible. Triangulation of assessment data may help in obtaining a
comprehensive picture of the problems faced by the patients and establish
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an accurate diagnosis. Convergence of data obtained from different
assessments may help in building a strong hypothesis in support of a
diagnosis.

Another important factor while selecting a test is that the clinician
must keep an updated knowledge of the availability of tests, what each of
the measures assess, administration procedures, administration time, the
psychometric properties of the test being used and the settings in which
the assessment needs to be carried out. For instance, it may not be a viable
option to administer a test that requires three hours to complete in a single
sitting in a busy clinic.

Psychological Tests used in Assessing Psychopathology

There are different types of psychological assessment measures that
are used during diagnostic assessment. These include self-report symptom-
based measures, brief screening inventories, self-report inventories and
projective tests.

Self-report symptom-based measures

These include semi-structured or structured clinical interviews. The
most commonly used among these types of psychological tests include:
Symptom Checklist 90-Revised, Brief Psychiatric Rating Scale (BPRS),
Yale-Brown Obsessive-Compulsive Scale (Y-BOCS) and Young Mania
Rating Scale (YMRS), Beck Depression Inventory (BDI), Beck Anxiety
Inventory (BAI), Hamilton Depression Rating Scale (HAM-D), Hamilton
Anxiety Rating Scale (HAM-A).

Self-report inventories

These inventories usually combine responses to items on an inventory
and combine them to make a profile of the individual being assessed.
Commonly used self-report inventories in clinical settings include Millon’s
Clinical Multi-axial Inventory (MCMI), Minnesota Multiphasic Personality
Inventory (MMPI), Revised NEO Personality Inventory (NEO PI-R), and
Personality Assessment Inventory (PAl).

Projective tests

Projective tests require the patients to perform some type of task that
is evaluated by the clinician. Common examples of these tests include Draw-
a-Person Test (DAPT), Sentence Completion Test (SCT), Thematic
Apperception Test (TAT) and Rorschach Psychodiagnostic. Projective tests
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are able to bypass the common defenses in psychological assessment to
reveal the underlying emotional and personality content. In projective
assessments, the responses provided by the patients are unstructured and
open ended while the stimulus provided to them for these responses remains
the same.

Brief description of some important Tests
Rorschach Psychodiagnostic

The test provided an ambiguous set of stimuli to the patient and for
them to respond with what these inkblots remind them of. The test was
constructed by Herman Rorschach in 1921. It comprises of ten stimulus
cards, five of which are chromatic and five are achromatic. Responses
obtained on each inkblot is interpreted by means of established scoring
systems. Several scoring systems have been developed for interpreting the
findings obtained from the Rorschach test. The most popular among these
include the Beck’s method, the Klopfer’s method, Exner’s comprehensive
assessment system, and most recently, the Rorschach Psychological
Assessment System. Interpretation of the response elements provide
information about patient’s interpersonal style, motivation, emotional
process, cognitive ability, perceptual accuracy and even reality testing.
Some important interpretations that are drawn from the test are around
controls, stress tolerance, situationally-related stress, emotions and affective
issues, information processing, cognitive mediation (mental operations that
takes place when information is translated or identified), ideation (thinking
process that leads to mental conceptualization of information), self-
perception (further divided in to self-image: impression that one has of his
or her characteristics; self-involvement: extent to which a person is
concerned of himself/ herself), interpersonal perception and behavior, i.e.,
how a person perceives other and behaves in various interpersonal situations.

Thematic Apperception Test (TAT)

The test originally based on Henry Murray’s need-press theory consists
of a series of pictures that displays characters in an ambiguous situation on
which patient is instructed to make a story. The data obtained on TAT in
form of stories help clinicians to understand the personality content and
character structure of the individual in addition to information regarding
interpersonal relation and placement of self. Interpretations on TAT is often
in form of need and press. According to Murray a need is a drive that has
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the potential to prompt a behavior for example need for affiliation may
drive a person to attend a social gathering. Needs are influenced by
environmental forces referred to as press and which determines how need
would get displayed.

Draw-A-Person Test (DAPT)

Widely used drawing tests used to assess psychopathology, requires
patients to draw a person freehand thus providing an environment that
helps in eliciting information about person’s feeling, thoughts and inner
insecurities.

Sentence Completion Test (SCT)

A semi-projective test that consists of sentence stems that patient are
asked to complete. The responses help in gauging the patient’s conflict,
attitude, beliefs regarding past, present, future, family, gender etc.

Findings Obtained Across Different Psychopathologies Using the
Rorschach Test

Anxiety Disorders

The Comprehensive System structural variables that have emerged as
most important in assessing stress and anxiety are diffuse shading (FY, YF,
and Y), inanimate movement (m), and the components of the D Score and
Adjusted D Score (Adj D). The D scores and Adjusted D scores are used to
ascertain state versus trait anxiety. Adj D thus provides a more trait-level
measure of stress tolerance while D Score provides information about state
anxiety. Scores of 0 or in the positive range suggest that the individual has
sufficient resources to handle stress. Scores in the negative range suggest
that the person feels under more demand, either currently (D Score) or
chronically (Adj D) and this situation warrants for enhancement of coping
skills. Examination of the reasons for minus range D Score and Adj D
findings can provide specific information about the nature of the stress
that the individual might be experiencing. Elevations on animal movement
responses (FM) are associated with unmet drive states; elevations on texture
(SumT) are associated with interpersonal neediness; elevations on vista
(Sum V) are associated with negative introspection focusing on perceived
negative aspects of the self; and elevations on achromatic color (Sum C2)
are associated with a tendency to internalize affect.

Depressive Disorders
The Rorschach variables that are important in assessment of depression
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include the weighted sum of cognitive slippage special scores (W Sum 6),
X+%, X-%, C, Sum Y, aggression responses, morbid responses, and EB
Per. SumY responses and W Sum 6 responses help in diagnosing depression
most accurately. Patients who have gone through trauma or victimization
also show many morbid responses and aggressive content. Although the
Sum C2 W Sum C ratio does not confirm excessive emotional constraint,
the very low value for the Afr indicates a marked tendency to avoid
emotional stimulation.

Dissociative and Somatoform Disorders

Rorschach researchers have theorized about the psychodynamics of
dissociation. With conversion syndromes, those who dissociate have
Rorschach characterized by greater elaboration, introspection, and conflict.
Wagner and his colleagues in 1986 proposed five Rorschach features
indicative of Dissociative Identity Disorder: (1) at least six movement (M
+ FM + m) determinants; (2) at least two qualitatively opposite M percepts
(“two people planning a party” versus “two people arguing”); (3) at least
one movement response involving oppression (“that shark is about to attack
those smaller fish™); (4) at least three chromatic color determinants with
CF + C>FC; and (5) at least one positive (“red butterfly”) and one negative
(“blood”) chromatic color percept.

Psychosis

Rorschach variables that provide information about the possibility for
presence of a psychotic illness include poor relation to external reality
(FQ-), cognitive slippage and primary process thinking (W Sum 6), inability
to inhibit instinctual needs and urges (Critical Contents: anatomy, blood,
explosions, fire, food, sex, and X-ray content, and aggressive and morbid
special scores), interpersonal distortion (M-), and quality of interpersonal
relationships (GHR and PHR). Higher scores on these variables are
associated with greater levels of ego impairment, with greater scores
suggestive of significant disorganization.

Report Writing

Most of the psychological assessment reports typically have general
similarities and differ only slightly as per the needs of the different settings.
Furthermore, writing a psychological report involves usage of scientific
and/ or colloquial terms which are easily interpreted and maintain a scientific
standard to reduce any disparity among scientific community. One of the
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most difficult tasks involved in writing a psychological report is to balance
the language to make it both professional and easily understood by all
parties who may read it. Psychological reports must include the identifying
information of the patient and the reason for referral, the measures used
during assessment, a brief note about the patient’s presenting problems
and current level of functioning based on clinical interview findings, a
behavioral observation about the patient’s conduct during the assessment,
followed by an overall interpretation of the test findings and a summary
and final impression, and recommendations for treatment. Conclusions and
recommendations provided by a clinician in a psychological assessment
report must be supported by clear, cohesive, and comprehensive arguments.
Taken all together, the report should be relatively easy to read. Finally, the
key to a good psychological report is to maintain a balance between making
the report easily readable and giving it a professional look.

Some sources of information of psychological reports are as following:

* Records obtained from referral sources, such as medical, educa-
tional etc.

» Information from the person himself/ herself through interview

» Behavioral observation

» Information from other sources such as family members, friends,
teachers, etc.

» Formal psychological testing by using various psychological tests

A psychological report generally contains the following elements/

sections:

» Date of assessment and the patient’s name, age (DOB in case of
children) and gender.

» Reason for Referral: Enlists the source of referral along with is-
sues and concerns for which evaluation is needed.

» Source of information: Provides a list of all the sources from which
information regarding the client is gathered.

» Clinical Interview: Information is obtained from the client and
other sources in a face-to-face interactive session through a series
of questions and answers. It helps in generating hypothesis re-
garding the patient’s functioning based on initial observation and
data. It also helps in selection of tests and planning of assessment.

» Behavioral observation: It gives a cross sectional view of the pa-
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tient. Behavioral observation include the patient’s rapport with the
clinician, attitude towards the testing process, attention-concen-
tration, motivation, understanding/ comprehension, presentation
of anxiety or any other clinical symptoms as indicated from his/
her behavior. Behavioral observation thus also provides clinician
an opportunity to understand patient’s symptom presentation and
its intensity. For example, a patient in hypomanic phase may dis-
play over talkativeness or over friendliness.

Cognitive Organization and Reality Testing: Gauges the patient’s
capacity to appreciate reality and to control irrationality, ascertain
the nature of judgment, logic, empathetic capacity with an attempt
to distinguish between psychosis and neurosis.

Intellectual Functioning: Cognitive and intellectual functioning is
assessed such as 1Q, memory, planning, judgment, relation of anxi-
ety to performance, abstraction, reasoning etc.

Nature of Anxiety: Helps in understanding how the salient feature
of anxiety are managed and expressed by the patient.

Impulse Control: Relate issues of maturity, judgment, perception
and thinking to strains in the balance of impulse vs control.

Defensive Structure: Assess various defense patterns displayed by
the patient, along with whether defenses can manage emotional
pressures, or whether pressures are too strong or defenses are im-
mature or weak that it leads to breakthrough of anxiety.

Identity and Interpersonal behavior: Discuss problems of self-es-
teem, self-image, and sexual identity. How personal relationships
are managed and what are the client’s characteristic role behavior
(passive, obedient, dependent, aggressive, depressive) that revolves
around themes of power, security, or control is also assessed.
Diagnosis and Prognosis

Plan of Management

Information collected from different sources is summarized in a
psychological report to help clinician in understanding the patient, the
symptom presentations along with psychological, social and behavioral
factors playing a role towards the illness and its treatment. In other words,
the report helps to unify the data to form a comprehensive picture of the
patient under evaluation.
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Summing up

In short different psychological tests are available for differentiating
and understanding psychopathology. Some of the major functions of
psychological assessment and reports are (i) to provide information
regarding client’s strengths and adaptive skills, cognitive, academic/ socio-
emotional difficulties and environmental factors that impede and enhance
learning and adjustment; (ii) to provide recommendation for intervention
tailored as per the need of the patient; (iii) to communicate diagnostic
information and recommendation about the patient in a way that it can be
used for patient’s benefits.
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Chapter 26
Assessments for Psychotherapy

Sujata Satapathy

Learning Objectives
After reading the chapter, the student should be able to:
» Tell the fundamentals of psychotherapy and its components
o List the principles of assessment in psychotherapy
o List the principles of therapeutic assessment
» Discuss about psychotherapy impact assessments
» Organize the assessment findings into case formulation

Introduction

Psychotherapy is a systematic, focused, and intentional communication
between a patient (or client) and a therapist (who provides psychotherapy)
that is grounded on evidence-based psychological theories, principles, and
techniques to help bring about changes in the patient’s behaviors, thoughts,
feelings, symptoms, overall functionality and socio-occupational perfor-
mance. The following essential features of the key elements of psycho-
therapy in this comprehensive definition are:

»  Psychotherapy: Treatment through talking or talk treatment;

» Systematic, focused, and intentional communication: Systematic
means methodically structured talk/ communication; focused means
motivated to address identified or specific issues/ problems; in-
tentional means the users/ stakeholders of this treatment are ap-
propriately and adequately informed/ aware about the intention of
this communication;

» Evidence-based psychological theories, principles, and techniques:
The systematic, focused, and intentional communication is prima-
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rily based on outcome-oriented techniques stemming from em-
pirically supported psychological theories and principles;

Bring about changes: This means the above communication is
potential to bring about measurable or perceived changes/ modifi-
cations/ reduction/ improvement in that focused issue/ problem.

Patient’s behaviors, thoughts, feelings, symptoms, overall func-
tionality, and socio-occupational functioning: In the process of
psychotherapy, identification and correction of dysfunctional
thoughts, emotions, behaviors, and relationships (which are con-
sidered to be at the root of many psychological disorders) help
patients to reduce specific symptoms of a mental illness or im-
prove bio-psycho-social-occupational functioning or enhance over-
all quality of life.

Thus, psychotherapy is a practice of treating individuals to reduce or
cure abnormal thought/ emotion/ behavior or reduce future symptomatic
episodes or to solve problems more effectively and efficiently, or to enhance
their understanding of their abilities, interests, personality, skills, bias
towards people/ life/ situations/ conflicts, etc. so as to augment their overall
adaptive functionality and life satisfaction. (American Psychological
Association Task Force on Evidence-Based Practice, 2006).

The followings are some generic facts about psychotherapy:

Delivery Format: Can be delivered at an individual, family, couples,
or group level

Delivery method/ medium: Can be delivered via fact to face or
telephonic or internet or e-modules

Population treated: Children, adolescents, adults, and elderly.

Duration: Can be short-term or long-term depending upon the needs
of the patients or type of mental illness or type of issues such as
immediate/ longstanding/ complex issues.

Combined treatment: Medicine is often used in combination with
psychotherapy or vice versa. For some disorders, this combina-
tion results in better and faster desirable outcomes.

Treatment Efficacy: Varies from one psychotherapeutic approach
to another, from one patient to another, and from one illness to
other due to multifarious reasons.

Although most schools of psychotherapy appear heterogeneous in their
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approaches and theoretical premises, there are lot of similarities in principles
and approaches. The chapter will cover the overall assessment techniques
for commonly practiced evidence-based psychotherapies namely, behavior
therapy (BT), cognitive-behavior therapy (CBT), dialectical behavior
therapy (DBT), mindfulness-based cognitive therapy (MBCT), trauma-
focused cognitive behavior therapy (TFCBT), supportive therapy (ST),
interpersonal therapy (IPT), family therapy (FT), and marital therapy (MT).

Patients” suitability for a particular type of psychotherapy depends
upon three things (Malan, 1959):

» traditional diagnostic interview or already existing diagnosis so
that the therapist can determine whether therapy is required at that
point,

» detail intake history to understand psychological functioning of
the patients and their understanding of psychopathology, and

» informal assessment of patient’s ability to engage in the psycho-
therapy process and respond to the basic tasks of the therapy.

Assessment as a prelude to case formulation

A psychotherapy case formulation (CF) refers to organizing the
collected information (or findings of clinical assessment) about a patient
and his/ her illness in a such a way that it reflects a therapist’s collective
understanding of the patient’s problems with reference to a particular
theoretical orientation, and the biological, psychological, and social
situations of the patient; and possible interaction of these two as supported
by a body of research. CF can be defined as a proposition which connects
the presenting complaints to one another, explains the onset and probable
etiology of symptoms development and maintenance, and ascertain the
patient’s mental health condition (Wolpe and Turkat, 1985). CF is a concise
depiction of all the important salient features of the case along with specific
details on the tentative/ confirmed diagnosis, apparent etiology, treatment
options, and prognosis of patients’ illness recovery. According to Denman
(1994) the attributes of a well-designed case formulation capture the essence
of the patient’s symptoms and problems, and include reference to a
theoretical basis, sensitivity about the patient, and specificity to the patient.
Here, the structural aspects are driven by a relevant psychopathology theory
while the functional aspects of CF are driven by methods and techniques
employed to bring changes in patient’s functionality, behavior, and perfor-
mance.
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An ideal psychotherapy case conceptualization is comprised of 5 Ps
(Presenting complaints, and Predisposing, Precipitating, Perpetuating
(maintaining), Protective/ positive factors).

Assessment models

Assessment of patient’s condition, therapy progress, and therapy
outcomes at various time points is a fundamental component all
psychotherapeutic approaches. Generally, the terms assessment and testing
are used interchangeably, though the two terms are not same.

While testing means application of tools/ scales/ inventories/ batteries
for one or more specific variables, which yield test scores for interpretation,
assessment is a broader term that integrates information from multiple
sources and methods inclusive of testing. Assessment is the corner stone of
all effective psychotherapy as diagnosis and case formulation are primarily
methods of organizing the collected information through assessment.
Assessment is generally highlighted with therapist’s own note on his/ her
interpretation/ ascertainment of assessment contents. Assessment helps the
therapist to establish a “therapeutic frame” (delineating boundaries of
therapeutic alliance with the patient) (Luca, 2004).

Three assessment models are included here:
a) assessments in psychotherapy,

b) therapeutic assessment, and

c) psychotherapy impact assessment.

These three models vary in their objectives, methodology, tools used,
and outcomes.

a) Assessments for Psychotherapy

Assessment in psychotherapy is defined as the systematic process
of gathering information about a patient and to ascertain patient’s
level of understanding about the illness/ problem; nature, magni-
tude and impact of the problem/ illness; effect of the problem/
illness on functionality; patient’s relationships and coping abili-
ties; patient’s readiness for psychotherapy and whether psycho-
therapy can be beneficial to the patient; etc. in order to make deci-
sions or inferences about the treatment of the patient.

The key features are
* Assessment methods: These are comprised of a wide array of
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formal and informal instruments and strategies, such as standard-
ized and non-standardized tests, checklists, questionnaires, rating
scales, surveys, observations, inventories, portfolios, diary, per-
formance assessments, interviews, and other measures. Formal
assessment methods use standardized instruments that yield norm-
referenced quantifiable data, and are generally linked to specific
interventions. Informal assessment methods, on the other hand,
include unstructured or non-standardized instruments (e.g diary,
verbal and non-verbal body language, sharing of experiences, etc.)
that provide qualitative information about a patient, and consider
the patient’s subjective experiences. The findings from the infor-
mal methods of information collection largely rely on clinical train-
ing, competency, level of experience and judgment of the thera-
pist.

Assessment sources: The primary sourceof information is usu-
ally the patient, but for extra information and corroboration pur-
poses, the therapist often includes other sources such as family
members, partners, siblings, physicians, and significant others.

Assessment formats: Assessment in psychotherapy practice is
largely formative encompassing analysis of discussion, shared
experiences and life history/incidents during the session; review
of assigned homework; analysis of patient’s progress on techniques
taught for solving a problem or applying an adaptive coping skill
or resisting an urge to self-harm or initiating and maintaining rela-
tionship or speaking assertively, etc. Thus, formative assessments
are ongoing, fluid, and dynamic throughout the psychotherapy
sessions. Summative assessments are done largely through formal
assessment methods for measuring therapy outcome variables (e.g.
severity of symptoms) at a specific time point of psychotherapy
such as at the beginning, after fixed sessions are done, or at the
end before termination. Summative assessment refers to a brief,
more specific and contextual assessment. Generally, this is used to
assessmental illness severity, personality patterns and syndromes,
cognitive distortions, intelligence and cognitive deficits, work sat-
isfaction and burnout, family interaction pattern and family envi-
ronment, attachment pattern, interpersonal relationship, etc.

Assessment structure: Assessment is commonly done in an indi-
vidual or family or group format. Clinical interview with adoles-
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cents should be preferably done in an individual format to obtain
information such as substance use, high risk behavior, etc.

Assessment timing and duration: Assessment normally takes
place at the beginning of the therapy but depending upon the need
it may take place at any point of therapy. Assessment can be con-
ducted in a single session or over a period of time, and in few
minutes or few hours. A therapist can assess continuously or inter-
mittently.

Assessment setting: Psychotherapeutic assessments are generally
done in a hospital or clinic setting, where maintaining confidenti-
ality in documentation is strictly followed.

Assessor vs therapist: Assessor and therapist can be different per-
sons or the same person. Both engage the patient in interaction but
with different purposes, therefore, the patient’s behavior and dis-
closure are generally different if there are two different persons.

Assessment vs therapy: Assessment sessions (particularly,
summative assessment through formative methods) differ from
psychotherapy sessions in terms of aim, process, content, struc-
ture, method and materials used, and theoretical orientations. These
sessions are held separately if the assessor and therapist are two
different professionals and can be held jointly if the assessor and
the therapist are the same professional.

Assessment vs psychotherapy skills: Assessment and therapeu-
tic case formulation require complex professional skills and per-
sonal awareness. Assessment primarily includes active listening,
probing, and facilitating skills while psychotherapy includes more
reflective listening, engaging and empathizing, explaining and
elaboration, and summarizing skills. Focusing and selective inat-
tention skills are also more used during therapy sessions.

Principles of conducting a psychological assessment

Following essential principles are important to consider initiating any
assessment in a patient with mental illness:

Rapport and therapeutic alliance are two fundamentals in a thera-
peutic assessment.

A pluralistic or multicultural stance is useful, relevant, and ethi-
cal.
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» Explaining the purpose of assessment and sharing relevant find-
ings of assessment are patient’s rights.

» Use of relevant and validated tools only if it directly or indirectly
benefits the patient.

Confrontation as an assessment aid

Although confrontation literally means challenging another person over
a discrepancy or disagreement, in psychotherapy confrontation is a skill
that is used to assist patients to increase their self-awareness regarding any
discrepancy that is reflected in their thought and/or action which they are
unaware of or avoided. The discrepancy and incongruity can be between
thoughts and feelings, thoughts and actions, feelings and actions, and
between thoughts, feelings and actions. When the therapist notices any
incongruities, she/he can use it immediately (but without abrupt interruption
of the patient) or after the sessionin a non-offending language and after
patient consent. Confrontation should be used after a good therapeutic
alliance and rapport has been established.

The sample confrontations are given in Box 1

Box 1: Sample confrontation

Following are some samples to elicit the use of confrontation by the therapist

e |l understand that you want and said to maintain good relationship with your wife,
but if you permit me, | would like to highlight the gaps why is not happening. |
am not at all judging you, but the purpose is to identify points where you need to
use better strategy.

e  You said your father is alone and remains sad mostly after your mother’s death
and you are stressed due to that. You also keep saying that you will spend at least
some time with him daily, but your daily schedule and activities give me an
impression to me that this is not a priority area for you. Please correct me if 1 am
wrong.

e At this point | am little confused and can | come up to you with that? Thanks for
consenting. We agreed jointly about you using this strategy to manage anger
outbursts whenever there is an argument between you and your mother, but |
observe that you have never used any of our decided strategies to manage anger.
Then how should we proceed further?

e You said this is the reason why every time you behaved badly with your brother,
but after talking to your family, I want to clarify certain things with you, if you
agree. | think avoiding may not help but certainly this clarification will help you
in bringing the change in improving relationship.
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Therapeutic Assessment

Therapeutic assessment (TA) involves a comprehensive effort on the
part of the therapist to engage the patients in almost all phases of assessment
starting with reason for assessment and how will it benefit the patient,
observing test responses and behaviors, helping the patients in under-
standing of the meaning of those behaviors, sharing test findings and
findings ways how to address, written feedback from the patient, and ending
with involving the patient in drafting the summary of the assessment. This
helps them to build a descriptive story about themselves and in turns they
intentionally or unintentionally try to maintain this story about themselves.
Making assessments interesting, meaningful, and rewarding during various
phases of TA will directly benefit the patients to maintain the story and
bring positive changes in their story.

Similar to assessments in psychotherapy, psychotherapeutic assess-
ments are also meant for planning, application, and effectiveness evaluation
of psychotherapy sessions for reducing symptoms of a particular mental
illness. However, the primary objective of therapeutic assessment is to treat
(bring out positive changes in the patients) through assessment, hence, has
healing effect.

TA is a type of brief psychological intervention in itself to help the
patients to understand themselves better and find solutions to their persistent
problems.

The key features are:

* Principles: Besides the general principles of psychotherapy as-
sessment listed earlier, the therapist and the patient jointly work
together to develop a more accurate, compassionate, clear, and
useful story about the patient and the world around him/ her. For
example, in its simplest form it can be a SWOT analysis where the
therapist helps the patient to think clearly the his/ her strengths,
weaknesses, opportunities, and threats so as to work on weaknesses
in a rank order and as result these weaknesses are converted into
opportunities for adding into the list of strengths.

* Assessment structure, time, and duration: Generally, TA is a
semi-structured, collaborative, and non-threatening process and
can be done in mid-way of the initial therapy session. The dura-
tion of TA is same as a therapy session varying between 45-60
minutes and if it is an extended session it may continue till 90
minutes.
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Assessment methods, sources, and formats: Objective, projec-
tive, and semi-projective methods can be used in TA, however, all
assessments are done in a collaborative manner as described ear-
lier in TA phases. TA formats are mostly formative assessment
involving analysis of test findings, shared experiences and life his-
tory/incidents during the session; review of assigned homework;
analysis of patient’s progress on techniques taught for solving a
problem or applying an adaptive coping skill or resisting an urge
to self-harm or initiating and maintaining relationship or speaking
assertively, etc. Thus, formative assessments remain ongoing, fluid,
and dynamic throughout the psychotherapy.

Role of therapist, the patient, and the referring psychiatrist/
health professional: Since TA is a collaborative approach the
power equation between the therapist and the patient is by and
large balanced or every attempt should be made to make it bal-
anced. The test findings interpretation and patients’ feedback can
be shared with the patients as well as the referring psychiatrist
(wherever needed, only for patient’s benefit). Patient’s consent for
sharing the test findings with the psychiatrist should be taken in
the beginning of the therapy, if a psychiatrist has referred the case
and the patient is under treatment of the same psychiatrist.

Role of Structured Clinical Observation in TA: A central ele-
ment in TA process in case of children, joint parent-child, and joint
couple sessionsis therapist’s keen observation skills. In other words,
in therapeutic assessment for children and their families, and
couples, direct/participatory observation plays a significant role
in case formulation.

Role of Self-reported Tools in TA: Use of self-report scales at
various stages of treatment can provide valuable complementary
information to the therapist in case conceptualization. The advan-
tages of the self-reported tools are:

* Using specialized scales can help in determining presence and
severity of a clinical problem. E.g. Beck Depression Inven-
tory, Beck Anxiety Scale, Hospital Anxiety and Depression
Scale, Post-Traumatic Diagnostic Scale and many others pro-
vide cut off norms to understand the presence as well as sever-
ity of symptoms.
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* Many times, items on scale can serve as a reference point to
gather rich qualitative data on patient’s illness related cogni-
tion, emotions, and behaviors. E.g. an item on guilt feeling or
shame, self-blame, aggression towards a particular person can
help the therapist to further probe in detail.

*  These can be used at the initial, during, and end of therapy to
monitor the progress of therapy as well as impact of therapy in
terms of symptom reduction or reduction/improvement in tar-
get behavior. Thus, they help in monitoring response to the
intervention.

* Such scales also help in ascertaining clinically significant
change in the target symptom/ behavior. The comparison of
pre-therapy score (which indicates the dysfunctional range of
scores) with the post-intervention score (which indicates of
the functional range of scores) is the accepted score.

The basic differences between the traditional psychological assessments
and TA are presented in Table 1.

Contraindications for Therapeutic Assessment

Therapeutic assessment may not be always required or feasible for all
patients. The purpose of assessment may vary in case of each patient. The
following situations may be considered as contraindications for TA:

A child or adult is referred for neurocognitive assessments, 1Q,
SLD and memory problems for disability certification or to know
the quantum of severity of the problem.

When the patient is in acute crisis or severely distressed emotion-
ally, all types of assessments should be avoided due to two rea-
sons: (a) the test finding may not represent the actual self of the
patient and then, may be loaded with the current state of mind, and
(b) it is not ethical and humane to conduct any assessment during
this time (patient’s verbal and non-verbal expressions should serve
the purpose of assessment) as a “true informed consent for assess-
ment” itself is doubtful in this state.

If there is a situation, where the detail findings can be used in a
legal dispute between two people e.g. marital or couple therapy
and getting child’s custody. Keeping it to minimum what is re-
quired is better to avoid the misuse of the test findings.
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Table 1: Psychological Assessments in Psychotherapy vs
Therapeutic Assessments

Characteristics

Traditional psychological
assessments

Therapeutic assessments

Objective

Therapeutic
alliance & rapport
Structure

Use of particular
set of procedure,
and clinical
techniques

Direct benefits
to patients

Assessor

Skills required
Accepting
patient’s
viewpoint
Power structure
during the
process
Feedback of

the patient

To diagnose, treatment
planning, evaluation of
patient outcomes, and/
or increased understand-
ing about the patient
Important

Largely structured with
use of standardized tools
Yes, almost always

Generally, less except
when some findings are
discussed with the
patient e.g maintaining
factors of illness or some
aspect of personality
Can be different person
other than therapist
Assessment skills

Less in scope if the test
is done through a stand-
ardized tool

Assessor or therapist at
a more active and power-
ful position

Not necessary at all

To convert the assessment experience
of the patients into bring positive
changes in their life. To heal through
assessment.

Important
Largely semi-structured

Not tied with a particular set of
procedure, and clinical techniques.
Can be done in many ways and many
therapists even do that without being
aware of the same.

Generally high as all assessments are
collaboratively done to use directly
for patient benefit

Assessor and therapist are the same
person

Assessment and therapy skills

High in scope as it is important what
and how the patient perceives a
test score

Power equation is tried to be
balanced in a collaborative
assessment

A necessary phase of the TA:

A written feedback is the best

* TAIin its true collaborative essence may not be feasible for a pa-
tient who is mentally not yet ready to participate and face test
findings e.g a patient with generalized anxiety disorder. Reassur-
ance, confidence and motivation building may precede TA.

Steps in Therapeutic Assessment
The following sequential steps are suggested (Kamphuis and Finn,

2019):
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Initial phase:

Initial rapport and listen the history as described by the patient
(e.g. Say though I know the history from the treating team, | would
like to listen to you as you see the problems faced by you)

Take a history of past assessment experiences of the patient/client
Briefly explain TA and what is patient’s role in it.

Jointly construct assessment questions (AQs) Examples: “Why do
| keep sexually acting out in dangerous ways, despite my knowl-
edge about its’ consequences?” “What am | going to have to do to
stop acting out?” “Why do | hate myself?” or “I know she is right
but I could not support her despite wanting to support when others
dominate and misbehave with her” “Why do | do that” “How can
| do this”.

Testing session

Select tests based on AQs and explains to client how each test is
relevant to patient’s client’s concerns

Use single or multiple tests, instruct how to do each one. How-
ever, give at least 5 minutes break between the test

Give preliminary information on each scale. Then ask the patient/
client score the scales. If the patient is not comfortable in calcula-
tions, the therapist can do that in front of the patient.

Assessment-intervention session

If interpretation of scales is provided, allow the patient to interpret
his/her scores on each scale.

Build on previous understandings and gradually introduce Level 2
and 3 information (i.e., information that is incongruous with
patient’s existing working model)

Therapist and client begin to co-construct a new narrative that is
more coherent, accurate, compassionate, and useful for him to an-
swer patient’s AQ.

Therapist attempts to link AQs with scales and patient’s internal
working model. Tell the patient that goal of the session is to help
address specific AQs,

As the therapy proceeds, enlist and scaffold new understandings
to the patient.
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Offer emotional support and help manage patient shame and anxi-
ety as new information is taken in.

Assign homework to the patient on using new solutions and to
report back at the next session.

Summary session

Review homework and the experience of the patient in using new
strategy/ solution.

Structure discussion of assessment results using client’s AQs.
Motivate and comfort the patient by emphasizing his/ her potenti-
ality to take charge of his/ her life and she/ he as the “expert on
him- or herself”.

Invite the patient to confirm, modify, or reject test findings. Pa-
tient is asked to give examples of how assessment findings show
up in outside life.

Don’t offer recommendations, rather offer “possible next steps”
and ask the patient for input and modifications.

Ask the patient to provide written feedback, upcoming follow-up
session, and possibility of future contacts.

Documentation:

Structure a written summary of assessment results using patient’s
AQs.

Write summary in plain, jargon-free language adapted to patient’s
intellectual, educational, and developmental level.

Ask the patient to contribute to the report regarding any important
experiences/ understandings from assessment sessions.

Write summary in professional but also personal and warm tone
(as culturally appropriate).

Ask the patient to comment or ask questions about the written
summary and to provide written feedback to the therapist on test
findings and TA.

Terminate the session. Instruct about follow up visits.

Follow-up sessions:

Review earlier AQs and patient’s experience and satisfaction on
the progress.
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* Repeat the above steps for new AQs.
Note: The average number of sessions in TAranges from 2-6 sessions.
c) Psychotherapy impact assessment and its key determinants

Psychotherapy impact assessment refers to the process and method
of weighing the effectiveness of the psychotherapy in terms of
patient’s expected goal, outcome of the therapy objective, and thera-
pist” expectation from the therapy. Positive changes in reduction
of symptoms, improvement in risk and maintaining factors, per-
sonality bottlenecks, change in attitudes, patient’s motivation to
address problem areas are some examples of indicators of therapy
impact assessment. Similarly, if the therapist has a positive impact
and transference effect on the patient, then positive changes can
happen early and are sustained for longer period of time. Therapy
effect is closely linked to the therapist’s effect.

Therapy Effects

Atherapy may target many things such as improving general function-
ing (e.g establishing a flexible daily activity schedule), cognitive functioning
(memory deficits, attention/ concentration, planning, or entire executive
functioning, etc), problem solving ability, coping deficits, interpersonal
inadequacy and relationship, personal satisfaction; reducing emotional
distress, anger, sadness, cognitive errors; and relapse prevention. It can
target one of these or few interlinked ones together at a time depending
upon the consensus between the patient and the therapist. The following
factors or precautions if considered may help the therapist to enhance the
therapy impact or effectiveness:

» Evaluating a patient’s psychological characteristics that facilitate
a good fit (therapist call it suitability) for a specific type of psy-
chotherapy improves the impact of the therapy.

* Plan the assessment in such a way that it automatically leads to fix
the therapy outcomes.

* Impact of a therapy largely depends upon the goal of the therapy.
It is ideal if a patient fixes his/ her own goal of resolving a prob-
lem. Or else, jointly fix the goal of the therapy and keep goals
SMART (specific, measurable, achievable, relevant, and time lim-
ited), otherwise the perception of therapy impact may be less real-
ized by the patient and difficult to establish by the therapist. Let us
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take an example of a therapist and a patient working on a thera-
peutic assessment, where the patient was helped to find out the
reason of his worrying and distress associated with that all the
time. After that a goal has to be agreed upon. Table 2 contains the
nature of conversation between a therapist and a patient to fix the

goal.

Table 2: Case Demonstration on SMART vs Typical Goal of a
Therapy Session

A “SMART” Goal/ Objective

A Typical/ Non-Prudent Goal/ Objective

Therapist: Can you tell what have you
understand until now

Patient: From discussion on assessment,
I know that | discount the positives and
then jump to conclusions always and
this may worry me a lot anticipating
the worst consequences. Important

to say that always worst consequences
do not happen although I think always
in that way.

Therapist: | think you have got it.

As discussed, and agreed upon can
you tell what is the goal of today’s
session.

Patient: | would like to learn how to
challenge my negative thinking so

that | do not always jump to conclu-
sions. | will also note down positive
things | do for myself and others,
instead of worrying about things all
day, | would like to allocate

30 minutes a day writing down all my
worries and try to manage them.

I would like to achieve this by the

end of the month.

Therapist: Do you think we should
meet in between

Patient: Hmm... | think I should come
back to you once | face difficulty in
achieving this

Therapist: Can you tell what have you
understand until now

Patient: From discussion on assessment,
I know that I discount the positives and
then jump to conclusions always and

this may me worry a lot anticipating

the worst consequences. Important to
say that always worst consequences

do not happen although I think always

in that way.

Therapist: | think you have got it.

As discussed, and agreed upon can

you tell what is the goal of today’s
session.

Patient: | should/would like to feel

less anxious.l would like to stop
avoiding worrying. | would like to do
something else when worry thoughts come
to me and continue doing things | used to
do. I would like to achieve this by the end
of the month.

Therapist: Do you think we should meet
in between

Patient: Hmm... | think I should come
back to you once | face difficulty in
achieving this

In both examples, after assessment of specific cognitive errors/distortions, problems are
identified as habit or a thought pattern of discounting positives and jumping to conclusion.
However, fixing the goal will decide the therapeutic techniques and impact of therapy.

Contd...
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Table 2: Case Demonstration on SMART vs Typical Goal of a
Therapy Session (Contd...)

A “SMART” Goal/ Objective A Typical/ Non-Prudent Goal/ Objective
Why the goal is SMART here? Why the goal is not SMART here?

It is specific in method/ technique of I should/ would like to feel less anxious;
resolving the problem (e.g. I will I would like to stop avoiding worrying.
learn to how to challenge negative I would like to do something else when
thoughts or I will fix 30 minutes worry thoughts come to me are vague and
everyday for worrying session or non-specific at all.

I will write down what positive These goals cannot be measured on
things happened everyday) record other than the patient’s verbal

It is measurable in terms of whether statement whether he was able to do so in
the patient did implement all one month. These goals also do not specify

specific techniques (all papers/records  anytechnique/ method about how these will
pertaining to noting down of positive be achieved.

things or worry time) The achievability of the target is

It is achievable as targets are specific ~ uncertain. It may be possible and it may
and techniques to achieve target is take very long (at least not within a month)
separate. as the patient does not spell out any

It is relevant as the source of excessive technique of how will he do it. And
worry and consequent emotional distraction as a technique may not be
distress with worthless feeling is effective to change cognitive distortions.
due to errors in thinking pattern. It is relevant though but without specificity
It is time limited as the patient himself in target and technique, goal will not be
says he should try in one month. achieved and the patient will come
However, during this one month only frustrated after a month saying “no

a change in thinking style may occur improvement at all”.

as everyday practice is the key to It is time-limited as the patient has made a

success in changing thought patterns time-frame to work on the issue.
and correcting thinking distortions.

Note: In columns 1 and 2, the italics part indicating goals of therapy differs, while
rest is same.

* While planning therapy case formulation, the 5Ps mentioned ear-
lier should be kept in mind and the focus of therapy initially should
be on presenting complaints of the patient and caregivers. How-
ever, if the presenting complaint is linked to something in patient’s
personality or habit or thinking error (cognitive distortion) of the
patient, the assessment of predisposing, precipitating and main-
taining/perpetuating factors such as habits, personality barriers,
cognitive errors, and strengths and weaknesses should be done
before working on presenting complaint. This may take sometime
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more than the usual but the impact of therapy will be sustained
longer.

* Recognizing and addressing obstacles to progress in therapy in
the session in a collaborative way will enhance the impact of
therapy.

* In next follow up session, review the status of earlier goal (docu-
ment the progress/success), rework on the unfinished goal, pro-
ceed to next target and carry out its related assessment, and then
fix a goal — All with active role of the patient.

»  Assessment of sustenance of the impact during follow up or booster
session can be done assessing the time taken for relapse after
therapy vs previous episodes, frequency and duration of relapse.

Therapist’s Effect

The strength of the therapeutic alliance has been shown to be a strong
predictor compared to training, skill and experience of the therapists and
adherence to treatment protocol. Therapeutic alliance is defined as a
partnership between a therapist and patient who agree on shared goals,
work together on tasks designed to bring a positive outcome, and establish
a relationship built on trust, acceptance, and empathy (Poston & Hanson,
2010) and this is important in the change process. Sharpley et al. (2006)
explained three categories of the therapeutic alliance as bond, goals, and
task. Bond between therapist and client includes trust and emotional
closeness/empathy. Goals include the changes in behavior that the client
and therapist set and work on together. Task is the method that both therapist
and client use to achieve their goals.

Some commonly used core measures of therapeutic alliance are
available such as, Working Alliance Inventory, California Psychotherapy
Alliance Scales, the Pennsylvania (Penn) scales, Helping Alliance
Questionnaire, the Vanderbilt scales, Toronto Scales and the Therapeutic
Bond Scales.

Organization of findings in a case formulation

A therapist can decide to do a single or combined method of assessment
depending upon the objective of the assessment at a particular time point.
Depending upon what the therapist decides to assess, e.g. assessment of
expression of unconscious/ sub-conscious, non-verbal expressions,
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conscious expressions, or assessment through significant other’s feedback,
the techniques/ methods of assessments will vary (Figure 1) Such assess-
ments can be common in various psychotherapeutic approaches to enhance
the scope of the therapist to understand the patients holistically. Thus,
integrative approaches are particularly relevant to psychotherapy in
psychiatric settings which values rapprochement between different theore-
tical positions, convergence of ideas and techniques, and eclectic selection
from many different methods. Many effective psychotherapeutic treatments
for psychiatric disorders are integrative, including those for depression,
schizophrenia, bulimia nervosa and borderline personality disorder.

Assessment of
Expression of
Unconscious

Assessment
Assessment of Non-
verbal Expressions

Assessment of
Conscious Expression

Assessment of Overt
Expressions through
Significant others

« Drawings as tools
(DAPT, HTP, KFD,
etc)

« Direct and indirect
Play techniques

« Projective tools

« Associative techni-
ques (RIBT & Word
Association Test)

« Construction techni-
ques (TAT, CAT)

« Completion techni-
ques (SCT, Rosenz-
weig's Picture Frustra-
tion Test)

« Arrangement/
selection techniques
(Szondi test)

« Observation of facial
expression, body lan-
guage, gestures, etc.

« All illness appropriate
Self-reported tools for
children and adults.
Eg. Beck/Hamilton
Depression/Anxiety
Inventory, Y-BOCS,
Symptom Checklist,
etc.

Structured clinical in-
terviews

Diagnostic interviews
Mental Status Exami-
nation

«Parents' caregivers'
ratings
Clinicains' rating
Teachers' rating
Peer rating
Earlier medical/
therapy reports

« Therapist's own clini-
cal observation

Fig. 1: Common Assessments across Psychotherapies

Note: DAPT: Draw a Person Test;HTP: House, Tree, Person Test; KFD: Koppitz Human-Figure Drawing, RIBT:
Rorschach Inkblot Test; TAT: Thematic Apperception Test, CAT: Children Apperception Test, SCT: Sentence

Completion Test, Y-BOCS: Yelle-Brown Obsessive-Compulsive Symptoms.

Examples of some specific assessments are:

» Behavioral analysis - Behavior therapy (BT)
» Chain analysis - Dialectical behavior therapy (DBT)
» Dysfunctional thoughts analysis - CBT

» Trauma narration - Trauma-focused CBT
» Schema modes assessment - Schema-focused therapy
»  Adherence outcome analysis - Mindfulness-based cognitive therapy
» Symbolic play test-Play therapy
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Integrating Assessment into Case Formulation

Let’s consider a case vignette (Box 2) of a patient with moderate
depressive disorder and see what are the important assessments that may
be needed by a psychotherapist to prepare a commonly used CF for CBT,
which may contain a list of presenting problems, core beliefs, precipitants
and activating situations, schema, working hypothesis, treatment plan, and
predicted obstacles to treatment.

Box 2: Case vignette

Mr. R is a 30-year-old married male, who feels low most of the time since last 2
months at least. He experiences frequent, intrusive thoughts that he is not good enough,
despite normal personal life. He tries to overcompensate for his thoughts by taking on
more than he can handle, which leads to failure and furthers his feelings of inadequacy.
This results in few serious arguments with his senior. He feels fatigued and lethargic
for next few days, therefore, gradually remained absent from work. He lies down on
the bed whole day without doing anything at home and if his wife tells him sternly
about this, he cries often saying | don’t feel like doing anything. His wife and mother
brought him to the hospital for consultation. The following is an excerpt from his
intake interview with his psychiatrist.

“| feel pretty worthless and have felt that way for a long time - for over ten years.
It feels normal to be down. Sometimes | start to feel better, but it never lasts - | feel
bad about my life most of the time. I don’t think that I’ll amount to anything and |
might never be successful at work. | feel exhausted all of the time. | have trouble
sleeping. I’ve been waking up in the middle of the night and can’t stop thinking about
all of my failures. I’ve lost weight in the past few months. Food just doesn’t taste as
good as it used to. | feel hopeless, take alcohol now-days daily but that also does not
help and often have trouble concentrating when I’'m with my family and friends.
Maybe I’'m a hard core pessimistic as my mother used to say me often when | was in
my adolescence. | am like my father who committed a suicide when | was in class XI1”

Patient’s psychiatrist tells him that he has symptoms of depression and diagnoses
him with moderate depressive disorder. He prescribes an antidepressant and refers
him for psychotherapy. The patient begins to feel significantly better after 4 therapy
sessions in 12 days and starts going back to his work regularly and after two months
of the medication with continued therapy his symptoms also reduces significantly.

Mr. Rahul has a persistently negative mindset and experiences frequent, intrusive,
and unpleasant thoughts about his self-worth. Instead of trying to change the thoughts
or improve his situation, he endures the thoughts and believes that he cannot change

or control his life.

This case vignette indicates that the patient has good insight about his
current state of mind and problem, good level of education, and readiness
for psychotherapy session. So, the therapist assessed that the patient is
suitable for a CBT-CF for depression, therefore, planned accordingly. The
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following assessments are to be incorporated in the CBT case formulation
blue print to facilitate therapy sessions in treatment:

e SWOT (strength, weakness, opportunity, and threat) analysis of
the person.

» Early childhood experiences

» ldentifying depressive cognitions, and associated emotions and
behavior

» Pattern of automatic negative thought flow
» Identifying cognitive distortions and their severity
* Identifying core-beliefs

» Listing predisposing, precipitating, perpetuating and protective
factors

» Expected obstacles in bringing out desired therapeutic outcomes

Integrating assessment findings into CF can be done in many ways in
a CBT. Example of fixing goals of the psychotherapy has already been
done in the context of impact of therapy earlier in this chapter through a
case demonstration.

After discussing the common obstacles with the patient, the therapist
did not see any major obstacles for reaching therapy outcomes. Never-
theless, the patient is warned that the goals might look easy but in practicing
they may take longer time, consistent effort, and documenting home works
to which the patient agreed.

Progress and Outcome Monitoring Measures in Psychotherapy

Progress monitoring (also referred as continuous feedback) refers to
regular assessment of patient’s progress on the goals achievement during
therapy (e.g., weekly or bi-weekly) with psychometrically sound
instruments followed by feedback to the therapist on the status of the patient
relative to standardized norms and relative to the patient’s own status in
previous weeks or sessions (Overington & lonita, 2012). There is enough
evidence suggesting progress monitoring is not only beneficial (Gondek,
Edbrooke-Childs, Fink, Deighton, & Wolpert, 2016) for the patients in
terms of reducing negative, and increasing positive patient outcomes and
efficiency of services but also it may help therapists to be aware of their
strengths and weaknesses and to optimize their therapy skills.
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In addition to the continuous feedback to the therapist throughout
therapy in progress monitoring, outcome monitoring is a one-time
assessment the therapist opts for at the end of therapy. There is whole
range of commonly used validated tools including self-reported, qualitative
interview, audio-visual analysis, therapy diaries, etc.. Some important tools
are The Partners for Change Outcomes Monitoring System, Psychological
Outcome Profiles, Goal Attainment Scaling, Interpersonal Process Recall,
Brief Structured Recall, Cross-contextual Qualitative Diaries, Significant
Events Form and Important Events Questionnaire

Essential Assessment Skills

The acronym “I PROMPT this to BE A RULE” describes the general
skills for a psychotherapist to design, implement, and evaluate therapy
sessions:

I: Interview skills

PROMPT: Probing, Reflective, Organization, Memory, Planning, and
Termination skills

BE: Boundary and Empathy skills
A: Assertion skills

RULE: Relational Psychotherapy, Understanding, Listening, Exploring
skills

The therapist sensitiveness towards age and illness focused assessment
environment is a specific skill. Gender and cultural sensitiveness also are
other concerns that a psychotherapist is alert about all the time.

Finally, the mental health professionals also need to remember three
important areas of ethics of practicing namely, code of conduct, cautions
in standard practices, and knowledge of country specific medico-legal
frameworks while doing assessments in psychotherapy. Adherence to the
ethical guidelines in clinical practice is a continuous process throughout
professional development.

Summing up

There is an increasing emphasis on patient-centric psychological
assessment for better therapeutic outcomes. An emerging consensus
regarding the careful application of the nomothetic patient-reported tools
in psychotherapy has been globally acknowledged. All assessment methods
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have particular sources of error, and all can be considered as fallible. The
use of multimethod is highly recommended for better therapeutic outcomes
and to increase the scope of information generation regarding the
patients. Therapeutic assessment is rapidly gaining popularity across
therapeutic approaches.
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Chapter 27
Forensic Assessment in Psychiatry

Rakesh K Chadda, Sumegha Mittal

Learning Objectives
After reading the chapter, the student should be able to:

Describe the principles of forensic psychiatry

Enlist the steps of forensic psychiatric assessment
Describe the assessment of fitness to stand trial
Differentiate between malingering and true mental illness
Describe the assessment for testamentary capacity
Discuss about being an expert witness in the court

Introduction

Forensic psychiatry is defined as a subspeciality of psychiatry in which
scientific and clinical expertise is applied to medicolegal issues, embracing
civil, criminal, correctional or legislative matters. Forensic psychiatry is
practiced in accordance with guidelines and ethical principles enunciated

by the profession of psychiatry and the law of the land.

Forensic psychiatry deals with issues at the interface of penal or
criminal law, civil law and mental health legislation, and the discipline of

psychiatry.

Responsibilities of a forensic psychiatrist (psychiatrist working in

forensic setting) include:

Providing legal services to persons with mental illness

Assistance in drafting of affidavits, notices, replies, applications,

petitions, etc.
Assistance in resolution of disputes
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» Counselling to prevent disputes

» Instant advice and information on legal aspects

» Assistance in getting the disability pension

» Monitoring follow up after legal assistance has been provided.
» Encouraging amicable settlement of disputes

Some Basic Concepts in Forensic Psychiatry

Before going into further details, it is important to discuss here about
some of the basic terms related to forensic psychiatry which are frequently
used in communication with the courts. These include crime, insanity and
mental illness, criminal responsibility/McNaughton Rules, fitness to plead,
malingering of mental illness, appointment of guardian/manager, issues of
compensation/disability, and ethical issues.

Crime:

Crime is an act or behavior declared by the law of land to be an offence
at a particular time. It is a behavior which is in violation of the law and is
punishable.

Crime has two components:
» Actus rea: The guilty act against the law.

* Mens rea: The guilty mind and the evil intent, characterized by
intention as well as knowledge of the consequences.

Thus, for an act to labeled as a crime, it should be against the law and
also should be accompanied by an evil intent. Both these elements must be
present before an accused can be said to have committed the crime.

Insanity:

In simple words, the term insanity refers to a serious mental illness
generally a psychotic one, meaning the person has lost sanity. A person
may be a fit subject for confinement in a mental hospital but that fact alone
will not be sufficient to permit him to enjoy exemption from punishment.
Medical and Legal insanity definitions differ.

* Legal insanity: Legal insanity means that at the time of commis-
sion of the act, the person should be suffering from mental ill-
ness, and also has a loss of reasoning power.
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* Medical insanity: Medical insanity refers to only presence of
mental disorder and is no more used in mental health practices.

* Unsoundness of mind: In legal language, the term ‘Unsoundness
of mind’ is also frequently used, synonymously with insanity.
According to section 84, Indian Penal Code (IPC) unsoundness of
mind is defined as “Nothing is an offence which is done by a per-
son who, at the time of doing it, is incapable of knowing the nature
of the act, or that he/she is doing any wrong or anything contrary
to law”.

In law, every person is presumed to be sane and accountable for his
acts unless the contrary is proved. The liability to prove insanity is upon
the accused.

Capacity:

Capacity is defined as the ability of a person to understand and commu-
nicate the legal charges that have been framed against him/her and
consequences of these charges if one is proved guilty. It also includes
understanding and following the procedures of the court room and assisting
the lawyer to defend their case.

Trial:

Trial refers to coming together of two or more parties to settle a dispute
in legal sense but not defined in the Criminal Procedure Code (CrPC).
There are 2 types of trial:

» Civil trial: This involves dispute between 2 individuals or
organisations

» Criminal trial: This refers to a crime committed against state i.e.
society in general

Scope of Forensic Assessment in Psychiatry

Various reasons for forensic psychiatric evaluation by the court can be
broadly grouped under criminal and civil cases.

Criminal cases
» Criminal responsibility
» Fitness to plead or stand trial
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Civil cases:

Role

Guardianship

Testamentary capacity

Divorce on ground of mental illness
Child custody

Fitness for job

Disability compensation

Transfer of property

of mental health professional in different phases of trial

Pre-trial: Assessment of fitness for interrogation, screening for
mental illnesses and need for treatment.

During trial: Assessment of fitness for standing trial, assessment
of insanity defence/ criminal responsibility assessment, screening
for mental illness and offering treatment in prison.

Post-trial: Assessment of mitigating factors, fitness for execution

Some examples of the questions taken from the court orders to a hospital
regarding psychiatric assessment of an accused person are given in verbatim
as under in Box 1 and Box 2:

Box 1. Common questions asked by court in criminal cases

Criminal Cases:

Whether the accused is suffering from a mental disorder. If yes, what is the nature
of mental disorder?

Whether the accused is of unsound mind?

Whether he/she can understand the proceedings of the court and stand trial?
Whether the accused was mentally ill to the extent that it led to murder?

Whether the accused is fit to stand trial?

Box 2. Common questions asked by court in civil cases

Civil Cases:

Whether the said person is capable of taking care of his person and managing his
affairs?

Whether the said person suffers from mental disorder of such a severity to make
him incapable of leading a normal family life?

Whether the said person suffers from mental disability?

Whether the person is able to live a responsible and meaningful married life?
Which of the parent should be given custody of the child?

Whether the person is competent to declare a will?
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Trial of a person suffering from mental illness and fitness to stand
trial

Fitness to stand trial is a legal construct which means mental ability of
an individual to participate in legal proceedings. Mental illness may affect
the capacity of a person to understand the legal proceedings being initiated
against him or her and to prepare a defence. In the Indian law, Sec 328-339
of the Code of Criminal Procedure (CPC), 1973 gives guidelines of the
trial of a person suspected to be suffering from a mental illness and
procedure to be followed, if an under-trial person appears to be of unsound
mind.

Positive symptoms of psychosis especially conceptual disorganization,
delusions and auditory hallucination have been known to be associated
with unfitness to plead. Also, certain neurological conditions and mental
retardations can make a person unfit to stand a trial.

The fitness to stand trial involves four main components:

1. Ability to understand and communicate the charges framed against
oneself.

2. Ability to understand and communicate consequences of charges
if proven guilty.

3. Ability to assist lawyer in defending the case.
Ability to understand and follow the court room procedure.

Assessment for fitness to stand trial

For assessment for fitness to stand trial by a mental health professional
it is important to understand the right purpose for the assessment. In case
of unclear reason for assessment like medical examination, psychiatrist
can clarify from the court in writing. A detailed clinical psychiatric assess-
ment is done by the psychiatrist along with the specific assessment, as
described below. Report of final assessment should be submitted as close
to trial as possible preferably in a question-and-answer format. A report
should be submitted to judiciary with all the details and final impression.

Assessment for fitness to stand trial needs to include the following set
of questions:

1. Understanding the charges:
What are the charges framed against you?
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Understanding the consequences of charges if proven guilty:

What are the possible penalties if charges are proven?
What is bail and who grants it?

What is judgement?

What do you mean by appeal?

Helping the attorney/lawyer:

What is your lawyer’s name?

What will you do if you are unable to hire the services of a
lawyer?

How will you help your lawyer to defend your case?

Do you trust your lawyer?

Understanding the court proceedings:

What are your rights as under trial prisoner?

Who is the chief of the court and who has the authority to
release you from the prison?

Who will assist you in fighting your case and the role of your
lawyer in the court?

What is the role of a prosecution lawyer?
How does your trial/case progresses?
What is meant by witness?

Do you know that there may be witness against you and what
should be done if he tells a lie against you?

In which court will your trial take place and what happens if
you don’t attend the court?

What must you do when the magistrate enters the court?
How will you address the magistrate?

What should you do before answering the questions in the
court of law?

What must you do if opposite lawyer asks you a question for
which you do not know the answer?

What must you do if opposite lawyer asks certain provoking
questions?



Forensic Assessment in Psychiatry 479

* What happens if you behave inappropriately (shouting, vio-
lent) in the court?

If during any judicial procedure before the court if the proof of mental
illness is produced or the proof is challenged by the other party, the
magistrate shall refer the same for further scrutiny to the concerned mental
health review board.

If the court is satisfied that the accused is of unsound mind and thus
incapable of making a defense, he postpones further proceedings in the
case (Sec 328 CrPC). The accused can then be detained in safe custody
(under ILA now MHCA, 2017) or be released pending investigation or
trial if bail can be taken and sufficient security is provided by a relative
regarding treatment and care of the accused (Sec 330 CrPC). The trial can
resume if the accused ceases to be of unsound mind (Sec 331-333 CrPC).

For persons with intellectual disability both for fitness to stand trial
and insanity defence, it is essential to decide whether the person is capable
of understanding the proceeding and can form intent to commit crime is
essential. During assessment, it is also important for a psychiatrist to keep
in mind that intellectually disabled persons are more suggestible and
sensitive to questioning, and not all intellectually disabled persons are
acquitted or considered unfit for trial.

Criminal Responsibility

Criminal responsibility refers to whether a person with a mental illness
is responsible for a criminal act he/she has committed or can he/she be
exempted from the charges of the criminal act on ground of the mental
illness.

In the Indian law, the definition of criminal responsibility has been
adapted from the McNaughton Rules under Section 84, IPC, as described
earlier. Insanity defense is usually used to escape capital punishment in
cases of charge of murder. When the insanity defense is successful, the
accused is labelled ‘not guilty’ by the law of court. However, the person is
not released but is sent to a mental hospital for treatment. For the insanity
defense, the unsoundness of mind should have existed at the time of
committing the offence. Unsoundness of mind subsequent to the act is not
considered as a defense but it may affect the process of trial.

In relation to criminal responsibility, there is also a concept of partial
insanity or diminished responsibility which is practiced in some countries.
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Partial insanity has been defined as a condition where dysfunction is
primarily in the delusional area, while understanding and memory are intact.
For example, Sec 84 IPC considers it as partial insanity “where the
accused kills another person who he thought was coming immediately to
shoot him and the accused acted in self-defense, thus not knowing what
he was doing was wrong or contrary to law”, “the accused killed another
person under a delusion that he was (say) an earthen pot, thus not knowing
what he was doing”. Sometimes, a person may feign mental illness to get
bail or to delay the proceedings.

A person who was under the influence of a substance is not exempted
from the charges, if he took the substance willingly and understood the
consequences of the same. But according to Sec 85 IPC, it is not considered
as an offence if the person was incapable of knowing the nature of the act
by reason of intoxication caused against his will, provided that the thing
which intoxicated him was administered to him without his knowledge or
against his will.

Medicolegal responsibilities of psychiatrist for persons unfit/insane and
admitted in hospital

1. Admission in psychiatry hospital

Psychiatrist is responsible for admission of medically unfit or in-
sane under Section 103 of MHCA or order under Sec 30 of Prison-
ers Act, 1900 or under Sec 33 or 335 CrPC.

2. Regular monitoring during inpatient stay

Medical officer-in-charge of mental health establishment is respon-
sible for making a special report every 6 months during the hospi-
tal stay of the person.

3. Absence without leave or discharge

Under Sec 92 of the MHCA, if a person is absent without leave or
discharge from mental health establishment, he/she shall be again
taken into protection by any police officer and shall be sent back
to the mental health establishment immediately.

Steps of Forensic Psychiatric Assessment

Forensic psychiatric assessment involves a comprehensive psychiatric
history including details of the event leading to request for current
assessment. It is important to document the identification marks along with
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a photo identity proof and a recent photograph of the person being examined
for the purpose of records. The person should be informed that the
information divulged during assessment may go against him or her in the
court of law.

Assessments should specifically include forensic history, if any; family
details like socio-economic status, history of psychiatric illness, substance
abuse, or a criminal record in the family; personal history; basic physical
examination, mental status examination, and personality assessment. The
assessment format can be slightly modified depending on the kind of request
for. In some cases, in-patient observation may be required for a certain
duration of time before final diagnosis can be given. If hospitalization is
not feasible due to lack of a suitable facility, repeated assessments over a
period should be conducted. Physical investigations should be tailored
depending on the case. Psychological testing for personality profile,
intelligence, cognitive functions is also required. There are certain pointers,
which may indicate whether the crime has been the result of mental illness.
These include absence of motive in the crime, absence of secrecy while
committing the crime, want of preparedness, use of needless force in the
crime, absence of accomplices in the act. The person might have committed
multiple murders without any apparent motive. There is often an indiffe-
rence to the crime committed.

The court often asks to comment about the mental state of the accused
at the time of crime, which might have happened many months or a few
years ago. It may not be possible to give a definitive opinion about the
mental state of the person at that time as there would be a difference in the
patient’s condition between the time of crime, time of assessment and the
time of hearing.

In some of the cases the patient and his/her family members may not
share the complete information about the illness and no other informants
are available to corroborate the information. In all these cases, circumstantial
evidence or past treatment records (if patient had medical illness even before
the commission of crime) may be of help.

It is important to mention here that the expert evidence does not relieve
the court from forming an independent opinion. The question of insanity is
to be primarily decided by the court, keeping in reference the evidences
concerned.
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Some Basic Principles in Forensic Psychiatry

1.

Principle of sanity:

Every person is considered to be sane unless proved contrary. The
burden of proving the insanity lies on the culprit.

Principle of mental capacity:

Every adult has the right to make his or her own decisions and
must be assumed to have mental capacity to do unless it is proved
otherwise. This holds true even if a person has been referred from
the judiciary, but it is still important to assess mental capacity and
take consent. The burden of proving impaired mental capacity to
give consent lies on the psychiatrist. If capacity is impaired, it is
necessary to take consent from the nominated representative.

Principle of “Ignorantia Juris Non Excusat™ (Ignorance of law is
No excuse):

Everyone is presumed to know law and that ignorance of law is
not permitted as an excuse.

Principle of deemed to be fit to stand trial:

Every adult accused of committing a crime is fit to stand trial un-
less it is proved otherwise, which includes a past history of mental
illness (assessment and observation is required for either presence
of mental illness or brain damage or intellectual disability which
makes a person unfit to stand trial).

Start with null hypothesis:

There is no relation between mental illness and conflict with law.
If psychiatrist hypothesises that mental illness and conflict with
law are related then he/she needs to collect evidence and prove
that at the time of crime, the accused had loss of reasoning. The
evidence has to be presented in the court of law.

Past history of mental illness is not sufficient:

Past treatment or hospitalisation in a mental hospital though rel-
evant, does not by itself justify insanity defence.

Mental illness does not mean unsoundness of mind:

Presence of mental illness does not mean unsoundness of mind
(insanity defence).
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8. Principle of impartiality:
The quality of being not biased or prejudiced.

Medical ethics in psychiatry:
Four pillars of medical ethics are as follows:

1. Autonomy: Right to self-determination or self-rule. e.g., Autonomy
involves taking consent for admission, treatment or any other pro-
cedure.

2. Justice: Treat similar people in similar ways. e.g., Even if the per-
son is in prison or is in conflict with law, he/she should be treated
in a similar manner as other patients.

3. Non-maleficence: Do no harm to patient. Forensic psychiatrist
may not be able to practice this, being duty bound to the courts.

4. Beneficence: Act in best interest of the patient. Forensic psychia-
trist needs to act in best interest of court/judiciary as main concern
in forensic psychiatry is public health and not patient.

If there is a conflict among the above ethics how to decide which
principle should be given precedence over other:

* Autonomy vs Beneficence: A patient has been sent by court for
evaluation and the forensic psychiatrist assessment is suggestive
of malingering. In this case, beneficence should be upheld instead
of autonomy of patient.

» Autonomy or Non-maleficence: A person with severe mental ill-
ness refuses to give consent for treatment but there is risk of harm
to others. In this case, non-maleficence should be upheld instead
of autonomy of patient.

Some real-life examples about the fitness to stand trial:
Case 1: Psychosis with malingering of hearing deficit.

Mr A, 22-year-old male, accused of sexual assault in 1995 and of
murder in jail in1996 was sent for assessment in Feb 1997 from jail for
assessment, whether he is suffering from a mental disorder or not and if so,
specify the nature of disorder? And whether he is mentally sound to stand
trial?

On assessment it was found that the first contact of Mr. Awith hospital
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was in June 1995 before the commission of crime when he had presented
with wandering around aimlessly, violent behavior, disturbing neighbors,
attacking members of opposite sex for about 2 years. He was then diagnosed
as psychotic disorder, unspecified type and prescribed antipsychotics.
During stay in jail, he was found talking irrelevantly, smiling to self and
had instances of unprovoked aggression. He was admitted for observation
and treatment from 27.2.97-18.3.97 and 25.3.97-21.8.97. In the court, he
had shown inability to hear and ENT assessment revealed neural hearing
deficit; BERA (Brainstem Evoked Response Audiometry) showed profound
hearing loss in Right ear and mild loss in Left ear. Mr. Awas provided with
hearing aid in the hospital. During ward stay, he would always avoid
questions related to illness and crime, but would respond to questions related
to personal details, sometimes on oral and sometimes written interview.
On one or two occasions, he gave rough details of the crime about sexual
assault and its consequences, but immediately avoided the further
questioning. He often used the pretext of hearing deficit to avoid question-
ing.

The medical board gave the opinion that he is suffering from a psychotic
disorder of unspecified type from which he has improved with treatment
and was declared fit for trial.

Case 2: A patient of chronic resistant paranoid schizophrenia:

Mr B was sent for assessment for whether he is fit to stand trial and
whether he has mental illness. The accused had history of loss of sleep,
wandering on terrace during night, saying that food smelt of meat, talking
irrelevantly, suspiciousness, hearing voices for 15 years (since 1985). He
was sent for assessment by the court because of suspicion of malingering.
Psychopathology was consistent over the previous 10 years. Mr. B had
been examined by different medical boards at the institute 6 times during
the previous 10 years and also seen at a teaching hospital in 1987. He often
talked about many superpowers giving instructions to him, controlling him
and the world by satellites, and he being on a mission on their orders.
Psychological testing favored diagnosis of schizophrenia and even during
the observation period there was no inconsistency in symptoms or behavior.
Mr. A was never able to give any details about his legal case.

The medical board submitted the report that patient is suffering from
paranoid schizophrenia and is not able to understand the nature of offence,
he has been accused of and the court proceedings, and hence he is not fit
to stand the trial of court.
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Case 3 - Malingering of mental illness: Tricks used by criminals

Mr. C. a 22-year-old male, who was accused of theft and double murder,
was sent by the court for assessment, whether he suffered from a mental
illness. He was brought to hospital for assessment with a convoy of police,
on being referred from Kathua, Jammu & Kashmir (600 km from Delhi)
and was hospitalized for observation.

Mr. C claimed of loss of memory and was investigated in detail but no
abnormality was found. One day while he was being taken up for X ray,
patient got fearful that he might be given electric shock. He became fearful
and opened up & admitted that he was feigning memory loss on the advice
of his lawyer.

Mr. C was immediately discharged and sent back to the Jail. A report
was sent to the court that he did not suffer from a mental illness.

Steps for differentiating malingering from true mental illness

A systematic approach needs to be followed whenever malingering is
suspected and the psychiatrist should interview in depth and gather as much
historical information as possible and should have a genuine curiosity about
the person suspected of malingering.

The previous medical, psychiatric, educational, work records from
different sources should be thoroughly reviewed. Interview should include
wide range of questions for better clarifications of the reported symptoms.
Assessment should include interview from different sources wherever
possible which may include family members, previous healthcare services,
or current multidisciplinary staff providers.

A patient suspected of malingering may need to be admitted for
observation. Observation is done across time and situations (e.g., during
socializing; ward rounds; day care, or with other practitioners, such as
occupational therapists, probation staff, prison officers, or teachers) and a
detailed report from the staff need to be taken into account. If available,
police reports, witness statements, and autopsy reports should also be
collected. The psychometric assessment may also be required before the
final report is made. If the malingerer has an existing mental illness, it
should be treated as per standard lines

Appointment of Guardian and Manager for the Mentally 11l

When an application is put to the court to appoint a guardian or manager
or both, the Court may direct a psychiatrist or medical officer for making
the relevant examination.



486 Clinical Methods in Psychiatry

When a medical practitioner is called upon to give his opinion, after
the examination of a mentally ill person in such cases, he should not simply
mention that the subject is mentally ill, but should certify that the mental
illness is of such degree to render him incapable of taking care of himself
or/and manage his property. One must be careful while giving this opinion
because a person may be mentally ill but capable of taking care of self and
property. Assessment should also include whether the person is aware of
the nature and extent of his/her property, income being generated and other
assets and his/her dependents and his cognitive abilities, judgement, etc.
Assessment is made about the extent of lacking sufficient understanding
or capacity to make or communicate reasonable decisions or taking care of
self.

Case 4: Capacity to manage property and take care of self

Ms D, a 56-year-old unmarried lady, was brought by her elder brother
on a court order dated 28.8.2000 for examination by a panel of doctors to
determine whether she is capable of taking care of her person and manage
her property.

The patient was seen in walk in clinic on 1.8.2000 and I.Q. testing and
detailed work up was done on 8.9.2000. The case was reviewed by the
Medical Board on 20. 9.2000. The patient had symptoms of low intelligence
and-inability to take care of basic personal needs, unclear speech, inability
to remember names of her immediate family members since childhood
and was supported by her elder brother since death of their parents. The
patient also had history of 2 episodes of GTCS 1 month back. 1Q testing on
Gessel’s drawing test revealed that mental age of the patient was three
years. On VSMS scale also 1Q of the patient was 3 years and social quotient
was 20. Patient had brain atrophy and hydrocephalus on CT Head.

The medical board submitted the final report that Ms. D is not capable
of taking care of her person and manage her property.

Transfer of property

In some cases of transfer of property, psychiatrist may be called to
court to give an opinion if the concerned person has the capacity to transfer
his/her immovable property. If the psychiatrist gives an opinion that the
time, during which property was transferred, the owner’s capacity was not
intact, the transfer is considered to be annulled by the court of law.
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Marriage and divorce

A psychiatrist may be called to give an opinion about the mental
condition of one of the partners in cases of matrimonial dispute. The
psychiatrist may be required to comment about the mental condition of
one of the partners at the time of marriage; whether either of the partner is
suffering from a mental illness, and if yes, whether it is of such severity
that the person is not able to lead a responsible married life because of the
mental illness.

According to the Hindu Marriage Act (Act 25 of 1955), Sec 12, the
marriage shall be voidable and can be annulled by a decree of nullity, if at
the time of marriage any party is incapable of giving a valid consent due to
unsoundness of mind; or though capable of giving consent, has been
suffering from mental disorder of such a kind or to such an extent as to be
unfit for marriage and the procreation of children; or has been subject to
recurrent attacks of insanity or epilepsy. Unsoundness of mind or insanity
are also grounds for divorce under Muslim Marriage Act, 1939 and Parsi
Marriage and Divorce Act, 1936.

U/S 13 of the Hindu Marriage Act, divorce can be granted on a petition
filed by either spouse, if the other party has been suffering incurably of
unsound mind; or if the spouse has been suffering from a continuous or
episodic mental illness due to which the petitioner cannot be reasonably
expected to live with the respondent. The term mental disorder described
under the Act includes mental illness, arrested or incomplete development
of mind, psychopathic disorder or disability of mind and includes
schizophrenia. Marriage is also declared null and void in cases of impotency
of either of the partner which mean the incapacity to perform sexual
intercourse which is full and natural, based on impotence at the time of
marriage according to Indian Divorce Act, Section 30 of the Parsi Marriage
Act, Section 24(ii) of the Special Marriage Act and Section 12A of the
Hindu Marriage Law.

Case 5: Petition for divorce on grounds of mental illness

Ms. M, a 30-year-old lady was referred from a court with a request to
examine her that her husband had filed a petition for divorce on grounds of
mental illness. There was history of psychiatric treatment for a few days
and she had also been hospitalized for the problem, but no records were
available. She did not report any symptoms suggestive of a mental illness,
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though there had been a history of marital discord. A detailed psychiatric
assessment did not reveal any evidence of a psychiatric illness. Psycho-
logical assessment also did not reveal any significant abnormality. She
was further examined by a medical board of the hospital.

A report was sent to the court that “Ms. M has been examined by a
medical board. Serial assessments have been conducted and psychological
assessment has also been carried out. Based on all these assessments, the
medical board opines that she does not currently suffer from a mental
disorder”.

Custody of Child and Adoption

A psychiatrist may be requested by a court to give an opinion about
which parent should be given custody in cases of divorce. Here, there are a
number of related issues, which may need to be looked into. The psychiatrist
should take details of conflicts, if any, between parents, or between parents
and grandparents, regarding the custody of the child. The issue of granting
permission to the divorced father to visit the child with maternal custody
also needs to be looked into, especially the frequency and duration of such
visits.

There may be a situation where the mother due to mental illness is not
able to take care of the child and the father is not available, and no alternative
arrangements are possible within the family. In such a situation, the child
may need to be placed in a foster agency.

According to Hindu Adoptions and Maintenance Act 1956, Any Hindu
male “who is of sound mind and is not a minor” can adopt a child, with the
consent of his wife unless “she has been declared by a court ... to be of
unsound mind”. Similarly, any Hindu female “who is of sound mind, is not
a minor, and is not married, can adopt a child”. If she is married, then her
husband should also be of sound mind. As per the Juvenile Justice Act
2015, a single or divorced person can adopt a child, but a single male
cannot adopt a female child. Issues like suitability of a child for adoption
may also need to be assessed, for example, physical and emotional needs
of the child, and whether the proposed adopting parents would be able to
fulfill those needs. Emotional, physical and financial stability and motiva-
tion of the couple planning to adopt the child also need to be assessed.

Testamentary Capacity
Testamentary capacity refers to the ability of a person to make a will.
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Will is a legal document, signed by the testator, the person making a will.
To be valid, the will has to be signed by the testator in presence of at-least
two witnesses. According to Section 59 of the Indian Succession Act 1925,
any person of sound mind can make a will. A person, who has reached the
age of majority (>18 years), can make a will. A person suffering from
mental disorder can make a will provided he has required competency for
making a will. A psychiatrist may be requested by family or court to
comment on a person, whether the person is competent to make a will.

One needs to assess the cognitive functions and mental status of the
testator and whether the will is being made voluntarily and if there is any
external pressure/coercion/influence to make a will. The testator should
have sufficient capacity to know the extent of his/her property and should
also be aware of the potential beneficiaries and also should know the content
of the will and the nature of the act. Testator should know what he is doing
by making a will. The person should not be suffering from a mental disorder
or under effect of some drugs to the extent to interfere with his/her
judgement. The testator should be examined over at least two separate
consultations.

Case 6: Competency to make a will

Mr. X, an 83-year-old retired officer from a government job, wanted
to make a will and approached our outpatient service for a certificate. He
was accompanied by his son. Mr. X had retired nearly 25 years ago. He
owned a 3-storey residential premise in Delhi, a residential plot in Jaipur
and had some bank accounts. He had two sons and two daughters. His wife
was not alive. He was well aware of his assets and the beneficiaries. On a
detailed assessment, Mr. X was not found to suffer from any psychiatric
illness or memory impairment. His MMSE score was 28. On the basis of
the assessment, Mr. X was issued a certificate that, “Mr. X does not suffer
from any psychiatric illness. He is well aware of his assets and beneficiaries,
and hence is competent to make his will”.

Preparing Report of Forensic Psychiatric Assessment

Preparing a report for the court is the final step after a detailed
assessment.

* Report should be brief and prepared in a simple and clearly under-
standable language and should avoid scientific jargon.
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All the sources of information like past medical records, all infor-
mants (family members or others), need to be mentioned.

Date, nature and place of assessment and if in patient observation
and psychological assessment was also done.

The report should respond to all the questions asked by the court
and reason should be mentioned for all the questions that could
not be answered due to scientific limitations.

If psychiatrist is able to make a diagnosis it should be mentioned.
If one thinks, that more time is required for assessment and final
report, a preliminary assessment can be done and a request can be
sent to the court for granting more time for evaluation.
Psychiatrist should try to make an assessment based on best of his/
her ability. One should never make moral judgments or apportion
blame in the report.

If the person being examined requires medical or psychiatric treat-
ment, it should be clearly mentioned, even if it has not been asked
by the court.

Names of all the doctors and psychologists who conducted the
assessment needs to be mentioned in the report.

A photograph of the person examined should be attached in the
report.

A copy of the report should be kept for the records.

When and how to testify in Court

A psychiatrist may be called to the court to testify the report he had
sent earlier.

Psychiatrist should take care of some important points in the court.

Psychiatrist should not feel anxious or worried, should be aware
of the limitations of their field and should avoid words such as
“always” or “never”.

One should listen to the question carefully and answer in a simple
and understandable language and should avoid medical jargons.
The psychiatrist should not hesitate from saying “I don’t know” if
one does not have an answer.

One should be brief in the reporting and can expand when they are
asked to as psychiatric examination has limitation of not being
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supported by objective investigations. Sometimes it may not be
possible to provide answers to all the queries from the courts and
reason for the same can be communicated to the court.

The medical evidence can help the court in making a judgement but
court can have an opinion independent of the expert opinion.

Some Dilemmas for a Forensic Psychiatrist

Confidentiality of the case: Confidentiality cannot be maintained
100% as some information needs to be revealed to the court.

Consent: Consent for admission and treatment should be taken
but in forensic psychiatry, we might have to admit and give treat-
ment against consent of the patient although he/she has intact ca-
pacity.

Death row phenomenon and syndrome: A person who has been
convicted and given death penalty and not executed, develops anxi-
ety and depression, while on death row. The syndrome is not rec-
ognized in any of the classificatory system.

Dual role/ dual agency: If a patient while on treatment commits a
crime, whether the psychiatrist who has been seeing him should
give the expert opinion also. Treating psychiatrist can be biased
towards the patient and it can hamper the justice.

Summing Up

Forensic psychiatry is a challenging sub-specialty of psychiatry. Every
psychiatrist needs to be familiar with the basic principles of forensic
psychiatry assessment. One needs to be objective and should record all
observations in simple clear language. One needs to be familiar with law
of the land. All the specific questions being asked by the court or related to
the reason for assessment should be attended to.
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Chapter 28
Mental Health Act in Clinical Practice

Rajesh Sagar, Mahadev Singh Sen, Nishtha Chawla

Learning Objectives
After reading the chapter, the student should be able to:

* Narrate the important definitions outlined in the mental healthcare
act 2017

» Describe salient features of the act, including defining an advance
directive and nominated representative

« Enumerate the sections and criteria under which different admis-
sions can occur in the mental health establishment as laid down in
the act

» Highlight the procedures which are prohibited as per the act

Introduction

Over the years, there has been a growing recognition of the need to
align India’s mental health legislation with International human rights
standards. India’s ratification of the United Nations Convention on the
Rights of Persons with Disabilities (UNCRPD) 2007 was a significant step
in this direction. The UNCRPD emphasized the rights and dignity of persons
with disabilities, including those with mental illnesses, and underscored
the importance of ensuring their full and effective participation in society.
In response to these changing dynamics, the Indian government embarked
on a comprehensive reform of the mental healthcare system, culminating
in the formulation of the Mental Healthcare Act (MHCA), 2017. The Act
was introduced in the Parliament as a draft bill in 2013 and underwent
several revisions and consultations before its final enactment in 2017.

Since it is a right-based act seeking to safeguard the rights of persons
with mental illnesses, promote access to mental health services, and ensure
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ethical and evidence-based treatment, it is likely to bring about (or has
already brought) prolific changes in the mental healthcare and address the
long-standing challenges faced by individuals with mental illnesses. As
mental health issues continue to rise, it becomes crucial to understand the
relevance and implications of this Act in clinical practice, particularly for
students specializing in Psychiatry.

Mental illnesses affect millions of people across India, with depression,
anxiety, schizophrenia, and substance use disorders being among the most
prevalent conditions. Unfortunately, individuals facing mental health
challenges often encounter discrimination, neglect, and a lack of access to
quality healthcare. Recognizing the urgency to address these issues, the
MHCA 2017 was enacted. Mental health professionals (MHPs) play a
crucial role in implementing the act in clinical practice. Understanding its
provisions and adhering to its principles is essential for providing compa-
ssionate and effective patient care. Moreover, it is necessary to understand
the practical applications and legal implications of the provisions in the
act. This chapter aims to highlight the importance of MHCA 2017 and its
impact on mental health professionals’ roles and responsibilities.

Overview of the MHCA 2017

The first legislation pertaining to mental illness was the Indian Lunacy
Act 1912. This act broadly considered containment or custody of individuals
who have mental illness as they were considered a potential threat to the
community/society. The Mental Health Act (MHA) 1987 was progressive
as it focused on the treatment of individuals with mental illness. The Mental
Healthcare Act 2017, replaced the Mental Health Act of 1987, representing
a paradigm shift in mental healthcare in India. It focuses not only on the
treatment of people living with mental illness but also on their rights as an
individual.

For a better understanding of the application of the act in clinical
practice, some necessary definitions outlined in the act are highlighted
below. The purpose is to familiarise the readers with the concept; however,
exact definitions may be accessed on the official gazette of the act in the
preliminary chapter.

A. Mental health establishments (MHE): This includes any establish-
ment meant for the care of persons with mental illness (PWMI),
where they are admitted. It may be public/ private/ governmental/
non-governmental, whether general hospital psychiatric unit or
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psychiatric hospitals. It includes not only those providing modern
medicine but any kind of Indian medicine (viz., Ayurveda, Yoga
and Naturopathy, Unani, Siddha and Homoeopathy establishment).
However, it does not include a family residential place where a
PWMI resides with his relatives or friends.

B. Mental health professionals (MHP): Mental health professional,
as the name may imply, includes not only an individual who holds
a post graduate degree (MD/DNB) or diploma in psychiatry, but
also individuals holding postgraduate degree of psychiatry in vari-
ous Indian medicines (Ayurveda: Mano Vigyan Avum Manas Roga;
Homoeopathy; Unani: Moalijat (Nafasiyatt); Siddha: Sirappu
Maruthuvam), MBBS graduate with necessary experience in psy-
chiatry and declared by appropriate central or state government as
a psychiatrist, qualified clinical psychologist/ psychiatric social
worker/ psychiatric nurse.

C. Medical Officer In-charge (MO I/C): MO I/C of an MHE as per
the act means the psychiatrist or medical practitioner who, for the
time being, is in charge of that mental health establishment. For all
practical purposes, the head of the department of psychiatry may
be considered as the MO I/C in a general hospital and the head of
the institute in the case of a psychiatric hospital.

D. Mental IlIness: It is defined in the act as “a substantial disorder of
thinking, mood, perception, orientation or memory that grossly
impairs judgment, behaviour, capacity to recognise reality or abil-
ity to meet the ordinary demands of life, mental conditions associ-
ated with the abuse of alcohol and drugs, but does not include
mental retardation which is a condition of arrested or incomplete
development of mind of a person, especially characterised by sub
normality of intelligence”. It is essential to understand that sub-
stance use disorders also fall under the ambit of MHCA 2017.
Moreover, the act specifies that mental illness should be diagnosed
as per the International Classification of Diseases classification,
and the purpose of classifying should either be treatment or other
matters covered in the act. Non-conformity with moral, social,
cultural, work, or political values or religious views prevailing in
one’s culture/community should not be grounds for labelling some-
one as PWMI.

E. Advance Directive (AD): MHCA introduces the concept of AD,
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allowing individuals (>18 years) to specify their preferences for
treatment and care in the event that they may lose decision-mak-
ing capacity in the future. AD empowers patients to have control
over their treatment choices and provides a guide to healthcare
providers. The individuals can also appoint a nominated represen-
tative (NR) in their AD to act on their behalf when they may not be
capable of making decisions about their treatment. In the case of a
minor, their legal guardian can make an AD, which will be consid-
ered valid till the minor attains the age of 18 years. Psychiatrists
also need to be aware of the provision of AD. If a patient has pro-
vided an advance directive, psychiatrists must honour their treat-
ment preferences, even if the individual’s current mental state does
not allow them to make decisions. In such cases, the appointed
NR can communicate the patient’s wishes. Even if the individual’s
current mental state makes decision-making difficult, the advance
directive remains legally binding. However, any AD made con-
trary to the law is not considered valid. This emphasizes the need
for comprehensive discussions with patients about their values,
beliefs, and treatment wishes, as documented in the AD. It is also
important for a psychiatrist to know that AD comes into force only
when a patient ceases to have the capacity to make treatment deci-
sions. Moreover, a psychiatrist or MHP may not be held respon-
sible if any unforeseeable consequences occur while following the
AD and for not following AD if they fail to receive a copy of the
AD.

Nominated Representative (NR): The Act recognizes the role of
nominated representatives in decision-making for individuals who
cannot make informed choices about their care. An individual can
appoint an NR in their AD. In case no NR is appointed, the follow-
ing persons can be the NR: (a) a relative, (b) a caregiver, (c) a
suitable person appointed by the board, (d) the Director, Depart-
ment of Social Welfare, or his designated representative. In the
case of minors, their legal guardian will be their NR unless MHRB
orders otherwise. Nominated representatives act on behalf of the
patient and are responsible for ensuring that the patient’s best in-
terests are upheld. Collaboration with nominated representatives
can enhance patient-centred care, especially when patients are
unable to articulate their treatment choices due to their mental health
condition.
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G. Mental health review board (MHRB): It is a board constituted by
state authority and is constituted by several individuals, including
district judge, magistrate, psychiatrist, medical professional, two
PWMI, or their caregivers. Amental health professional should be
aware of the information that needs to be informed to the MHRB
within stipulated time. For example, informing MHRB about the
admission of a woman or a minor within 72 hours (and informing
again if admission continues beyond 30 days), and informing about
other admissions (or re-admissions in section 90) within seven days,
taking permission for electro-convulsive therapy is necessitated
for a minor, including all instances of restraint in the report to be
sent to the concerned Board on a monthly basis. In addition, the
board is also responsible for addressing grievances of the PWMI
and their NR, maintaining an online register of all ADs registered
with it, conducting visits to MHE wherever necessitated, etc.

H. Central and State Mental Health Authorities: The Act establishes
the Central Mental Health Authority and State Mental Health Au-
thorities to oversee the implementation and enforcement of its pro-
visions at the national and state levels, respectively. These authori-
ties play a crucial role in monitoring mental health establishments,
regulating mental health professionals, and promoting mental health
awareness and education. The MHEs need to apply to the respec-
tive authority for issuing a certificate of registration under the act.

Admission & discharge procedures according to MHCA 2017

Itis important for a mental health professional, particularly a psychiatry
trainee, to understand the criteria for psychiatric admissions under various
sections of MHCA. Admission of an independent patient occurs under
section 86. Admission of a minor occurs under section 87. Admission of an
individual with high support needs occurs under section 89 or 90 (if
admission under section 89 continues beyond 30 days or the patient
discharged from section 89 gets re-admitted within seven days). If ordered
by a magistrate, the admission occurs under section 102.

As MHCA is a rights-based act, it has been emphasized within the act
that all admissions, as far as possible, should be done under section 86
with the consent of the patient. The admissions can occur under the
following sections.

A. Section 86 (Admission of an independent patient): Admission can
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occur under section 86 for an independent patient aged 18 years
and above who has intact capacity and can, therefore, take their
own treatment decisions. The admission can be done occur by the
MO I/C upon receiving a request from the patient, and the consent
of the patient may suffice (consent from NR or family members is
not required). Figure 1 shows the criteria, procedure, and the pro-
visions under section 86.

. Section 87 (Admission of a minor patient): Any patient aged less

than 18 years may be admitted to an MHE upon receiving an ap-
plication from a nominated representative or legal guardian if in-
dependent assessments of a psychiatrist and a psychiatrist/medi-
cal practitioner/mental health professional, within a period of seven
days, reveals that the illness is of a severity requiring in-patient
stay, and it is in the best interest of the health, safety, and well-
being of the minor. It should also be ensured that the available
community alternatives have failed or are unsuitable. Figure 2
shows the criteria, procedure, and the provisions under section 87.

. Section 89/ 90 (Admission of a patient with high support needs):

Any adult may be admitted under this section upon receiving a
request by the NR for admission to the MO 1/C if independent
assessments of a psychiatrist and a psychiatrist/medical practitio-
ner/mental health professional, within a period of seven days, re-
veals that the illness is of a severity that the patient: “(i) has re-
cently threatened or attempted or is threatening or attempting to
cause bodily harm to himself; or (ii) has recently behaved or is
behaving violently towards another person or has caused or is caus-
ing another person to fear bodily harm from him; or (iii) has re-
cently shown or is showing an inability to care for himself to the
degree that places the individual at risk of harm to himself.” The
role of AD, particularly, comes into the picture in this section, as
the patient may have impaired capacity. The capacity needs to be
assessed weekly, which, when regained then the admission can be
shifted under section 86. The duration of ward stay is limited to 30
days under this section, beyond which the admission is shifted
under section 90 of the MHCA (also if the patient is re-admitted
within a period of 7 days). Figure 3 shows the criteria, procedure,
and the provisions under section 87.

D. Section 102 (Admission upon order by a magistrate): When a
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PWMI is brought before the magistrate who conveys the patient
to or orders the MHE to admit a patient, then the patient is admit-
ted under section 102 of MHCA. In this scenario, the capacity
assessment and all other necessary assessments can occur after
admission. The admission in this section is limited to a period of
10 days, after which a report must be submitted to the concerned
magistrate with a plan for further management as per the provi-
sions in the act.

Section 103 (Admission of a prisoner with mental illness): A pris-
oner may be admitted in any suitable MHE upon receiving orders
as per various provisions in different acts pertaining to the prison-
ers, e.g., the Prisoners Act, 1900; the Air Force Act, 1950; the
Army Act, 1950; the Navy Act, 1957, and the Code of Criminal
Procedure, 1973.

It may be noted that admission of an independent patient can be done
by the medical officer in-charge as per the act. Admission of a patient with
high support needs or admission of a minor requires independent assess-
ments by two professionals, of which one has to be a psychiatrist. The
other can, in addition to another psychiatrist, also be a medical officer
(MBBS graduate) or even other non-medical mental health professionals
(viz., psychiatric social worker, clinical psychologist, etc). While indepen-
dent admission does not mandatorily require the presence of a family
member or nominated representative to be present along with the patient
during admission, it may vary as per the policies and rules of different
hospitals. Table 1 summarises the steps that need to be followed when a
patient/NR request for admission to the MHE.

Table 1: Steps in approaching a patient/NR requesting admission in

aMHE

Step 1

Step 2
Step 3
Step 4

Step 5
Step 6

Assess clinical condition (whether in-patient treatment will be beneficial) and
age of patient (adult/minor)

Assess the capacity of the individual.

Assess the risk of harm to self/others or significant neglect of self.

Assess the need for the presence of a nominated representative (in case of
individuals requiring support in treatment decisions)/legal guardian (in case
of minor)

Admit under the appropriate section based on the above assessment

Follow provisions as per the section of the act under which the patient gets
admitted.
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No risk of harm to
self/ others or
self-neglect

Assessment by a
single psychiatrist

Intact capacity

Patient (> 18

Admission Mental illness of a

years) requests for i >
admission to MO under severity requiring
1/C section 86 admission to MHE

Patient is bound to follow Informed consent of the

the rules and by-laws of patient (NR's consent not

the MHE needed)
No limit on the number of Patient can be discharged
days of admission on request (under section
88)*

Figure 1: Flowchart depicting criteria and provisions under section 86
(independent admission)

*If capacity found to be impaired on assessment or at the time of
discharge, or if the patient is found to have a risk of potential harm to self/
others or severe neglect of self, then the patient may be shifted under section
89 as per the provisions of the act or to be discharged from the MHE
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Mental iliness of a
severity requiring
admission to MHE

Admission in the
best interest of
the minor

(<18 years) Admission Community
requests for under alter.natlves have
admission to MO section 87 failed or are
I/C unsuitable
Minor to be If female patient and

accomodated separate
from adults, with the
enviroment as per the
age and developmental
needs of the minor

NR to stay with the minor
through the entire
duration of stay in MHE

male NR, then NR has to
appoint a female
attendant, to stay with
the minor through the
entire duration of stay

Treatment to be given
with NR's consent.
Patient can be discharged
on request by NR

Inform the MHRB within
3 days of admission and
again after completion of
30 days

If a minor attains the age
of 18 within the ward, to
be classified as an
independent patient™

Figure 2: Flowchart depicting criteria and provisions under section 87

admission of a minor)

*Upon attaining the age of 18 years, the minor should be informed of
his rights and be classified as an independent patient and admission shifted

under section 86
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Risk of harm to
self/ others or
self-neglect

2 independent
assessments
within 7 days
(psychiatrist +

MHP/MP)

Inspired capacity

In patient care

Admission
seems the least

NR requests for

adm'SS'lc/Jg fo M0 ur)der restrictive care
section 89 option available
Wishes of the patient Inform the MHRB

Informed consent of
the patient with
support from the NR

within 3 days (women/
minor) or 7 days (adult
male)

as per the AD (if
available) must be
considered

Shift under section 90 if

Review capacity Shift under section 56 admission beyo_nd_30
weekly (section 89) whenever;apauty is daysl(or re-admission
regained within 7 days of
discharge)*

Figure 3: Flowchart depicting criteria and provisions under section 89/90
(admission of a person with high support needs)

*Requires assessment by two psychiatrists before shifting to section
90 (to assess for the need to continue admission beyond 30 days). Capacity
to be reviewed fortnightly in section 90. MHRB needs to be informed within
7 days if admission occurs under section 90. Patient may be shifted to
section 86, if capacity is found to be intact during regular assessments.
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Other salient features of the MHCA 2017

A. Emergency treatment (Section 94): In emergency situations, im-
mediate access to mental health services can be critical in prevent-
ing escalation and providing timely interventions. Mental health
professionals, especially those working in psychiatric emergency
departments and crisis intervention teams, play a central role in
responding to emergencies promptly. The Act provides guidelines
for emergency admissions and treatment procedures. If an indi-
vidual with mental illness requires immediate hospitalization for
their safety or the safety of others, they can be admitted on an
emergency basis. However, this must be followed by a thorough
assessment and review of the necessity for continued hospitaliza-
tion within 72 hours. Mental health professionals must exercise
caution and judgement when considering emergency admissions,
ensuring that they are strictly for therapeutic purposes and not for
punitive or discriminatory reasons. Adequate documentation and
communication with the patient and their nominated representa-
tive (if applicable) are essential in such cases.

B. Provision for short leave (Section 91): The act has provisions to
allow the MHP/ psychiatrist to grant leave to any person admitted
under section 87/89/90 to be absent from the MHE subject to the
condition, if any and the duration as deemed necessary by the MHP/
psychiatrist.

C. Prohibition of and restriction on certain procedures (Sections 95,
96, 97): Sections 95 underscores the prohibition of unmodified
electroconvulsive therapy (ECT), prohibition of ECT in minors,
sterilisation of men/women, and chaining in any manner. Section
96 underscores the restrictions and procedures for performing psy-
chosurgery in PWMI. Section 97 outlines that seclusion should
not be practiced and restraint should be practiced in a limited man-
ner only when it is the only means available to prevent imminent
and immediate harm to the person concerned or to others.

D. Decriminalization of Suicide (section 115): One of the landmark
provisions of the Act is the decriminalization of suicide as per
section 115. Recognizing that individuals attempting suicide are
often in distress and need support, the Act focuses on providing
care and treatment rather than punitive measures. This provision
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aims to reduce the stigma surrounding mental health issues and
encourage individuals to seek help without fear of legal conse-
guences. Moreover, the restraint should be authorized by the treat-
ing psychiatrist, done under supervision, with information to the
NR, not be used as a mode of punishment, with sending a monthly
report to the MHRB about all restraints done in the MHE.

Some practical considerations in documentation

Proper documentation is key to saving an individual from any legal
hassles in the future. It is not necessary that a person involved in a crime is
the only medico-legal case that one encounters. For all practical purposes,
each patient should be considered as a potential medico-legal case, and
documentation should be maintained thereof. It is important to understand
the documentation required as per the provisions of the act in day-to-day
clinical practice. The mental healthcare (Rights of persons with mental
illness) Rules, 2018 outlines the different forms to be filled by specific
stakeholders for various purposes. Some considerations are highlighted
below:

* Maintaining registers: It is important to maintain for patients seen
in out-patient settings, patients in inpatient settings requiring re-
straint, going on short leave (leave of absence)/escaping from the
ward, being issued disability certificate, deaths (if any) within
MHE, etc.

» Addition of appropriate forms in the medical records of the pa-
tient: Forms for basic medical records, request forms for indepen-
dent admission, supported admission, continuous supported ad-
mission, and admission of minors, along with forms of assess-
ments by professionals prior to admission under various sections,
and capacity assessment forms.

» Displaying necessary information within MHE: According to the
MHCA 2017, all MHEs are required to display information about
the MHRB. Any PMI has the right to file an appeal or denounce a
violation of their rights to the MHRB. Furthermore, each MHE
must publish its registration certificate as well as information about
available free legal help. It is also advisable to display the psy-
chiatry-related laws (for example, the Protection of Children from
Sexual Offences Act, the MHCA, the Narcotic Drugs and Psycho-
tropic Substances Act, the Rights of Persons with Disabilities Act,
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the Consumer Protection Act, and the MCI guidelines) that the
MHP must follow so that the patient can expect a certain level of
transparency.

» Sending regular reports to MHRB: It is important to bring into
clinical practice about the necessary reports that need to be sent to
the MHRB on a regular basis, e.g., information about admission
of a minor/women within three days; admission of any patient under
section 89/90 within seven days; monthly report of restraints within
MHE.

Certain other considerations while maintaining records should be
uniformity, using a standard operating procedure as per MHE’s policy and
by-laws, legible handwriting and signatures, and using simple, patient-
friendly language while avoiding the use of complex and demeaning words
or phrases. Digitalization may make the process convenient but ensuring
confidentiality of the records is of utmost importance.

Punishments under MHCA

Chapter 15 of the MHCA defines the punishments under three major
sections, viz, (a) Penalties for establishing or maintaining mental health
establishment in contravention ofprovisions of this Act; (b) Punishment
for contravention of provisions of the Act or rules or regulations made
there under; (c) Offences by companies. Table 2 summarises the
punishments for different offenses as per MHCA. Under the section, offence
by companies, it has been outlined that the officer in-charge of the company

Table 2: Punishments as outlined in MHCA 2017

Offense Punishment

Carries on a mental health establish- Fine of 5,000-50,000 INR
ment without registration (first offense)

Carries on a mental health establish- Fine of 50,000-2,00,000 INR
ment without registration (second offence)

Carries on a mental health establishment Fine of 2,00,000-5,00,000 INR

without registration (subsequent offence)

Serves in the capacity as MHP in a mental Fine of 25,000 INR
health establishment which is not registered

under this Act

Contravention of the provisions of the act Imprisonment upto 6 months * fine
(first offence) 10,000 INR
Contravention of the provisions of the act Imprisonment upto 2 years +

(subsequent offence) fine 50,000 — 5,00,000 INR
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at the time when the offence is committed is held liable for the same and
has to undergo legal proceedings and punishments as outlined in the act if
he/ she proves that the offense was committed without their knowledge or
that he has exercised all due diligence to prevent the commission of such

offense.

Challenges in the application of MHCA in clinical practice

Gray zones: If a patient lacking capacity, and is not fulfilling the
criteria for admission under section 89 (high support needs), then
one may not be able to admit patient without obtaining the con-
sent.

Limited availability of MHRBs: Difficulty managing patients
brought by the police unattended, delay in important life-saving
decisions like giving ECT to minor requires permission.

Resource constraints and infrastructure gaps: The effective imple-
mentation of the MHCA requires adequate resources and infra-
structure, including mental health facilities, trained personnel, and
funding. Unfortunately, the mental healthcare system in India of-
ten faces resource constraints and disparities between urban and
rural areas. In many regions, there is a shortage of mental health
professionals, leading to long waiting times and limited access to
care.

Poor knowledge and training of other professionals, like the law-
enforcing personnels, e.g., police. It often happens in day-to-day
practice that an unattended patient is dropped in the emergency by
the police. By the time, the psychiatrists’ contact is established, it
is difficult to trace the police personnel and the patient is left aban-
doned without any nominated representative to care for or make
treatment decisions. The onus for further action then, by default,
falls on the MHE.

Poor knowledge and training of other health professionals, espe-
cially emergency CMOs, about the provisions in the act.

Ethical issues between balancing autonomy and paternalism: A
significant ethical consideration in clinical practice under the
MHCA is the delicate balance between respecting patients’ au-
tonomy and exercising paternalism when necessary. While the act
emphasizes the right of individuals with mental illnesses to make
decisions about their treatment and care, there may be situations
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where patients lack the capacity to make informed decisions. In
such cases, mental health professionals must act in the best inter-
est of the patient while still considering their preferences, values,
and advance directives. Making decisions on behalf of patients
without their explicit consent can be ethically challenging, requir-
ing careful consideration of the patient’s overall well-being and
consultation with their nominated representative, if applicable.

Ethical considerations of confidentiality and privacy: While main-
taining patient confidentiality is a cornerstone of ethical clinical
practice, MHCA recognizes the sensitive nature of mental health
information and emphasizes the need to protect patient’s privacy.
However, there may be instances where confidentiality must be
breached in the interest of the patient’s safety or the safety of oth-
ers. For example, if a patient expresses suicidal ideation or poses a
risk to someone else, mental health professionals may need to
breach confidentiality to prevent harm. Ethical dilemmas arise when
there is a conflict between the duty to protect patient confidential-
ity and the duty to ensure the safety of the patient or others.

Informed decision-making vs. shared decision-making: The MHCA
underscores the importance of informed decision-making, wherein
mental health professionals provide patients with comprehensive
information about their condition, treatment options, and poten-
tial risks and benefits. Informed decision-making enables patients
to actively participate in their treatment and recovery process, pro-
moting patient-centred care. Shared decision-making takes in-
formed decision-making a step further by involving patients in
collaborative discussions about their treatment plans. It recognizes
patients as partners in their care and empowers them to express
their preferences and values. However, shared decision-making
can be challenging, particularly when patients have a limited un-
derstanding of their condition or when their mental health impairs
their decision-making capacity. Mental health professionals must
employ effective communication strategies to ensure patients fully
comprehend their treatment options and feel comfortable express-
ing their preferences. Furthermore, cultural beliefs and family dy-
namics can influence decision-making processes. Mental health
professionals must be sensitive to these factors and adapt their
communication styles to accommodate diverse perspectives.
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Case studies and take-home message

The following cases are specific examples of how to practically deal
with different clinical scenarios while following the MHCA. Box 1 presents
the analysis of the casestudies, while box 2 represents the take home
message.

Case study 1: Intact capacity with absent insight: Admission under section
86

Ms A, a 36-year-old unmarried woman, was brought to psychiatry
out-patient clinic by her mother. The patient had been suffering from
schizophrenia for around 12 years. She was admitted to a psychiatry in-
patient setting around 4 years back due to continuous involvement in
ritualistic behaviour and poor oral intake, leading to significant weight
loss, nutritional deficiencies, and poor self-care, leading to various skin
infections. The patient was discharged at that time after showing significant
improvement. However, due to a lack of insight, the patient never agreed
to take psychiatric treatment. This forced the family members to give the
medications to the patient surreptitiously. This continued for the next seven
years till the patient discovered that her family members were giving covert
medications to her. She, therefore, started refusing medications and food
provided to her by her mother and would make her own food. The patient
showed some deterioration over the next seven to eight months,and therefore
she came to the psychiatry out-patient clinic upon her mother’s insistence.
The patient was currently having referential ideas, and some repetitive
behaviour of chanting, and mother feared that she would worsen and start
to develop similar symptoms that she had in the initial years of iliness. The
patient is initially not willing for admission in the psychiatry ward but
agreed after her mother’s insistence on the condition that she would not
accept any psychotropic. She was, thus, admitted to psychiatry ward with
informed consent under section 89 of the MHCA, with her mother as the
nominated representative. While patient did not have much insight into
her illness but acknowledged that getting admitted in the ward may make
her mother satisfied and did so in order to avoid conflicts at home. She
stayed in the ward for nearly 3 weeks, receiving twice weekly insight-
oriented psychotherapy sessions. At the end of three weeks, patients started
accepting oral antipsychotics and took discharge with the contract to
continue monthly follow-up with the treating psychiatrist.



Mental Health Act in Clinical Practice 509

Case Study 2: Admission of an unknown patient ordered by the magistrate,
collaborated by other professionals

An unknown middle-aged male patient was brought to the emergency
by the police. The patient was found wandering on the road, laughing
continuously and gesturing in the air. The patient was taken into custody
by the police, who presented the patient in front of the magistrate. The
magistrate passed an order to the hospital to admit and do the necessary
management of the patient. The patient was admitted in the psychiatry
ward as per the magistrate’s order under section 102. Subsequent assessment
upon admission revealed persecutory delusions, thought broadcast, and
auditory hallucinations. He believed himself to be a scientist who was being
persecuted by aliens. He refused to tell his name, address, or family details,
fearing the psychiatrist to be involved with his persecutors. He was in a
dishevelled state and aggressive toward the ward staff. In view of the risk
of harm to others, he required physical and chemical restrain on a few
instances. After doing necessary investigations, he was initially started on
injectable antipsychotics as he was not accepting oral medications. After
around seven days, the patient started accepting oral medications and
provided his family’s contact details to a psychiatric social worker (PSW)
who had been evaluating the patient along with the psychiatrist. With the
PSW’s help, the treating team and police contacted and traced the family
of the patient, who immediately came to the MHE for his treatment. Further
clarification revealed that his name was R, and he had been suffering from
this illness for the last four years with poor compliance to treatment. Mr. R
had been missing from his house for the last one month. A diagnosis of
schizophrenia was made, and the magistrate was informed about the
progress of the patient within ten days of his admission and need for
continuous in-patient stay beyond 10 days. The patient’s admission was
shifted under section 89 with the consent of his wife.

Box 1: Analysis of the case studies

Case Study 1 illustrates the importance of informed consent and the wishes of PWMI
in their treatment. The psychiatrist demonstrated a patient-centred approach by
respecting Ms. A’s autonomy and discussing treatment options openly. By recognizing
her wishes, the psychiatrist ensured that Ms. A engages with the treating team. While
respecting the patient’s autonomy, her mother’s apprehensions were also addressed
by convincing the patient for admission based on a mutual contract. Eventually, the
patient gained some insight into her illness and agreed to take medications and maintain
regular follow-up. This case highlights the significance of communication and




510 Clinical Methods in Psychiatry

collaboration with patients and their families in delivering ethical and patient-centric
care.

Case Study 2 exemplifies the effectiveness of a collaborative and multi-disciplinary
approach in managing complex situations. The involvement of police and magistrate
led to the admission of a patient requiring in-patient care. Effective communication
with the PSW led to the building of rapport with the PSW, leading the patient to reveal
his personal details. This helped in tracing his family. While the assessment and
diagnosis could be reached, the need for continuous stay was achieved by admitting
the patient with the consent of NR under section 89 of MHCA. Mr. A’s treatment plan
addressed not only his medication needs but also his psychosocial well-being. The
collaboration among psychiatrist, PSW, police, and magistrate helped tailor an
integrated and holistic care plan, promoting improved patient outcomes. This case
underscores the value of multi-disciplinary teams in providing comprehensive and

individualized care for individuals with mental illnesses.

Box 2: Take home message

«  MHCA s applicable to all settings providing psychiatric care (whether psychiatric
hospitals or general hospitals, whether government or private)

e It is rights-based act
e Capacity is dynamic and needs to be assessed regularly during the in-patient stay

«  Type of admission depends on the age of the patient, the capacity, and the
psychiatric condition (harm to self or others/ self-neglect)

e Emergency treatment cannot continue beyond 72 hours. Seclusion, sterilisation,
and unmodified ECT are prohibited procedures

e Restraint should be minimal (wherever imminent harm can be prevented)

e Proper documentation can prevent clinical confusion as well as legal hassles

Summing up

In conclusion, the Mental Healthcare Act 2017, is a landmark legislation
that marks a shift towards a more inclusive and rights-based approach to
mental healthcare in India. Its comprehensive provisions aim to safeguard
the rights of individuals with mental illnesses, ensure access to quality
care, and promote a more compassionate and empathetic mental health
ecosystem. MHCA 2017 significantly impacts the role of mental health
professionals in clinical practice. By recognizing the importance of
emergency care, advance directives, and nominated representatives, mental
health professionals can promote patient-centred care and uphold the rights
of individuals with mental illnesses.

Mental health professionals, including trainees in Psychiatry, play a
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critical role in the successful implementation of the Act by upholding its
principles and advocating for the rights and well-being of their patients.
The implementation of the MHCA 2017 brings forth various challenges
and ethical considerations for mental health professionals. Overcoming
stigma, addressing resource constraints, and ensuring patient autonomy
are crucial aspects of successful implementation. Additionally, mental health
professionals must navigate the ethical complexities of balancing autonomy
and paternalism, maintaining confidentiality, and promoting informed and
shared decision-making. By addressing these challenges and adhering to
ethical principles, mental health professionals can create a compassionate
and patient-centric mental healthcare system that upholds the rights and
dignity of individuals with mental illnesses.

To effectively integrate the Mental Healthcare Act into clinical practice,
mental health professionals must undergo training programs and workshops
that familiarize them with the Act’s provisions and implications. These
programs can be integrated into the curriculum of PG students of Psychiatry,
as well as into the professional development initiatives of practicing mental
health professionals. Training programs may cover topics such as the rights
of individuals with mental illnesses, the ethical considerations in mental
healthcare, and the practical application of the Act in clinical settings.
Workshops can provide opportunities for role-playing and case discussions,
allowing participants to apply their knowledge to real-life scenarios.
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