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Preface
This book is a collection of practice scenarios for the clinical module of the Junior Central
Academic Course (CAC) which commences in July 2014. There are 20 level-one scenarios for
first-year trainees, and 40 level-two scenarios for second- and third-year trainees. These cover
eight subspecialties in psychiatry: General Adult Psychiatry; Forensic Psychiatry; Psychiatry in
Intellectual Disability; Old Age Psychiatry; Psychotherapy; Rehabilitation and Social Psychiatry;
Substance Misuse and Addiction Psychiatry; and Child and Adolescent Psychiatry.
The format of the practice scenarios differs according to subspecialties. For Child and Adolescent
Psychiatry, the trainee conducts a full assessment on a patient, followed by a case presentation, a
patient interview and a management discussion. The format for the other seven subspecialties is
either a simulation of a clinical encounter or “a discussion with the consultant”. The former
role-plays a dialogue between a doctor and a patient or patient relative; the latter is a discussion
between the trainee and trainer of a hypothetical clinical conundrum. Please refer to the Central
Academic Course Handbook for further details of the format.
Since the objective of the Junior CAC clinical module is to enhance the clinical competency of
trainees, the formats are designed to reach this objective and have certain characteristics.
Firstly, all the clinical encounters, whether live-patient or simulations, are observed and appraised
by the trainer and trainees. Particular scrutiny is placed on micro-skills, such as the use of
particular words or phrases in enquiry, expression of empathy and non-verbal communication.
Trainees are also expected to demonstrate certain skills and knowledge for each scenario, which
are detailed in a table for evaluation. Comments, rather than a score, should be given as there is
no pass mark.
Thirdly, other than those for Child and Adolescent Psychiatry, the scenarios can involve either a
trainer and trainee, or a pair of trainees. It is up to individuals to decide how they wish to pair up.
It is worth noting that playing the role of a patient gives the trainee an opportunity to be in the
patient’s shoes, albeit in a simulated scenario.
While the topics cover the range of clinical problems that are frequently encountered in inpatient
settings, less commonly-seen cases are also included. The Junior CAC clinical module is intended
to be a supplement to the direct supervision provided by individual trainers through ward rounds
and firm meetings. Observations on clerking of patients can be readily conducted in such
settings, but these often only show a narrow spectrum of disorders, namely severe mental illness.
The simulations will equip trainees with basic skills for assessing a wider range of clinical problems,
particularly those seen in outpatient settings.
Formulation of the scenarios has taken much effort from members of the College’s Clinical
Divisions, who are experienced and dedicated psychiatrists in their own subspecialties. Even
greater effort will be demanded from the trainees and trainers who run the scenarios.
Nevertheless, we believe that this is worthwhile: the goal of psychiatry as a medical discipline is to
alleviate the suffering that results from a disordered mind, and this can only be assessed clinically
by careful observation, empathic questioning and listening. Psychiatry is particularly demanding
on clinical skills; it is this relentless demand on those who practice it that gives it its charm.
The CAC Revision Task Force, The Hong Kong College of Psychiatrists
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Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 1: Auditory hallucination with thought echo
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Chan, a 25-year-old man with no prior contact with mental health service, was compulsorily
admitted to the ward last night. He complained of hearing voices for three months. He appeared
fearful and restlessness. He has no past history of self harm or violence, according to the notes in
the AED.
You are going to see him in the ward. Use 10 minutes to elicit auditory hallucination and any
delusion.
Suggestion to the actor:
Thought echo was present. You believed that the voice came from a device which was implanted to
your head three months ago by your hairstylist. You presented yourself to the AED, asking the
doctor to remove the device. You wanted the psychiatrist to remove the device for you or refer you
to another doctor for this removal.
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Evaluation of skills and knowledge for:
Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 1: Auditory hallucination with thought echo
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s anxiety
2. The form of hallucination: voices heard instead of
rumination or voices inside head; clear sensorium
3. The content of hallucination: explicitly explore on
second person, third person, running commentary,
commanding, thought spoken aloud
4. Appraisal of the hallucination: perceived identity of
the voices; level of conviction; any delusion
5. The intensity of hallucination: frequency, duration,
pattern
6. The emotional distress and behavioural response to
the hallucination: focus on risk of self harm,
substance abuse and aggression in response to the
hallucination
7. Any other hallucinations
8. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 2: Auditory hallucination of second person and commanding content
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Wong, an 18-year-old man, was seen as a new case in the outpatient clinic, upon referral from
a family physician. He complained of hearing voices for two months. He appeared to be in distress.
He could not sleep at all these few days, due to his fear of the voices. He has no history of
substance abuse and suicide attempt.
Use 10 minutes to elicit auditory hallucination.
Suggestion to the actor:
You heard voices of second person with commands in content. You believed that it was the voice of
ghosts and your home was haunted. The voices scold at you and demoralized you. The voice once
asked you to buy a bottle of water for your brother or else he would die from thirst and you
followed. Your brother scolded at you for making a nuisance. Now the voices asked you to harm
yourself and you were ambivalent because it was against your religious beliefs.

11
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Evaluation of skills and knowledge for:
Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 2: Auditory hallucination of second person and commanding content
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. The form of hallucination: voices heard instead of
rumination or voices inside head; clear sensorium
3. The content of hallucination: explicitly explore on
second person, third person, running commentary,
commanding, thought spoken aloud
4. Appraisal of the hallucination: perceived identity of
the voices; level of conviction; any delusion;
consequences of not following the command
5. The intensity of hallucination: frequency, duration,
pattern
6. The emotional distress and behavioural response to
the hallucination: focus on risk of self harm,
substance abuse and aggression in response to the
hallucination
7. Any other hallucinations
8. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 3: Auditory hallucination of third person, with running commentary
Date: ____________________
Trainee: __________________
Trainer: __________________
Miss Lee, a 20-year-old lady, was seen in the AED. She complained of hearing voices for one month.
She appeared upset. She has no history of substance abuse. Organic work-up at the AED was
normal.
You are the consultation-liaison psychiatrist. Use 10 minutes to elicit auditory hallucination.
Suggestion to the actor:
You experienced auditory hallucination in third person with running commentary. The voices were
continuous and seriously affected your university studies. You suspected that some people have
been hiding somewhere and communicated with you by telepathy. You tried to find them but
failed to.
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Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Evaluation of skills and knowledge for:
Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 3: Auditory hallucination of third person, with running commentary
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. The form of hallucination: voices heard instead of
rumination or voices inside head; clear sensorium
3. The content of hallucination: explicitly explore on
second person, third person, running commentary,
commanding, thought spoken aloud
4. Appraisal of the hallucination: perceived identity of
the voices; level of conviction; any delusion
5. The intensity of hallucination: frequency, duration,
pattern
6. The emotional distress and behavioural response to
the hallucination: focus on risk of self harm,
substance abuse and aggression in response to the
hallucination
7. Any other hallucinations
8. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 4: Visual hallucination
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Cheung, a 25-year-old man, was admitted to the ward this morning. Over the past two months,
he saw images of people whom you do not recognise. He was frightened. He has no history of
substance abuse. He has good past physical health. He was new to mental health service. The EEG
and blood test done in AED were normal.
Elicit visual hallucination.
Suggestion to the actor:
You saw an image of a man jumping off the roof of your building. You first believed you saw images
of ghost. But later you also saw halos, bright lights and fires appearing in your flat. You were afraid
of them as they appeared more and more frequently and you believed you were possessed.
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Evaluation of skills and knowledge for:
Level 1
Topic 1: (General Adult Psychiatry) Elicit hallucination
Scenario 4: Visual hallucination
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. The form of hallucination: image seen instead of
rumination or imagery; experienced with clear
sensorium
3. The content of hallucination: images of people,
ghosts
4. Appraisal of the hallucination: perceived identity of
the image; level of conviction; any delusion
5. The intensity of hallucination: frequency, duration,
pattern
6. To rule out signs of organic psychosis: seizure
episodes, clouding of consciousness and auras

7. The emotional distress and behavioural response to
the hallucination: focus on risk of self harm,
substance abuse and aggression in response to the
hallucination
8. Any other hallucinations
9. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 1: Persecutory delusion
Date: ____________________
Trainee: __________________
Trainer: __________________
A 40-year-old man who was new to mental health service was seen at the AED. He was brought
to the AED by the police because he threatened to harm his boss and colleagues in the office. He
was an insurance agent. He believed that over the past 6 months, they have been plotting against
him, including putting poison in his coffee to make him sleep during meetings, amending his diary
to make him miss important appointments, hacking his email to send false insurance policies to his
clients who eventually did not sign the insurance policies. He could not sleep well at night as he
worried about the persecution. He also believed that the insomnia was due to the poison. There
were no other features of a depressive disorder.
According to the information from his wife, he has good past health and no substance abuse
history. He has no history of self harm or violence.
He was very agitated when he was arrested by the police. The police officers were concerned
because he was saying strange things that were obviously false.
Elicit persecutory delusion.
Suggestion to the actor:
You had persecutory delusion only, without other forms of delusion, formal thought disorder or
aggressive thoughts. You denied that you were mentally unwell, and you refused psychiatric
treatment. You only requested a blood test to show that the poison was in your body.
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Evaluation of skills and knowledge for:
Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 1: Persecutory delusion
Areas of skills and knowledge

Comment

1. Approach the patient: Show empathy; acknowledge
the patient’s distress
2. Elicit the form and content of delusion.
• Content of the persecution: onset, precipitating
event, what the people did to persecute him
• Demonstrate the faulty reasoning involved in
arriving at such a belief (Belief held in the
absence of evidence)
• Evaluate degree of conviction (to differentiate
overvalued ideas and delusions)
3. Assess the emotional distress and behavioural
response to the delusion:
• How the delusion affected the patient
emotionally
• How the patient coped with the delusion Risk of
self harm, aggression and substance use in
response to the delusion
4. Ask about other delusions, hallucinations, alienation
of thought.
5. Insight:
• His awareness of symptoms
• Believed that he was ill
• Believed the illness was a mental illness
• His views on psychiatric treatment, including
psychiatric admission
6. Communication skills:
• Use of open and close-end questions
• Showed empathy (acknowledge patient’s
suffering)
• Proper sequence of questions
Other comments: _________________________________________________________________
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Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 2: Delusion of reference
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Law, a 60-year-old man, was seen at the outpatient clinic as a new case, upon referral of a
family physician. He lived with his wife and children. He has a good past physical health, without
any history of substance abuse.
He complained of being monitored by his neighbours for more than 6 months. He believed that the
neighbours put secret video cameras in his home. They knew what he did at home, even in the
washroom. They passed the video to the mass media. He was very worried. He could not sleep at
night, as he was worried that the television programmes would disclose his affairs to the public.
His wife brought him to see a family physician. Physical investigations by the family physician found
no abnormality.
Elicit delusion of reference.
Suggestion to the actor:
You experienced delusion of reference from your neighbours and the mass media. You did not have
other forms of delusion, formal thought disorder or no aggressive thoughts. You denied to be
mentally unwell. You refused psychiatric treatment. You only acknowledged that you had insomnia,
and you requested help for sleeping aids.
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Evaluation of skills and knowledge for:
Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 2: Delusion of reference
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. Elicit the form and content of delusion.
• Content of the persecution: onset, precipitating
event, what people did to monitor him
• Demonstrate the faulty reasoning involved in
arriving at such a belief (Belief held in the
absence of evidence)
• Evaluate degree of conviction (to differentiate
between overvalued ideas and delusions)
3. Assess the emotional distress and behavioural
response to the delusion:
• How the delusion affected the patient’s emotion
• How the patient coped with the delusion
• Risk of self harm, aggression and substance use in
response to the delusion
4. Ask about other delusions, hallucinations, alienation
of thought.
5. Insight:
• His awareness of symptoms
• Believed that he was ill
• Believed the illness was a mental illness
• His views on psychiatric treatment, including
psychiatric admission
6. Communication skills:
• Use of open and close-end questions
• Showing empathy (acknowledge patient’s
suffering)
• Proper sequence of questions
Other comments: _________________________________________________________________
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Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 3: Grandiose delusion
Date: ____________________
Trainee: __________________
Trainer: __________________
A 20-year-old lady was seen in the ward. She believed that she was an angel from heaven. She
coerced her family members to believe in her religion.
Elicit grandiose delusion.
Suggestion to the actor:
You experienced a grandiose delusion. A few days ago, you exhibited gestures of climbing out the
windows at home, after a religious debate with your family members. You did not have other
forms of delusion or formal thought disorder. Your mood was not overtly elated. You denied to be
mentally unwell. You refused psychiatric treatment. You only acknowledged that you had insomnia
and requested help for sleeping aids.
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Evaluation of skills and knowledge for:
Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 3: Grandiose delusion
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. Elicit the form and content of delusion.
• Content of the persecution: onset, precipitating
event, what people did to monitor him
• Demonstrate the faulty reasoning involved in
arriving at such a belief (Belief held in the
absence of evidence)
• Evaluate degree of conviction (to differentiate
between overvalued ideas and delusions
3. Assess the emotional distress and behavioural
response to the delusion:
• How the delusion affected the patient’s emotion
• How the delusion was coped
• Risk of self harm, aggression and substance use in
response to the delusion
4. Ask about other delusions, hallucinations, alienation
of thought. A brief check on manic symptoms (To
differentiate schizophrenia and other affective
psychosis)
•
Insight:
•
Her awareness of symptoms
•
Believed that she was ill
•
Believed the illness was a mental illness
•
Her views on psychiatric treatment, including
psychiatric admission
5. Communication skills:
• Use of open and close-end questions
• Showing empathy (acknowledge patient’s
suffering)
• Proper sequence of questions

Other comments: _________________________________________________________________
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Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 4: Delusion of infidelity
Date: ____________________
Trainee: __________________
Trainer: __________________
A 28-year-old man was admitted to the ward this morning. He was agitated and complained that
his wife had an affair with a shopkeeper. He used to be followed up at the psychiatric out-patient
clinic but has defaulted for the past half a year.
Elicit delusion of infidelity.
Suggestion to the actor:
You had delusion of infidelity. You once saw your wife chatting with a shop-keeper when she was
doing grocery shopping. You had problem of erectile dysfunction after taking antipsychotics, and
you had no sexual life with your wife for more than a year. You refused to take psychiatric
medications.

23
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Evaluation of skills and knowledge for:
Level 1
Topic 2: (General Adult Psychiatry) Elicit delusion (Part I)
Scenario 4: Delusion of infidelity
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. Elicit the form and content of delusion.
• Content of the delusion: onset, precipitating
event, what has his wife done
• Demonstrate the faulty reasoning involved in
arriving at such a belief (Belief held in the
absence of evidence)
• Evaluate degree of conviction (to differentiate
between overvalued ideas and delusions)
3. Assess the emotional distress and behavioural
response to the delusion:
• How the delusion affected the patient’s emotion
• How he coped with the delusion
• Risk of self harm, aggression and substance use in
response to the delusion
4. Ask about other delusions, hallucinations, alienation
of thought. Brief check on the substance abuse
history especially alcohol use.
5. Insight:
• His awareness of symptoms
• Believed that he was ill
• Believed the illness was a mental illness
• His views on psychiatric treatment, including
psychiatric admission
6. Communication skills:
• Use of open and close-end questions
• Showing empathy (acknowledge patient’s
suffering)
• Proper sequence of questions

Other comments: _________________________________________________________________
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Level 1
Topic 3: (General Adult Psychiatry) Elicit delusion (Part II)
Scenario 1: Thought interference
Date: ____________________
Trainee: __________________
Trainer: __________________
Miss Leung is a 32-year-old single and unemployed lady. She lives with her mother and younger
sister in a public housing estate. She was admitted to the psychiatric ward because of aggressive
behavior towards her sister. Elicit delusion of thought interference.
Suggestion to the actor:
Before the admission, you accused your sister of inserting an electronic chip into your brain to
disclose your information to the neighbours. You used an electronic drill to break into her sister’s
door and threatened to kill her.
You have been irritable over the last one year, and frequently had conflicts with your sister who has
a history of schizophrenia. Over the last year, you are convinced that your sister inserted an
electronic chip inside your brain to control your brain waves. You believe that other people can
read your mind. You also believe that your sister can take away your thoughts and idea out of
your head, leaving your mind empty at times. You are distressed and cannot sleep well at night.
You also prefer to stay at home. You want to take revenge on your sister to end your suffering.
You enjoy good past health and there is no history of substance abuse. You have no history of self
harm. You have a history of hitting your elderly mother 3 years ago when you were asked to find
a proper job. You studied at a university in Canada, but were unable to complete the degree.
You earned a living by selling electronic parts, which you collect from the streets and from the
internet.
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Evaluation of skills and knowledge for:
Level 1
Topic 3: (General Adult Psychiatry) Elicit delusion (Part II)
Scenario 1: Thought interference
Areas of skills and knowledge

Comment

1. Approach the patient: Show empathy; acknowledge
the patient’s distress
2. Elicit the form and content of delusion.
Thought interference (thought broadcast / insertion
/ withdrawal)
• Clarify the experience of thought interference
• Onset, precipitating factors and frequency
• Evaluate degree of conviction
3. Assess the emotional distress and behavioural
response to the delusion:
• How the delusion affected the patient’s emotion
• How she coped with the delusion
• Risk of self harm, aggression and substance use in
response to the delusion
4. Ask about other delusions, hallucinations
5. Insight:
• her awareness of symptoms
• Believed that she was ill
• Believed the illness was a mental illness
• Her views on psychiatric treatment, including
psychiatric admission
6. Communication skills:
• use of open and close-end questions
• showing empathy (acknowledge patient’s
suffering)
• proper sequence of questions
Other comments: _________________________________________________________________
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Level 1
Topic 3: (General Adult Psychiatry) Elicit delusion (Part II)
Scenario 2: Delusion of guilt
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Law, a 60-year-old man, was seen in the outpatient clinic as a new case upon the referral of a
family physician. His wife died of a stroke 10 years ago. About half a year ago, he started to blame
himself to be responsible for her death. He also had low mood, loss of interest, poor concentration
and increased fatigability. He has been losing weight and unable to fall asleep. The family physician
made a diagnosis of depression, and started antidepressant a week ago.
He has no past history of violence or suicide attempt.
Elicit delusion of guilt. There is no need to assess features of pathological grief. Detailed
assessment of depressive features is not required. A risk assessment is necessary.
Suggestion to the actor:
Mr. Law is a 60-year-old retired teacher. He lives alone. He has grown up children with whom he
keeps in touch, but they live far apart.
His wife passed away because of a stroke about 10 years ago. He managed to overcome the
bereavement.
He believed that he was responsible for his wife’s death 10 years ago because he had dropped a
tablet of anti-hypertensive medication on the floor. Instead of disposing it, he washed it with tap
water and then gave it to his wife. A few days later, she collapsed at home and died of a severe
intracranial hemorrhage. He believed that the tablet was dirty and he should not have been so
careless to feed her this dirty tablet. He also believed that he had killed some neighbours who died
of poisoning with the anti-hypertensive medication; some years ago, he had dropped some tablets
on the ground but he did not pick them up or dispose of them properly. The tablets were then
picked up by some of his neighbours and they ate them and died. He blamed himself to be a
heartless husband and a selfish neighbour.
He has history of hypertension and hyperlipidemia and is on medications. He neither smokes nor
drinks.
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Evaluation of skills and knowledge for:
Level 1
Topic 3: (General Adult Psychiatry) Elicit delusion (Part II)
Scenario 2: Delusion of guilt
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. Elicit the form and content of delusion.
• Content of the delusion
• Onset, precipitating event
• Demonstrate the faulty reasoning involved in
arriving at such a belief (Belief held in the
absence of evidence)
• Evaluate degree of conviction (to differentiate
between overvalued ideas and delusions)
3. Assess the emotional distress and behavioural
response to the delusion:
• How the delusion affected the patient’s emotions
• How he coped with the delusion
• Risk of self harm, aggression and substance use in
response to the delusion
4. Ask about other delusions, hallucinations, alienation
of thought.
5. Insight:
• His awareness of symptoms
• Believed that he was ill
• Believed the illness was a mental illness
• His views on psychiatric treatment, including
psychiatric admission
6. Communication skills:
• Use of open and close-end questions
• Showing empathy (acknowledge patient’s
suffering)
• Proper sequence of questions
Other comments: _________________________________________________________________
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Level 1
Topic 3: (General Adult Psychiatry) Elicit delusion (Part II)
Scenario 3: Elicit hypochondriacal delusion
Date: ____________________
Trainee: __________________
Trainer: __________________
Ms Wong is a 46-year-old woman, who is seen in the out-patient clinic. She has low mood and low
self-esteem because she believes that the acne scar over her forehead makes her unattractive.
Elicit hypochondriacal delusion.
Suggestion to the actor:
Ms. Wong is a single 46-year-old lady who lives with her elderly mother. She complained of low
mood and low self-esteem for 2 years after an unsuccessful courtship. Since then, she believed
that the acne scar over her forehead made her unattractive, and the acne was due to some super
bacteria which were too small to be seen under a microscope, resistant to all antibiotics, and
would infect anyone who kissed her face. Her relatives reassured her that the scars were not
obvious, and the scars have been the same for the past 20 years but she was not convinced. She
consulted more than 10 dermatologists in Hong Kong; 9 of them did not offer her any treatment as
they could only find some very mild pigments on her face. One dermatologist offered her laser
treatment as a cosmetic procedure to remove the “scars”. Nevertheless, after treatment for a few
months, she still insisted that the acne was serious and had signs of getting worse. She was
distressed and anxious and frequently visited doctors in Mainland for help. She went to Korea and
requested plastic surgery, but the doctors there advised against this. She felt that all doctors in the
world did not understand her condition. She was fired a year ago because she took sick leave as
she was too anxious about her acne scars. Her father had history of agoraphobia with panic
disorder. She described herself as an introverted and anxious-prone person.
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Evaluation of skills and knowledge for:
Level 1
Topic 3: (General Adult Psychiatry) Elicit delusion (Part II)
Scenario 3: Elicit hypochondriacal delusion
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. Elicit the form and content of delusion.
• Content of the delusion onset, precipitating
event, what people did to monitor her
• Onset and precipitating event
• Demonstrate the faulty reasoning involved in
arriving at such a belief (Belief held in the
absence of evidence)
• Evaluate degree of conviction (to differentiate
between overvalued ideas and delusions)
3. Assess the emotional distress and behavioural
response to the delusion:
• How the delusion affected the patient’s emotion
• How the patient coped with the delusion
• Risk of self harm, aggression and substance use in
response to the delusion
4. Ask about other delusions, hallucinations, alienation
of thought.
5. Insight:
• Her awareness of symptoms
• Believed that she was ill
• Believed the illness was a mental illness
• Her views on psychiatric treatment
6. Communication skills:
• Use of open and close-end questions
• Showing empathy (acknowledge patient’s
suffering)
• Proper sequence of questions

Other comments: _________________________________________________________________
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Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 1: Depression
Date: ____________________
Trainee: __________________
Trainer: __________________
Madam Li is a 48-year-old divorced lady who lives alone. She is new to mental health services and
has good past physical health.
She has been feeling depressed for the past 4 months, ever since she was made redundant at work.
She used to work as a clerk in the same law firm for 13 years, and now that she has lost her job,
she considered herself a total failure and that she could never get another job at her age. Her
daughter had offered to bring her on a vacation, which Madam Li had turned down, saying that she
did not want to be a burden to her daughter’s family. She consulted her family doctor for insomnia,
and was subsequently referred to you for suspected depression. Organic work-up was done by the
family doctor and the result was normal.
You are going to see her as a new case in the outpatient clinic. Use 10 minutes to elicit features of
depression.
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Evaluation of skills and knowledge for:
Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 1: Depression
Areas of skills and knowledge

Comment

1. Set the scene:
• Be professional and confident
• Explain purpose of the interview
• Engage the patient and make the patient feel at ease
2. Assess depressive features:
• Onset of illness, precipitating events
• Symptoms of depression (Persistent low mood, loss of
energy, anhedonia, reduced concentration and
attention, disturbed sleep (insomnia or hypersomnia),
diminished appetite, weight loss, reduced self-esteem
and self-confidence, guilt and worthlessness)
• Patient’s coping and help sought
• Impairment on daily functioning (social/
occupational/ familial)
• Ongoing stressors
• Suicide risk
3. Address differentials/ co-morbid conditions:
• Substance misuse
• Psychotic disorder
4. Insight
5. Communication skills:
• Appropriate mix of open and closed questions
• Empathic listening
• Structured interview in a focused manner
6. Ending interview:
• Allow feedback and questions
• Thank patient
• Set a date to meet again
Other comments: _________________________________________________________________
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Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 2: Hypomania
Date: ____________________
Trainee: __________________
Trainer: __________________
Ms Wong is a 27-year-old journalist with history of depression 1 year ago, which had responded
well to Sertraline at a dose of 75mg daily. She attends regular follow-up at your clinic, and
continues to take the drug with good compliance.
During her follow-up consultation today, you noticed that Ms Wong has put on heavy make-up and
appeared much more cheerful than usual. She came in and gave you a pat on the shoulder, and
started blurting out to you how she has been doing extraordinary well at work. She could not wait
to return to work after the consultation, as she came up with new ideas for writing up her next
article while waiting to see you. Over the past 1 week, she has been feeling exceptionally good
about herself, and her colleagues have commented that she seemed to be more friendly and
enthusiastic at work lately.
Continue with the interview and elicit affective symptoms.
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Evaluation of skills and knowledge for:
Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 2: Hypomania
Areas of skills and knowledge

Comment

1. Continue interview:
• Be professional and confident
• Engage patient while maintaining appropriate
boundaries
2. Assess features of mania/hypomania
• Onset of illness, precipitating events
• Hypo-manic symptoms (Elated/ irritable mood,
increased energy, decreased need for sleep,
increased libido, elevated sense of self-esteem,
poor concentration, distractibility, accelerated
thinking, grandiose belief or delusion)
• Ascertain severity of symptoms and effect on
social and occupational functioning (mania vs
hypomania); attention to Impaired judgment:
risky business ventures, over-spending,
promiscuity
• Patient’s coping and help sought
• Ongoing stressors
3. Address differentials/ co-morbid conditions:
• Substance misuse
• Psychotic disorder
4. Insight
5. Communication skills:
• Appropriate mix of open and closed questions
• Empathic listening
• Interrupt politely if needed
• Structured interview in a focused manner
6. Ending interview:
• Explain need for adjustment of treatment
regime
• Allow feedback and questions
• Set a date to meet again
• Thank the patient
Other comments: _________________________________________________________________
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Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 3: Mania with psychotic features
Date: ____________________
Trainee: __________________
Trainer: __________________
You are called to the AED to see Mr. Chow, a 29 year-old young man who have been brought in by
the police for trying to jump off a bridge. He is now insisting to be discharged, for he has ‘highly
important things to do’, including saving the world and healing the disabled. He told the AED
doctor not to worry, as he could fly and he would not hurt himself even if he jumped off the
bridge.
Use 10 minutes to assess this patient regarding the manic features.
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Evaluation of skills and knowledge for:
Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 3: Mania with psychotic features
Areas of skills and knowledge

Comment

1. Continue interview:
• Be professional and confident
• Engage patient while maintaining appropriate
boundaries
2. Assess features of mania/hypomania
• Onset of illness, precipitating events
• Manic symptoms (Elated/ irritable mood,
increased energy, decreased need for sleep,
increased libido, elevated sense of self-esteem,
poor concentration, distractibility, accelerated
thinking
• Psychotic symptoms (grandiose delusion, and
hallucination)
• Ascertain severity of symptoms and effect on
social and occupational functioning (mania vs
hypomania); attention to Impaired judgment:
risky business ventures, over-spending,
promiscuity
• Patient’s coping and help sought
• Ongoing stressors
3. Risk assessment: special attention to his act of
jumping from bridge (plans, numbers of attempts,
his evaluation, any remorse)
4. Address differentials/ co-morbid conditions:
• Substance misuse
• Psychotic disorder
5. Insight
6. Communication skills:
• Appropriate mix of open and closed questions
• Empathic listening
• Interrupt politely if needed
• Structured interview in a focused manner
7. Ending interview:
• Explain need for adjustment of treatment regime
• Allow feedback and questions
• Set a date to meet again
• Thank the patient
Other comments: _________________________________________________________________
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Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 4: Mania without psychotic features
Date: ____________________
Trainee: __________________
Trainer: __________________
You were called to the AED to see Mr. Fan, a 45 year-old unemployed man with history of bipolar
affective disorder. His wife has called the ambulance after he broke the door at home as he did not
bring his keys. His wife reported that he has become increasingly irritable over the past 2 weeks,
losing his temper over minor conflicts, resorting to physical aggression a few times as well. His
speech has become fast and sometimes incomprehensible. He sleeps minimally and he paces
around all night, moving things around the house, causing disturbance to the family as well as to
the neighbours.
Use 10 minutes to assess this patient regarding the manic features.
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Evaluation of skills and knowledge for:
Level 1
Topic 4: (General Adult Psychiatry) Assess features of affective disorder
Scenario 4: Mania without psychotic features
Areas of skills and knowledge

Comment

1. Continue interview:
• Be professional and confident
• Engage patient while maintaining
appropriate boundaries
2. Assess features of mania/hypomania
• Onset of illness, precipitating events
• Manic symptoms (Elated/ irritable mood,
increased energy, decreased need for sleep,
increased libido, elevated sense of
self-esteem, poor concentration,
distractibility, accelerated thinking, grandiose
belief)
• Ascertain severity of symptoms and effect on
social and occupational functioning (mania vs
hypomania); attention to Impaired judgment:
risky business ventures, over-spending,
promiscuity
• Patient’s coping and help sought
• Ongoing stressors
3. Address differentials/ co-morbid conditions:
• Substance misuse
• Psychotic disorder
4. Risk assessment: special attention to his act of
jumping from bridge (plans, numbers of
attempts, his evaluation, any remorse)
5. Insight
6. Communication skills:
• Appropriate mix of open and closed
questions
• Empathic listening
• Interrupt politely if needed
• Structured interview in a focused manner
7. Ending interview:
•
• Allow feedback and questions
• Set a date to meet again
• Thank the patient
Other comments: _________________________________________________________________
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Level 1
Topic 5: (General Adult Psychiatry) Assess features of phobia
Scenario 1: Social phobia
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Chan is a 20-year-old university student who lives with his parents. He has been seeing his GP
for sick leave. He said that he didn’t feel that he could attend class or have meals with his
classmates. He was scared that he would say the wrong things or embarrass himself in front of
them.
Use 10 minutes to assess his symptoms to arrive at a diagnosis.
Suggestion to the actor:
You made a few mistakes in a presentation six months ago. Some classmates laughed out loud and
you felt humiliated. Since then you have avoided them as you were worried that you might do
something embarrassing. When you got ready for class, you felt sweaty and tremulous. Such fears
are also experienced in many other social situations, such as eating or speaking in public,
encountering known individuals in public or being in small group settings, such as parties. Your
mood has been low over the past week but no other features suggestive of a depressive episode
were present. You found consolation in alcohol and your intake has increased considerably. (No
features of alcohol dependence or harmful use)
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Evaluation of skills and knowledge for:
Level 1
Topic 5: (General Adult Psychiatry) Assess features of phobia
Scenario 1: Social phobia
Areas of skills and knowledge

Comment

1. Communication skills:
• Introduce him/herself
• Showed empathy and respect
• Asks appropriate open and closed questions, verbal
facilitation
2. Explore symptom onset , precipitating event and progression
3. Explore symptoms social phobia:
• Marked fear of being the focus of attention/ fear of
behaving in a way that will be embarrassing or humiliating
• Marked avoidance of being the focus of attention/
situations in which there is fear of behaving in an
embarrassing or humiliating way
• These fears are manifested in social situations, such as
eating or speaking in public; encountering known
individuals in public
• Anxiety symptoms in the feared situation (e.g.
palpitations, sweating, trembling, dry mouth, chest pain,
choking sensations, dizziness, blushing, fear of vomiting,
urgency or fear of micturition or defecation)
• Significant emotional distress due to the symptoms or to
the avoidance.
• Recognition that the symptoms or the avoidance are
excessive or unreasonable.
• Any anxiety in other situations (symptoms are restricted to
or predominate in the feared situation or when thinking
about it)
• How symptoms affect his life
4. Address differential diagnosis and comorbid conditions:
• Depression, including suicidal risk
• Anxiety due to a psychotic disorder
• Use of alcohol and drug abuse
• Anxiety not due to an obsessive compulsive disorder
5. Insight
6. Address the patient’s concern

Other comments: _________________________________________________________________
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Level 1
Topic 5: (General Adult Psychiatry) Assess features of phobia
Scenario 2: Agoraphobia
Date: ____________________
Trainee: __________________
Trainer: __________________
Madam Wong is a 46-years-old housewife. She reported that she has become increasingly anxious
at the prospect of leaving her home. Until recently, she was just about able to leave the house and
go shopping, although she dreaded doing so. On a few occasions, she felt that she was going to
have a heart attack and drop dead in the shopping centre, and ambulance was called. She does
not feel anxious at home and has now become almost housebound.
Please explore her anxiety symptoms to ascertain diagnosis.
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Evaluation of skills and knowledge for:
Level 1
Topic 5: (General Adult Psychiatry) Assess features of phobia
Scenario 2: Agoraphobia
Areas of skills and knowledge

Comment

1. Communication skills:
• Ask open and close end question, appropriate
verbal facilitation, show empathy and
acknowledge patient’s distress
2. Explore symptom onset, precipitating event and
progression
3. Explore symptoms of agoraphobia
• Anxiety restricted to at least two of following
situation: crowds, public places, travelling away
from home, travelling alone
• Psychological and autonomic symptoms
associated
• Avoidance of phobic situation
• Effect on daily functioning (social/ occupational/
familial)
• Patient’s coping and help sought
• Suicide risk
4. Address differentials/ co-morbid conditions:
• Other anxiety disorder (Social phobia, specific
phobia, panic disorder, GAD)
• Substance abuse – as a way to cope with the
anxiety
• Psychosis – avoid public place due to delusion
• Depression – unmotivated to leave the home
• OCD – avoid contamination
5. Insight
6. Explain diagnosis clearly to patient +/- brief
management plan (Bonus)

Other comments: _________________________________________________________________
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Level 1
Topic 5: (General Adult Psychiatry) Assess features of phobia
Scenario 3: Specific phobia
Date: ____________________
Trainee: __________________
Trainer: __________________
Miss Lee is a 20-year-old nursing student. She just started her placement in a general ward 3
month ago. She had only practised blood taking on a mannequin before, but when she tried to
practise blood taking on a real patient, she became very anxious with the sight of blood. She
became tremulous and almost fainted once. She also became very anxious when she did dressing
for patients. She now becomes very anxious everyday when she gets ready for work. She even
called in sick a couple of times.
Please explore her anxiety symptoms to ascertain diagnosis.
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Evaluation of skills and knowledge for:
Level 1
Topic 5: (General Adult Psychiatry) Assess features of phobia
Scenario 3: Specific phobia
Areas of skills and knowledge

Comment

1. Communication skills
• Ask open and close end question, appropriate
verbal facilitation, show empathy and
acknowledge patient’s distress
2. Explore symptom onset, precipitating event and
progression
3. Explore symptoms of blood phobia:
• Phobias restricted to a highly specific situation
i.e. the sight of blood
• The psychological or autonomic symptoms
must be primary manifestations of anxiety
• Not secondary to other symptoms such as
delusion or obsessional thought;
• Anxiety is restricted to the sight of blood; no
anxiety in other situation
• The phobic situation (sight of blood) is avoided
whenever possible
• How symptoms affect her life
• Patient’s coping and help sought
4. Address differentials/comorbid conditions:
• Depression, including suicidal risk
• Psychotic disorder (the anxiety is not
secondary to delusion)
• Alcohol and drug abuse
• Obsessive compulsive disorder (the anxiety is
not secondary to an obsession)
5. Insight
6. Address to patient’s concern
Other comments: _________________________________________________________________
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Level 1
Topic 6: (General Adult Psychiatry) Assess features of other anxiety disorders
Scenario 1: Panic disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
You are going to see Miss Chan as a new case in the outpatient clinic. Over the past 6 months, Miss
Chan has been experiencing episodes of intense anxiety with choking sensation and fast heart
beating. She was referred by her GP who has performed thorough investigations on the thyroid,
adrenal, cardiac and chest function and the results were all normal.
Take a history with regards to her anxiety features.
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Evaluation of skills and knowledge for:
Level 1
Topic 6: (General Adult Psychiatry) Assess features of other anxiety disorders
Scenario 1: Panic disorder
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s anxiety;
making the patient at ease
2. Ascertain the pattern of anxiety: episodic (a discrete
episode of intense fear or discomfort; starts
abruptly; it reaches a crescendo within a few
minutes and lasts at least a few minutes); recurrent
attacks which are not restricted to any particular
situation (unpredictable)
3. The onset, precipitating events, and course of the
illness
4. Autonomic hyper-arousal symptoms: palpitations,
sweating, trembling, dry mouth
5. Other symptoms: chest pain, choking sensations,
dizziness, feelings of unreality, depersonalization or
derealisation, fear of dying, fear of losing control or
passing out
6. Rule out co-morbidity of depression and substance
abuse
7. Rule out the possibility of anxiety secondary to a
psychotic disorder
8. Severity: frequency of attacks (severe, if at least four
panic attacks per week over a four-week period);
impact on the patient’s functioning
9. Patient’s coping, treatment sought and effect
10. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 6: (General Adult Psychiatry) Assess features of other anxiety disorders
Scenario 2: Generalized anxiety disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
You are going to see Miss Wong as a new case in the outpatient clinic. Over the past 12 months,
Miss Wong has been experiencing fearfulness and could not relax. Her husband said that she was
worrying too much. She consulted her GP for lightheadedness and palpitations. She was referred
by her GP who has performed thorough investigations on thyroid, adrenal, cardiac and chest
function and the results were all normal.
Take a history with regards to her anxiety features.
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Evaluation of skills and knowledge for:
Level 1
Topic 6: (General Adult Psychiatry) Assess features of other anxiety disorders
Scenario 2: Generalized anxiety disorder
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s anxiety;
making the patient at ease
2. Ascertain the pattern of anxiety: generalized (not
restricted to, or even strongly predominating in, any
particular environmental circumstances, i.e.
"free-floating"); prominent tension, worry and feelings
of apprehension about everyday events and problems.
3. The onset, precipitating events, and course of the illness
4. Autonomic hyper-arousal symptoms:
sweating, trembling, dry mouth

palpitations,

5. Symptoms concerning chest and abdomen (difficulty
breathing, feeling of choking, chest pain or discomfort,
nausea or abdominal distress); symptoms concerning
brain and mind (feeling dizzy, derealisation,
depersonalization, fear of losing control, going crazy, or
passing out); general symptoms (hot flushes or cold
chills, numbness or tingling sensations)
6. Symptoms of tension: muscle tension or aches and
pains; restlessness and inability to relax; feeling keyed
up or mental tension; a sensation of a lump in the throat
or difficulty in swallowing.
7. Other non-specific symptoms: exaggerated response to
minor surprises or being startled, difficulty in
concentrating, or mind going blank because of worrying
or anxiety, persistent irritability, difficulty falling asleep
because of worrying.
8. Rule out co-morbidity of depression and substance
abuse
9. Rule out the possibility of anxiety secondary to a
psychotic disorder
10. Impact on the patient’s functioning
11. Patient’s coping, treatment sought and effect
12. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 6: (General Adult Psychiatry) Assess features of other anxiety disorders
Scenario 3: Obsessive compulsive disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
You are going to see Mr. Lee as a new case in the outpatient clinic. Mr. Lee is 27-year-old single
man who works as a clerk. He was advised by his supervisor to consult a GP because of his
repetitive hand washing which has adversely affected his performance at work. Take a history of
the patient’s symptoms.

49

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Evaluation of skills and knowledge for:
Level 1
Topic 6: (General Adult Psychiatry) Assess features of other anxiety disorders
Scenario 3: Obsessive compulsive disorder
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s
anxiety; making the patient at ease
2. Ascertain the content of the obsession (washing
hands)
3. Ascertain the form of the obsession:
• Ideas, images, or impulses
• Enter the patient's mind again and again in a
stereotyped form; distressing
• Tries, but unsuccessfully, to resist them
• Recognized as his or her own thoughts
4. Ascertain the content of the compulsion
5. Ascertain the form of the compulsion:
• Acts or rituals
• Stereotyped behaviours that are repeated
again and again
• Not inherently enjoyable, nor do they result
in the completion of inherently useful tasks
• The act functions to prevent some
objectively unlikely event from happenig,
often involving harm to or caused by the
patient, which he or she fears might occur
otherwise
• This behaviour is recognized by the patient as
pointless or ineffectual and repeated
attempts are made to resist
• Accompanied by anxiety and if compulsive
acts are resisted the anxiety gets worse
6. The onset, precipitating events, and course of
the illness
7. Rule out co-morbidity of depression and
substance abuse
8. Rule out the possibility of obsessive-compulsive
features as a feature of a psychotic disorder
9. Impact on the patient’s functioning
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10. Patient’s coping, treatment sought and effect
11. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 7: (General Adult Psychiatry) Assess features of stress-related and somatoform disorders
Scenario 1: Post-traumatic stress disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
You are going to see Miss Chan as a new case in the outpatient clinic. Three months ago, she had a
road traffic accident in which her bicycle was hit by a car and her left leg was broken. Over the past
3 months, Miss Chan has been experiencing episodes of intense anxiety with intrusive memories of
the accident. She was referred by her GP who has performed thorough investigations on thyroid,
adrenal, cardiac and chest function and the results were all normal. There is no neurological deficit.
Take a history with regards to her anxiety.
Suggestion to the actor:
You are Diana Chan. Three months ago, you had a road traffic accident in which your bicycle was
hit was a car and your left leg was broken. You could walk again after a successful surgery. Over the
past 3 months, you have been experiencing episodes of intense anxiety with intrusive memories of
the accident. You had other features of post-traumatic stress disorder.
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Evaluation of skills and knowledge for:
Level 1
Topic 7: (General Adult Psychiatry) Assess features of stress-related and somatoform disorders
Scenario 1: Post-traumatic stress disorder
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s anxiety;
making the patient at ease
2. The onset, precipitating events, and course of the
illness
3. The symptoms of PTSD.
• Re-experiencing the trauma in the form of
intrusive memories/flashbacks
• Hyper-arousal symptoms, e.g. being easily
startled, feeling tense, difficulty in falling asleep
• Avoidance behavior
4. Rule out co-morbidity of depression and substance
abuse
5. Severity and impact on function and daily life
6. Patient’s coping, treatment sought and effect
7. Insight
8. Communication skills: empathy, acknowledge the
patient’s distress
Other comments: _________________________________________________________________
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Level 1
Topic 7: (General Adult Psychiatry) Assess features of stress-related and somatoform disorders
Scenario 2: Somatization disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
You are going to see Miss Lam as a new case in the outpatient clinic. She repeatedly consulted her
GP for various somatic complaints. She was referred by her GP who has performed thorough
physical investigations, including thyroid function tests, autoimmune marker and PET scans, and
the results were all normal. There is no neurological deficit. Take a history with regards to her
longstanding unexplained physical complaints. No need to perform physical examination.
Suggestion to the actor:
You are Miss Lam, 30 years old. Over the past 10 years, you have received investigations for
complaints of headache, pains in back, chest, abdomen and limbs more than 10 times, ordered by
your GP and specialists in private hospitals,. You also complained of discomfort in passing urine
and had copious vaginal discharge. You are not reassured despite repeated negative results in
investigations. You do not think that you had any specific diseases but remained preoccupied over
the symptoms, = with much distress. There was no symptom of autonomic hyper-arousal. You do
not have symptoms of a depressive episode.
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Evaluation of skills and knowledge for:
Level 1
Topic 7: (General Adult Psychiatry) Assess features of stress-related and somatoform disorders
Scenario 2: Somatization disorder
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s
anxiety; making the patient at ease
2. The onset, precipitating events, and course of
the illness
3. The symptoms of somatization disorder
• At least two years complaints of multiple
and variable physical symptoms that cannot
be explained by any detectable physical
disorders.
• Preoccupation with the symptoms causes
persistent distress and leads the patient to
seek repeated consultations or sets of
investigations
• Persistent refusal to accept medical advice
that there is no adequate physical cause for
the physical symptoms
• A total of six or more symptoms, with
symptoms occurring in at least two
separate groups (Gastro-intestinal,
cardio-vascular, genito-urinary, skin and
pain symptoms)
4. Not meeting the criteria of hypochondriacal
disorder, somatoform autonomic dysfunction
or a depressive episode
5. Exclude substance abuse
6. Severity and impact on function and daily life
7. Patient’s coping, treatment sought and effect
8. Insight
9. Communication skills: empathy, acknowledge
the patient’s distress
Other comments: _________________________________________________________________
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Level 1
Topic 7: (General Adult Psychiatry) Assess features of stress-related and somatoform disorders
Scenario 3: Hypochondriacal disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
You are going to see Miss Lee as a new case in the outpatient clinic. She repeatedly consulted
different physicians for headache. She was referred by a neurologist who has performed thorough
physical investigations, including EEG and MRI brain, and the results were all normal. There is no
neurological deficit. Take a history with regards to her longstanding unexplained headache. No
need to perform physical examination.
Suggestion to the actor:
You are Miss Lee, 30 years old. Over the past 2 years, you have received investigations for your
headache more than 10 times, ordered by your GP and physicians in private hospitals. You are not
reassured despite repeated negative results in the investigations. You have a strong worry and fear
of having brain cancer which will ruin your career and your children will be very miserable without
their mother. You feel anxious about the headache but you do not meet the criteria for a
generalized anxiety disorder. You do not have prominent symptoms of a depressive episode.
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Evaluation of skills and knowledge for:
Level 1
Topic 7: (General Adult Psychiatry) Assess features of stress-related and somatoform disorders
Scenario 3: Hypochondriacal disorder
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s anxiety;
making the patient at ease
2. The onset, precipitating events, and course of the
illness
3. The symptoms of hypochondriacal disorder
• A persistent belief, of at least six months duration,
of the presence of a maximum of two serious
physical diseases
• Preoccupation with the belief and the symptoms
causes persistent distress or interference with
personal functioning in daily living, and leads the
patient to seek medical treatment or investigations
• Persistent refusal to accept medical advice that
there is no adequate physical cause for the
symptoms or physical abnormality, except for short
periods of up to a few weeks at a time immediately
after or during medical investigations.
4. Not meeting the criteria of psychotic or depressive
disorder
5. Exclude substance abuse
6. Severity and impact on function and daily life
7. Patient’s coping, treatment sought and effect
8. Insight
9. Communication skills: empathy, acknowledge the
patient’s distress
Other comments: ________________________________________________________________
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Level 1
Topic 8: (General Adult Psychiatry) Grief assessment
Scenario 1: Normal grief reaction
Date: ___________________
Trainee: _________________
Trainer: __________________
Ms. Chan, a 35-year-old lady with no prior contact with mental health service, was referred to your
clinic for sadness after the death of her younger brother. Her brother died of colon cancer three
weeks ago. She came to see a surgeon for a colonoscopy of screening purpose. She appeared in
distress when she talked about her deceased brother in the surgeon’s clinic, and the surgeon was
concerned about her mental state. She has no past history of self harm, substance abuse or
violence according to the referral letter from the surgeon.
You are going to see her in the clinic. Use 10 minutes to assess whether she has a complicated grief
or a normal grief reaction.
Suggestion to the actor:
You have features of normal mourning. Emotionally, you may have shock, numbness, sadness,
irritability and anger (anger at your brother who "abandoned" you, but you did not displace anger
onto others), guilt (somewhat guilty that you could not prevent the death), anxiety, loneliness,
yearning or relief.
Cognitively, you may have disbelief/confusion (trouble in concentrating, being forgetful),
preoccupation on the deceased, and sense of the deceased's presence. You do not experience
hallucination (voices of the deceased).
Concerning somatic sensation, you may have some tightness in the throat/chest, dry mouth,
breathlessness, hypersensitivity to noise or sense of depersonalization.
In behavior, you have mild sleep disturbances, mild appetite disturbance, some absent-minded
behavior or social withdrawal, crying, dreams of the deceased, avoiding reminders of the deceased
and visiting places or carrying objects that remind you of the deceased.
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Evaluation of skills and knowledge for:
Level 1
Topic 8: (General Adult Psychiatry) Grief assessment
Scenario 1: Normal grief reaction
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. The event of bereavement: relationship with the
deceased, timing.
3. Current mood
4. Somatic symptoms
5. Cognitive and behavioral symptoms:
6. Features of abnormal grief, e.g. suicidal idea,
hallucinatory experience, inability to function
normally, mummification
7. Other stressors
8. Social support

Other comments: _________________________________________________________________
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Level 1
Topic 8: (General Adult Psychiatry) Grief assessment
Scenario 2: Pathological grief
Date: ____________________
Trainee: __________________
Trainer: __________________
Ms. Chan, a 30-year-old lady with no prior contact with mental health services, was referred to
your clinic for sadness after the death of her father. Her father died eight months ago in a heart
attack.
She consulted a family physician for persistent chest discomfort. The investigation was normal. She
cried heavily when she talked about her father in the clinic of her family doctor, who asked about
her family history of heart disease. She has no past history of self harm, substance abuse or
violence, according to the referral letter from a family physician.
You are going to see her in the clinic. Use 10 minutes to assess whether she has a complicated grief
or a normal grief reaction.
Suggestion to the actor:
You have some features of pathological grief, e.g. excessive identification/idealization of the
deceased, mummification, avoidance/extreme denial, delayed/prolonged/absent mourning,
drinking/smoking, physical symptoms of the last illness of the deceased and extreme
hostility/extreme withdrawal.
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Evaluation of skills and knowledge for:
Level 1
Topic 8: (General Adult Psychiatry) Grief assessment
Scenario 2: Pathological grief
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. The event of bereavement: relationship with the
deceased, timing.
3. Current mood
4. Somatic symptoms
5. Cognitive and behavioral symptoms:
6. Features of abnormal grief, e.g. suicidal idea,
hallucinatory experience, inability to function
normally, mummification
7. Other stressors
8. Social support

Other comments: _________________________________________________________________
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Level 1
Topic 8: (General Adult Psychiatry) Grief assessment
Scenario 3: A depressive episode precipitated by bereavement
Date: ____________________
Trainee: __________________
Trainer: __________________
Ms. Chan, a 30-year-old lady with no prior contact with mental health services, was referred to
your clinic for sadness after the death of her mother. Her mother died eight months ago due to
lung cancer.
She consulted a family physician for chronic cough. The investigation was normal. She was
emotional when she talked about her mother in the clinic of her family doctor, who asked about
her family history of cancer. She has no past history of self harm, substance abuse or violence,
according to the referral letter from a family physician.
You are going to see her in the clinic. Use 10 minutes to assess whether she has a complicated grief
or a normal grief reaction.
Suggestion to the actor:
You have prominent features of a depressive episode, and the features of grief are relatively mild.
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Evaluation of skills and knowledge for:
Level 1
Topic 8: (General Adult Psychiatry) Grief assessment
Scenario 3: A depressive episode precipitated by bereavement
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. The event of bereavement: relationship with the
deceased, timing.
3. Current mood
4. Somatic symptoms
5. Cognitive and behavioral symptoms:
6. Features of abnormal grief, e.g. suicidal idea,
hallucinatory experience, inability to function
normally, mummification
7. Other stressors
8. Social support

Other comments: _________________________________________________________________
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Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 1: Assess insight in psychosis
Date: ____________________
Trainee: __________________
Trainer: __________________
A 34-year-old man was seen in the outpatient clinic and complained of psychotic symptoms. He
has suffered from schizophrenia for 10 years, and has had numerous admissions to psychiatric
hospital due to relapses related to non-compliance. He wounded his mother 2 years ago during his
last relapse under the influence of voices which told him that his mother was not his biological
mother but a witch. He was finally allowed for conditional discharge one year ago. His
hallucination and delusion have subsided. He is currently on a depot antipsychotic.
Assess
his insight.
Suggestion to the actor:
You have persecutory delusions. You are reluctant to attend follow-up.
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Evaluation of skills and knowledge for:
Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 1: Assess insight in psychosis
Areas of skills and knowledge

Comment

1. Approach to the patient: empathy, collaborative
agenda setting
2. Brief review of his psychotic symptoms and previous
admissions
3. Awareness of symptoms
• The psychotic symptoms, including the related
violent behavior
• The relationship between the non-compliance
and the psychotic symptoms
4. Attribution of symptoms to mental illness
• Whether he acknowledged that these symptoms
are due to a mental illness
• His understanding and acceptance of the
diagnosis
5. Willingness to accept treatment for illness
• Patient’s view on possible cure for his symptoms
• Attitudes towards the current medications and
other treatment
• Ask about side effects/ previous experiences with
the medications
Other comments: _________________________________________________________________
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Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 2: Assess insight in depression
Date: ____________________
Trainee: __________________
Trainer: __________________
A 60-year-old woman, who was new to MHS, was admitted because of low mood and a suicide
attempt by jumping from height. She was upset because she suffered from a minor stroke last
month due to non-compliance to warfarin for her atrial fibrillation. She became depressed after
the stroke and was prescribed sertraline 100 mg daily by her family physician, but she was not
compliant. You saw her yesterday in the ward and your diagnosis was a severe depressive episode
without psychotic symptoms.
You are going to see her again today in ward. Assess her insight.
Suggestion to the actor:
You had low mood, anhedonia, self-blame and suicidal ideation.
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Evaluation of skills and knowledge for:
Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 2: Assess insight in depression
Areas of skills and knowledge

Comment

1. Approach to the patient: empathy, collaborative
agenda setting
2. Brief review of her depressive symptoms and reason
for admission
3. Awareness of symptoms
• The depressive symptoms, including her suicide
attempt
• The relationship between the stroke and the
depressive symptoms
4. Attribution of symptoms to mental illness
• Whether she acknowledged that these symptoms
are due to a mental illness
• Her understanding and acceptance of the
diagnosis
5. Willingness to accept treatment for illness
• Patient’s view on possible cure to her symptoms
• Attitudes towards the current medications and
other treatment
• Ask about side effects/ previous experiences with
the medications
Other comments: _________________________________________________________________
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Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 3: Assess insight in obsessive compulsive disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
A 26-year-old man has been attending your outpatient clinic for 6 years because of his repeated
hand-washing and checking behaviour. The diagnosis was Obsessive Compulsive Disorder. Initially
he was compliant to the treatment and the obsessive compulsive symptoms improved markedly.
However, he stopped medications soon after his symptoms improved and the symptoms then
recurred. Over the past 4 years, he has made little progress in the control of his symptoms. He
could not cope with his work because of obsessive slowness and he has been unemployed these
past 3 years. He was prescribed fluoxetine 60 mg daily, but he only took 20 mg daily. He repeatedly
defaulted his appointments with the clinical psychologist as well.
Assess his insight.
Suggestion to the actor:
You have obsessive slowness which is very distressing to you. Nevertheless, you do not want to rely
on medications. You want to change to a newer and more expensive medication so that you can
take one tablet daily only. You want to treat your OCD with sheer willpower. You only acknowledge
that you are more cautious and health-conscious than other people.
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Evaluation of skills and knowledge for:
Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 3: Assess insight in obsessive compulsive disorder
Areas of skills and knowledge

Comment

1. Approach to the patient: empathy, collaborative
agenda setting
2. Brief review of the major symptoms, and reason for
attending follow-up
3. Awareness of symptoms
• Ask patient about his awareness of the symptoms

4. Attribution of symptoms to mental illness
• Whether he acknowledged that these symptoms
are due to a mental illness
• His understanding and acceptance of the
diagnosis
5. Willingness to accept treatment for illness
• Patient’s view on possible cure to his symptoms
• Attitudes towards the current medications and
other treatment
• Ask about side effects/ previous experiences with
medications
Other comments: _________________________________________________________________
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Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 4: A patient with amphetamine-induced psychosis
Date: ____________________
Trainee: __________________
Trainer: __________________
A 22-year-old unemployed man was seen in the out-patient clinic because of psychosis and
amphetamine abuse. He had his first episode of psychosis in 2006 after taking amphetamine under
peer influence. He has had at least 4 psychiatric admissions in 2007 because of
amphetamine-induced psychosis (hearing voices and persecutory belief with violent behavior). He
was sentenced to Hei Ling Chau Detoxification Centre for a one-year compulsory detoxification in
2008 as he attempted to throw a stranger down from a bridge upon the influence of persecutory
belief. His psychotic symptoms subsided soon after each admission. He could manage his job as an
unskilled worker and had no psychotic features when he was abstinent from amphetamine from
2009. Two months ago, he reinstated amphetamine use after breaking up with his girlfriend. He
was eventually admitted to a psychiatric ward and stayed for 3 weeks.
Two weeks ago, he took amphetamine again under the influence of his friends. He denied
dependence features. One week ago, he started to have poor sleep and he believed that the
undercover police were following him on the streets. The case manager brought him to your clinic
today. Mental state examination found auditory hallucination and persecutory delusion.
Continue the interview and use 10 minutes to assess his insight.
Suggestion to the actor:
You have a history of substance-induced psychosis. You have failed detoxification at a hostel. You
are still actively using substances and remain unemployed.
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Evaluation of skills and knowledge for:
Level 1
Topic 9: (General Adult Psychiatry) Assess insight
Scenario 4: A patient with amphetamine-induced psychosis
Areas of skills and knowledge

Comment

1. Approach to the patient: empathy, non-judgmental,
collaborative agenda setting
2. Recapitulate the psychotic symptoms he reported.

3. Awareness of symptoms
• Ask patient about his awareness of his symptoms

4. Attribution of symptoms to mental illness /
substance misuse
• If the patient acknowledges his mental illness and
substance misuse
• If the patient can see the relationship between
his symptoms and the use of amphetamine
5. Willingness to accept treatment for illness
• Attitudes towards medications and other
treatment (including substance abuse services)
• Ask about side effects/ previous experiences with
treatment

Other comments: _________________________________________________________________
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Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 1: Assessing Anorexia Nervosa
Date: ____________________
Trainee: __________________
Trainer: __________________
A 17-year-old underweight young lady with amenorrhea came to the outpatient clinic with her
mother. Her BMI today is 14. Use 10 minutes to assess her eating disorder.
Suggestion to the actor:
Anita is a young lady who is living with her mother. She is a high achiever and an athlete at school.
She is preparing for the Hong Kong Diploma of Secondary Examination (HKDSE). Her parents are
currently planning for a divorce. Her father has moved away because he had a mistress.
Anita is unwilling to discuss about food and eating. She gets irritable easily when others ask her
about eating. She has been on a strict diet for the last one year, skipping breakfast, eating only
fruits for lunch and vegetables for dinner. She avoids eating food with high calorie content.
Nevertheless, she also has episodes of binge eating. After bingeing, she feels guilty and then
purges in the toilet. She frequently weighs herself. She is dissatisfied with her arms and waist,
and feels fat when she looks into the mirror. She participates more in the school athletics training
for the last few weeks, but she is really too weak to run. She wants to look like athletes who have
slim and lean bodies. Her period stopped recently. Her school performance has deteriorated.
She sometimes feels low in mood and finds it difficult to concentrate. Her energy level is low but
she still manages her daily schedule and schooling. However, it is becoming increasingly difficult.
Sometimes she feels guilty about things she has done in the past. She describes herself as a
perfectionist. She does not drink alcohol and never used illicit drugs. She has not tried to take
medications to lose weight. However, she has habit of self-induced vomiting over the past few
years.
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Evaluation of skills and knowledge for:
Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 1: Assessing Anorexia Nervosa
Areas of skills and knowledge

Comment

1. Approach to patient – rapport / empathy. Avoid
confrontation
2. Features of eating disorder
• Current eating pattern, including onset
• Preoccupation with food, concern on body
weight, fear of being fat, body image distortion
• Body weight history- past/current/ ideal/ changes
in weight
• Binge eating
• Measures to counteract fattening effects of food
(purging)
3. Impact on functioning
4. Physical complications, e.g. amenorrhea
5. Etiological factors, psychosocial stressors, family
dynamics and support
6. Risk assessment
7. Comorbidity
8. Insight

Other comments: _________________________________________________________________
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Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 2: Assessing Binge-eating disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
Susan is a 24 year-old saleslady, who is referred to you in the out-patient clinic because of
binge-eating. Elicit the history of her eating disorder.
Suggestion to the actor:
Susan has been having recurrent episodes of binge eating for about 3 years. The binge eating
occurs, on average, at least three times a week. It usually happens when she feels bored or upset.
In an episode of binge eating, she eats, within around 30 minutes, an amount of food that is
definitely larger than most people would eat in a similar period of time under similar
circumstances. She has a sense of lack of control over eating during the episode. During the
episode, she eats much more rapidly than normal, and she eats until feeling uncomfortably full.
She eats large amounts of food even when she does not feel physically hungry. She eats alone
because she would feel embarrassed by how much she is eating, so she would eat rather late at
night at home. She feels disgusted with herself and feels depressed and guilty after overeating.
She seems to be in marked distress regarding her binge eating.
Her binge eating is not associated with any use of inappropriate compensatory behavior. She does
not purge. She seldom exercises. She is not very concerned about her body weight. Her current
BMI is 30. She does not spend a great deal of time fantasizing about food.
She has a history of childhood obesity and received critical comments about her weight. Her
self-esteem has been low since childhood. She also has a history of being physically abused in her
childhood. One of her elder sister also has binge-eating problem.
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Evaluation of skills and knowledge for:
Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 2: Assessing Binge-eating disorder
Areas of skills and knowledge

Comment

1. Approach to patient – rapport / empathy.
Avoid confrontation
2. Features of binge eating disorder
• Eating, in a discrete period of time, an
amount of food that is definitely larger than
most people would eat in a similar period of
time under similar circumstances.
• A sense of lack of control over eating during
the episode
• The binge-eating episodes are associated
with:
- eating much more rapidly than normal
- eating until feeling uncomfortably full
- eating large amounts of food when not
feeling physically hungry
- eating alone because of feeling
embarrassed by how much one is eating
- feeling disgusted with oneself, depressed,
or very guilty after overeating
- marked distress regarding binge eating is
present
- the binge eating occurs, on average, at least
once a week for 3 months
• The binge eating is not associated with the
recurrent use of inappropriate compensatory
behavior and does not occur exclusively
during the course of Bulimia Nervosa or
Anorexia Nervosa.
3. Impact on functioning
4. Physical complications (on body weight)
5. Etiological factors, psychosocial stressors, family
dynamics and support
6. Risk assessment
7. Comorbidity
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8. Insight

Other comments: _________________________________________________________________

*Reference: American Psychiatric Association DSM-5 Development
http://www.dsm5.org/ProposedRevision/Pages/proposedrevision.aspx?rid=372
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Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 3: Explaining the diagnosis and outpatient management plan of anorexia nervosa
Date: ___________________
Trainee: _________________
Trainer: __________________
Karen is a 24 year-old lady who has a known history of anorexia nervosa (with purging behavior).
She has been attending your clinic for a few months. She has a BMI of 17. You have been
conducting cognitive behavioral therapy for her.
Today, her mother came to the outpatient clinic, asking to speak to you alone, as she wants to
know her daughter’s diagnosis and management plan. Karen has given consent for you to discuss
with her mother.
Suggestion to the actor:
You may ask the following questions:
•
•
•
•
•
•
•
•
•

Is it a rare mental illness?
Is Karen hungry? Has she lost her appetite?
What is anorexia nervosa?
Is it serious?
No person in the family has mental illness. I have been the best possible mother all along. I
have sacrificed everything for Karen. What made Karen suffer from anorexia nervosa?
What is current treatment for Karen?
Why is Karen so reluctant to receive treatment?
Should Karen be admitted to ward?
What are the other treatments available for anorexia nervosa?
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Evaluation of skills and knowledge for:
Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 3: Explaining the diagnosis and outpatient management plan of anorexia nervosa
Areas of skills and knowledge

Comment

1. Approach to patient – rapport / empathy. Avoid confrontation
2. Explain diagnosis – features of anorexia nervosa
(Non-judgmental, supportive manner)
3. How common is anorexia nervosa:
More common in female. About 1 out of 200 school girls suffer
from anorexia nervosa
4. Advice on consequence and risk:
impact on functioning; physical complications; suicidal /
self-harm risk
5. Possible causes of eating disorder:
• Genetic factors
• Environmental factors of eating disorders, e.g. the notion of
“thinness as beauty” prevails in the Western culture, and the
promotion of dieting and body weight reduction programme in
the mass media influences young girls’ perception of body
image.
• Some common characteristics are observed in the family of
anorexia nervosa patients; the families are characterized by
overprotection, conflict avoidance and enmeshment. Excessive
emotional involvement interferes with the children’s
development of autonomy and a sense of identity, and it is
particularly problematic when the children step into
adolescence.
• Facing difficulty in striving for autonomy and building
self-esteem, adolescents take the weight loss as an
achievement which boost their self-esteem. Gaining a tight
control over their body weight gives them a sense of
autonomy.
• Another explanation for the adolescent onset of anorexia
nervosa is that the patient fails to cope with the challenges in
sexual maturity in adolescence, and therefore tries to avoid
the body shape changes and menstruation by excessive
dieting.
6. General approach of treatment
• Restoration of normal body weight and establishment of a
healthy eating habit is the first goal of treatment.
• This can be treated in an outpatient clinic when it is mild.
• The role of psychotropic medication is limited in eating
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disorder. Selective serotonin-reuptake inhibitors have some
use in managing depression and binge-eating.
• Numerous non-pharmacological treatments show benefit
7. Current treatment of CBT
Sessions usually are held once a week. Each individual session
lasts for one hour.
• Learning about the illness, its symptoms, and how to predict
when symptoms will most likely recur.
• Keep a diary of eating episodes, binge eating, purging and the
events that may precipitate these episodes.
• To eat more regularly
• To change the person’s view about one’s symptoms.
• To change self-defeating thought patterns into more adaptive
patterns; to improve mood and the sense of mastery over life.
• To try new way of handling daily problems
8. Other psychological intervention:
• Interpersonal Therapy focuses on improving social functions
and interpersonal skills.
• Family Therapy is particularly useful for young patients who
are living with their parents and have onset of illness before
adulthood.
Other comments: _________________________________________________________________
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Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 4: Explaining treatment plan to the mother of an anorexia nervosa patient who
imminently needs inpatient treatment
Date: ___________________
Trainee: _________________
Trainer: __________________
Betty is a 19-year-old lady who has a known history of anorexia nervosa. Today, she came to the
outpatient clinic with her mother as her mother advanced the appointment. Betty has not taken
any solid food for several weeks and is surviving on fruit juice only. Her mother reported that Betty
has been socially withdrawn and has frequent crying spells. Her BMI today is 12. Her blood
pressure is 90/60. Blood glucose level is 2.5. Betty acknowledged that she has frequent self-induced
vomiting and there is some blood in the vomitus. Betty is now resting in the treatment room, and
Betty does not want to be admitted to ward. You are going to talk to her mother alone. Her mother
wants you to prescribe some medication to Betty, and let her encourage her daughter to eat more
food at home. Discuss with her mother about the management plan. Betty has given consent to for
you to discuss with her mother.
Suggestion to actor:
You may ask the following questions:
•
•
•
•
•
•

I can feed her at home. Why is inpatient treatment needed?
Can she go home now and have one to two weeks to think about admission?
Will she be detained in the ward for a few years?
How long will she stay in ward?
Why don’t you just give her some medications and let Betty home?
Betty does not want to be admitted, and she is an adult. How can you admitted her to ward
without her agreement?
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Evaluation of skills and knowledge for:
Level 1
Topic 10: (General Adult Psychiatry) Eating disorders
Scenario 4: Explaining treatment plan to the mother of an anorexia nervosa patient who
imminently needs inpatient treatment
Areas of skills and knowledge

Comment

1. Approach to patient – rapport / empathy. Avoid
confrontation; listen and address her concern; acknowledge
her distress; non-judgmental, supportive manner
2. Explain that the condition is a medical emergency: -The
physical complication in eating disorder can be
life-threatening, e.g. the electrolyte imbalance (particularly
the mineral called potassium, as low blood potassium can
have fatal effect on heart), and tears on esophagus and
consequent severe bleeding due to self-induced vomiting.
3. Out-patient versus in-patient treatment
• Restoration of normal body weight and establishment of
a healthy eating habit is the first goal of treatment.
• Anorexia nervosa can be treated in an outpatient clinic if
it is mild. In-patient treatment will be necessary for
those with very low body weight or with physical
complication.
• Re-feeding, if introduced too rapidly, can be very
dangerous
• Carefully controlled re-feeding and close monitoring of
physical condition along the process are essential.
4. Long term management of eating disorders would be
provided in outpatient setting
5. The role of psychotropic medication is limited in eating
disorder. (Selective serotonin-reuptake inhibitors have
some use in managing depression and binge-eating.)
6. The relevant provision of the Mental Health Ordinance

Other comments: _________________________________________________________________
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Level 1
Topic 11: (General Adult Psychiatry) Sleep disorders
Scenario 1: Non-organic insomnia
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Wong is 40-year-old clerk. She complained of problem in sleep, and she was referred to you
by her family physician.
You are going to see her in the clinic. Use 10 minutes to assess her sleep problem.
Suggestion to the actor:
(This task tests the trainee’s skills in taking a complete sleep history. The diagnosis is non-organic
insomnia. Insomnia associated with other mental disorders would be covered in other topics.
Nevertheless, during the interview, the trainees are expected to exclude insomnia due to other
mental or physical disorders.)
You are living with your husband and three children. Over the past few years, you have had
increasing difficulty in falling asleep almost every night, and you felt tired in the daytime. Over the
recent one year the problem has worsened, and you have found it too difficult to manage your job
as a clerk.
Your sleep problem first started when you were a teenager, when you used to chat with friends
over the phone till very late at night and you found it very difficult to get up for school. This habit
of going to sleep very late continued to your adulthood. Typically, you went to bed at round 1am,
but laid awake until 3 am or so. You found it difficult to stop thinking about daily activities. You
went to washroom a few times or cooked something to eat. When you finally got to sleep, you
could sleep soundly. You found it very difficult to get up at 8am for work. You did not fall asleep at
the workplace, but you felt tired most of the day.
You used zopiclone for a few months and it was helpful. You stopped later as you were worried
about risk of dependence, and your sleep got worse again.
You do not have features of depressive episode or an anxiety disorder. You do not abuse drugs. You
do not have habitual snoring, other sleep disturbances or excessive daytime sleepiness. Your
physical health is good.
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Evaluation of skills and knowledge for:
Level 1
Topic 11: (General Adult Psychiatry) Sleep disorders
Scenario 1: Non-organic insomnia
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s distress
2. Basic screening questions:
• Any difficulty getting off to sleep or staying
asleep?
• Very sleepy during the day?
• Any disturbed episodes at night?
3. Sleep history
• The precise nature of the sleep complaint, its
onset, development and current patterns
• Medical or psychological factors that occurred at
the onset of the sleep problem or that might be
maintaining it
• The patterns of occurrence of the symptoms –
that is, factors making them better or worse,
weekdays compared with weekends, or work
compared with holiday periods
• Effects on mood, work, social life and family
members
• Past and present treatments for sleep problems
and their effects
• Past and present medication or other treatments
for other illnesses or disorders.
• The patient’s typical 24-hour sleep–wake
schedule (start with the evening meal, followed
by preparation for and timing of bedtime, time
and process of getting to sleep, events during the
night, time and ease of waking up and getting up,
level of alertness and mental state and behaviour
during the day.)
• Sleep hygiene
• Identify features of common sleep disorders (e.g.
loud snoring, excessive daytime sleepiness).
4. Other relevant histories
• Medical and psychiatric history (past and current
treatment details, as sleep disturbance is
associated with a wide range of illnesses or
disorders and their treatments)
• Social history including include occupational,
marital and recreational factors (drinking,
smoking, drug use) that may affect sleep
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• Family history (often positive, for example in
sleepwalking and related disorders)

Other comments: _________________________________________________________________
Reference
Stein, G., & Wilkinson, G. (2007). Seminars in General Adult Psychiatry: Gaskell, p.591
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Level 1
Topic 11: (General Adult Psychiatry) Sleep disorders
Scenario 2: Explaining sleep hygiene
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Lam is 40-year-old clerk. She was seen by your colleague, Dr Wu, last week, and the diagnosis
was non-organic insomnia. No medication was prescribed, and Dr Wu planned to explain the
different treatments of insomnia to her in the next session. However, Dr Wu is on sick leave today,
and you have to relieve his duty.
Please use about 10 minutes to explain various treatment options to this patient.
Instruction to the trainer:
This task tests the trainee’s knowledge of pharmacological, psycho-behavioral, and alternative
medicine treatments for insomnia, and skills in providing psycho-education.
The trainee is expected to be able to explore what this patient can do better to help her sleep. Not
all the points listed in the “Areas of skills and knowledge” are applicable to the patient.
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Evaluation of skills and knowledge for:
Level 1
Topic 11: (General Adult Psychiatry) Sleep disorders
Scenario 2: Explaining sleep hygiene
Areas of skills and knowledge

Comments

1. Introduce yourself and explain purpose of the interview
2. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been understood
3. Explain pros and cons of the treatment options
• Pharmacological
• Psycho-behavioral
• Alternative medicine
4. Sleep hygiene education alone may not work for chronic
insomnia, but it should be the first step in psycho-behavioral
treatment. Practical advice about sleep hygiene, e.g.
• Comfortable environment (e.g. suitable mattress and
pillows; bedroom should not be too hot or too cold)
• Attention to any problem in the sleeping partner (e.g.
snoring, restless sleep or the partner’s own inability to
sleep soundly for other reasons)
•Bed should be a place only for sleeping or sexual activity;
the bedroom should not be a place to work or somewhere
to be entertained or excited by television
• Sleeping habits, including bedtime and getting-up time,
should be consistent
• Going to bed when sleepy, rather than lying there awake
and worrying about not being able to sleep
•Not to be facing a clock near the bed (otherwise, the person
is tempted to keep checking for how long it has not been
possible to get to sleep)
• Lying awake thinking through problems or making plans
should be avoided by making time to deal with such
matters before going to bed
• If not asleep after about half an hour, it is advisable to get
out of bed, move to another room, engage in a quiet or
non-stimulating activity and then go back to bed when
sleepy
• Being in bed should not be associated with disputes or
difficulties with a sleeping partner or other negative
experiences
• Avoid caffeine and nicotine which are stimulants
• Excessive alcohol in the evening can cause rebound
insomnia later in the night and should be avoided
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• Milky or malt-containing drinks appear to help some
people to sleep
• Napping during the day is best avoided
• It is advisable to maintain a healthy lifestyle – having a
good diet, being generally fit and not being overweight.
• Daily exercise not too close to bedtime because of its
stimulant effect
• Regular, consistent exposure to sunlight can help to
maintain an appropriate sleep–wake rhythm
• Another person’s hypnotic drugs or other medication
should never be used
5. Summarize information by providing information leaflets and
referrals to other professionals if indicated
6. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
Reference
Stein, G., & Wilkinson, G. (2007). Seminars in General Adult Psychiatry: Gaskell, p.603
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Level 1
Topic 11: (General Adult Psychiatry) Sleep disorders
Scenario 3: Sleepwalking
Date: ____________________
Trainee: __________________
Trainer: __________________
Miss. Lee is 19-year-old university student. She was referred to you by a family doctor for
sleepwalking. She is very worried about this problem.
You are going to see her in the clinic. Use 10 minutes to assess her sleep problem.
Suggestion to the actor:
You are living with your parents and grand-mother. They told you that you got up in the middle of
night a few times this month. For each episode, you walked to the kitchen or the sitting room,
wandered there for a few minutes, and your family could not wake you up. You have no memory
about the episodes.
Over these few months, you have been taking zolpidem prescribed by your family doctor. You had
some difficulty in falling asleep due to stress at school. You do not have features of mood disorder
or anxiety disorder.
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Evaluation of skills and knowledge for:
Level 1
Topic 11: (General Adult Psychiatry) Sleep disorders
Scenario 3: Sleepwalking
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s worry
2. Sleep history: the precise nature of the sleep
complaint, its onset, development and current
patterns – fulfilling the criteria of somnambulism
• The predominant symptom is repeated (two or
more) episodes of rising from bed during sleep
and walking about for several minutes to one half
hour, usually occurring during the first third of
nocturnal sleep
• During an episode, the individual has a blank
staring face, is relatively unresponsive to the
efforts of others to influence the event or to
communicate with him or her and can be
awakened only with considerable difficulty.
• Upon awakening (either from an episode or the
next morning), the individual has amnesia for the
episode
• Within several minutes of awakening from the
episode, there is no impairment of mental
activity or behaviour, although there may initially
be a short period of some confusion and
disorientation
3. Sleep history:
• Medical or psychological factors that occurred at
the onset of the sleep problem or that might be
maintaining it
• The pattern of occurrence of the symptoms –
factors making them better or worse, weekdays
compared with weekends, or work compared
with holiday periods
• Effects on mood, work, social life and family
members
• Past and present treatments for sleep problems
and their effects
• Past and present medication or other treatments
for other illnesses or disorders.
• The patient’s typical 24-hour sleep–wake
schedule (start with the evening meal, followed
by preparation for and timing of bedtime, time
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and process of getting to sleep, events during the
night, time and ease of waking up and getting up,
level of alertness, and mental state and behaviour
during the day.)
• Sleep hygiene
• Identify events of particular diagnostic
significance
4. Other relevant histories
• Medical and psychiatric history (Absence of any
evidence of an organic mental disorder, such as
dementia or a physical disorder, such as epilepsy)
• Social history including occupational, marital and
recreational factors (drinking, smoking, drug use)
that may affect sleep
• Family history and past sleep history (often
positive, for example in sleepwalking and related
disorders.)
Other comments: _________________________________________________________________
Reference
Stein, G., & Wilkinson, G. (2007). Seminars in General Adult Psychiatry: Gaskell, p.591
World Health Organization (1993). The ICD-10 Classification of Mental and Behavioural Disorders:
Diagnostic Criteria for Research: World Health Organization.
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Level 1
Topic 12: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part I)
Scenario 1: A man having an overdose of drugs after separating with his girlfriend
Date: ___________________
Trainee: _________________
Trainer: _________________
You are asked to assess a 30-year-old man who was brought to the A&E several hours ago after an
overdose. He is single, unemployed, and has been finding it difficult to come to terms with a recent
separation from his long-term girlfriend, as they have a two-year-old daughter whom he misses
very much. He took an overdose of 30 tablets of sleeping pills earlier today, and was brought into
hospital shortly afterwards. He has been medically cleared and has agreed to be assessed by a
psychiatrist before discharge.
There are two tasks. First, use 10 minutes to assess the suicidal risk. Second, use 5 minutes to
report to your consultant, Dr Wong.
Suggestion to the actor:
There are two tasks, so you are the patient in the first task, and then you are Dr. Wong in the
second task.
First Task:
You are Alan. You took an overdose of zolpidem. It has already been the second episode of self
harm this year.
Second task:
You are Dr Wong. You may ask the following questions:
• What is risk level?
• What are the protective factors and risk factors?
• Will you let the patient home?
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Evaluation of skills and knowledge for:
Level 1
Topic 12: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part I)
Scenario 1: A man having an overdose of drugs after separating with his girlfriend
Areas of skills and knowledge

Comments

1. Establish good rapport by using good interviewing skills:
• Show empathy
• Appropriate use of open and close ended questions
• Reflective listening
• Structured and focused without using a checklist
approach
2. Explore circumstances of the overdose
• Planned or impulsive
• Preparation or final acts
• Perceived lethality of the method used
• Disinhibiting factors (e.g. drugs or alcohol use)
• Discovery – prevention against being discovered, and how
was he discovered before he was brought to hospital
• Agreement to medical treatment for the overdose?
remorse?
3. Ask about possible stress factors or precipitants for the
overdose
4. Assess whether there is any associated psychiatric illness,
e.g.
• Depression
• Psychosis
• Substance or alcohol abuse
5. Assess whether there is any associated medical problems
e.g. chronic pain
6. Explore likelihood of further acts of self harm
• Previous attempts of self harm
• Concerns about himself and his stressors
• Level of social support
• Persistent sense of hopelessness
• Suicidal ideation
• Willingness to be engaged with the mental health service
7. Request for permission to contact informants for more
comprehensive assessment of suicide risk and community
support
8. Report to the Consultant: assessment of the risk level,
identifying risk factors and protective factors, suggesting the
psychiatric management plan
Other comments: _________________________________________________________________
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Level 1
Topic 12: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part I)
Scenario 2: A woman who gave birth a month ago attempted to jump from height
Date: ___________________
Trainee: _________________
Trainer: _________________
You have been asked to see a 30-year-old housewife who has a history of depression. She just had
a baby a month ago and has shown some difficulty adjusting to looking after the newborn. She also
heard voices telling her that she was useless and was better off dead. She was subsequently
brought into the A&E by her husband after she had attempted to jump from height at home.
There are two tasks. First, use 10 minutes to assess the suicidal risk. Second, use 5 minutes to
report to your consultant, Dr Wong.
Suggestion to the actor:
There are two tasks, so you are the patient in the first task, and then you are Dr Wong in the
second task.
First Task:
You are Angie. You attempted to jump from height at home.
Second task:
You are Dr Wong. You may ask the following questions:
• What is risk level?
• What are the protective factors and risk factors?
• Will you let the patient home?
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Evaluation of skills and knowledge for:
Level 1
Topic 12: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part I)
Scenario 2: A woman who gave birth a month ago attempted to jump from height
Areas of skills and knowledge

Comments

1. Establish good rapport by using good interviewing skills:
• Show empathy
• Appropriate use of open and close ended questions
• Reflective listening
• Structured and focused without using a checklist approach
2. Explore circumstances of the pregnancy / labour
• Planned vs. unplanned
• Problems during pregnancy / complications during labour
3. Explore difficulties with childcare and risks to the baby
• Extent of social support – both practical and emotional
• Any difficulty with feeding or other aspects of childcare?
• Any aggression or idea of infanticide?
4. Assess whether there is any associated psychiatric illness such
as:
• Depression
• Psychosis – content of AH
• Substance or alcohol abuse
5. Explore circumstances regarding the suicide attempt
• Planned or impulsive
• Influence of psychotic symptoms
• Preparation or final acts
• Disinhibiting factors (e.g. drugs or alcohol use)
• Discovery – prevention against being discovered
• Remorse
6. Explore likelihood of further acts of self harm
• Previous attempts of self harm
• Beliefs about herself / baby / any sense of hopelessness
• Persistent psychotic symptoms
• Suicidal ideation
• Level of social support
• Willingness to be engaged with the mental health service
7. Request for permission to contact informants for more
comprehensive assessment of suicide risk and community
support
8. Report to the Consultant: assessment of the risk level,
identifying risk factors and protective factors, suggesting the
psychiatric management plan
Other comments: _________________________________________________________________
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Level 1
Topic 12: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part I)
Scenario 3: A woman cut her wrist after splitting up with her boyfriend
Date: ___________________
Trainee: _________________
Trainer: _________________
You have been asked to assess a 27-year-old lady at the A&E. She had a suicide attempt by cutting
her wrist. She has no previous contact with the mental health service, but has been taking some
over-the-counter hypnotics for insomnia for several years. She complained of feeling depressed
after she had just split up with her boyfriend three weeks ago.
There are two tasks. First, use 10 minutes to assess the risk. Second, use 5 minutes to report to
your consultant, Dr. Wong.
Suggestion to the actor:
There are two tasks, so you are the patient in the first task, and then you are Dr Wong in the
second task.
First Task:
You are Wendy. You cut your wrist as you were too upset after breaking up with your boyfriend. It
has already been the third episode of self harm this year.
Second task:
You are Dr Wong. You may ask the following questions:
• What is risk level?
• What are the protective factors and risk factors?
• Will you let the patient home?
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Evaluation of skills and knowledge for:
Level 1
Topic 12: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part I)
Scenario 3: A woman cut her wrist after splitting up with her boyfriend
Areas of skills and knowledge

Comments

1. Establish good rapport by using good interviewing skills:
• Show empathy
• Appropriate use of open and close ended questions
• Reflective listening
• Structured and focused without using a checklist
approach
2. Explore circumstances of her suicide attempt
• Planned or impulsive
• Preparation or final acts
• Perceived lethality of the method used
• Disinhibiting factors (e.g. drugs or alcohol use)
• Discovery – prevention against being discovered
• Agreement to treatment afterwards, any remorse?
3. Ask about possible stress factors or precipitants for the
overdose
4. Assess whether there is any associated psychiatric illness,
e.g.:
• Depression
• Psychosis
• Substance or alcohol abuse
5. Assess whether there is any associated medical problems
e.g. chronic pain
6. Explore likelihood of further acts of self harm
• Previous attempts of self harm and their consequences
• Beliefs about herself and her stressors
• Level of social support
• Persistent sense of hopelessness
• Suicidal ideation
• Willingness to be engaged with the mental health
service
7. Explore on the risk of vengeful act towards boyfriend
• Previous attempts of violence, degree of severity
• Any plan/action taken
8. Request for permission to contact informants for more
comprehensive assessment of suicide risk and community
support
9. Report to the Consultant: assessment of the risk level,
identifying risk factors and protective factors, suggest the
psychiatric management plan
Other comments: _________________________________________________________________
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Level 1
Topic 13: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part II)
Scenario 1: A young lady cut wrist in front of her boyfriend after a quarrel
Date: ___________________
Trainee: _________________
Trainer: __________________
You are asked to assess a 19-year-old lady who has been brought to the A&E several hours ago
after cutting her wrist. She had a quarrel with her boyfriend this morning.
She is now pending the assessment of the orthopaedic surgeon for possible laceration of tendon.
She has agreed to be assessed by a psychiatrist.
There are two tasks. First, use 10 minutes to assess the risk. Second, use 5 minutes to report to
your consultant, Dr. Wong.
Suggestion to the actor:
There are two tasks, so you are the patient in the first task, and then you are Dr Wong in the
second task.
First Task:
You are Amy. You cut your wrist after a quarrel with your boyfriend. It has already been the sixth
episode of self harm this year.
Second task:
You are Dr Wong. You may ask the following questions:
• What is risk level?
• What are the protective factors and risk factors?
• Will you let the patient home?
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Evaluation of skills and knowledge for:
Level 1
Topic 13: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part II)
Scenario 1: A young lady cut wrist in front of her boyfriend after a quarrel
Areas of skills and knowledge

Comments

1. Establish good rapport by using good interviewing skills:
• Show empathy
• Appropriate use of open and close ended questions
• Reflective listening
• Structured and focused without using a checklist approach
2. Explore circumstances of the self harm
• Planned or impulsive
• Preparation or final acts
• Perceived lethality of the method used
• Disinhibiting factors (e.g. drugs or alcohol use)
• Discovery – prevention against being discovered, and how
was he discovered before she was brought to hospital
• Agreement to medical treatment for the aftermath of the
self harm, remorse?
3. Ask about possible stress factors or precipitants for the self
harm
4. Assess whether there is any associated psychiatric illness, e.g.:
• Depression
• Psychosis
• Substance or alcohol abuse
5. Assess whether there is any associated medical
Problems
6. Explore likelihood of further acts of self harm
• Previous attempts of self harm
• Beliefs about himself and his stressors
• Level of social support
• Persistent sense of hopelessness
• Suicidal ideation
• Willingness to be engaged with the mental health service
7. Explore on the risk of vengeful act towards boyfriend
• Previous attempts of violence, degree of severity
• Any plan/action taken
8. Request for permission to contact informants for more
comprehensive assessment of suicide risk and community
support
9. Report to the Consultant: assessment of the risk level,
identifying risk factors and protective factors, suggesting the
psychiatric management plan
Other comments: _________________________________________________________________
98

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Level 1
Topic 13: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part II)
Scenario 2: A young man attempting to jump from a bridge after taking amphetamine
Date: ___________________
Trainee: _________________
Trainer: __________________
A young man was brought to the A&E this morning for attempting to jump from a bridge after
taking amphetamine. He sprained his back when he was held by a passer-by.
He is now pending an X-ray of his lower back. He has agreed to be assessed by a psychiatrist.
There are two tasks. First, use 10 minutes to assess the suicidal risk. Second, use 5 minutes to
report to your consultant, Dr. Wong.
Suggestion to the actor:
There are two tasks, so you are the patient in the first task, and then you are Dr Wong in the
second task.
First Task:
You are Ben. You took amphetamine last night. You have been using amphetamine for a few
months.
Second task:
You are Dr. Wong. You may ask the following questions:
• What is risk level?
• What are the protective factors and risk factors?
• Will you let the patient home?
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Evaluation of skills and knowledge for:
Level 1
Topic 13: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part II)
Scenario 2: A young man attempting to jump from a bridge after taking amphetamine
Areas of skills and knowledge

Comments

1. Establish good rapport by using good interviewing skills:
• Show empathy
• Appropriate use of open and close ended questions
• Reflective listening
• Structured and focused without using a checklist approach
2. Explore circumstances of the self harm
• Planned or impulsive
• Preparation or final acts
• Perceived lethality of the method used
• Disinhibiting factors (e.g. drugs or alcohol use)
• Discovery – prevention against being discovered, and how
was he discovered before he was brought to hospital
• Agreement to medical treatment for the aftermath of the
self harm, remorse?
3. Ask about possible stress factors or precipitants for the self
harm
4. Assess whether there is any associated psychiatric illness, e.g.:
• Depression
• Psychosis
• Substance or alcohol abuse
5. Assess whether there are any associated medical problems
6. Explore likelihood of further acts of self harm
• Previous attempts of self harm
• Beliefs about himself and his stressors
• Level of social support
• Persistent sense of hopelessness
• Suicidal ideation
• Willingness to be engaged with the mental health service
7. Request for permission to contact informants for more
comprehensive assessment of suicide risk and community
support
8. Report to the Consultant: assessment of the risk level,
identifying risk factors and protective factors, suggesting the
psychiatric management plan
Other comments: _________________________________________________________________
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Level 1
Topic 13: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part II)
Scenario 3: A middle-age man had a drug overdose under the influence of persecutory delusion
Date: ___________________
Trainee: _________________
Trainer: __________________
A middle-age man was brought to the A&E for a drug overdose under the influence of a belief of
being harmed.
He is fully conscious, and the toxicology results are pending. He has agreed to be assessed by a
psychiatrist.
There are two tasks. First, use 10 minutes to assess the suicidal risk. Second, use 5 minutes to
report to your consultant, Dr. Wong.
Suggestion to the actor:
There are two tasks, so you are the patient in the first task, and then you are Dr Wong in the
second task.
First Task:
You are Calvin. You took an over dose of risperidone and paracetamol, as a way of coping with the
persecution and your headache.
Second task:
You are Dr. Wong. You may ask the following questions:
• What is risk level?
• What are the protective factors and risk factors?
• Will you let the patient home?
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Evaluation of skills and knowledge for:
Level 1
Topic 13: (General Adult Psychiatry) Assess suicidal risk after an episode of deliberate self harm,
with subsequent verbal report to a consultant (Part II)
Scenario 3: A middle-age man had a drug overdose under the influence of persecutory delusion
Areas of skills and knowledge

Comments

1. Establish good rapport by using good interviewing skills:
• Show empathy
• Appropriate use of open and close ended questions
• Reflective listening
• Structured and focused without using a checklist
approach
2. Explore circumstances of the self harm
• Planned or impulsive
• Preparation or final acts
• Perceived lethality of the method used
• Disinhibiting factors (e.g. drugs or alcohol use)
• Discovery – prevention against being discovered, and how
was he discovered before he was brought to hospital
• Agreement to medical treatment for the aftermath of the
self harm, remorse?
3. Ask about possible stress factors or precipitants for the self
harm
4. Assess whether there is any associated psychiatric illness,
e.g.:
• Depression
• Psychosis
• Substance or alcohol abuse
5. Assess whether there are any associated medical problems
6. Explore likelihood of further acts of self harm
• Previous attempts of self harm
• Beliefs about himself and his stressors
• Level of social support
• Persistent sense of hopelessness
• Suicidal ideation
• Willingness to be engaged with the mental health service
7. Request for permission to contact informants for more
comprehensive assessment of suicide risk and community
support
8. Report to the Consultant: assessment of the risk level,
identifying risk factors and protective factors, suggesting the
psychiatric management plan
Other comments: _________________________________________________________________
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Level 1
Topic 14: (General Adult Psychiatry) Explain treatment to a patient with depression
Scenario 1: Antidepressant to a first-onset depression patient
Date: ___________________
Trainee: _________________
Trainer: _________________
Mr. Chan is 30-year-old married lawyer. He presented with low mood, marked loss of energy and
interest and poor sleep and appetite for more than 6 months. He has no prior contact with mental
health service. You saw him yesterday and the diagnosis was a moderate depressive episode (first
episode). Today you are going to see him again in your clinic.
Explain the use of anti-depressant to him.

Suggestion to the actor:
You are Mr. Chan. You recently read from the newspaper that psychiatric medications may
cause significant side effects. There has also been reports of toxicity and even death, a
condition known as serotonin syndrome. Furthermore, you are worried that the medication
would make you drowsy and affect your work.
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Evaluation of skills and knowledge for:
Level 1
Topic 14: (General Adult Psychiatry) Explain treatment to a patient with depression
Scenario 1: Antidepressant to a first-onset depression patient
Areas of skills and knowledge

Comments

1. Introduce yourself and explain purpose of the
interview
2. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been
understood
3. Explain indications for use of anti-depressants
4. Explain the common side effects of anti-depressants
and symptoms of sudden withdrawal
5. Explain need for baseline blood tests before
commencement of treatment
6. Discuss possible time lag between commencement
of treatment and onset of its action
7. Discuss duration of treatment, need for prophylaxis
despite remission of symptoms for 6-9 months
8. Summarize information by providing information
leaflets
9. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 1
Topic 14: (General Adult Psychiatry) Explain treatment to a patient with depression
Scenario 2: Lithium augmentation to a patient with recurrent depressive disorder
Date: ___________________
Trainee: _________________
Trainer: _________________
Miss Lee is a 32-year-old housewife with a 2-year-old son. She has been suffering from recurrent
depressive disorder for 6 years, and she is now experiencing a relapse. She tried 2 antidepressants
(fluoxetine 60mg daily and then venlafaxine 225mg daily) for a total of 6 months. Despite good
medication adherence and having completed a course of cognitive behaviour therapy, her
depression has not yet come to remission. You are going to see her again today in your clinic.
Explain the use of lithium augmentation to her.

Suggestion to the actor:
You are Miss Lee. You are most frustrated about the lack of progress and repeated relapse over
the course of illness. There was an episode when you were so frustrated that you skip your
medication, only to feel more restless, low in mood, perspiration and palpitation. You feel
discouraged as it seems that you are “hooked onto the medication” and that your mental illness
will never be cured.
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Evaluation of skills and knowledge for:
Level 1
Topic 14: (General Adult Psychiatry) Explain treatment to a patient with depression
Scenario 2: Lithium augmentation to a patient with recurrent depressive disorder
Areas of skills and knowledge

Comments

1. Introduce yourself and explain purpose of the
interview
2. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been
understood
3. Explain indications for lithium augmentation in
treatment resistant depression and duration of
treatment
4. Explain the common side effects of lithium:
• Metallic taste and dry mouth
• Polydipsia and polyuria
• Gastro-intestinal disturbances
• Fine tremor, fatigue, drowsiness
• Acne, weight gain
5. Explain need for baseline blood tests (RFT, TFT);
regular serum level monitoring until lithium
concentration is within the therapeutic range
6. Explain risks of developing hypothyroidism hence
need for regular monitoring of thyroid function,
and renal function monitoring to ensure
clearance of lithium is not being compromised
7. Explain conditions where lithium levels could be
affected by: diarrhea, vomiting, renal
impairment, drug interactions; and signs of
toxicity: GI and CNS disturbances
8. Summarize information by providing information
leaflets
9. Ending - Ask if the patient has any questions
before concluding the interview

Other comments: _________________________________________________________________
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Level 1
Topic 14: (General Adult Psychiatry) Explain treatment to a patient with depression
Scenario 3: Electro-convulsive therapy (ECT) to an in-patient with severe depression
Date: ___________________
Trainee: _________________
Trainer: _________________
Miss Wong was admitted to ward 1 month ago for a recurrence of depression. Her depressive
features were severe. She failed to respond to a course of antidepressant treatment (venlafaxine
augmented by mirtazapine). She still has strong suicidal idea. Discuss with her about
electro-convulsive therapy (ECT).

Suggestion to the actor:
You are Miss Wong. You are suffering from a full-blown depressive episode with marked
psychomotor retardation, severely lethargic, lack of appetite and strong suicidal wish. You felt
that it is meaningless to live, not to mention any further treatment. The only thing that keeps
you going on is the support from your family.
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Evaluation of skills and knowledge for:
Level 1
Topic 14: (General Adult Psychiatry) Explain treatment to a patient with depression
Scenario 3: Electro-convulsive therapy (ECT) to an in-patient with severe depression
Areas of skills and knowledge

Comments

1. Introduce yourself and explain purpose of the
interview
2. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been
understood
3. Explain what ECT is, the different types of ECT, and
how it is thought to work
4. Explain the indications for ECT
5. Explain the procedure
6. Explain other important details:
• Duration of treatment
• Number of courses involved
• Risks involved with general anaesthesia
• Short term memory problems and lack of
evidence of longer term SEs
• Consent / withdrawal of consent
7. Summarize information by providing information
leaflets
8. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 1
Topic 15: (General Adult Psychiatry) Explain treatment to a pregnant patient
Scenario 1: Antidepressant treatment for a depressed patient with an unplanned pregnancy
Date: ___________________
Trainee: _________________
Trainer: _________________
Ms. Chan is a 35-year-old married teacher. She has 10 years’ history of recurrent depressive
episodes. Her mother and elder sister also suffer from depression. She has had three past
depressive episodes and the last episode was three years ago. She has been taking Citalopram
40mg nocte, with remission of her depressive symptoms. You have been her case doctor for two
years.
She came to your clinic alone today, showing you a letter from a GP informing you of her positive
pregnancy test. Her LMP was 12 weeks ago. This pregnancy is unplanned. She is worried about the
adverse effects of medication on her baby.
Discuss with her about taking her anti-depressant during pregnancy.
Suggestions to the actor:
You may ask the following questions:
• Should I stop the antidepressant?
•

What would happen if I stopped taking the antidepressant? How likely is it for me to have a
relapse during my pregnancy?

•

Should the dose of Citalopram be reduced?

•

Will my baby be abnormal?

•

Should I have an abortion?

•

What can I do to help my baby?
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Evaluation of skills and knowledge for:
Level 1
Topic 15: (General Adult Psychiatry) Explain treatment to a pregnant patient
Scenario 1: Antidepressant treatment for a depressed patient with an unplanned pregnancy
Areas of skills and knowledge

Comments

1. Establish rapport
• Show empathy and reflective listening
• Avoid using jargon
• Address the patient’s concerns
• Check that the information given has been
understood
2. The risks and benefits of antidepressant treatment
during pregnancy
3. The risks and benefits of stopping the
antidepressant
• Explain risk of relapse during pregnancy
4. The possible consequences of sudden cessation of
antidepressant
5. The measures to minimize the risk of adverse effects
on her pregnancy
• Discuss the different antidepressants available
and considerations in choosing treatment in view
of their different potential effects on the baby
(i.e. foetal exposure) and breastfeeding
• Mention the need to liaise with the obstetric team
during her pregnancy to monitor her progress
6. Summarize information given and provide
information leaflets
7. Ending - Ask the patient if she has any questions
before concluding the interview
8. Offer to meet her again together with her husband

Other comments: _________________________________________________________________
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Level 1
Topic 15: (General Adult Psychiatry) Explain treatment to a pregnant patient
Scenario 2: Antipsychotic treatment for a schizophrenic patient with an unplanned pregnancy
Date: ___________________
Trainee: _________________
Trainer: _________________
Ms. Chan is a 35-year-old housewife. She has 10 years’ history of paranoid schizophrenia, with four
past admissions for relapses due to poor drug compliance. She has been taking Haloperidol 3mg
nocte. You have been her case doctor for two years. Her mental state has remained stable in the
past two years, with no active psychotic symptoms. Her drug compliance has been supervised by
her husband.
She came to your clinic alone today, showing you a letter from a GP informing you of her positive
pregnancy test. Her LMP was 12 weeks ago. This pregnancy is unplanned. She is worried about the
adverse effects of medication on her baby. Discuss with her about taking her anti-psychotic during
her pregnancy.
Suggestions to the actor:
You may ask the following questions:
• Should I stop the antipsychotic?
•

What would happen if I stopped taking the antipsychotic? How likely is it for me to have a
relapse during my pregnancy?

•

Should the dose of Haloperidol be reduced?

•

Will my baby be abnormal?

•

Should I have an abortion?

•

What can I do to help my baby?
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Evaluation of skills and knowledge for:
Level 1
Topic 15: (General Adult Psychiatry) Explain treatment to a pregnant patient
Scenario 2: Antipsychotic treatment to a schizophrenic patient with an unplanned pregnancy
Areas of skills and knowledge

Comments

1. Establish rapport
• Show empathy and reflective listening
• Avoid using jargon
• Address the patient’s concerns
• Check that the information given has been
understood
2. The risks and benefits of antipsychotic treatment
during pregnancy
• Explain risk of relapse during her pregnancy
3. The risks and benefits of stopping the antipsychotic
4. The possible consequences of sudden cessation of
antipsychotic
5. The measures to minimize the risks of adverse
effects on her pregnancy
• Discuss the different antipsychotics available and
considerations in choosing treatment in view of
their different potential effects on the baby (i.e.
foetal exposure) and breastfeeding
• Mention the need to liaise with the obstetric team
during her pregnancy to monitor her progress
6.
7. Summarize information given and provide
information leaflets
8. Ending - Ask the patient if she has any questions
before concluding the interview
9. Offer to meet her again together with her husband

Other comments: _________________________________________________________________
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Level 1
Topic 15: (General Adult Psychiatry) Explain treatment to a pregnant patient
Scenario 3: Prophylactic lithium treatment for a bipolar patient who wants to start a family next
year
Date: ___________________
Trainee: _________________
Trainer: _________________
Ms. Wong is a 35-year-old designer. She has 10 years’ history of bipolar affective disorder, with five
past admissions for relapse (3 manic episodes, 2 depressive episodes). The relapses were mainly
due to poor compliance and work stress. She has been taking lithium 1000mg per day. Her latest
lithium level was 0.7 mmol/L. You have been her case doctor for two years and she has been
mentally stable. Her drug compliance is supervised by her husband.
She came to your clinic alone today, telling you that she has planned with her husband to have a
baby next year. She is worried about the adverse effects of medication on her baby.
Discuss with her about taking lithium during pregnancy.
Suggestions to the actor:
You may ask the following questions:
- Should I stop lithium?
-

What would happen if I stopped lithium?

-

Should the dose of lithium be reduced?

-

Will my baby be abnormal?

-

Will I need to have an abortion if I get pregnant while taking Lithium?

-

What can I do to help my baby?
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Evaluation of skills and knowledge for:
Level 1
Topic 15: (General Adult Psychiatry) Explain treatment to a pregnant patient
Scenario 3: Prophylactic lithium treatment for a bipolar patient who wants to start a family next
year
Areas of skills and knowledge

Comments

1.

Establish rapport
• Show empathy and reflective listening
• Avoid using jargon
• Address the patient’s concerns
• Check that the information given has been
understood

2.

The risks and benefits of lithium treatment during
pregnancy

3.

The risks and benefits of stopping lithium

4.

The possible consequences of sudden cessation of
lithium
• Explain the risk of relapse during pregnancy
The measures to minimize the risk of adverse
effects on the pregnancy
• Mention need to liaise with obstetric team
during her pregnancy to monitor her progress
Other options of medications and
non-pharmacological treatment
• Explain the risks of different medications on her
foetus and breastfeeding
Summarize information by providing information
leaflets

5.

6.

7.
8.

Ending - Ask the patient if she has any questions
before concluding the interview

9.

Offer to meet her again together with her husband

Other comments: _________________________________________________________________
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Level 1
Topic 16: (General Adult Psychiatry) Taking collateral information from the mother of a patient
admitted to the ward
Scenario 1: First-episode psychosis
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Au is a 55-year-old housewife whose son, Adrian, was compulsorily admitted to ward last
night. You saw Adrian alone last night and the preliminary diagnosis was schizophrenia.
Adrian is a 20-year-old university student who was brought to hospital as he went to a police
station complaining that he was poisoned by secret agents sent by the Chinese Government and
that a computer chip was implanted into his brain. Adrian is new to the mental health service.
Adrian has given his consent for you to speak to his mother.
You are going to see Mrs. Au. Use 10 minutes to take collateral information from her to ascertain
the diagnosis and perform a risk assessment.
Suggestion to the actor:
You are Adrian’s mother. You have noticed that Adrian has been mentally unwell for about six
months. He kept talking about his classmates from mainland China who were secret agents sent by
the Chinese Government. He complained of discomfort in various parts of his body, saying that he
was poisoned. He asked his mother to touch his head again and again to find a computer chip
inside his head.
Adrian has no history of substance abuse, self-harm or violence.
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Evaluation of skills and knowledge for:
Level 1
Topic 16: (General Adult Psychiatry) Taking collateral information from the mother of a patient
admitted to the ward
Scenario 1: First-episode psychosis
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy
• Explore her concerns
• Acknowledge her distress
• Open-ended questions
•
2. Onset and course of illness
• Duration of illness
• Precipitating events
• Progression of the illness
3. Symptoms of schizophrenia, including
• Delusions and hallucinations
• Thought disorder
• Bizarre behaviour
• Negative symptoms
4. Associated mood symptoms
5. Functional Impairment
6. Coping by the patient and his family
• Previous treatment received
7. Background
• Family history of mental illness
• Past physical health
• Substance abuse
• Premorbid personality
8. Risk assessment:
• History of self-harm and violence
• Risk of self-neglect
• Current stressors
• Support network available

Other comments: _________________________________________________________________
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Level 1
Topic 16: (General Adult Psychiatry) Taking collateral information from the mother of a patient
admitted to the ward
Scenario 2: Depression
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Chow is a 60-year-old housewife whose daughter, Beatrice, was compulsorily admitted to the
ward last night. The preliminary diagnosis was severe depressive episode. Beatrice, a 31-year-old
saleslady, was brought to hospital as she attempted to hang herself at her boyfriend’s home.
Beatrice is new to the mental health service. Beatrice has given her consent for you to speak to her
mother.
You are going to see Mrs. Chow. Use 10 minutes to take collateral information from her to ascertain
the diagnosis and perform a risk assessment.
Suggestion to the actor:
You are Beatrice’s mother. You have noticed that Beatrice has been mentally unwell for the past
three months, probably related to her relationship problem with her boyfriend. You are living with
Beatrice but she stays at her boyfriend’s home at times. She was noted to be depressed and tired.
She had been eating less lately and you noted that she had recently lost a lot of weight.
Beatrice has no history of substance abuse or violence. She has a history of deliberate self-harm
prior to the index episode by attempting to hang herself.
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Evaluation of skills and knowledge for:
Level 1
Topic 16: (General Adult Psychiatry) Taking collateral information from the mother of a patient
admitted to the ward
Scenario 2: Depression
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy
• Explore her concerns
• Acknowledge her distress
2. Onset and course of illness
• Duration of illness
• Precipitating events
• Progression of the illness
3. Symptoms of depression
4. Functional Impairment
5. Coping by the patient and her family
• Previous treatment received
6. Background
• Family history of mental illness
• Past physical health
• Substance abuse
• Premorbid personality
7. Risk assessment:
• History of self-harm and violence
• Risk of self-neglect
• Current stressors
• Support network / protective factors
Other comments: _________________________________________________________________

118

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Level 1
Topic 16: (General Adult Psychiatry) Taking collateral information from the mother of a patient
admitted to the ward
Scenario 3: Mania
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Chan is a 60-year-old housewife whose daughter, Candy, was compulsorily admitted to the
ward last night. The preliminary diagnosis was a manic episode in bipolar affective disorder. Candy,
a 23-year-old teacher, was brought to hospital as she attempted to fly out of the window in her
classroom. She is new to the mental health service but she has been taking antidepressant from a
family physician for about a year. Candy has given her consent for you to speak to her mother.
You are going to see Mrs. Chan. Use 10 minutes to take collateral information from her to ascertain
the diagnosis and to perform a risk assessment.
Suggestion to the actor:
You are Candy’s mother. Candy was very depressed about one year ago and she consulted a family
physician. She was prescribed an antidepressant and her mood and sleep improved about three
months later. Her mood then remained stable and she was able to cope with work. However, since
one week ago, Candy became very elated, talkative and energetic. She kept speaking English at
home. She also claimed to have a plan to save the world by using her super powers.
Candy has no history of substance abuse or violence. She has a history of deliberate-self harm in
the current episode by attempting to fly out of the window at school.
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Evaluation of skills and knowledge for:
Level 1
Topic 16: (General Adult Psychiatry) Taking collateral information from the mother of a patient
admitted to the ward
Scenario 3: Mania
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy
• Explore her concerns
• Acknowledge her distress
2. Onset and course of illness
• Duration of illness
• Precipitating events
• Progression of the illness
3. Symptoms of mania in current episode
4. Symptoms of depression in current episode
5. Past depressive / manic episodes
6. Functional Impairment
7. Coping by the patient and her family in response to
her problems
• Previous treatment received
8. Background
• Family history of mental illness
• Past physical health
• Substance abuse
• Premorbid personality
8. Risk assessment:
• History of self-harm and violence
• Risk of self-neglect
• Risk of overspending / being exploited by others
• Support network / protective factors

Other comments: _________________________________________________________________
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Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 1: A chronic schizophrenic patient refusing endoscopy for gastrointestinal bleeding
Date: ____________________
Trainee: __________________
Trainer: __________________
You are seeing Mr. John Chan, aged 50, who was admitted to a surgical ward for tarry stools. His
hemoglobin level was 6gm/dl. He was assessed by the surgical team and urgent OGD was
recommended to investigate this potentially life-threatening condition. Mr. Chan is refusing
treatment and insisting on discharge against medical advice (DAMA) for “political shelter”. He has a
history of schizophrenia for more than 20 years. The surgical team has referred him to you to
assess his capacity to refuse treatment.
You have two tasks – 1) Use 7 minutes to assess his capacity to refuse treatment. 2) Use 3 minutes
to explain your findings to the surgeon, Dr. Wong.
Suggestion to the actor:
First Task (acting as the patient):
You are John. You live in a private hostel for the mentally ill. You were admitted to the surgical ward
after fainting at the hostel. You have a history of passing tarry stools. The surgeon told you that you
have severe anemia and that you need an endoscopy to investigate the source of the bleeding.
They explained that the bleeding in your stomach is a potentially life-threatening condition.
You know where you are (in hospital) and the reason of admission (fainting and falling down). You
believe what the doctor told you about the cause of your fall (anemia caused by bleeding in your
GI tract). However, you do not believe that the OGD can help because a voice is telling you that it
will damage your stomach. The voices are also telling you to “get out of here” and you believe that
your physical condition is the result of “political rivalry”.
You can repeat the indication/ potential complications/ alternative Rx/ consequences without OGD
as explained by doctor. You have no problems with your memory.
Repeatly say “I don’t need an OGD because it doesn’t help with my situation… I need to go home
and seek political shelter now” whenever the doctor ask you to give consent for the OGD. You are
anxious, demanding to “escape” from danger. Nevertheless, you are willing to talk to the
psychiatrist.
Second task (acting as the surgeon):
You are Dr Wong, the surgeon. You may ask the following questions:
- Is he mentally fit for refusal of treatment?
- Why do you think that he is not mentally fit for refusing treatment?
- How can I proceed with the OGD? Should I apply to the Court? Can a family member sign the
consent form on his behalf?
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Evaluation of skills and knowledge for:
Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 1: A chronic schizophrenic patient refusing endoscopy for gastrointestinal bleeding
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy
• Open-ended questions
• Address his concerns
2. Explain the procedure
• Avoid using jargon
3. Assess his psychopathology, especially any
symptoms related to his beliefs regarding the OGD
4. Assess his mental capacity to refuse treatment,
including:
• His understanding of the information, e.g. the
indication and nature of the procedure, potential
risks, consequences of refusing treatment
• His ability to retain the relevant information
• His reasoning ability to make a decision based on
the pros and cons discussed
5. Recommendations to the surgeon:
• Explain that the patient is not mentally fit to
refuse the treatment
• Recommend the use of MHO Part IVC

Other comments: _________________________________________________________________
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Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 2: A young lady admitted for paracetamol overdose refusing investigations/ treatment
at AED
Date: ____________________
Trainee: __________________
Trainer: __________________
You are seeing Ms. Ann Lam, aged 20, who was admitted to the AED for paracetamol overdose. She
has refused all physical examinations, investigations and treatment. Dr. Wong, the AED doctor, has
asked you to see Ms. Lam to assess her mental capacity to refuse investigations and treatment.
You have two tasks – 1) use seven minutes to assess her capacity to refuse investigation and
treatment, 2) use three minutes to talk to the AED doctor, Dr Wong.
Suggestions to the actor:
First Task (acting as the patient):
You are Ann Lam and you live with your boyfriend. You were admitted to the AED for an overdose
of 20 tablets of paracetamol. You overdosed as you had relationship problems with your boyfriend.
You can decide on Ms. Lam’s background, mental illness and her mental capacity to refuse
treatment.
Second task (acting as the surgeon):
You are Dr. Wong, the surgeon. You may ask the following questions:
- Is she mentally fit for refusal?
- Can you please explain your findings?
- How can I proceed with the investigations and treatment? Should I apply to the Court? Can the
family member sign the consent form on her behalf?
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Evaluation of skills and knowledge for:
Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 2: A young lady admitted for paracetamol overdose refusing investigations/ treatment
at AED
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy
• Open-ended questions
• Address her concerns
2. Explain the procedure
• Avoid using jargon
3.

Assess her psychopathology, especially any
symptoms related to her beliefs regarding the
investigations / treatment

4.

Assess his mental capacity to refuse treatment,
including:
• Her understanding of the information, e.g. the
indication and nature of the procedure, potential
risks, consequences of refusing treatment
• Her ability to retain the relevant information
• Her reasoning ability to make a decision based on
the pros and cons discussed

5. Recommendations to the AED doctor:
• Explain the patient’s mental fitness to refuse
investigations / treatment
• The role of MHO Part IVC
• Convey your findings in a professional manner

Other comments: _________________________________________________________________
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Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 3: A man with alcohol dependence refuses liver transplant
Date: ____________________
Trainee: __________________
Trainer: __________________
You are seeing Mr. Tsui, aged 50, who was admitted to the surgical ward for end-stage liver failure
and cirrhosis. Liver transplant is indicated and a liver from a cadaver donor is available. However,
he refuses to undergo the transplant. Dr Wong, the liver transplant team surgeon, asked you to see
Mr. Tsui to assess his mental capacity to refuse surgery.
You have two tasks – 1) Use 7 minutes to assess his capacity to refuse treatment. 2) Use 3 minutes
to explain your findings to the surgeon, Dr. Wong.
Suggestion to the actor:
First task (acting as the patient):
You are Mr. Tsui. You live alone. You were admitted to the surgical ward for liver transplant. You
have a long history of alcohol dependence but you have stopped drinking for more than 2 years
after being diagnosed with severe liver cirrhosis.
(You can decide the background story of Mr. Tsui, including his mental illness and mental fitness to
refuse treatment.)
Second task (acting as the surgeon):
You are Dr Wong, the surgeon. You may ask the following questions:
- Is he mentally fit for refusal?
- If not, can you give me the reasons for your conclusion?
- How can I proceed with the investigation and treatment? Should I apply to the Court? Can the
family member sign the consent form on his behalf? How about part IVC of MHO?
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Evaluation of skills and knowledge for:
Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 3: A man with alcohol dependence refuses liver transplant
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy
• Open-ended questions
• Address his concerns
2. Explain the procedure
• Avoid using jargon
3. Assess his psychopathology, especially any
symptoms related to his beliefs regarding the liver
transplant
4. Assess his mental capacity to refuse treatment,
including:
• His understanding of the information, e.g. the
indication and nature of the procedure, potential
risks, consequences of refusing treatment
• His ability to retain the relevant information
• His reasoning ability to make a decision based on
the pros and cons discussed
5. Recommendations to the surgeon:
• Explain whether the patient is mentally fit to
refuse the treatment
• Explain the role of MHO Part IVC
• Convey your findings in a professional manner
Other comments: _________________________________________________________________
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Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 4: Electro-convulsive therapy (ECT) for a patient with severe depression
Date: ____________________
Trainee: __________________
Trainer: __________________
You are seeing Ms. Choi, aged 30, who was admitted compulsorily for severe depressive episode.
She has refused to eat for two days. She plans to commit suicide by starving herself. Your
consultant, Dr. Wong, has suggested electro-convulsive therapy during your ward round. You will
see her today to assess her mental capacity to give her consent for ECT.
You have two tasks – 1) use seven minutes to assess her mental fitness for consent, 2) use three
minutes to discuss your findings with Dr. Wong.
Suggestions to the actor:
First task (acting as the patient):
You are Miss Choi. You live with your boyfriend. You were admitted to the ward for severe
depressive episode. You have heard from other patients in the ward about the risks of ECT and you
are very afraid to try it.
(You can decide the background story of Ms. Choi and whether or not she is mentally fit to give her
consent for ECT.)
Second task (acting as the consultant):
You are Dr. Wong, the consultant. You may ask the following questions:
- Is she mentally fit to consent for ECT?
- If not, what are the reasons for your conclusion?
- How can we proceed with ECT? Do we need to apply to the Court? Can her family sign the
consent form on her behalf?
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Evaluation of skills and knowledge for:
Level 1
Topic 17: (General Adult Psychiatry) Assess mental capacity
Scenario 4: Electro-convulsive therapy (ECT) for a patient with severe depression
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy
• Open-ended questions
• Address his concerns
2. Explain the procedure
• Avoid using jargon
3. Assess her psychopathology, especially any
symptoms related to her beliefs regarding ECT
4. Assess her mental capacity to refuse treatment,
including:
• Her understanding of the information, e.g. the
indication and nature of the procedure, potential
risks, consequences of refusing treatment
• Her ability to retain the relevant information
• Her reasoning ability to make a decision based on
the pros and cons discussed
5. Discussion with consultant:
• Explain whether the patient is mentally fit to
refuse the treatment
• Explain the role of MHO Part IVC
• Convey your findings in a professional manner

Other comments: _________________________________________________________________
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Level 1
Topic 18: (Rehabilitation & Social Psychiatry) Explaining antipsychotic treatment
Scenario 1: Explaining depot antipsychotic to a patient with schizophrenia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. Wong, a 28-year-old single unemployed man, was compulsorily admitted to the ward two
weeks ago. At that time he threatened to hurt his parents whom he believed to be undercover
agents sent by aliens to spy on him. This is the third episode within the past year that Mr. Wong
has been admitted to a mental health unit for similar reasons. He was diagnosed to be suffering
from Schizophrenia. His mental state usually improved after a stay at the hospital but appeared
to deteriorate after discharge.
Depot antipsychotic was recommended after the firm meeting; you have been asked by your
Consultant to use 10 minutes to explain this to the client.
Suggestions to the actor:
You are much better after the scary beliefs of aliens trying to control you via your family vanished.
You do not think you need any more medications now that you are well; and it is troublesome to
take the pills daily. You stop taking medications soon after you leave hospital. However, you are a
bit worried as this time you almost used a chopper on your parents. You are not too happy when
the doctor suggested that you have to receive regular injections but you are willing to listen to
his/her explanation. Your questions for him/her are – is it addictive? What are its side effects?
How long is it needed? Why is this suitable for you?
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Evaluation of skills and knowledge for:
Level 1
Topic 18: (Rehabilitation & Social Psychiatry) Explaining antipsychotic treatment
Scenario 1: Explaining depot antipsychotic to a patient with schizophrenia
Areas of skills and knowledge

Comments

1. Ability to develop rapport and trust with a client
2. Allowing the client to express his concerns
3. Guiding discussion onto treatment and
management
4. Knowledge of depot antipsychotic in the treatment
of schizophrenia, including:
a. Mechanisms of action – how depot works
b. Types of depot antipsychotic
c. Dosage titration
d. Frequency of injection
e. Likely duration of treatment
f. Possible adverse events and side effects
g. Pros and cons of depot antipsychotic

5. Ability to communicate this knowledge to the
client
6. Indications for depot antipsychotic in this scenario:
a. Risk of relapse
b. History of violence/threats to family
c. Outline compliance/adherence issue
d. Exploration of insight
7. Allowing for questions at the end of the discussion

Other comments: _________________________________________________________________
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Level 1
Topic 18: (Rehabilitation & Social Psychiatry) Explaining antipsychotic treatment
Scenario 2: Explaining the prescription of Clozapine to a treatment-resistant patient in the
hospital
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Ms. Kwan is a 31-year-old unmarried lady who has suffered from schizophrenia for 5 years. She
exhibited persecutory delusion towards her parents and had verbal threats to harm them during
relapses. For the current admission starting a year ago, she presented with muttering to herself,
poor sleep, irritability, persecutory and referential delusion. She harboured persecutory delusion
against hospital staff and attempted to hang herself in the ward. Her mental state remained
fluctuating despite trials of several typical and atypical antipsychotics. Your team has reviewed her
case and suggested to try clozapine. You are going to see Ms. Kwan today and explain the use of
clozapine to her.
Suggestion to actress:
You trust your doctor is trying to help you as you frequently have mood swings and agitation.
However, you are suspicious about your case nurse, whom you believe has been trying to poison
you. You have heard that your doctor would like to start you on a different medication. You
show great reluctance when you are advised to have frequent blood taking. You have doubts
towards the efficacy of clozapine. You feel terrified when you hear the list of side-effects, and is
particularly worry about weight gain. You are also worried about the need for long term
treatment.
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Evaluation of skills and knowledge for:
Level 1
Topic 18: (Rehabilitation & Social Psychiatry) Explaining antipsychotic treatment
Scenario 2: Explaining the prescription of Clozapine to a treatment-resistant patient in the
hospital
Areas of skills and knowledge

Comments

1. Introduce yourself and explain purpose of the interview:
discuss on the option of clozapine use
2. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been understood
3. Explain indications for clozapine: drug of choice in treatment
resistant schizophrenia, efficacy in reducing suicidal risk,
lower risk of EPSE and likely duration of treatment
4. Explain the side effects of clozapine
• Neutropenia, agranulocytosis
• Risk of seizures in high doses
• Myocarditis
• Weight gain and metabolic risk
• Hypersalivation
• Sedation
• Tachycardia
• Hypotension
• Constipation
• Others: fever, nocturnal enuresis, nausea
5. Explain need for baseline blood tests, including fasting
glucose and lipid profile and ECG
6. Explain need for regular blood testing: weekly for first 18
weeks, then every 2 weeks for the remainder of the year.
After that, it can be done monthly. (Maudsley guideline)
7. Explain the importance of regular drug compliance and what
to do in case a dose is missed: not to take two doses in one
go, consult doctor if it has been over 48 hours since your last
dose as re-titration would be needed
8. Ending - Summarize information by providing information
leaflets; ask if patient has any questions before concluding
the interview

Other comments: _________________________________________________________________
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Level 1
Topic 18: (Rehabilitation & Social Psychiatry) Explaining antipsychotic treatment
Scenario 3: Explaining the prescription of Clozapine to a treatment-resistant patient in the
outpatient setting
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. Wong is a 30-year-old unemployed man who has suffered from paranoid schizophrenia for 5
years. He had one admission in the past to a mental unit at the onset of his illness, presenting with
insomnia, auditory hallucination in the form of running commentary, persecutory delusion and
referential delusion. His psychotic symptoms ameliorated with treatment but over the years there
were residual auditory hallucination and paranoid delusion, which hindered him from sustaining a
job. He has good drug compliance and always wishes to return to work. You have conducted a drug
review for him and found that he has suboptimal response to at least 3 antipsychotics, including
one atypical. You are going to see him in your clinic today and discuss with him the option of using
clozapine.
Suggestion to actor:
You understand that you are suffering from schizophrenia, and you feel that medications have
been partially helpful in reducing your paranoia. However, the residual voices and the feelings of
being persecuted are persistent. It is difficult for you to ignore them at times. You have
difficulty in concentrating and sometimes you feel irritable. Your doctor has been trying to adjust
your medications but the result still seems suboptimal. He/She told you that there is a
medication called clozapine, which can be an effective treatment for the residual symptoms. You
show doubts in its efficacy, and do not understand how different it can be when compared with
other medications. You hesitate when your doctor tells you that you need to have regular
follow-up and blood monitoring. You are worried about the side effects which may affect your
future working ability.
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Evaluation of skills and knowledge for:
Level 1
Topic 18: (Rehabilitation & Social Psychiatry) Explaining antipsychotic treatment
Scenario 3: Explaining the prescription of Clozapine to a treatment-resistant patient in the
outpatient setting
Areas of skills and knowledge

Comments

1. Introduce yourself and explain purpose of the interview:
discuss on the option of clozapine use
2. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been understood
3. Explain indications for clozapine: drug of choice in treatment
resistant schizophrenia, efficacy in reducing suicidal risk,
lower risk of EPSE and likely duration of treatment
4. Explain the side effects of clozapine
• Neutropenia, agranulocytosis, risk of seizures in high
doses, myocarditis, weight gain and metabolic risk,
hypersalivation, sedation, tachycardia, hypotension,
constipation, others, e.g. fever, nocturnal enuresis,
nausea
5. Explain need for baseline blood tests, including fasting
glucose and lipid profile and ECG
6. Explain need for regular blood testing: weekly for first 18
weeks, then every 2 weeks for the remainder of the year.
After that, it can be done monthly. (Ref: The Maudsley
Precription Guideline)
7. Explain need of frequent FU during initial titration of
medication, preferably daily attendance at day hospital: for
blood taking, assessment of response and SE and for gradual
titration of dosage
8. Explain the importance of regular drug compliance and what
to do in case a dose is missed: not to take two doses in one
go, consult doctor if it has been over 48 hours since your last
dose as re-titration would be needed
9. Explain what patient can do if experiencing SE: e.g. inform
staff at day hospital, inform CPN, advance FU, attend AED
10. Ending - Summarize information by providing information
leaflets; ask if patient has any questions before concluding
the interview
Other comments: _________________________________________________________________
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Level 1
Topic 19: (Forensic Psychiatry) Assess violent risk, with a subsequent verbal report to a
consultant
Scenario 1: A psychotic patient who has hit a co-patient in the ward under the influence of
persecutory delusion
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Man, a 25-year-old halfway house resident, was admitted to a mental hospital 1 day ago for
relapse of psychosis. You are the on-call doctor, and are asked by the nurse to assess the Mr. Man
for his aggressive gesture towards a co-patient in the ward.
Assess the violent risk of Mr. Man with a subsequent verbal report to a consultant.
Suggestion to the actor:
History: You have a history of schizophrenia for 5 years. You do not have substance abuse history.
You presented with persecutory and reference delusion of being harmed and followed by gangsters.
You experience auditory hallucination in the nature of second person in which you are scolded by
the voices. You also experience auditory hallucination in the nature of third person with running
commentary. You have had multiple psychiatric admissions due to poor drug adherence. You had a
history of violence in which you punched your parents and broke furniture twice under psychotic
influence (you believed that your parents sided with some gangsters and they would turn against
you.) You were discharged to a halfway house 1 year ago. Three days ago, you went to the
Mainland with your family and forgot to take your medications. You started to become suspicious
and felt that you were being pinpointed by your family members and stared at by strangers in
streets. You returned to the halfway house and then they escorted you to the hospital yesterday.
You could not sleep at all. You believed that some co-patients had triad affiliations and were sent
to the ward to monitor you. During lunch today, you punched a co-patient on his head after he
‘stared’ at you. You had no remorse, saying that it was for ‘self-defense’.
Mental state: You are agitated and suspicious. You repeatedly question the identity of the doctor.
You are actively psychotic. You appear to be hearing voices. Your insight is poor, saying “I have to
defend myself from the gangsters”.
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Evaluation of skills and knowledge for:
Level 1
Topic 19: (Forensic Psychiatry) Assess violent risk, with a subsequent verbal report to a
consultant
Scenario 1: A psychotic patient who has hit a co-patient in the ward under the influence of
persecutory delusion
Areas of skills and knowledge

Comment

1. Attitude

2. Empathy

3. Circumstances of the violent act

4. Mood and Psychotic symptoms
5. Substance abuse
6. Anger and remorse
7. Ongoing violent ideation
8. Management and report to consultant

Other comments: _________________________________________________________________
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Level 1
Topic 19: (Forensic Psychiatry) Assess violent risk, with a subsequent verbal report to a
consultant
Scenario 2: A mother with depression hitting her 3-year-old son repeatedly
Date: ____________________
Trainee: __________________
Trainer: _________________
Mrs. Lo, a 35-year-old married lady, attended the Accident and Emergency Department (AED)
herself. She reported that she has hit her 3-year-old son repeatedly. She had a history of
depression with regular follow up at a private clinic. You are going to her at the AED.
Assess the violent risk with a subsequent verbal report to the consultant.
Suggestion to actor:
History:
You had postpartum depression after giving birth to your son 3 years ago. You had low mood with
crying spells in the postpartum period. You also had fleeting ideas of harming your son, but you
had no actual violent or self harm act. A private psychiatrist prescribed an antidepressant to you
and your mental condition was stable over the past two years. However, you discontinued the
medications 2 months ago without discussing with your private doctor as you are planning to get
pregnant soon. You have been feeling more agitated and depressed in the recent one month as
your husband started a new job in Mainland. You feel your husband has been treating you poorly
and were worried that he might have extra-marital affairs. You have prominent depressive features,
including low mood with agitation occasionally, low energy level, loss of interest in playing
Mahjong, poor concentration and had a worthless and helpless feeling. You do not have suicidal or
violent ideation. You hear a voice calling your name and saying you are useless at times. There is no
commanding or running commentary in the voices. You are not deluded. You are not certain about
your husband’s extramarital affairs. You started to hit your 3-year-old son when he misbehaved in
the recent 2 weeks. You hit him with bare hands at least 5 or 6 times. In the most serious episode,
you slapped him and resulted in bruises. You feel extremely guilty. You acknowledged that you
have lost control of your temper due to low mood. You have no plans to harm others.
You have little social support. Your husband is working in the Mainland and he only returns to
Hong Kong during weekends. Other family members are either in the Mainland or foreign
countries. There are only you and your son at home most of the time.
Mental State: You are tearful. You had psychomotor retardation. You feel guilty. You said “I couldn’t
control myself’, when you were asked about your violent episodes. You experience auditory
hallucination in which a voice is scolding you.
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Evaluation of skills and knowledge for:
Level 1
Topic 19: (Forensic Psychiatry) Assess violent risk, with a subsequent verbal report to a
consultant
Scenario 2: A mother with depression hitting her 3-year-old son repeatedly
Areas of skills and knowledge

Comment

1. Empathy

2. Mood symptoms

3. Psychotic symptoms

4. Circumstances of the violent act
5. Ongoing violent ideation

6. Social support

7. Management and report to the consultant

Other comments: _________________________________________________________________
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Level 1
Topic 19: (Forensic Psychiatry) Assess violent risk, with a subsequent verbal report to a
consultant
Scenario 3: An elderly man with psychosis and alcohol dependence was brought to AED for
fighting inside a private hostel
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Wong, a 69-year-old retired man, was brought to the AED for fighting inside a private hostel.
He had just moved into the hostel 4 days ago and the hostel staff reported that he had a history of
alcohol dependence syndrome and psychosis. He has had a history of alcohol use for more than 30
years, drinking more than half a dozen cans of beers every day and occasionally binging on whisky
too. He had features of alcohol dependence in the past, but he stopped drinking alcohol after
moving into the hostel.
The staff stated that he was unmanageable in the hostel and strongly demanded hospitalization.
Talk to Mr. Wong and assess his violent risk, with a subsequent verbal report to the consultant. DO
NOT take an alcohol history.
Suggestion to actor:
Mr. Wong had moved to live in a private hostel 4 days ago, as suggested by a social worker. He
stopped drinking abruptly as the staff forbade him from going out. He started to become restless
and agitated. He appeared confused and wanted to go home. He was disoriented to time and place.
He looked terrified, and was seeing spiders on the wall. He was shouting ‘go away go away’ at night.
Even when people just whispered, he thought they were talking out loud. He was paranoid and did
not trust the staff at all. He hit a resident in the hostel after a verbal conflict over the selection of
programmes on television. He struggled and spoke irrelevantly on the way to the hospital.
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Evaluation of skills and knowledge for:
Level 1
Topic 19: (Forensic Psychiatry) Assess violent risk, with a subsequent verbal report to a
consultant
Scenario 3: An elderly man with psychosis and alcohol dependence was brought to AED for
fighting inside a private hostel
Areas of skills and knowledge

Comment

1. Interviewing style

2. Mental condition of the patient, including mood and
psychotic symptoms, and any substance abuse issues
3. Circumstances of the violent act
4. Focus on the task
5. Fluency of the interview
6. Management and report to the consultant

Other comments: _________________________________________________________________
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Level 1
Topic 20: (Forensic Psychiatry) Interview a patient with schizophrenia who has committed an
offence for the purpose of writing a medical report
Scenario 1: Theft
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Wong, a 45-year-old housewife, has been followed up at a psychiatric outpatient clinic for
depression for 10 years. You are her case doctor. You received a request for a medical report on
Mrs. Wong’s mental condition and fitness to plead. A brief fact on a charge of theft was sent to you.
You have arranged to see Mrs. Wong in the clinic today for an interview for the preparation of the
medical report.
Suggestion to the actor:
History: You have a history of depression for 20 years, precipitated by marital conflict. Mental
condition has been fluctuating over the past two decades, mainly due to relationship problems
with your husband and son, as well as poor drug adherence. You have no history of psychiatric
hospitalization. You do not have a history of suicide or violence.
You have started your stealing behaviour for 5 years. You do not have much excitement before
stealing. You take food or skin care products mostly. Some of them are used but most are not. You
feel happy and satisfied after each successful theft in which you are not caught. You have the urge
to steal particularly after an argument with your husband or son.
You have been convicted of theft twice. Six months ago, you were sentenced to probation order for
1 year.
Regarding the Index offence, you were window-shopping in a mall after you had argued with your
husband over financial issues. You walked into a supermarket and took 2 bottles of hair-gel. You
put them into your bag. You walked out of the supermarket and you were immediately stopped by
a supermarket staff member. You claimed that you just forgot to pay. You had $500 dollars in your
purse at that time. You did not have psychotic symptoms. You were remorseful.
Mental state:
You appear depressed with slow verbal response. You speak in a soft voice. Your mood is low. You
have fleeting self harm ideation but you have no concrete plans of suicide. You are not psychotic.
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Evaluation of skills and knowledge for:
Level 1
Topic 20: (Forensic Psychiatry) Interview a patient with schizophrenia who has committed an
offence for the purpose of writing a medical report
Scenario 1: Theft
Areas of skills and knowledge

Comment

• Listening and responding

• Explore background
• Explore psychiatric history
• Explore index offence and fitness to plead
• Assess patient’s view on the assault
• Assess patient’s understanding of his position in
legal proceedings
• Assess if she knows the difference between
pleading guilty and not guilty
• Assess if she knows how to give proper
instructions to the legal representative
• Shows empathy
• Management of the interview

Other comments: _________________________________________________________________
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Level 1
Topic 20: (Forensic Psychiatry) Interview a patient with schizophrenia who has committed an
offence for the purpose of writing a medical report
Scenario 2: Physical Assault
Date: ___________________
Trainee: _________________
Trainer: _________________
Mr. CHAN is a 36-year-old unemployed gentleman who has just been admitted to the forensic
psychiatric unit following a case of alleged assault in which he injured his neighbor with a fruit
knife. The Court has requested a medical report from the psychiatrist concerning his mental state
and his fitness to plead. Interview Mr. CHAN to gather the pertinent information required.
Suggestion to actor:
You have a history of schizophrenia with co-morbid cough mixture abuse for 10 years. You
attended the psychiatric clinic irregularly. You live alone. You used to work as a manual worker but
were laid off 2 months prior to the alleged offence. You began to feel increasingly suspicious and
felt that your neighbours were colluding with your ex-employer in an attempt to fire you. You
believed that your neighbours installed cameras in your home and your images were being spread
on the internet. You are withdrawn at home most of the time and you are increasing the use of
cough mixture to alleviate the distress about the paranoid symptoms. You do hear non-existing
voices or experience other thought interference phenomenon.
Five years ago, you were convicted of wounding when you assaulted a passer-by with a knife on
the street out of referential delusion. This time you waited outside your neighbour’s home for 3
hours as you were fed up with all the persecutions. You intended to kill the neighbor but the
neighbor managed to escape. You have no remorse and feel that the neighbor should be punished.
You have not taken any alcohol or illicit drugs on the day of the alleged offence. The last dose of
cough mixture was taken 3 days before the day of offence.
You understand very well what you are being charged with wounding and your position in legal
proceedings. You plan to plead guilty.
Mental state:
You are irritable. You are preoccupied with the neighbour’s persecution and repeatedly asked the
interviewer why it is not the neighbor who is caught by the police. You have a strong revenge idea.
Your insight into your mental illness is poor.
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Evaluation of skills and knowledge for:
Level 1
Topic 20: (Forensic Psychiatry) Interview a patient with schizophrenia who has committed an
offence for the purpose of writing a medical report
Scenario 2: Physical Assault
Areas of skills and knowledge
1.

2.

3.

4.

5.

Comment

Set the scene:
• Be professional and confident
• Explain purpose of the interview and
confidentiality issues
• Engage the patient and make the patient feel at
ease
Assess circumstances surrounding the alleged
assault:
• Precipitating factors leading to the assault
• Relevant mental state assessment to look for
signs of mental illness that could precipitate the
aggressive behavior
• Assess if there is co-morbid substance or alcohol
misuse
Address issues of fitness to plead:
• Assess patient’s view on the assault
• Assess patient’s understanding of his position in
legal proceedings
• Assess if he knows the difference between
pleading guilty and not guilty
• Assess if he knows how to give proper
instructions to the legal representative
Risk assessment to cover an appropriate range of
static and dynamic factors

Communication skills:
• Appropriate mix of open and closed questions
• Empathic listening
• Structured interview in a focused manner

Other comments: _________________________________________________________________
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Level 1
Topic 20: (Forensic Psychiatry) Interview a patient with schizophrenia who has committed an
offence for the purpose of writing a medical report
Scenario 3: Indecent Assault
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. LEE is a 45-year-old gentleman who has a history of schizophrenia. He is currently in remand in
connection with an alleged offence of indecent assault. You have read the police brief facts stating
that he has reportedly touched a lady’s buttock in a shopping mall. The Court has requested a
medical report, asking for your opinion on whether a Hospital Order is an appropriate disposal. You
are a visiting psychiatrist working in the prison unit. You are now ready to see him. Take a history to
form a psychiatric opinion that could address the Court’s concern.
Suggestion to the actor:
The onset of your schizophrenia was 20 years ago with repeated hospitalizations precipitated by
poor compliance to treatment. You live alone with no social support. You lack insight into your
mental illness and you have been refusing visits by the community psychiatric team. You have no
prior convictions or deviant sexual interests.
You have been disengaged from the mental health service for half a year prior to the alleged
offence. You started to hear non-existing voices of commanding nature for a few months with
increasing frequency. You committed the offence in response to the voice which kept mentioning
about erotic contents and asked you to try to touch ladies who dressed in revealing manners.
At times, you hear voices telling you to make further sexual advances such as rape. You experience
no other perceptual disturbance or abnormal beliefs. You do not have prominent mood symptoms.
You do not use alcohol or illicit substances. You believe that you have done something wrong but
you see no connection between the voices and the mental illness.
Mental state:
You are disheveled and self-preoccupied with giggling. You have little insight into your mental
illness. When asked about the voice, you say that it is very real and you feel compelled to act out.
You are unwilling to receive any psychiatric treatment.
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Evaluation of skills and knowledge for:
Level 1
Topic 20: (Forensic Psychiatry) Interview a patient with schizophrenia who has committed an
offence for the purpose of writing a medical report
Scenario 3: Indecent Assault
Areas of skills and knowledge

Comment

1. Set the scene:
• Be professional and confident
• Explain purpose of the interview and
confidentiality issues
• Engage the patient and make the patient feel at
ease
2. Assess circumstances surrounding the alleged
offence:
• Precipitating factors leading to the assault
• Relevant mental state assessment to look for signs
of mental illness that could precipitate the sexually
inappropriate behavior
• Explore psychosexual history
• Assess if there is co-morbid substance or alcohol
misuse
3. Risk assessment to cover an appropriate range of
static and dynamic factors

4. Communication skills:
• Appropriate mix of open and closed questions
• Empathic listening
• Structured interview in a focused manner
Other comments: _________________________________________________________________
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Level 2
Topic 1: (General Adult Psychiatry) Breaking bad news
Scenario 1: A patient committed suicide in the ward
Date: ____________________
Trainee: __________________
Trainer: __________________
Susan, a bipolar patient, committed suicide in the ward this morning by hanging. The ward nurses
were unable to reach her husband by phone to inform him about his wife. Her husband has now
come to the ward to visit Susan. The ward nurse has asked you to see her husband to break the
bad news.
Suggestions to the actor:
You are shocked by the news that your wife has committed suicide in the ward. You do not
understand why she managed to hang herself in the ward. You are very angry and upset. You
find it very hard to believe that she has committed suicide, especially as she did not seem mentally
unstable when you visited her yesterday.
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Evaluation of skills and knowledge for:
Level 2
Topic 1: (General Adult Psychiatry) Breaking bad news
Scenario 1: A patient committed suicide in the ward
Comment

Areas of skills and knowledge
1. Communication skills
• Establish rapport
• Show empathy
• Acknowledge his emotions
• Address his concerns
• Be honest about the things that you do not
know
• Include breaks during your explanation to
allow him time to ask you questions and
reflect on the information given
2. Give adequate information about his wife’s suicide
3. Explore the husband’s needs and offer support, e.g.
counselling
4. Offer to see him again to follow-up on issues not
discussed today

Other comments: _________________________________________________________________
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Level 2
Topic 1: (General Adult Psychiatry) Breaking bad news
Scenario 2: Schizophrenic patient with a poor prognosis
Date: ____________________
Trainee: __________________
Trainer: __________________
John, a 16-year-old student, was admitted to the ward last week. The diagnosis was schizophrenia,
hebephrenic type. The onset of his mental illness was two years ago. John continues to have
marked thought disorder and prominent negative symptoms. His prognosis is poor.
You have arranged an appointment with his mother, Mrs. Chan, to explain the patient’s diagnosis,
treatment plan and prognosis.
Suggestion to the actor:
You are shocked that your son has schizophrenia. You had high hopes for him and expected him
to return to university after resting at home for the past two years.
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Evaluation of skills and knowledge for:
Level 2
Topic 1: (General Adult Psychiatry) Breaking bad news
Scenario 2: Schizophrenic patient with a poor prognosis
Comment

Areas of skills and knowledge
1.

Communication skills
• Establish rapport
• Show empathy
• Acknowledge her emotions
• Address her concerns
• Include breaks during your explanation to allow
time for her to ask you questions and reflect on
the information given
• Avoid using jargon

2.

Explain the patient’s diagnosis.
• Adjust the depth of your explanation depending
on her educational level and prior
understanding of psychosis.
3. Explain the patient’s treatment plan.

4.

Explain the patient’s prognosis.

5.

Give her information leaflets on schizophrenia.

6.

Explore her needs and offer support.

7.

Arrange to see her again to discuss the patient’s
progress.

Other comments: _________________________________________________________________
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Level 2
Topic 1: (General Adult Psychiatry) Breaking bad news
Scenario 3: Severe allergic reaction
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Wong, a 26-year-old housewife, was admitted to the ward last week. Her diagnosis was
severe depressive episode in bipolar affective disorder. She was prescribed Lamotrigine.
Unfortunately she developed Steven-Johnson Syndrome after starting Lamotrigine. She was
transferred to ICU this morning and she is currently in a critical condition.
You have arranged an appointment with her husband, Mr. Wong, to explain her condition.
Suggestion to the actor:
You are shocked by the news that your wife had such a severe reaction to her medication. You
think that her doctor should have been more careful prescribing the medicine for her.
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Evaluation of skills and knowledge for:
Level 2
Topic 1: (General Adult Psychiatry) Breaking bad news
Scenario 3: Severe allergic reaction
Comment

Areas of skills and knowledge
1.

Communication skills
• Establish rapport
• Show empathy
• Acknowledge his emotions
• Address her concerns
• Include breaks during your explanation to allow
time for him to ask you questions and reflect on
the information given
• Avoid using jargon

2.

Explain the patient’s condition and treatment plan.
• Adjust the depth of your explanation depending
on his educational level and prior understanding
of her condition.
3. Explore his needs and offer support.
4.

Give him written information on SJS.

5.

Arrange to see him again to discuss the patient’s
progress.

Other comments: _________________________________________________________________
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Level 2
Topic 2: (General Adult Psychiatry) Assess a woman with a pregnancy-related mental problem
Scenario 1: Post-partum patient complaining of depressed mood and ideas of harming her baby
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Li is a 28 year-old who lives with her husband. She gave birth to a baby boy three weeks ago.
She complained of depressed mood. Organic work-up was done by her family doctor, with
unremarkable results. Her family doctor referred her to your clinic.
You are going to see her as a new case in the outpatient clinic. Use 10 minutes to elicit features of
post-partum depression.
Suggestion to the actor:
You are Mrs. Li. You delivered a healthy baby boy via NSD three weeks ago. You have been feeling
depressed since giving birth. You have not been able to sleep at all at night. You feel very tired
throughout the day. You feel inadequate as a mother. You feel that life is not worth living
anymore and you have ideas of killing yourself together with your baby.
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Evaluation of skills and knowledge for:
Level 2
Topic 2: (General Adult Psychiatry) Assess a woman with a pregnancy-related mental problem
Scenario 1: Post-partum patient complaining of depressed mood and ideas of harming her baby
Areas of skills and knowledge

Comment

1.

Communication skills
• Engage the patient and make the patient feel at
ease
• Show empathy
• Open-ended questions
• Avoid asking about her symptoms in a checklist
format
2. Elicit depressive features:
• Onset of illness, precipitating events
• Symptoms of depression (pervasive depressed
mood, anhedonia, fatigability, reduced attention
and concentration, sleep changes, reduced
appetite, weight loss, negative cognitions,
suicidal ideas)
• Ask the patient how she has coped so far
• Previous treatment / help received
• Functional impairment
• Effect of mood on child-care
3.

Risk of suicide and harming the baby

4.

Address differentials / co-morbid conditions:
•
Substance misuse
•
Psychotic disorder
•
Past mood episodes
5. Explore her insight regarding her problems

Other comments: _________________________________________________________________
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Level 2
Topic 2: (General Adult Psychiatry) Assess a woman with a pregnancy-related mental problem
Scenario 2: Post-partum patient complaining of low mood 5 days after delivery
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Li is a 28 year-old who lives with her husband. She gave birth to a baby boy 5 days ago. She
complained of depressed mood.
You are going to see her as a new case in the outpatient clinic. Use 10 minutes to elicit features of
post-partum depression.
Suggestion to the actor:
You are Mrs. Li. You gave birth to a healthy baby boy five days ago and you were discharged from
hospital yesterday. You have been feeling upset in the past two days, especially as breast-feeding
has not been successful so far. You are worried that you are not taking good care of your baby as
he is your first child. You feel that your husband is not supportive with child-care. You are on
bad terms with your in-laws. You have been able to sleep at night but need to wake up frequently
to look after your newborn. You feel sad at times when you are stressed with child-care but still
enjoy taking care of your baby. You do not have any suicidal ideas.
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Evaluation of skills and knowledge for:
Level 2
Topic 2: (General Adult Psychiatry) Assess a woman with pregnancy-related mental problem
Scenario 2: Post-partum patient complaining of low mood 5 days after delivery
Areas of skills and knowledge

Comment

1.

Communication skills
• Engage the patient and make the patient feel at
ease
• Show empathy
• Open-ended questions
• Avoid asking about her symptoms in a checklist
format
2. Elicit depressive features:
• Onset of illness, precipitating events
• Symptoms of depression (pervasive depressed
mood, anhedonia, fatigability, reduced attention
and concentration, sleep changes, reduced
appetite, weight loss, negative cognitions,
suicidal ideas)
• Ask the patient how she has coped so far
• Previous treatment / help received
• Functional impairment
• Effect of mood on child-care
3.

Risk of suicide and harming the baby

4.

Address differentials / co-morbid conditions:
• Substance misuse
• Psychotic disorder
• Past mood episodes
5. Explore her insight regarding her problems

Other comments: _________________________________________________________________
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Level 2
Topic 2: (General Adult Psychiatry) Assess a woman with a pregnancy-related mental problem
Scenario 3: Post-partum patient complaining that a devil has possessed her baby
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Li is a 30-year-old who lives with her husband. She gave birth to a healthy baby one week
ago. She had no past psychiatric history. Her husband brought her to AED today as she had
been complaining in the past few days that her baby had been possessed by the devil.
You have been consulted by the doctor at AED to see Mrs. Li. Use 10 minutes to assess for features
of post-partum psychosis.
Suggestion to the actor:
You are Mrs. Li. You gave birth to a healthy baby boy one week ago. You believe that a devil has
possessed your newborn baby since three days ago, as you have noticed that he has been crying a
lot. You have not been able to sleep well at night as you have been very worried about your baby.
You want to find ways to save your son. You are considering killing your son to free him from the
devil.
You have good past physical health. You have no past depressive / manic episodes or history of
psychotic symptoms prior to the index episode. You have no history of substance abuse. You
have no history of self-harm or violence.
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Evaluation of skills and knowledge for:
Level 2
Topic 2: (General Adult Psychiatry) Assess a woman with pregnancy-related mental problem
Scenario 3: Post-partum patient complaining that a devil has possessed her baby
Areas of skills and knowledge

Comment

1.

Communication skills
• Engage the patient and make the patient feel at
ease
• Show empathy
• Open-ended questions
• Avoid asking about her symptoms in a checklist
format
2. Elicit features of post-partum psychosis:
• Onset of illness, precipitating events
• Delusions – explore the patient’s level of
conviction in her beliefs
• Hallucinations
• Mood symptoms
• Ask the patient how she has coped so far
• Previous treatment / help received
• Functional impairment
• Effect of mood on child-care
3.
4.

5.

Risk of suicide and harming the baby
•
•
•

Address differentials / co-morbid conditions:
Substance misuse
Mood disorder
Past mood / psychotic episodes
Explore her insight regarding her problems

Other comments: _________________________________________________________________
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Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 1: Taking a psychosexual history
Date: ___________________
Trainee: _________________
Trainer: _________________
Ms. Wong is a 26-year-old married teacher. Last week, she attended your clinic for low mood. It
was related to her relationship problems with her husband, which had led to her having an affair
with her school headmaster, who was a married man. The tentative diagnosis was Adjustment
Disorder. You did not take the psychosexual history in your initial assessment as you did not have
any time.
You are going to see her again in the clinic today. Use 10 minutes to take a psychosexual history.
Suggestions to the actor:
This task is to test the trainee’s basic knowledge and skill in taking a complete psychosexual history.
You can decide on the content as appropriate. It is not necessary to complicate the task by adding
disorders such as erectile dysfunction, transsexualism, or transvestism etc.
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Evaluation of skills and knowledge for:
Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 1: Taking a psychosexual history
Areas of skills and knowledge

Comment

1. Communication skills
• Show empathy
• Acknowledge the patient’s potential distress in
needing to talk about this topic
• Explain the reason for exploring this topic
• Arrange chaperone if necessary
2. Current partner(s):
• Durations of relationships
• Details regarding her partners e.g. job,
personality
• Explore nature of her relationships – the quality
of their communication with each other, details
regarding their sex life, history of relationship
problems, e.g. affairs, violence, threats of
separation
• Children (age, sex, health)
• Plan for future pregnancies
3. Explore her satisfaction with her current sex life
• Any problems with her sex drive? Any
discrepancies between the patient and her
partner?
• Any issues with sexual arousal, orgasm or her
partner’s satisfaction with their sex life?
4. Past history:
• Past partners
• Puberty (onset)
• Past sexual experiences (masturbation, sexual
experiences, unwanted sexual experiences and hx
of STD)
5. Sexual orientation, any gender dysphoria, any
special preferences (object and act)
6. Contraception

Other comments: _____________________________________________________
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Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 2: Assessment of erectile dysfunction
Date: ___________________
Trainee: _________________
Trainer: _________________
Mr. Chan is a 35-year-old insurance agent, who lives with his wife. They do not have any children.
He has no past psychiatric history. He was referred to your clinic by his family physician for erectile
dysfunction. The referral letter did not include any information regarding his past medical
history or investigation results.
You are going to see him at your clinic. Use 10 minutes to assess his erectile dysfunction. Physical
examination is not needed.
Suggestions to the actor:
You are Mr. Chan. You have had difficulty getting an erection in the past one year. You are only able
to get a morning erection at times. You occasionally get an erection during sexual intercourse but it
is seldom hard enough for penetration and it has been extremely hard for you to maintain an
erection during sex. You have lost your confidence in being able to have sex. You have attempted
to have sex 5-6 times in the past one month. None of these attempts have been successful. You
have not been able to orgasm. You no longer enjoy having sex. Your partner has also expressed
dissatisfaction with your sex life.
You have no chronic physical illnesses. You have never taken any medications for your erectile
problem.
You have been stressed in the past one year since your promotion. You do not have features of
depression.
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Evaluation of skills and knowledge for:
Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 2: Assessment of erectile dysfunction
Areas of skills and knowledge

Comment

1. Communication skills
• Show empathy
• Acknowledge the patient’s potential distress in
needing to talk about this topic
2. Clarify the erectile problem
• Difficulty in initiating or maintaining an erection?
• Erection adequate for penetration?
• How hard are his erections, on a scale of 0-100?
• Any nocturnal or morning erections?
3. Problems in other phases of sexual functioning, e.g.
issues with orgasm or ejaculation / pain during
ejaculation / premature ejaculation
4. Other information about his sexual activity, e.g. current
frequency, his expectations on frequency of
intercourse, current satisfaction, issues with his sexual
partner, foreplay
5. Past treatment and attitude to treatment of erectile
problem, e.g. any preferences in type of treatment
6. Medical and surgical history, e.g. any history of pelvic
surgery, trauma, prior prostate surgery, radiation to the
prostate; cardiovascular risk factors, e.g. hypertension,
diabetes, obesity
7. Medications, including dietary supplements which
were taken in order to improve his sexual performance;
medications associated with erectile dysfunction, e.g.
antihypertensive; smoking and alcohol use
8. Any social stressors precipitating and perpetuating the
erectile problem
9. Any features of depression

Other comments: _________________________________________________________________
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Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 3: Assessment of premature ejaculation
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Cheung is a 25-year-old teacher, who lives alone. He has no past psychiatric history. He was
referred to your clinic by his family physician for premature ejaculation. The referral letter did
not include any information regarding his past medical history or investigation results.
You are going to see him at your clinic. Use 10 minutes to assess his premature ejaculation. Physical
examination is not needed.
Suggestion to the actor:
You have been dating your current girlfriend for a year.
You are troubled by ejaculation with minimal sexual stimulation before, on, or shortly after
penetration. You have had “quick” ejaculation upon masturbation since your teen years. You have
had problems with premature ejaculation during sexual intercourse with your previous girlfriends
and commercial sex workers. You are greatly distressed by this problem as it has affected your
relationship with your girlfriend. You have no problems with getting an erection. You have not
been taking any medications. You have good past physical health.
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Evaluation of skills and knowledge for:
Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 3: Assessment of premature ejaculation
Areas of skills and knowledge

Comment

1. Communication skills
• Show empathy
• Acknowledge the patient’s potential distress in needing to
talk about this topic
2. Clarify the problem of premature ejaculation:
• Persistent or recurrent ejaculation with minimal sexual
stimulation before, on, or shortly after penetration and
before the person wishes it. (Explore factors that may
affect the duration of the excitement phase, such as age,
novelty of the sexual partner or situation, and recent
frequency of sexual activity.)
• Level of distress / effect on his relationships due to his
sexual problem
• Relationship with substance use (e.g. withdrawal from
opioids)
3. Pattern: lifelong or acquired; generalized or situational
4. Evaluate possible problems in other phases of sexual
functioning
5. Other information about his sexual activity
6. Past treatment and attitude to treatment of premature
ejaculation
7. Medical and surgical history
8. Medications, including dietary supplements which were
taken in order to improve their sexual function
9. Any social stressors precipitating and perpetuating
premature ejaculation
10. Any other psychopathology

Other comments: _________________________________________________________________
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Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 4: Assessment of gender identity disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Chan is a 30-year-old salesman, who lives with his boyfriend. He wanted to have sex
reassignment surgery, and he was referred by a family physician to your clinic. Physical
investigation showed normal results. He does not have any chromosomal abnormalities.
You are going to see Mr. Chan in your clinic. Use 10 minutes to assess whether he has a gender
identity disorder, and his suitability for sex reassignment surgery. Physical examination is not
needed.
Suggestion to the actor:
You want to be called Mary, instead of Mr. Chan.
You have wanted to live as a woman since your teen years. You are keen to have the body of a
woman. You started cross-dressing at least 10 years ago. You are not sexually aroused by
cross-dressing. You have wanted to become a girl since your early secondary school years. Your
classmates teased you at school for behaving like a girl. You dislike your male genitalia. You often
fantasize about having sexual intercourse as a woman.
You have been taking hormonal treatment for 3 years. You bought the medication from overseas.
You strongly wish to have sex reassignment surgery. You know that sex reassignment is permanent.
You do not have features of psychosis or mood disorder. You have no history of substance abuse.
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Evaluation of skills and knowledge for:
Level 2
Topic 3: (General Adult Psychiatry) Psychosexual disorders
Scenario 4: Assessment of gender identity disorder
Areas of skills and knowledge

Comment

1. Communication skills
• Show empathy
• Acknowledge the patient’s distress
2. Explore his views regarding his gender identity
• Diagnostic criteria for transsexualism - The desire to live
and be accepted as a member of the opposite sex, usually
accompanied by the wish to make his or her body as
congruent as possible with the preferred sex through
surgery and hormone treatment. The transsexual identity
has been present persistently for at least two years. The
disorder is not a symptom of another mental disorder or a
chromosomal abnormality.
3. Rule out features suggestive of dual-role transvestism, i.e.
•
The individual wears clothes of the opposite sex in order
to experience temporary membership in the opposite sex
•
There is no sexual motivation for the cross-dressing
•
The individual has no desire for a permanent change to
the opposite sex
4. Rule out features suggestive of fetishistic transsexualism
(wearing clothes of the opposite sex mainly to obtain sexual
excitement)
5. Other relevant history of transsexualism, e.g. sense of gender
dysphoria, practice of cross-dressing (duration), feelings
towards his own sexual organ, tendency to behave as a female,
fantasy about receiving vaginal intercourse
6. Any psychiatric co-morbidity, e.g. anxiety and depression.

7. Any hormone treatment received?
8. His knowledge about sex reassignment surgery

Other comments: _________________________________________________________________
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Level 2
Topic 4: (General Adult Psychiatry) Discussion with the consultant on crisis management
Scenario 1: A patient committed suicide in the ward
Date: ____________________
Trainee: __________________
Trainer: __________________
You have a supervision session with your consultant today, and he would like to discuss about crisis
management. Your consultant gave you the following scenario.
“You were paged urgently and was informed by the nurse that a patient was found hanging inside
the toilet of the ward. How would your proceed?”
Suggestion to the trainer:
You may ask the following questions:
• You arrived at the ward immediately and resuscitation was performed. The patient was
transferred to AED, and was eventually certified dead. What should you do now?
• The ward nurses are greatly distressed and concerned about liability for this incident. How
would you handle the situation?
• The relatives wanted to know about the incident. How would you deal with this?
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Evaluation of skills and knowledge for:
Level 2
Topic 4: (General Adult Psychiatry) Discussion with the Consultant on handling of crisis
Scenario 1: A patient committed suicide in ward
Areas of knowledge
1. Structured response: immediate and subsequent
management
2. Immediate management:
• Attend to the patient immediately
• Resuscitation
• Transfer to immediate emergency medical care
• Clarify with the ward staff about the incident
• Immediate measures to prevent further suicide attempts
by this patient

Comment

3. After the patient was certified dead:
• Act according to the hospital policy or guideline
• Inform supervisor
• Inform relative
• Inform police for any need of investigation (unnatural
death)
• Good documentation and record keeping
4. Subsequent management:
• Support to responsible staff, address their concerns
• Critical incident review procedures, such as post-incident
meeting
• Standard reporting system
• Address staff’s emotional needs, ascertain deficits in care/
disciplinary issues by “root-cause analysis”
• Avoid fault-finding approach
• Be sensitive to staff’s emotions
• “Debriefing” on a voluntary basis (be aware that
compulsory psychological debriefing is not evidence-based
and may be harmful)
• Support to patient’s significant ones (may ask whether the
relative would like a meeting with our staff, offer practical
help in funeral issues, address their emotions, space for
anger expression)
• Be aware of your own emotional reaction
• Prepare a court report to the coroner
• Measures to prevent inpatient suicide, e.g. access to
dangerous objects, problem of ward design (ligature point,
use of non-collapsible curtain rails), S/E of medication,
nursing observation etc.
Other comments: _________________________________________________________________
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Level 2
Topic 4: (General Adult Psychiatry) Discussion with the consultant on crisis management
Scenario 2: A patient who was armed with a cutter in the outpatient clinic
Date: ____________________
Trainee: __________________
Trainer: __________________
You have a supervision session with your consultant today, and he would like to discuss about crisis
management. Your consultant gave you the following scenario.
“A patient was armed with a cutter in the psychiatric outpatient clinic. He pointed a cutter to his
throat when his demand for continuation of benzodiazepine prescription was turned down. How
would you handle this situation?”
Suggestion to the trainer:
You may ask the following questions:
What would you do after the patient put down the cutter?
What are the possible causes of his behaviour?
The patient has a long history of hypnotic dependence and cough mixture abuse. He has
marked hand tremor and appears to be nervous during the interview. How would you manage
the patient?
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Evaluation of skills and knowledge for:
Level 2
Topic 4: (General Adult Psychiatry) Discussion with the consultant on crisis management
Scenario 2: A patient who was armed with a cutter in the outpatient clinic
Areas of knowledge
1. Structured response: immediate and subsequent
management
2. Immediate management:
• Activate alarm to summon help
• De-escalation technique

Comment

3. After the patient has dropped the cutter:
• Continue de-escalation technique
• Address the safety of staff and the patient
4. Explore the possible causes of his behaviour
• Benzodiazepine withdrawal
• Drug intoxication
• Mood disorder; psychotic disorder
• Maladaptive coping to stress
5. Management of benzodiazepine withdrawal
• Setting of management
• Use of benzodiazepine
• Manage psychiatric comorbidity

Other comments: ______________________________________________________
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Level 2
Topic 4: (General Adult Psychiatry) Discussion with the Consultant on handling of crisis
Scenario 3: A schizophrenic patient punched a nurse’s face
Date: ____________________
Trainee: __________________
Trainer: __________________
You have a supervision session with your consultant today, and he would like to discuss about crisis
management. Your consultant gave you the following scenario.
“A patient with paranoid schizophrenia punched a nurse’s face and then tried to abscond from the
ward. He has been restrained by the nurses by the time you arrive at the ward. The patient appears
very agitated and keeps struggling. How would you handle this situation?”
Suggestion to the trainer:
You may ask the following questions:
How would you prescribe chemical sedation?
What are the possible causes of his behavior?
The patient became calmer after Ativan 1 mg had been given intramuscularly. Restraint was
subsequently removed. However, the patient became very disturbing again during the next
few days, requiring repeated chemical sedation. He complained of hearing voices. How would
you manage this patient?
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Evaluation of skills and knowledge for:
Level 2
Topic 4: (General Adult Psychiatry) Discussion with the Consultant on handling of crisis
Scenario 3: A schizophrenic patient punched a nurse’s face
Areas of knowledge
1. Structured response: immediate and subsequent
management
2. Immediate management:
• Attend to the injured staff member
• De-escalation technique
• Close observation for violence
• Use of chemical sedation
• Monitoring of physical condition
3. Explore the possible causes of his behaviour
• Psychotic influence
• Akathisia
• Effect of other drugs / substances

Comment

4. Management of aggression in ward
• Setting of management
• Use of restraint and chemical sedation
• Adjustment of psychiatric medications
5. Support to the injured staff

Other comments: ______________________________________________________
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Level 2
Topic 5: (Forensic Psychiatry) Negotiating management plan with a patient (knowledge of the
Mental Health Ordinance)
Scenario 1: Patient refusing admission
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are a consultation liaison psychiatrist working in the A&E department. You are interviewing Mr.
Liu, who was brought to the hospital by his community psychiatric nurse due to his poor mental
state. The nurse revealed that he has been self-muttering during the visit, appearing perplexed and
a knife was found under the pillow. Mr. Liu was evasive about the purpose of hiding a knife but has
mentioned that he felt that he was monitored by his neighbours. After your assessment you found
him actively psychotic. He told you that he would use the knife to defend himself if the neighbours
continued to persecute him. You believed that admission to an in-patient unit was necessary but
he refused admission. He became challenging when admission was suggested. Talk to him and
address any issues that arise during the interview.
Suggestion to the actor:
Over the past 10 years, you were told that you were from schizophrenia, but you have doubts
about the diagnosis. You have never been hospitalized and have been maintained on oral
treatment, though your drug adherence has been irregular. Over the past month you have been
convinced that you have been persecuted by your neighbours because you have repeatedly lost
money in gambling. You think they can access your thoughts and have implanted a chip inside your
head while you were sleeping. You heard your thoughts being spoken out loud and your thoughts
were being broadcasted via radio wave. You have been distressed by this and have been sleeping
poorly. You bought a knife from a grocery store, thinking that you would need to kill the neighbour
in order to stop him influencing your mind. You refuse to be admitted as you do not think you have
been mentally unwell. You believe that you have the right to choose on the issue of admission.
Mental state:
You appear challenging and self-righteous. You repeatedly confront the doctor and accuse him/her
of breaching the law. You turn paranoid against the doctor and think the doctor is colluding with
the neighbor. You question the grounds of detaining you in a psychiatric hospital and the use of
rapid tranquillisation against your wish. You refuse admission throughout the whole interview
process.
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Evaluation of skills and knowledge for:
Level 2
Topic 5: (Forensic Psychiatry) Negotiating management plan with a patient (knowledge of the
Mental Health Ordinance)
Scenario 1: Patient refusing admission
Areas of skills and knowledge

Comment

1. Professional Attitude

2. Empathy and communication skills in facing an
agitated patient
3. Mental State Examination with emphasis on risk
assessment
4. Working knowledge of MHO on grounds of
compulsory admission
5. Explain to patient about his rights (to see the judge)
and the legal implication of compulsory admission

Other comments: _________________________________________________________________
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Level 2
Topic 5: (Forensic Psychiatry) Negotiating management plan with a patient (knowledge of the
Mental Health Ordinance)
Scenario 2: The demanding relative
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are working in an in-patient unit. The mother of your patient John requested to see you
urgently, demanding her son to be discharged from hospital immediately. He was admitted
compulsorily 2 weeks ago because of a relapse of his schizophrenia and an attempt to hang himself
in response to the distressing hallucination. After 2 weeks, despite treatment, his mental state has
remained similar and the team decided that there is ongoing risk of suicide. John’s mother,
however, believed that her son should not be staying in a mental hospital. Interview her and
address her concerns.
Suggestion to the actor:
John was brought to the hospital 2 weeks ago when his elder brother discovered that he was trying
to hang himself at home, leaving a suicide note saying that he could no longer bear with the voices.
He has a diagnosis of schizophrenia. Your elder son brought him to the hospital. As he has refused
admission, he was therefore admitted into hospital. You live overseas and just came back to Hong
Kong a few days ago when you learnt that John has been admitted to a mental hospital. You hope
to bring him home as you believed your son was not actually suicidal and should receive care at
home. However, you are unable to provide supervision for him as you will need to leave Hong Kong
in a week. You are afraid that your son might get bullied or assaulted in the ward and will be
detained in the ward for an indefinite period. You are anxious but could be calmed down when the
doctor showed an empathetic attitude.

176

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Evaluation of skills and knowledge for:
Level 2
Topic 5: (Forensic Psychiatry) Negotiating management plan with a patient (knowledge of the
Mental Health Ordinance)
Scenario 2: The demanding relative
Areas of skills and knowledge

Comment

1. Professional Attitude
2. Empathy and communication skills in facing a
worried relative
3. Working knowledge of MHO on grounds of
compulsory admission
4. Explain to relative about the patient’s and her
rights (submit an application for discharge, applied
to MHRT) and the different plans ahead

Other comments: ________________________________________________________________
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Level 2
Topic 5: (Forensic Psychiatry) Negotiating management plan with a patient (knowledge of the
Mental Health Ordinance)
Scenario 3: The uncooperative patient
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. Wong was admitted to the in-patient psychiatric unit three months ago for a relapse of
schizophrenia. He is a certified patient. He is given depot medications but his condition has
remained suboptimal. He is now uncooperative and demanded an immediate discharge from the
hospital. Talk to him to address his concerns.
Suggestion to the actor:
You were admitted to the hospital three months ago as you believed that people on the street
have been following you and you have been carrying a knife to protect yourself. You also heard
non-existing voices telling you to be careful and that somebody was going to persecute you. You
did not think those were symptoms of mental illness. You have been compulsorily admitted and
the psychiatrist said that you had schizophrenia. You refused any medications and do not want to
stay in a mental hospital any longer. You have doubts whether the doctor had the authority to
detain you against your wish. The psychiatrist has also started on an injected form of medication
and you do not want to receive any treatment.
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Evaluation of skills and knowledge for:
Level 2
Topic 5: (Forensic Psychiatry) Negotiating management plan with a patient (knowledge of the
Mental Health Ordinance)
Scenario 3: The uncooperative patient
Areas of skills and knowledge

Comment

1. Professional Attitude
2. Empathy and communication skills
3. Working knowledge of MHO
4. Appropriate explanation to the patient about the
Mental Health Ordinance and his rights in laymen
terms

Other comments: _________________________________________________________________
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Level 2
Topic 6: (Forensic Psychiatry) Discussion with the Consultant on risk assessment for domestic
violence, sex offender and stalking
Scenario 1: A man in remand for assaulting ex-wife’s partner
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Leung, a 50-year-old unemployed man, was remanded for attacking his ex-wife’s partner with a
hammer. According to his medical history, he has been attending follow up at a psychiatric clinic for
a few years. He was brought to see you by the police at the Accident and Emergency Department
for unstable emotion in the police station.
You are going to see him in the Accident and Emergency Department. Use 10 minutes to assess the
patient’s mental state and risk of self-harm and violence.
Suggestion to the actor:
History: You are a divorced and unemployed man. You used to work in a construction site. You
were fired by your boss 5 years ago due to heavy drinking. Your wife came from Mainland China
to Hong Kong 7 years ago, and you suspected your wife has been unfaithful since then. You have
been frequently checking her mail and text messages. You have never checked her clothes or
stalked her before. You are convinced that your wife has an extramarital affair though she insisted
upon her innocence. You used to slap and beat her when she argued with you. You have never hit
your son. Your wife left you 2 years ago after you hit her with a hanger when she returned home
late. The custody of your son has been granted to your ex-wife. You have experienced low mood
since then, but have not exhibited overt depressive features or other psychotic symptoms. There is
no history of self-harm. You frequently get into conflicts with your ex-wife when you visit your son
every week. You saw your ex-wife shopping with a man several months ago and were convinced
that she had cheated on you. You bought a hammer and made plans to kill your ex-wife’s partner.
You waited for your ex-wife and her partner outside their flat and hit your ex-wife’s partner with a
hammer 3 times after drinking several cans of beer on the day of the index incident. You have no
intention to kill your ex-wife, and you just wanted to teach her a lesson. You were arrested by the
police and was remanded. You exhibited labile mood and threatened to kill yourself. You have
no actual plan and no suicide note.
You have started alcohol use since your twenties and have become dependent on alcohol for more
than 10 years. You consume a dozen cans of beer every day. You need to drink in the morning to
relieve your withdrawal. You exhibit craving and you always buy your beer from the convenient
store near your place. You have gradually increased the amount and frequency of drinking. You
have never been to a detox centre before. You have never experienced withdrawal fits or
complications as you have been drinking every day and have never stopped. You are told that you
have liver problems but you never cared.
Mental state:
You appear disheveled. You are uncooperative and challenging. There are no withdrawal
symptoms of alcohol yet. You managed to calm down when the candidate showed empathy. You
play down your alcohol problem. You are convinced that your ex-wife had cheated on you after she
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came to HK. You are emotionally charged when you talk about your ex-wife and her partner.
You show no remorse towards the index incident, as you feel the victim deserved it. You make
verbal threats of self harm, but have no actual intention or plan. You have tried to escape from
the police station as you feel the hospital is a better place than the police station.
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Evaluation of skills and knowledge for:
Level 2
Topic 6: (Forensic Psychiatry) Discussion with the Consultant on risk assessment for domestic
violence, sex offender and stalking
Scenario 1: A man in remand for assaulting ex-wife’s partner
Areas of skills and knowledge

Comment

1. Handling the situation
2. Empathy

3. History of mental illness
4. Mental state examination
5. Self harm risk
6. Violent risk
7. Management of the interview

Other comments: _________________________________________________________________
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Level 2
Topic 6: (Forensic Psychiatry) Discussion with the Consultant on risk assessment for domestic
violence, sex offender and stalking
Scenario 2: Sex offender
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Chan, a 40-year-old clerk, was referred from GOPD for anxiety symptoms. During the
consultation, he revealed that he has a history of exhibitionism for 6 years.
You are going to see him in the outpatient clinic. Use 10 minutes to elicit a psychosexual history
and do a risk assessment.
Suggestion to the actor:
History: You have been exposing yourself to unknown women in a park for 6 years. You would
hide behind a bush and wait for a suitable woman to pass by. You like slim women in their twenties.
You would expose your flaccid penis to the woman and then go home and masturbate. However,
recently you have been getting more aroused during the exposure and need to masturbate during
the exposure. You have been stressed out at work recently due to your promotion and have been
arguing with your wife.
You worried that you would lose control and get caught, and also worried that you might end up
raping someone or exposing to a child. You are not sexually attracted to children. You have not
stalked anyone.
Psychosexual history:
You learned about sex when you were 12 years old and achieved puberty when you were 14 years
old. You masturbated to heterosexual fantasies since you were 14 years old. You have been
reading pornographic materials since 16. There is no homosexual or paedophilic tendency. You
had several courtships since you were 18 years old. Your first sexual intercourse was with your
current wife when you were 20 years old. You married when you were 22 years old and have 2
children (10 and 8 years old). You have sex with your wife once to twice a week, but you have been
less satisfied with your sex life over the past few years. You have difficulty to maintain erection
except during or after exposing. You do not have any fetishistic or transvetism behaviour.
Mental state:
You appear anxious and depressed. You are worried about getting caught on your way to work, and
what would happen during exposure behavior, e.g. losing control and raping someone, exposing to
a child etc. You have depressive ruminations, but derive no excitement or pleasure from the
thoughts. You feel you deserved to be caught. There is no violent or forensic history. You have
no self harm ideation.
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Evaluation of skills and knowledge for:
Level 2
Topic 6: (Forensic Psychiatry) Discussion with the Consultant on risk assessment for domestic
violence, sex offender and stalking
Scenario 2: Sex offender
Areas of skills and knowledge

Comment

1. Listening and responding
2. Range of psychosexual history explored
3. Risk of sexual offence explored
4. Risk of violence explored
5. Depth of risk assessment
6. Focus on the task
7. Professionalism, non-judgemental
8. Management of the interview

Other comments: _________________________________________________________________
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Level 2
Topic 6: (Forensic Psychiatry) Discussion with the Consultant on risk assessment for domestic
violence, sex offender and stalking
Scenario 3: A man who stalked his ex-girlfriend
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Shiu is a 23-year-old student who is new to mental health services. He was referred from a
psychologist in the university after his ex-girlfriend complained that he has been stalking her for a
few months.
Elicit the psychopathology of Mr. Shiu.
Suggestion to the actor:
History: You have dated your ex-girlfriend, a classmate of yours, for 2 years. 5 months ago, your
girlfriend broke up with you as you are a ‘control freak’. You felt she was still in love with you and
did not understand why she left you. You kept calling her and leaving her messages, though she has
never returned your calls. You have waited for her after class but she ignored you. You have been
angry and jealous when she talked to other men. You just wanted to get back together and did not
have ideas to harm her. There have been no violent gestures so far. There are no other psychotic
symptoms. Your mood is stable. However, your academic performance has been gradually
deteriorating recently, as you have spent so much time stalking your ex-girlfriend. You have poor
insight and did not think that stalking was a problem. You feel your ex-girlfriend still cares about
you and so she informed the psychologist. You perceived it was a big step in reuniting with your
ex-girlfriend.
Social aspect: You live in a dormitory and have distant relationship with hall mates. You have no
close friends. You go home once a week and do not talk to your parents much.
Mental State:
You appear mildly anxious and shy. You smile gently when you talk about your ex-girlfriend,
asking the candidate ‘do you think we will get back together?’ ‘Isn’t she sweet to ask the
psychologist to approach me?’
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Evaluation of skills and knowledge for:
Level 2
Topic 6: (Forensic Psychiatry) Discussion with the Consultant on risk assessment for domestic
violence, sex offender and stalking
Scenario 3: A man who stalked his ex-girlfriend
Areas of skills and knowledge

Comment

1. Interviewing style

2. Listening and responding

3. Empathy

4. Range of psychopathology explored, including
Delusion (erotomania)
5. Mental State examination

6. Violent risk

Other comments: _________________________________________________________________
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Level 2
Topic 7: (Forensic Psychiatry) Discussion with the Consultant on breaching confidentiality (The
balance between protection of the person/others and confidentiality)
Scenario 1: Patient with dementia insisting on driving
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. Lee is a 55-year-old taxi driver who was brought to the clinic by his wife after he was found
speeding on three occasions in a month. His wife described that he was just ‘not as himself’ and
has been more irritable recently. He is also becoming increasingly forgetful. He was a taxi driver
prior to the onset of illness and is now insisting on returning to work.
1. Perform a cognitive examination to look for frontal lobe features in particular as you suspect
that he might have frontotemporal dementia.
2. Assess his beliefs and attitudes on driving and address his concerns about that. Do NOT
perform full mental state examination and do NOT take a psychiatric history.
Suggestion to the actor:
History: You have no idea as to why you were brought to see a psychiatrist. Your wife described
that you have become more irritable recently but you do not feel this way. You knew you were
caught for speeding on three occasions last month and explained that you just could not bear with
other drivers who were ‘too slow’. You thought you should return to work and repeatedly
questioned the doctor about this issue. You thought there is no need to report your
physical/mental condition to the Transportation Department. You urged the doctor to issue a
certificate to certify that you are fit to drive. You realise yourself that you have been forgetful at
times but did not think you had a problem with driving. You acted in a disinhibited manner and
tried to comment on the doctor’s attire.
When asked to do the verbal/category fluency test, you tried to name six to eight words/objects
with some repetition. When asked about the similarities between a table and a chair you said they
were both made of wood. When asked to do a cognitive estimation you made up an exaggerated
number. You failed to interpret a proverb when requested to do so. When asked to perform a
sequence or copy a pattern you do that in a clumsy manner and repeated the same step without
stopping. You could not follow the rules of the ‘go, no-go’ test. When the doctor attempted to do
the primitive reflex examination you refused.
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Evaluation of skills and knowledge for:
Level 2
Topic 7: (Forensic Psychiatry) Discussion with the Consultant on breaching confidentiality (The
balance between protection of the person/others and confidentiality)
Scenario 1: Patient with dementia insisting on driving
Areas of skills and knowledge

Comment

1. Handling the situation
2. Empathy
3. Frontal lobe examination

4. Assess his insight and his attitude on driving

5. Management of the interview

Other comments: _________________________________________________________________

188

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Level 2
Topic 7: (Forensic Psychiatry) Discussion with the Consultant on breaching confidentiality (The
balance between protection of the person/others and confidentiality)
Scenario 2: An out-patient disclosing her suicidal ideas to you
Date: ____________________
Trainee: __________________
Trainer: __________________
Madam Lee is a 40-year-old lady attending your clinic with a diagnosis of moderate depressive
episode. During her appointment today she told you that her mood has been deteriorating over
the past few weeks and has been gloomy about the future. She said she planned on burning
charcoal at home as she believed life was no longer worth living. She urged you not to tell her
husband about that as she did not want him to be worried.
1. Take a relevant history with particular emphasis on risk assessment;
2. Address the confidentiality issues that may arise during the interview.
Suggestion to the actor:
History: You have a ten year of history of depression. Five years ago, you tried to kill yourself by
taking an overdose of paracetamol during a depressive episode but was rescued eventually. You
were prescribed with Venlafaxine but you did not take the medications regularly as you had a
headache which you believed was related to the medication. Over the past few weeks your mood
has deteriorated as you have been laid off by your employer (you used to work as a clerk). You felt
that you were useless and had troubles sleeping. You woke up at 3 o’clock in the morning, failed to
concentrate during the day and just idled at home. You believed that life was not worth living
anymore and you have planned to kill yourself for the past three days ago. You bought a pack of
charcoal and hid it under your bed. You have not revealed this to anyone but you have written a
series of suicide notes to your beloved ones. You have no psychotic symptoms. You planned to act
out tomorrow when your husband will be away for a trip so that you would not be discovered. You
repeatedly urged the doctor not to tell your husband about that, saying that you laid your trust on
your doctor. You do not use alcohol or illicit drugs.
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Evaluation of skills and knowledge for:
Level 2
Topic 7: (Forensic Psychiatry) Discussion with the Consultant on breaching confidentiality (The
balance between protection of the person/others and confidentiality)
Scenario 2: An out-patient disclosing her suicidal ideas to you
Areas of skills and knowledge

Comment

1. Listening and responding, empathy
2. Mental state examination
3. Appropriate risk assessment
4. Appropriately address the issue of confidentiality

5. Management of the interview

Other comments: _________________________________________________________________
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Level 2
Topic 7: (Forensic Psychiatry) Discussion with the Consultant on breaching confidentiality (The
balance between protection of the person/others and confidentiality)
Scenario 3: A man revealing homicidal ideas to you
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Lai is a 45-year-old man at your clinic with a history of depression. Upon a recent appointment
he has revealed to you that he has been thinking of killing his wife over the past month.
1. Perform relevant mental state examination and risk assessment;
2. Address any confidentiality issues that may arise during the interview
Suggestion to the actor:
You are a clerk. You have a history of depression that has been well treated and maintained over
the last ten years until 2 months ago when you became involved in an affair with one of your
female colleagues. You have had longstanding marital discord and was thinking of getting a divorce,
but as you talked about it your wife threatened to kill herself. You have been distressed over this
issue and your mood has worsened over the past 2 months. You had troubles falling asleep and
eating and lost 5 kg body weight over the past month. You no longer enjoyed going to the cinema,
and mainly idled in the park to avoid getting into conflicts with your wife. You have no abnormal
perception or beliefs, nor did you use alcohol or illicit drugs. You were once convicted of common
assault when you hit your wife over her shoulder during a row five years ago and were given a
probation sentence. You have not thought of harming yourself, but felt you had to get the problem
solved. You have been contemplating killing your wife, first by giving her a drink laced with
hypnotics and then strangulating her to death when she was unconscious. You have prepared this
by stocking up with hypnotics that were prescribed by the doctor. You felt hopeless and seemed
ambivalent about the act. When the doctor mentioned about admission to hospital you became
guarded and told the doctor you were adamant you would not act out and urged the doctor not to
disclose this to your wife. You only opened up when the doctor demonstrated an empathic and
non-judgmental attitude.
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Evaluation of skills and knowledge for:
Level 2
Topic 7: (Forensic Psychiatry) Discussion with the Consultant on breaching confidentiality (The
balance between protection of the person/others and confidentiality)
Scenario 3: A man revealing homicidal ideas to you
Areas of skills and knowledge

Comment

1. Interviewing style
2. Listening and responding with empathy

3. Address of confidentiality issues in an appropriate
and professional manner
4. Understand the legal grounds for breaking
confidentiality in the Personal Data Privacy
Ordinance
5. Range of psychopathology explored
6. Mental State examination

7. Violent risk

Other comments: _________________________________________________________________
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Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 1: Alzheimer’s dementia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Chan is a 70-year-old retired taxi driver. He is new to the mental health services. He attends
your clinic with his wife. The referral letter from his family doctor stated that Mr Leung has 2-year
history of gradual memory deterioration. He also became more suspicious in the recent months.
You are going the see the couple in the clinic today. Mr Chan refuses to come in as he stated he
wasn’t crazy. His wife came in to see you first. Use 10 minutes to take a history from the
patient’s wife to assess the patient’s presenting problems and clarify the diagnosis.
Suggestions to the actress:
(Be forthcoming, once the doctor shows you empathy and uses open questions)
You are aware of your husband’s memory deterioration for about two years. He forgot what was
being said to him and at times missed important appointments, e.g. friend’s daughter’s wedding.
Then for the past 12 months, he also became disorientated in unfamiliar places, got lost while
driving and find it hard to use his new smartphone. He was previously an outgoing person but
became more withdrawn in the past one year, after he got lost once and had to call the police.
He left his water tap running a few times since last year and now had to keep an eye after he used
the bathroom. You are particularly worried as he became more suspicious in the recent few
months, complaining about the family of stealing his money. He got frustrated and irritable easily
but not violent, which came after the onset of memory problem. He has poor insight towards his
illness. Your husband does not have alcohol problem, significant past medical or psychiatric history.
His appetite remained good and slept well at night. He can still perform his basic ADL
independently. His speech is normal but at times a bit slow in word finding. He still drives at
times and giving a lift to his grandchildren (age 6 and 5) at weekends, which is one of his most
enjoyable times of the week. He displayed no aggression towards grandchildren. You worry
about your husband getting Parkinson’s disease dementia.
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Evaluation of skills and knowledge for:
Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 1: Alzheimer’s dementia
Areas of skills and knowledge

Comments

1. Show rapport and empathy; acknowledge wife’s
stress and concerns
2. Assess the pattern and severity of memory
deterioration
3. Assess other cognitive disturbances: aphasia,
apraxia, agnosia, disturbance in executive function
4. Assess the Activities of Daily Living and impairment
in social functioning
5. Assess the behavioural and psychological symptoms
of dementia: mood and psychotic symptoms,
personality change, agitation, disinhibition
6. Consider other causes of dementia: enquire about
the physical state, alcohol use, head injury,
cardiovascular risk factors
Ruling out “Pseudo-dementia”
7. Risk assessment: violence, self-harm, driving issue,
patient’s insight, children risk

Other comments: _________________________________________________________________
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Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 2: Vascular dementia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Ko, a 67-year-old retired civil servant, is new to mental health services. He was admitted into a
private old age home (OAH) after he had a stroke with right-sided hemiparesis three months ago.
The attending GP at OAH referred him to you for expert opinion as he presented with a memory
problem, poor sleep, disturbing behaviour and ADL care refusal in the evening.
You are going the see the patient and his wife at the OAH during the outreach consultation session.
Use 10 minutes to take a history from his wife to assess the patient’s presenting problems and
clarify the diagnosis.
Suggestions to the actress:
(Be forthcoming, once the doctor shows you empathy and uses open questions)
Your husband was an active, outgoing person with many friends before his stroke four months ago.
He was a chronic smoker, had diabetes and hypertension previously. He one day (4 months ago)
suddenly collapsed and lost consciousness; later the hospital doctor told you he had a stroke.
While in the hospital he was very confused for the first few days, yelled aloud saying he was seeing
ghost at night and needed to restraint. He gradually recovered after ten days but was left with
very poor short-term memory and poor orientation. He failed to recognise his son occasionally.
On a good day he could have a conversation, but other times he would speak non-sense. He
appeared withdrawn, tire and had no interest in anything. It breaks your heart when you see him
tearful at times. He couldn’t sleep at night but is sleepy during the day. His appetite was also
poor. However, he had no psychotic symptoms or suicidal ideas. He uses a wheelchair and can
just about able to feed himself using his left hand but is largely dependent on ADLs.
Your husband also became confused in the evening. He would yell for help and tear off the diapers.
He became agitated easily and refused to receive ADL care, e.g. changing diapers. You feel very
stressful as OAH staff, and other co-residents often complained to you and asked you to
accompany him in the evening. You also feel guilty as husband used to say he would never go to an
OAH and now he is in one.
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Evaluation of skills and knowledge for:
Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 2: Vascular dementia
Areas of skills and knowledge

Comments

1. Show rapport and empathy; acknowledge wife’s
stress and concerns
2. Assess the pattern (stepwise decline), characteristics
and severity of cognitive deterioration. Ask for
vascular risk factors.
3. Assess the Activities of Daily Living of patient and
level of care needed at OAH
4. Assess the behavioural and psychological symptoms:
mood and psychotic symptoms, agitation,
disinhibition, adjusting to OAH life
5. Consider other causes of the sun-downing
syndrome, e.g., delirium, agitated depression,
adjustment to an OAH life
6. Risk assessment: violence, self-harm, fall risk, impact
on OAH environment

Other comments: _________________________________________________________________
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Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 3: Fronto-temporal dementia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Wong is a 55-year-old married waiter, who is referred to your clinic by his GP for suspected
unstable emotions. His wife was concern that he has turned quiet and withdrawn. His personal
hygiene has also declined gradually. He was laid off from work after an argument with a customer,
which was unusual for him. His wife was concerned.
Mr and Mrs Wong are coming to see you today. Use 10 minutes to take a history from Mrs Wong to
come up with a provisional diagnosis. Focus only on the core features of the provisional
diagnosis.
Suggestions to the actress:
You live with your husband at a public housing unit. Your husband is 55 years old. You two have
been married for many years, and the marriage has been stable. You have one son and one
daughter, at age 18 and 24.
You notice that over the past two years, your husband has gradually changed to become like
another person. He used to be a cheerful and humorous person without much temper, but now
he has lost his sense of humour. He is often impatient and blunt. He has become very stubborn
about his own ideas. Six months ago, he was laid off from work after argued with one of the
customers and his boss. Since then he stayed home often and didn’t seem bothered to go and
look for work again. Three months ago, he got into a fight with a stranger on the bus which was
not like him, as he has always been known to be Mr Nice guy before. He, however, had no violent
behaviour at home. He also lost all his friends after he said inappropriate things during a party
with them. At home, he stays in front of the TV at home the whole day, and he doesn’t shave or
takes showers. He kept wearing the same clothes for weeks and has poor personal hygiene. He
does not appear to be sad or tearful nor feeling useless or hopeless. He is just aloof. His sleep
and appetite do not appear to be disturbed. In fact, he would eat a lot, once he was seen eating
only a pot of jam using a spoon in front of the TV.
His memory has slightly declined for about a year, often needed prompting. However he still
recalls important appointments, no problem recalling names and manages to cook simple meals,
yet with limited varieties. He can go out by himself without a history of getting lost. John has
otherwise good past physical and mental health. He does not drink. He has no previous head injury
or stroke. He has no particular physical complaints. His gait is stable.
Your daughter is getting married next month, but your husband didn’t seem to be excited or
interested, even though he had a good relations with her previously.
You are concern your husband is becoming like an auntie of him, who had some odd behavioural
and emotional problems in her 50s but you do not know the details.
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Evaluation of skills and knowledge for:
Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 3: Fronto-temporal dementia
Areas of skills and knowledge

Comments

1. Demonstrate sensitivity, rapport and empathy
2. Assess the core features of FTD
•
Insidious onset and slow progression
•
Personality change (impulsivity, mental
rigidity, apathy)
•
Behavioural change (disinhibition /
inappropriate social behaviour, stereotyped
behaviour, self-neglect)
•
Speech: aspontaneity, perseveration
•
Lack of insight
•
Possible family history
3. Elicit the relative preservation of memory, spatial
orientation and praxis
4. Consider important differential diagnoses in the
process of history taking, such as depression, late
onset psychosis, organic personality disorder,
alcoholism, head injury, brain lesions
•
Bonus if the candidate can look for features of
FTD-related disorders: parkinsonism, unsteady
gait (corticobasal syndrome / progressive
supranuclear palsy) muscle weakness, swallowing
problem (FTD with amyotrophic lateral sclerosis)
5. Risk assessment: violence, self-neglect, self-harm
6. Address caregiver’s concern regarding early onset
and heritability (only if time allows)

Other comments: _________________________________________________________________
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Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 4: Lewy Body dementia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs Tam is 69-year-old widow currently in an orthopaedic ward. She was admitted three weeks
ago after a fall at home with a fractured wrist. The orthopaedic surgeon is concerned that she
appears to have memory difficulties and confusion from time to time in spite of her relatively
stable physical condition. You, as an old age psychiatrist, are asked to offer your opinion on her
diagnosis.
Mrs Tam has denied any memory difficulties though she scored 10 out of 30 on the HKMoCA.
However, she complains that a lot of chicken is running around in the ward.
Her daughter, Grace, visits Mrs Tam every day and is concerned about her mother’s condition. She
has agreed to talk to you.
Please use 10 minutes to obtain a collateral history of Mrs Tam’s symptoms to help you with your
diagnosis.
Suggestions to the actress:
You are the daughter of Mrs Tam. Mrs Tam lost her husband ten years ago since then you visit
your mother on most days. She regularly states that the home-helper was stealing things in the
recent 18 months, yet those items were usually found around her flat later. She started to have
increased difficulty with shopping and managing her finance since 12 months ago. These problems
seem to be getting worse gradually. You were surprised that she sometimes forgets the names of
her grandchildren. Last week you found that she has left the cooker on. She can have good days
where she appeared relatively lucid.
You feel that your mother looks much older than before in the past 12-18 months or so. That was
because she has been walking with smaller steps and with mild tremor sometimes, like many
elderly. Before this admission, she has had several falls in the past 12 months already. She does not
have alcohol problem, significant past medical or psychiatric history.
Two months ago, your mother started to tells you there were snakes at home and she tried to use
a pan to hit “a snake on the floor” resulted in a fall. Yesterday, she asked you why were there
chickens in the ward in this hospital. The treating doctor gave your mother some “hello”
medication last week. Your mother was getting even more confused, and her tremors have also
gone worse. Your mother has never been violent or express thoughts of harming herself or
others.
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Evaluation of skills and knowledge for:
Level 2
Topic 8: (Old Age Psychiatry) Interviewing a carer and/or a patient suspected to be suffering from
the following conditions
Scenario 4: Lewy Body dementia
Areas of skills and knowledge
1. Demonstrate sensitivity, rapport and empathy;
acknowledge the daughter’s concern

Comments

2. Assess the pattern and severity of memory
deterioration and disturbances in executive function
3. Elicit core psychopathology:
• Marked fluctuation of cognitive impairment
• Frequent falls
• Changes in consciousness
• Vivid visual hallucinations
• Parkinsonian symptoms,
• Sensitivity to neuroleptics etc
4. Consider other causes of dementia: enquire past
physical health, alcohol use, head injury, mood
disorder.
• Attempt to establish the chronological order of
parkinsonian and dementia features.
5. Risk assessment: violence, self-harm, self-care, fall
risks

Other comments: ______________________________________________________________
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Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 1: A man who became depressed after the death of his wife
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Wong, a 72-year-old man with no prior contact with mental health services, was referred to
your out-patient clinic for sadness after his wife died of lung cancer four months ago.
Three weeks ago, Mr Wong came to see a doctor in General Out-patient Clinic for follow-up of his
hypertension. He requested sleeping pills from the doctor but was noticed to be on the verge of
tears and distress. The doctor was concerned about his mental condition and referred the patient
to the psychiatric clinic. He has no history of self-harm, substance abuse or violence, according to
the referral letter.
You are going to see him in the clinic. Use 10 minutes to assess the mental condition of the patient.
Suggestion to the actor:
You are a 72-year-old retired security guard with hypertension and diabetes. You used to live with
your wife after your only daughter got married and moved out ten years ago. Your marriage has
been stable, and you enjoy your retirement life with your wife. Then four months ago, your wife
had a fall while standing on a ladder trying to get something from the top shelf. She banged her
head on the chair, appeared to be fine initially, so you didn’t call the ambulance but she then 20
minutes later complained of chest pain and collapsed. She died a few hours later in hospital and
you were told she died from a heart attack. In the first month, you were busy in arranging the
funeral of your wife. You have attended all ceremonies, and your daughter was supportive
throughout.
About three months ago, you started to develop sleep problem. You used to sleep from 11 pm to 7
am, but you could only sleep from 1 am to 5 am nowadays. You feel tired easily, and you are
reluctant to go out for playing Tai-Chi which was your favourite hobby. Also, you have no interest in
eating, and you notice loosening of the trousers although you have not weighed yourself. You miss
your wife very much and often become tearful when you thought of her. You blame yourself for
not sending her to the hospital soon enough. Later, you even wanted to die from an accident or
illness as you felt lonely and meaningless to live without your wife. You did not have any plans to
end your own life. You have impaired concentration in reading newspapers, and have a poor
memory, e.g. forgot about family gatherings with your daughter’s family. You have no motivation
to do house chores or cook, instead brought takeaways at times. You have not told your daughter
about your problems, despite having lunch with her regularly every two weeks.
You attended a follow-up in General Out-patient Clinic for your hypertensive problem. Since you
wanted to sleep better, you requested sleeping pills from the doctor. You then told the doctor that
you were sad after the death of your wife. The doctor referred you to a psychiatric clinic for further
management.
During the interview in the psychiatric clinic, you have poor eye contact with the psychiatrist. You
think for a while before answering the questions. You just give the brief answer to each question
unless you are probed empathically.
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Evaluation of Skills and knowledge for:
Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 1: A man who became depressed after the death of his wife
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s concern
and distress
2. Elicit the other symptoms of depression

3. Features of abnormal grief, e.g. suicidal idea,
hallucinatory experience, inability to function
normally, mummification
4. Change in daily activities and social functions, the
risk of self-neglect
5. Suicidal risk assessment

6. Social support – available and ability to seek any

7. Use of appropriate questions sensitively
8. Differentiation between depression and dementia

Other comments: _________________________________________________________________
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Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 2: A man was brought to the AED after cutting wrist/other self-harm gestures in the
elderly home
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Au is 86-year-old care-and-attention home resident. He entered current care-and-attention
home three weeks ago as arranged by his daughter. He was a quiet man. On several occasions, he
voiced worries about his physical health, which he thought was deteriorating. This morning, he
suddenly cut his wrist with a razor blade while shaving himself in the bathroom. He was stopped by
staff immediately. He was rushed to the accident and emergency department.
You are requested by the colleagues of the accident and emergency department (AED) to assess
him. Use 10 minutes to interview the care-and-attention home staff who accompanied the patient
to the AED. Mr Au’s daughter is not contactable at the moment. Mr Au has requested to be
discharged and refused to talk to you. The AED staff wants to discharge him as soon as possible.
Take an appropriate history for the working diagnosis and assess his suicidal risk. Anything else
you would like to know if the daughter becomes contactable?
Suggestions to the actor:
Your name is Joe, are the care-and-attention home staff who has just qualified six months ago and
passionate about your job. You feel guilty and sorry for what happened with Mr Au. You have
known Mr Au for just three weeks. From the handover information, you know he is a widow,
retired university professor, and came after his discharge from hospital after a fall at another
private care-and-attention home. His daughter has visited twice since he has moved in and the
last visit ended after an argument between them a few days ago. Mr. has been a quiet man, not
interacting with others and not motivated to join any activities at the home. When being spoken
to, he seems to ruminate on many different physical complaints such as headache, dizziness,
backaches and stiff legs. At night he appeared anxious and couldn’t sleep, but didn’t cause
disturbance to others. Instead, you heard him self-muttering that “there is no future” and that he
was dead and all his guts were dead. His appetite has been poor all along and needed feeding.
He couldn’t sleep all night long and appear tired during the day. His daughter told you his
favourite hobby was watching Chinese opera on DVD, but he didn’t watch any ever he moved in.
However, he denied feeling sad, nor seen to be tearful. It is hard to strike a conversation with Mr
Au, as he kept saying “I forget” throughout the conversation, but he clearly recognised you. He
also recognises his room’s location. He went out a few times to buy some snacks and cigarette
and had returned safety despite he was not from the local area.
Mr Au usually doesn’t bother about shaving, however on the day of admission; he suddenly asked
you to give him a razor blade and said he would do shaving by himself. He told you to get him his
cup in his room and send you away. Upon return you found him to be cutting himself. While
collecting his belongings, you found a handwritten note placed on small table addressing to his
daughter.
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Evaluation of skills and knowledge for:
Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 2: A man was brought to the AED after cutting wrist/other self-harm gestures in the
elderly home
Areas of skills and knowledge

Comment

1. Demonstrate empathy and sensitivity; establish
rapport with a carer who is recovering from the
shock of witnessing a self-harm episode.
2. ICD-10 criteria for depression, with attention to
factors that may modify presentations in old age

3. Features that may distinguish depression from
dementia, e.g.
•
Does patient have cognitive difficulties?
•
Rapid or gradual progression
•
Did depressive symptoms precede cognitive
problems or vice versa?
•
Dysphoric or labile mood
4. Suicidal risk assessment: What are the factors that
made him risky? (eg. Male, suicide note, relationship
with daughter etc.)
5. Collateral information needed from whom?
Family / staff / previous staff
•
6. Family history +/- past history:
•
Depression
•
Dementia
7. Other psychiatric disorders (manic episode)
Other comments: _________________________________________________________________
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Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 3: A woman was brought to your clinic by her son, as she was noted to be irritable and
poor in appetite
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Madam Wong, a 68-year-old woman with no prior contact with mental health services, was
brought to see you at the out-patient clinic with her younger son for increased irritability and poor
appetite via a private GP referral.
Her son reported that she had increased quarrel with her husband. On the referral letter the
private practitioner concerned about her “unstable emotions” and weight lost.
You are going to see her in the clinic. Use 10 minutes to assess the mental condition of Madam
Chan.
Suggestions to the actress:
You are a 68-year-old housewife with no prior contact with mental health services, living with your
husband and your younger son in a private flat. Since three months ago, you started to have
reduced appetite with a weight loss of 15 lbs (from 110 lbs to 95 lbs). You did not want to eat as
you had stomach fullness most of the time. You also had sleep disturbance. You woke up at 5 am
instead of the usual 8 am. You felt a bit tired in the daytime but still could do the housework.
However, you felt being irritated easily by your husband. You had frequent quarrels with your
husband over trivial matters, e.g., he bought the wrong item of food from the market. You
scolded your husband often but felt guilty afterwards. You used to have a good relationship with
your husband and attended the elderly centre together about 3-4 times per week.
In recent one month, you did not want to attend the elderly centre as you felt that the centre was
noisy and you were not interested in the activity there. Your husband attended the elderly centre
more frequently as he wanted to avoid conflict with you, but you were unhappy about this. Your
husband was supportive and always helped you in the housework. You became anxious easily and
worried that the physical health of your husband and yourself were deteriorating gradually. You
also worried about the future of your younger son as he was still single and had low income. You
had poor concentration with impaired memory. You would forget the appointment of the dinner
with your elder son’s family, but you still coped with the activities of daily living. You did not have
any suicidal ideas, and you were sure that you would not do any self-harming act. You did not
smoke or drink. You don’t have any chronic physical health problems. Private OGD and health
checks three months ago were all normal.
You were brought by your younger son to see a private GP a few weeks ago as you had significant
weight loss within the last three months. And you were a bit reluctant to be referred to see a
psychiatrist as you thought you are not crazy.
During the interview, you speak fast, and you are anxious. You worried about the physical health of
your husband and yourself. You are also worried about the future of your son. You are often
unhappy, especially, after quarrelling with your husband. You are orientated in time and place.
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Evaluation of Skills and knowledge for:
Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 3: A woman was brought to your clinic by her son, as she was noted to be irritable and
poor in appetite
Areas of skills and knowledge

Comment

1. Show empathy; develop rapport with an anxious
patient, acknowledge the patient’s concern and
distress
2. Current mood
3. Elicit the other symptoms of depression and anxiety
spectrum disorder
4. Increased irritability, anxiety and worrying (masked
depression)
5. Relationship of mood problem and marital
relationship and daily activity
6. Suicidal risk assessment
7. Social support
8. Differentiation between depression and dementia.
Any change of physical health or thyroid illness?

Other comments: _________________________________________________________________
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Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 4: A woman was referred by a family physician, for insomnia and unexplained somatic
pain
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs. Lee is a 70 year-old woman with no previous psychiatric history. She has been referred to
your outpatient clinic for “unexplained bodily pain” and “poor sleep” for half a year. She is mildly
hypertensive but otherwise healthy. She is taking low dose diuretics for her hypertension.
Mrs Lee began having vague epigastric and bilateral upper quadrant abdominal “pain” for about six
months. She could not identify any possible initiating physical factor or significant stressor
around the onset of her somatic symptoms. She went to her family physician and a number of
tests were done to rule out the possibility of any gastrointestinal (including abdominal ultrasound,
urea breath test, OGD) or pulmonary/cardiac problem (including CXR, ECG, Holter monitoring,
exercise stress test, troponin I, echocardiogram), and all results were normal (including the initial
blood tests such as CBC, LFT, RFT, TSH, amylase, lipase). Mrs Lee continues to feel the “stomach
pain” which got worse and affected her sleep since three months ago, with initial and middle
insomnia. As the condition cannot be resolved and her physician could not provide her with a
diagnosis, Mrs Lee has become increasingly anxious about the possibility of having a subtle but
serious illness. She does not feel overly sad, denies auditory and visual hallucinations, has no
history of self-harm, not using any illicit drug, and cognitively sound.
You will see her in the clinic. Use about 10 minutes to assess the mental condition of this patient.
Suggestions to the actress:
You are a 70-year-old retired sewing factory widow; you live alone after your husband passed away
two years ago.
About half a year ago, you started to notice some pain in your “stomach” and “upper side
abdomen areas”. The pain was “dull” in nature and arises “without reason” at least a few times
every day. You would take “stomach pills” in an attempt to ease the discomfort, but the
medication usually does not help. You feel that the pain was perhaps less when you were
distracted. You went to see your family doctor, and many tests were done. Although you felt
relieved that all the results were normal, you soon began to worry that perhaps you have a serious
illness that was missed or not detected. You went to see a different doctor and he suggested that
your pain was related to “stress”. As you couldn’t think of anything that has been stressful for you,
you become increasingly worried about your health. For the past three months, you have not
been sleeping well, having trouble falling asleep and waking up a few times in the middle of the
night. You sleep for about 5 hours in total but with poor quality. You do not feel “anxious”,
having no other anxiety-related symptoms (e.g. accelerated heart rate, choking sensation,
concentration difficulty, irritability, muscle tension, pounding heart/palpitation, restlessness,
shortness of breath, sweating, trembling), and genuinely think there must be an illness developing.
Despite your worry, you can still accept the possibility – although highly unlikely – that you do not
have an illness lurking. You are not feeling very sad, still try to enjoy your hobbies, have a
reasonable appetite, not having any hallucination, and have never thought about suicide. Your
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blood pressure is slightly high, and you are taking a “water pill” for the blood pressure issue.
During your visit to the second family doctor, you have been given a referral letter to see a
psychiatrist. While you are not pleased with the doctor with his thinking that your “pain” is “all in
your head”, you have decided to go see what the mental health specialist has to say.
Towards the end of the interview, ask the psychiatrist what are you suffering from, and what the
psychiatrist would do next about your illness.
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Evaluation of Skills and knowledge for:
Level 2
Topic 9: (Old Age Psychiatry) Assessing an elderly with depressive features
Scenario 4: A woman was referred by a family physician, for insomnia and unexplained somatic
pain
Areas of skills and knowledge

Comment

1. Acknowledge the patient’s concerns and distress;
show empathy; develop rapport
2. Elicit possible anxiety symptoms

3. Elicit psychotic (especially delusional) symptoms

4. Elicit possible somatisation symptoms

5. Suicidal risk assessment
6. Differential Diagnoses: major depression, dysthymia,
adjustment disorder, anxiety disorders, delusional
disorder, somatoform disorders, factitious disorder,
malingering.
7. Development of a management plan
8. Explanation of problem to a patient in a way patient
may understand

Other comments: _________________________________________________________________
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Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management to
a son/daughter of an elderly patient with…
Scenario 1: Dementia with Lewy Bodies of moderate severity with BPSD or agitation, admitted to
the medical ward
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Chan, a 72-year-old man, was referred to your clinic for cognitive decline with a fluctuating
course over the past 12 months. He then was reported to have a sudden onset of confusion and
daytime somnolence. He was sleeping poorly and was complaining of seeing small figures
running around the house at night. After thorough physical and mental status examinations, you
suspected him to be suffering from delirium, and he was hospitalised at the medical ward for
further management. CT brain and EEG were done pending report. However, because of his
increased agitation and hallucinations in the hospital, Mr Chan was given several doses of
haloperidol intramuscularly. However, his condition further deteriorated, becoming nearly
catatonic.
You are going to see his son/daughter. Please use 10 minutes to explain the diagnosis, prognosis
and the management of this elderly man.
Suggestions to the actor:
You are the son/daughter of Mr Chan, your father was admitted after seeing a psychiatrist at the
clinic. However, since admission, you saw your father getting worse every day, being restrained
and injected repeatedly. You are worry and angry about what has been happening. You want to
complain towards the case doctor. You regret sending your father to the doctor and think maybe
your father was just getting a bit stressful and need love and care only. You plan to get him
discharge to see a Traditional Chinese Medicine Doctor instead… or to the local famous Taoist
temple to cast away demons maybe.
You eventually agree that your father should remain (after a satisfactory encounter). Ask the
doctor to explain medical terminologies and the future management plan of your father.
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Evaluation of skills and knowledge for:
Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management to
a son/daughter of an elderly patient with…
Scenario 1: Dementia with Lewy Bodies of moderate severity with BPSD or agitation, admitted to
the medical ward
Areas of skills and knowledge

Comments

1. Show empathy; acknowledge the relative’s worries and
distress. Explained that a concern of delirium was a medical
emergency and needed medical ward treatments and
monitoring first.
2. Diagnostic features of Dementia of Lewy Body:
Cognitive decline sufficient to interfere with the
social/occupational function
CORE features:
• Fluctuating cognitive symptoms
• Recurrent visual hallucinations
• Spontaneous parkinsonism
Suggestive features:
• REM sleep behaviour disorder
• Neuroleptic sensitivity
• Dopaminergic abnormalities in basal ganglia on
SPECT/PET
Supportive features:
• Repeated falls and syncope
• Transient unexplained loss of consciousness
• Hallucinations in other modalities
• Systematized delusion
• Depression
3. Prognosis:
• Progressively worsens
• The rate of progression varies, and some investigators
think that progression is faster than that of Alzheimer
type of Dementia.
• Patients eventually die from complications of immobility,
poor nutrition, and swallowing difficulties.
• Average survival time is approximately six years (Lennox)
4. Management:
Multidisciplinary approach
Person-centred care
No medical treatment may be necessary if symptoms are
mild
Non-pharmacological treatment:
• Cognitive stimulation exercises
• Multisensory stimulation
• Aromatherapy
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•
•
•
•

Therapeutic use of music and/or dancing
Animal-assisted therapy
Massage
Physiotherapy, physical therapy and exercise classes to
maintain mobility
5. Pharmacological intervention (just for discussion)
• When medication is used, Acetylcholinesterase inhibitors
should usually be tried first. The benefits have been seen
in all domains, including cognition, behaviour, psychosis
and sleep disturbances.
Explain side effects
• Atypical neuroleptics are preferred when
acetylcholinesterase inhibitors are ineffective. Their use
must still be monitored closely for acute reactions.
Avoid conventional antipsychotics, because of
neuroleptic sensitivity.
Explain side effects and Black box warnings
• Studies suggest that memantine improved cognitive
function and neuropsychiatric symptoms.
Explain side effects
Other medications:
Antiepileptic drugs
Antidepressants.
Benzodiazepines
Dopamine precursors
6. Support for the relatives/ carers.

Other comments: _________________________________________________________________
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Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management of
a son/daughter of an elderly patient with…
Scenario 2: Alzheimer’s dementia, mild in severity, first seen in OPD, about to start AChEI
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs Lee, a 75-year-old retired domestic worker, was brought in to your clinic by her daughter. Her
daughter began to notice some mild forgetfulness in her mother, such as not remembering the
content of recent phone conversations. She also noticed that her mother was more irritable at
times and that she was less sociable with her friends. On several occasions, she had to call her
daughter to get assistance in returning home.
Mrs Lee was still able to balance her chequebook, use her mobile phone and manage household
chores.
There was no prominent depressive symptom. Medical workup was unrevealing. You plan to start
her on some anti-dementia medications.
Please use 10 minutes to explain the diagnosis, prognosis and the management of this elderly lady
to her daughter.
Suggestions to the actress:
You are the son/daughter of Mrs Lee. You are concern about your mother getting dementia.
You wonder how the doctor concluded she has dementia. If that is true, you worry she will soon
no longer recognise you and be stuck in an old age home, with limited dignity. You want to know
the cause of this illness, what kind of things you can do to help and any medication to cure this
condition. You want to know the side effect of those anti-dementia medications.
Recently you heard from TV advert about a new product “brain growth agent (Lo Joy Sung)” and
you want to know if it is worth buying.
You also worry you might have the same condition soon, as you can sometimes be forgetful at
times.
Ask the doctor to explain medical terminologies that you don’t know.
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Evaluation of skills and knowledge for:
Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management to
a son/daughter of an elderly patient with…
Scenario 2: Alzheimer’s dementia, mild in severity, first seen in OPD, about to start AChEI
Areas of skills and knowledge

Comments

1. Show empathy and understand the family’s
concern.
2. Diagnosis of Alzheimer’s Disease
• A most common form of dementia
• Development of multiple cognitive deficits
manifested by both memory impairment and
one or more of the following: aphasia, apraxia,
agnosia, and disturbances in executive
functioning
• The cognitive deficits represent a decline from
previous functioning and cause significant
impairment in social or occupational
functioning
• The course is characterised by gradual onset
and continuing cognitive decline
• The cognitive deficits are not due to other
central nervous system, systemic, or
substance-induced conditions that cause
progressive deficits in memory and cognition
• The disturbance is not better accounted for by
another psychiatric disorder
Neuropsychologic testings, e.g.
•
MMSE
•
HK MoCA
•
Mattis DRS
•
Clinical Dementia Rating
3. Prognosis
• Progressively worsens.
• May develop behavioural and psychological
symptoms, such as anxiety, depression,
insomnia, agitation, and paranoia.
• Require assistance with basic activities of daily
living, including dressing, bathing, and
toileting.
• Difficulties with walking and swallowing may
develop. Tube-feeding may be needed,
• Mortality was 3.5 times that expected for the
general population (Burns and Levy)
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• The time from diagnosis to death varies from 3
years to 10 or more years.
• Patients with early onset AD tend to have a
more aggressive, rapid course than those with
the late-onset AD.
• The primary cause of death is intercurrent
illness, such as pneumonia, cardiac failure
4. Management
Non-pharmacological intervention
• Promoting independence and maintaining
function
• Offer people with mild-to-moderate dementia
the opportunity to participate in a structured
group cognitive stimulation program
irrespective of drug treatment for cognitive
symptoms
5. NICE guideline (Mar 2011)
• The three acetylcholinesterase (AChE)
inhibitors Donepezil, galantamine and
rivastigmine, are recommended as options for
managing mild to moderate Alzheimer’s
disease
• Memantine is recommended as an option for
managing Alzheimer’s disease for people with
a) moderate Alzheimer’s disease who are
intolerant of or have a contraindication to
AChE inhibitors; or, b) severe Alzheimer’s
disease
• Only specialists in the care of patients with
dementia should initiate treatment. Carers’
views on the patient’s condition at baseline
should be sought
• Treatment should be continued only when it is
considered to be having a worthwhile effect
on cognitive, global, functional or behavioural
symptoms
• Patients who continue on treatment should be
reviewed regularly using cognitive, global,
functional and behavioural assessment.
Side effects of medications should be explained
6. Support for the relatives/ carers.

Other comments: ________________________________________________________________

215

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management to
a son/daughter of an elderly patient with…
Scenario 3: First episode of late-onset depression, admitted to OAP ward for a suicidal attempt
at home by hanging
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs Lau, a 73-year-old lady, living with her husband, was admitted to your ward for a suicidal
attempt by hanging at home. She had a history of depressed mood for one month, precipitated
by severe joint pain. She had poor oral intake and deterioration in self-care. She was noted to
be weepy and had a poor sleep at night. She felt hopeless about having an endless pain. She
had no history of mental illness.
You are going to see his son/daughter. Please use 10 minutes to explain the diagnosis, prognosis
and the management of this elderly lady.
Suggestions to the actor:
You are the daughter/son of Mrs Lau. You felt shocked and ashamed of what has happened to
your mother. You thought your mum was just getting old and slowing down, and she never said
she was sad or depressed. You now are worry and concerns about your mother’s management
plan. You want to know what the future holds for her. Ask the doctor to explain medical
terminologies that you don’t know.
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Evaluation of skills and knowledge for:
Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management to
a son/daughter of an elderly patient with…
Scenario 3: First episode of late-onset depression, admitted to OAP ward for a suicidal attempt
at home by hanging
Areas of skills and knowledge

Comments

1. Show empathy; acknowledge the relative’s worries
and distress
2. Diagnosis:
Depressive episode
DSM IV/ICD-10 criteria for depression
Psychomotor disturbances are the most distinct in
older persons
3. Prognosis
• Study from the Netherlands: 23% improved, 44%
had an unfavourable, but fluctuating course and
33% had a severe and chronic course
• Late-life depression increases the risk of MCI and
dementia. A possible mechanism underlying
both depression and AD is inflammation.
• Morbidity and mortality associated with
depression are increased in the elderly as they
are more likely to be physically frail and therefore
vulnerable to serious consequences from
self-neglect and immobility
• Good prognostic factors:
a. Onset before the age of 70
b. The short duration of illness
c. Good previous adjustment
d. The absence of disabling physical illness
e. Good recovery from previous episodes
• Suicidal risk assessment (almost 20% of
completed suicides occur in the elderly)
4. Management
Person-centred care
The stepped-care model in NICE guideline Mar 2011
• Medications
• Choice of antidepressants: take into account the
presence of other physical health problems, side
effects, be aware of drug interactions
• Starts with SSRIs if not contraindicated
• Psychological interventions, e.g. group/individual
CBT, Family therapy
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•
•
•
•
•
•

Combined treatment
ECT
Crisis intervention and community support
Treatment of the physical condition
Physiotherapy if needed
Suicidal risk assessment (almost 20% of
completed suicides occur in the elderly)
5. Support for the relatives/ carers

Other comments: _________________________________________________________________
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Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management of
a son/daughter of an elderly patient with…
Scenario 4: Sudden onset of confusion, diagnosis of delirium, in a medical ward
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs Lam was an 80-year-old woman with moderate grade of Alzheimer’s Dementia who lived in an
old-age home. She had a history of diabetes and asthma. She was recently started on low-dose
amitriptyline to treat her chronic pain symptoms. She was admitted to the medical ward for fever,
shortness of breath, increased dullness and poor oral intake. Nurses noted that she became
confused, agitated and reported seeing ghost in the ward the first night after admission.
You have been consulted for her situation. After the assessment, you will see her son/daughter.
Please use 10 minutes to explain the diagnosis, prognosis and the management of this elderly lady.
Suggestions to the actor:
You are the son/daughter of Mrs Lam. You accept your mum has been demented for years but
notice after her admission to the medical ward, she has become more confused and at times can’t
recognise you. You are worry and concern if this is part of her dementia which she will never
recover or not. Ask the doctor to explain medical terminologies that you don’t know.
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Evaluation of skills and knowledge for:
Level 2
Topic 10: (Old Age Psychiatry) Explaining the diagnosis, prognosis and the management to
a son/daughter of an elderly patient with…
Scenario 4: Sudden onset of confusion, diagnosis of delirium, in a medical ward
Areas of skills and knowledge

Comments

1. Show empathy; acknowledge the relative’s worries
and distress
2. Diagnosis:
Delirium/Acute confusion
• Acute, transient, reversible brain syndrome
• Fluctuating disturbance of consciousness,
attention, perception, cognition and
neuropsychiatric functions
• Hypoactive or hyperactive or mixed form
• Dementia vs Delirium
• Medical problems commonly associated with
delirium: Infection, acute renal/hepatic/thyroid
dysfunction, Sensory impairment, metabolic
disturbances, acute neurologic events, acute
cardiac events, acute pulmonary events, occult
malignancies, occult bone fracture, postoperative
state, substance intoxication or withdrawal, pain
• Drugs associated with delirium
3. Prognosis
• Usually reversible
• Memories of events of the delirium are variable
• May take 6-8 weeks or longer for a full recovery
• Resolution of symptoms may take longer in
patients with poor premorbid cognitive function
• The cognitive deficit may resolve slowly or not at
all in some patients
• Complications: malnutrition, aspiration, pressure
ulcers, falls leading to injuries and fractures
4. Management
(NICE guideline July 2010)
• Person-centred care
• Treat the underlying causes
• Maintain fluid and nutrition
• Reorientation techniques
• Avoid sensory deprivation
5. Medication treatment for agitation/psychosis:
• Haloperidol or olanzapine for short term
• In people with conditions such as Parkinson’s
disease or dementia with Lewy Bodies, use
antipsychotics with caution or not at all
• Short-acting benzodiazepines if needed
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• Vitamins in Delirium Tremens or B12 deficiency
6. Support for the relatives/ carers

Other comments: _________________________________________________________________
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Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 1: Take a history from a patient with mild cognitive impairments and very mild
dementia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Chan, a 68-year-old businessman, came to your clinic with his wife. Mr Chan complained of
memory impairment and difficulty in managing his business in recent one year. His wife reported
that he was less active and seemed to worry easily.
You have 10 minutes to clarify the cognitive complaints and functional impairment. You can ask the
wife for collateral information. A task-oriented approach will help in history taking. For instance,
estimate the degree of cognitive decline and associated risks.
Suggestions to the actor:
Mr Chan used to run a mini-bus company for more than 20 years. He found that his memory
deteriorated in the past one year. He had forgotten some meetings and missed some payments. He
reduced his investment in the stock market. He had difficulty to recall the names of his business
partners, though he could recognise them. He still drove, but he only drove in familiar places.
He liked travelling in the past. He enjoyed planning trips with his wife and friends. In the past one
year, he was less active and had difficulty in driving in unfamiliar places and was less organised in
planning. He, however, doesn’t appear to be overly depressed.
His wife reported that he was easily frustrated and bothered by trivial matters recently. He was
indecisive in making investment decisions. Wife also expresses concern if he mismanages his
finance and “loss them all”.
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Evaluation of skills and knowledge for:
Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 1: Take a history from a patient with mild cognitive impairments and very mild
dementia
Areas of skills and knowledge
1. Elicit cognitive symptoms (onset and duration,
details of complaints, underlying symptom
manifestations of cognitive deficits, e.g.
orientation, memory, facial recognition,
naming, language ability, planning and
organisation, judgment etc.)
2. Elicit functional impairments (severity and
disturbances to patient’s daily life, basic and
instrumental activities of daily living, the more
complex IADL etc., decline from patient’s
premorbid level)
3. Assess BPSD (behavioural and psychological
symptoms of dementia), any relations with the
cognitive and functional impairment)

Comments

4. Address patient’s and caregiver’s worries
5. Assess whether the patient suffers from
specific dementia syndromes, the progression
of cognitive and function decline
6. Assess the risks and needs (safety, ability to
cope with the current job and manage finance,
driving etc.)
7. Effort in differentiating depression from
cognitive impairment
8. Look for possible aetiology from history: e.g.,
family history, past medical health, physical
signs and symptoms, other symptoms, current
medications, past psychiatric history, a
relevant personal history that may point to
specific differential diagnoses.
9. Discuss lasting power of attorney (bonus)

Other comments: _________________________________________________________________
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Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 2: Bedside global cognitive assessment
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are assessing an 80-year-old man in the outpatient clinic. He was admitted to medical ward
about two weeks ago because of fever and urinary tract infection. Nurses reported that he was
confused in the ward at night. His relatives also reported that he had been forgetful in recent few
years. His physical condition was stable now.
Please perform bedside assessment to assess this man’s cognitive function globally.
Suggestions to the actor:
This old man suffered from moderate dementia. He had MMSE 15/30 (2-3-3-1-1-1-1-2-0-1-0). He
had impairment in time and place orientation, impaired short-term memory, nominal dysphasia
and constructional apraxia. He had perseveration when he calculated, folded the paper and drew
the intersecting pentagon.
(Alternatively, use similar construct and apply to HK-MoCA)

224

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Evaluation of skills and knowledge for:
Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 2: Bedside global cognitive assessment
Areas of skills and knowledge
1. First establish rapport, clear but sensitive
introduction (put them at ease). Check if patient can
read (literacy and vision) and can hear you clearly.

Comments

2. Perform MMSE or HKMoCA and interpret the
results, understand the strengths and pitfalls of
MMSE, understand what ability was tested in each
item, know alternative ways to assess attention and
concentration if the patient does not know
calculation. Demonstrate the ability to apply skills in
clinical assessment flexibly
3. Perform clock drawing test or other related tests to
assess visuospatial and organisation ability
4. Throughout the interview, the trainee should also
comment on the language ability (comprehension
and expression), attention span and factors that
might underestimate the cognitive test scores, e.g.
education level, motor deficits, sensory deficits etc.
5. Show empathy and encouragement when the
patient shows difficulties in doing the tasks.
Attention to the appropriate response to an
incorrect answer.

Other comments: _________________________________________________________________
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Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 3: Clinical examination for frontal executive function
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Madam Wong was a 67-year-old retired hawker. She lived alone in a hut. Her children and husband
lived in a separate house nearby. Her home was messy and smelly. She had poor budgeting and
tended to buy similar food repeatedly. She also liked to hoard old paper boxes and newspapers at
home. She sometimes picked up the expired food from the food stores and cooked. She was
talkative and very friendly to the strangers. She was even seen to be flirting with her neighbour
with inappropriate language. She was recently arrested for shoplifting. Instead of shoplifting, she
claimed that she just picked up the rubbish from the grocery store.
Please interview this lady and assess her frontal lobe function, establish a provisional diagnosis,
assess the risk, and suggest relevant investigations. You do not need to perform a full global
cognitive assessment.
Suggestions to the actor:
The patient was overfriendly and underestimated her problems. Her personal hygiene was limited.
Her thinking was concrete. Her judgment about financial management, home safety or food
hygiene was poor.
She appeared carefree, but her mood was not elated. You display
preservation and echolalia.
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Evaluation of skills and knowledge for:
Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 3: Clinical examination for frontal executive function
Areas of skills and knowledge
Comments
1. Assess the patient’s IADL which may reflect
rigidity in routines, poor judgment and
planning (from the history)
2. Observe for disinhibition, utilisation
behaviour, echolalia, echopraxia, speech
pattern: e.g., stereotypy, echolalia and
perseveration
3. Perform tests to assess frontal lobe function
as the patient showed perseveration.
Consider verbal fluency test, fist-palm-edge
tests/ alternate sequence drawing,
environmental dependency, proverb
interpretation, similarities and difference
etc., understand what ability was tested in
each test
4. Any neurological signs or primitive reflex,
incontinence, rigidity, tremor etc. Observe
for possible comorbid motor complications
of frontal lobar degeneration.
5. Assess for manic symptoms/ psychotic
symptoms, labile mood
6. Risk assessment: self-neglect, poor
judgment, disinhibition, limited insight, etc.
Is she safe to live alone?
7. Suggest further investigation
Look for possible aetiology from history:
e.g., family history, past medical health,
physical signs and symptoms, other
symptoms, current medications, past
psychiatric history, a relevant personal
history that may point to specific
differential diagnoses.

Other comments: _________________________________________________________________
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Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 4: Taking a history from a caregiver to assess the cognitive and functional level of a
patient with moderate to severe dementia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs Lee was a 78-year old lady with a history of dementia for five years. She was taken care of by
her daughter.
Interview the caregiver and estimate the cognitive and functional level of Mrs Lee from the
information of a caregiver. Assess Mrs Lee’s ability in community living with the current level of
social support.
Suggestions to the actor:
You are Mrs Lee’s daughter.
Here are Mrs Lee’s symptoms:
•
mixed up the time, could not read the clock or the calendar
•
could not remember the block or the floor she lived, could not go out alone, but well enough
to be taken out by the family for social gatherings
•
bought things repeatedly but she did not know the exchange
•
asked questions repeatedly but she could express herself
•
could not understand the conversation completely, mixed up the information especially when
she talked over the phone
•
unable to use the water heater for bathing, daughter helped to prepare the water
•
could dress up and was independent in toileting (no accidents)
•
could not take medications by self as she mixed up the drug regime or forgot to take
medications
•
Can still do simple house chores with some supervision such as cleaning dishes or prepare the
table.
•
could not cook or prepare meals but she could eat by self
•
recognised the relatives but she often mixed up their names
•
use to enjoy mahjong but no longer able to play
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Evaluation of skills and knowledge for:
Level 2
Topic 11: (Old Age Psychiatry) Cognitive assessment of an elderly patient
Scenario 4: Taking a history from a caregiver to assess the cognitive and functional level of a
patient with moderate to severe dementia
Areas of skills and knowledge
1. Assess orientation to time, place and person

Comments

2. Assess language ability (word finding difficulty,
comprehensive and expressive dysphasia)
3. Assess dyspraxia (ideomotor/ ideational) and agnosia
(e.g. could not recognize the common objects/
relatives)
4. Assess visuospatial difficulties, (e.g. dressing problem,
could not recognise the route, could not read the clock)
5. Assess judgment and problem solving (e.g. budgeting)
6. Assess memory (recent and remote)
7. Assess community living ability and current level of
social support
8. Assess self-care and IADL at home
9. Assess overall needs and risks
Risk assessment:
• Safety in the home
• Management of finances
• Inappropriate use of medications
Needs assessment:
• Other community resources, e.g. home helper
services/ daycare
Residential care
Other comments: _________________________________________________________________
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Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 1: Self-neglect
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are the on-call psychiatrist in a general hospital. You are asked to assess a 75-year-old man, Mr
Lee, who was brought to the Accident and Emergency Department by the police. He was found
lying on the sofa and appeared very weak with a limited verbal response when the police broke
into his flat after the neighbour found him not leaving the flat for a week. The AED physician
reported that Mr Lee was dehydrated upon admission, and he was smelly and unkempt. He
appeared to be forgetful and could not tell clearly about his social circumstances and strongly
requested to go home. Use 10 minutes to obtain a collateral history from his neighbour Mrs Hui,
and address her concerns and expectations.
Suggestions to the actress:
You are Mrs Hui, a neighbour of Mr Lee for almost ten years, living just next to him. You knew that
Mr Lee’s wife passed away a year ago due to some physical illness and that they did not have any
children or relatives in Hong Kong. He had always been a quiet person, but since Mrs Lee passed
away, he seemed to be even more withdrawn. He only left his flat every 2-3 days. When you met
him in the lobby, you found him quite smelly, and he seemed to have lost a lot of weight. He
appeared forgetful, and he sometimes just left his gate opened. He also had the abnormal
behaviour of passing urine outside his door for several times in the past few weeks. You are
worried that he might not be taking care of himself well, but he refused any help when you
mentioned Social Welfare Department, and he actually scolded you for being too bossy.
On the day of admission, you observed that his door remained locked for one whole week and he
did not give any response when you kept knocking his door. Hence you called the police and then
he was found very weak and was sent to the hospital. You felt pity for him and felt relieved that he
was admitted to hospital with proper care. You are going to meet the on-call psychiatrist who
wants to know more about Mr Lee’s condition. You believed that he should be arranged an old age
home for better care and support but you are not sure whether this could be done against his will
as he has always been a stubborn person and you are also afraid that he may blame you for giving
such suggestion.
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Evaluation of Skills and knowledge for:
Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 1: Self-neglect
Areas of skills and knowledge

Comment

1. Questioning style
• Use of appropriate mix of open and closed end
questions, avoid jargon
2. Listening and responding appropriately to the
interviewee
• Including appropriate eye contact, body gestures,
addressing her concerns by giving empathic
responses and realistic expectation
3. Management and fluency of interview
4. Appropriate range and depth of history explored
• A brief history of onset and features of dementia
• With a particular focus on patient’s ADL and
current social support
• Briefly rule out possible ddx, e.g. organic causes,
abnormal grief, depression and psychosis
• Risk assessment: self-neglect
5. Appropriate ending of the interview
• Mentioning that you will assess patient and will
provide multi-disciplinary care for the patient
(esp. involve OT for assessment, MSW for
placement or home help)
• Need to further liaise with AED physician as likely
that patient will require admission to psychiatric/
medical setting for further workup and
management
6. Professionalism

Other comments: _________________________________________________________________
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Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 2: Violence
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You have been asked to see a 79-year-old man, Mr Yeung, in a nursing home. He has been resident
there for about a year and was initially very settled. Over the last three months, he has become
restless, wanders aimlessly around the home and has a threatening manner towards staff and
co-resident. Last week he tried to hit one of the other residents during a conflict.
You are about to interview one of the care workers at the nursing home. Use 10 minutes to take a
collateral history of the problem from the care worker, and try to establish what might be causing
his behaviour and briefly assess for his violence risk.
Suggestions to the actress:
You are Mrs Chan, the care worker taking care of Mr Yeung in the nursing home. Mr Yeung has
Alzheimer’s dementia for several years. He was quite confused when he first came to the nursing
home and became settled gradually. Over the past 2-3 months, he has become increasingly restless
with a tendency to wander aimlessly around the home. He tends to get very close to people, both
staff and other residents, just standing and staring at them, who felt frightened by him (he is a big
man, over 6 feet tall). Last week, one of the other residents, a new male resident, told Mr Yeung to
go away quite forcibly. An argument broke out, and Mr Yeung tried to hit the other man with his
stick but missed and fell over. He has pushed other residents before but has never tried to hit
anybody until last week. He has never tried to hit any of the staff, but in the last couple of months,
he has been grumpy and at times resistive to care interventions. His mobility has deteriorated over
the last six months, and he still walks independently but is slow and unsteady, and he uses
furniture to support himself apart from using the stick. Apart from Alzheimer’s disease, he has
arthritis, and he has used more paracetamol lately due to the flare-up of arthritis. He does not
seem to be in pain but his mobility has deteriorated, and he is no longer allowed to go to the
garden which he used to enjoy a lot. There was no recent head injury, incontinence, or features of
delirium. He did not have obvious depressive features. His appetite remains good.
You are quite stressful in managing Mr Yeung and wanted the doctor to give him medication to
“knock him down” so that he won’t be aggressive anymore.
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Evaluation of Skills and knowledge for:
Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 2: Violence
Areas of skills and knowledge

Comment

1. Questioning style
• Use of appropriate mix of open and closed end
questions, avoid jargon
2. Listening and responding appropriately to the
interviewee
• Including appropriate eye contact, body gestures,
addressing her concerns by giving empathic
responses and realistic expectation
3. Management and fluency of interview
4. Appropriate range and depth of history explored
• Ask about BPSD
• Able to ask about precipitating factors for recent
exacerbation of BPSD
• Briefly rule out possible organic causes
• Violence risk assessment; fall risk
5. Risk assessment:
Towards self – falling risk, self-harm, self-neglect
Towards others (co-resident or staff) – hitting out,
resistive to care / risky episode during bath times
etc.
Others towards him – angry co-resident revenge
6. Appropriate ending of the interview
• Mentioning that you will assess patient and obtain
more information from his relatives and for joint
care
7. Professionalism

Other comments: _________________________________________________________________
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Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 3: Financial exploitation
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are the resident of the psychogeriatric team. One of your community psychiatric nurses has
brought to your attention the possibility that an elderly patient, a 75-year-old female you have not
met before, is a victim of financial exploitation, with her son being the possible perpetrator. She
has mild dementia of Alzheimer’s type and is being treated with Donepezil 10mg daily.
Please take a brief history from the nurse and discuss how you would manage the case.
Suggestions to the actress:
You are Judy Lam, a community psychiatric nurse of the psychogeriatric team. You are worried
about a patient being financially exploited by his son, and you want to seek advice from the doctor.
The client is Mrs Cheung, widowed, retired businesswoman, living alone in a private flat in Tuen
Mun. She has three children: a 40-year-old son who lives in Sheung Shui, while the other two
daughters resided in the mainland China with little contact. When you visited Mrs Cheung last
week, she told you that her son had taken away her jewellery which worth around $200,000,
saying that he needs to repay his credit card debt. There was a bit of a struggle, but she fears son
might hit her if she didn’t let him. Her son also asked her to sell the flat and to use the money to
buy another flat Sheung Shui region so that he could visit her more often. Mrs Cheung was not
sure about this and asks for your advice. She was also quite confused about how many properties
she had got. You wonder whether guardianship order should be applied for Mrs Cheung to protect
her assets.
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Evaluation of Skills and knowledge for:
Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 3: Financial exploitation
Areas of skills and knowledge

Comment

1. Questioning style
• Use of appropriate mix of open and closed end
questions, avoid the use of laymen terms as you
are speaking to a CPN
2. Listening and responding appropriately to the
interviewee
• Including appropriate eye contact, body gestures,
addressing her concerns by giving empathic
responses and realistic expectation
3. Management and fluency of interview
4. Appropriate range and depth of history explored
• A brief history of the index incident of suspected
financial exploitation and any previous history
• Enquire about patient’s current financial
management, ADL and social circumstances
• Risk assessment: financial exploitation, and other
risks (self-care and risk of being physically abused
by son if she did not give him money)
• Discuss with CPN about the need for
multidisciplinary management (need to arrange
an appointment to see the patient, need to
involve MSW, liaise with patient’s son and
possibly other relatives)
5. Appropriate ending of the interview
• Mentioning that you will assess patient and will
provide multi-disciplinary care for the patient,
appreciate her concerns for patient
6. Professionalism

Other comments: _________________________________________________________________
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Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 4: Wandering away from home
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are about to see Ms Jane Leung, a general nurse. Her father, Mr Leung, 75 years old, was
admitted to the Old-age ward in your unit last night. He was brought by the police after seen
wandering on a local street in bare feet.
Use 10 minutes to take a relevant collateral history about Mr Leung from his daughter. Make a
provisional diagnosis but also focus on assessing the risks Mr Leung poses.
Suggestions to the actress:
You are Jane. Your father was admitted to the Old-age unit last night after round wandering on the
street in bare feet.
You live with your husband and two kids, a few streets down the lane from where your dad lives.
You use to see him once every two weeks briefly for lunch. You have been seeing him a few times
a week since your mother died six months ago, from a heart attack, as he now lives on his own. You
don’t think that your dad has come to terms with it, although your dad did not have obvious
depressive features. You notice his memory has been poor since three years ago with gradual
deterioration, but it was your mum who usually did all the talking and managing the home. You
notice your father’s memory problem seems to be worse than you previously thought.
This is the 7th time in the last four months that he went missing and then had to be brought back
either by the police or his neighbours. He usually leaves his house at night thinking that it is the
day. His memory is failing lately. He has difficulty in finding his way around the local area. You
also think that he did not recognise some distant relatives when they visited recently. He also has
problems in finding his words right. He would stare at something for hours and then say what it is.
He is not good at electrical appliances. On a few occasions he has left the cooker on, luckily the
home carer noted it and switched it off. You have a recent worry as he has been buying meals for
strangers at a local restaurant where he spends his morning having tea usually. At times he would
ask where your mum is, but you attribute that maybe he is missing mum very much. Yet he
seemed shock and surprised each time you told him that mother has died.
He is not violent or aggressive. However as he seems to be generally a bit slow in responding
nowadays, he seems to be less aware of road traffic while crossing the road and there were a few
near misses where passerby held him back from oncoming traffic.
You have organised meal delivery for him. He has home carers coming three times a week for some
cleansing work. He likes the family home, and you would hate to send him to a residential home.
You think he will deteriorate if he goes to a residential home. You are very worried about him. Your
opening statement: “Is he safe?”
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Evaluation of Skills and knowledge for:
Level 2
Topic 12: (Old Age Psychiatry) Risk assessment in patients with cognitive impairment
Scenario 4: Wandering away from home
Areas of skills and knowledge

Comment

1. Questioning style
• Use of appropriate mix of open and closed end
questions, avoid jargon
2. Listening and responding appropriately to the
interviewee
• Including appropriate eye contact, body gestures,
addressing her concerns by giving empathic
responses and realistic expectation
3. Management and fluency of interview
4. Appropriate range and depth of history explored
• A brief history of onset and features of dementia
• With a particular focus on patient’s ADL and
current social support
• Briefly rule out possible ddx, e.g. organic causes,
depression
• Risk assessment: missing, household hazard
(forget to turn off electrical appliances) and risk
of being exploited (entertaining strangers)
5. Appropriate ending of the interview
• Mentioning that you will assess patient and will
provide multi-disciplinary care for the patient
(esp. involve MSW for the social resources)
6. Professionalism

Other comments: _________________________________________________________________
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Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 1: Practical notes of Mental Capacity Assessment
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are the case doctor of Mrs Wong, who was admitted to your psychiatric unit. She was a
68-year-old widow and was admitted with a diagnosis of severe depressive episode with psychotic
symptoms.
You are going to interview Mrs Wong. Please use 10 minutes to assess her mental capacity to
consent for electroconvulsive therapy (ECT).
Suggestions to the actor:
This task is to test the trainee’s basic knowledge and skill in assessing your mental capacity. You, as
a depressive patient, recall the information about the disease and treatment clearly as explained
by your doctor. You felt very depressed for two months, which was progressively worse. You refuse
any treatment, including electroconvulsive therapy, because you believe that you are going to die
very soon and nothing could help.
Suggestions to the trainer:
After the scenario, the trainer may discuss with the trainee regarding the elements of informed
consent (i.e. voluntariness, information, mental competence), as well as the importance of proper
documentation
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Evaluation of Skills and knowledge for:
Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 1: Practical notes of Mental Capacity Assessment
Areas of skills and knowledge

Comment

1. Show empathy and understanding about patient’s
condition. Briefly assess patient’s current mental
conditions. Pay attention to any mental symptoms
that may affect judgment and consent.
2.

Explain the purpose of the mental capacity
assessment and the general information about ECT
• Indication
• Side-effects
• Procedure
• Risks and benefits
• Alternative treatment options

3.

Assess decision-making abilities of the patients
• Ability to understand or appreciate her own
mental conditions, and the treatment suggested
by a doctor and the consequence of the decision.
• Able to retain the information long enough to
make the decision.
• Reasoning ability (ability to compare different
treatment options, balance the risks/benefits and
give a logical answer)
• Ability to indicate her choice clearly

4.

Determine mental capacity based on her
decision-making abilities.

Other comments: _________________________________________________________________
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Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 2: Discussion with a medical social worker about the use of Guardianship Order for
managing the residential arrangement of a demented woman
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs Chan is a 66-year-old woman, who is suffering from severe dementia and living with her
husband. She has very poor memory and is disorientated to time and place. Her activities of daily
living are dependent upon her husband.
She was admitted to your psychiatric unit after disturbing behaviours in the Day Care Centre. The
history suggested that her husband was a hot-tempered person. When Mrs Chan did not follow his
request, he pushed her to the ground resulting in multiple bruises and fractured right neck of
femur. She had no children or other close relatives in Hong Kong. Her husband has not been
cooperative. He refused investigations and requested to take the patient home immediately.
You are going to use 10 minutes to discuss the placement plan with the medical social worker.
Suggestions to the actor:
This task is to test the trainee’s basic knowledge and skill in communicating with you, as a medical
social worker, on your team. You want to know if the patient should be placed away from her
husband, who she still recognise and strongly request to go home with him. You want to know
the trainee’s comments on Mrs. Chan’s mental capacity and the recommendation for her
placement.
Suggestions to the trainer:
After the scenario, the trainer may discuss with the trainee regarding the completion of Approved
Doctor’s Medical Report for Guardianship Application (Appendix 1).
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Evaluation of Skills and knowledge for:
Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 2: Discussion with a medical social worker about the use of Guardianship Order for
managing the residential arrangement of a demented woman
Areas of skills and knowledge

Comment

1.

Explain to medical social worker
regarding patient’s mental conditions and the risks to
the patient if she is discharged home. The possibility of
elder abuse should be considered.

2.

Explain that there is likely a placement
problem. Different residential options (subvented or
private) should be considered. The possibility of
emergency placement should be explored.

3.

Explain the determination of her
mental capacity to decide her own placement would be
based on her decision-making abilities (i.e. ability to
understand, ability to appreciate, ability to reason and
indicate a choice).

4.

Consider the need for immediate
protection, whether Police should be reported, and the
role of emergency guardianship order (EGO).

5.

Understand that the normal
guardianship order should be filed at the same time
when EGO is applied and the requirement of an
approved doctor in one of the two medical reports.

6.

Able to communicate with the social
worker professionally.

Other comments: _________________________________________________________________
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Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 3: Discussion with the daughter of a demented man who owns a number of real estate
properties
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Kwok is a 76-year-old widower and is seen with her only daughter in your clinic for the first
time. He had forgetfulness in the past three years. His mini-mental state examination score is 21/30.
He is a retired businessman and owns many real estate properties.
His daughter asked for your advice regarding the management and administration of his properties
and affairs.
Suggestions to the actor:
This task is to test the trainee’s basic knowledge and skills in advising the capacity to manage and
administer properties and affairs. You, as her only daughter, are worrying that the patient would be
cheated out of his money and properties by his friends. She also concerns about possible
expensive lawyer’s fees to resolve this matter.
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Evaluation of Skills and knowledge for:
Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 3: Discussion with the daughter of a demented man who owns a number of real estate
properties
Areas of skills and knowledge

Comment

1.

Show empathy; address the
concern of his daughter.

2.

Explain patient’s condition
and prognosis and that the mental capacity
depends on the task required. The time- and
situation- specificity should be discussed as
well.

3.

Balance the principle of autonomy and
protection.

4.

Explain that a capable patient can
arrange affairs in a number of ways, e.g. joint
account, authorisation of third party,
enduring power of attorney.

5.

If the patient is mentally incapable and
his savings is needed for his welfare
arrangement, normal guardianship order
may be suggested. However, the monthly
amount of money that can be mobilised is
limited. On the other hand, given his wealthy
background, appointee system will unlikely
be required.

6.

If the patient is mentally incapable, his
relatives may apply to the High Court for an
order of appointment of a financial manager
under Part II of the Mental Health Ordinance
(Cap. 136) and should be advised to seek
formal legal advice.
7.
Explain and balance pros and cons of
the above options.

Other comments: _________________________________________________________________
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Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 4: Discussion with the case medical officer of a demented woman who cannot give
consent to surgical treatment (amputation of a leg with gangrene)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Ms Cheung was a 75-year-old patient, suffering from Bipolar Affective Disorder, Manic Episode, and
was admitted to the Orthopaedic ward because of severe foot gangrene. Her mood was elated,
and she had grandiose delusion that she was a legendary doctor. Her case medical officer
(Orthopaedic Surgeon) advised her and her son that her condition was life-threatening, and
needed an urgent below-knee amputation of the left leg. However, she did not believe in the
advice and said she had supernatural power to cure herself without any intervention.
You are a consultation-liaison psychiatrist, and you have concluded that the patient is mentally
incapable to give consent. You are going to advise her case medical officer on the management of
this case.
Suggestions to the actor:
This task is to test the trainee’s basic knowledge and skill in suggesting and explaining a
management plan to you, as the case medical officer of a manic patient who refuses to give
consent to amputation. You want to know whether the amputation can be performed without
patient’s consent or her son can legally sign the consent for the patient. As far as you know, there
is no legal guardian appointed for Ms Cheung. Also, you worry what if the son refuses for the
patient to have the operation. You worry when the patient has recovered from her mania, she
may sue you for acting against her will.
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Evaluation of Skills and knowledge for:
Level 2
Topic 13: (Old Age Psychiatry) Application of Mental Health Ordinance Part IV B (Guardianship
Order), Part II (Financial management for MIP) and Part IV C
Scenario 4: Discussion with the case medical officer of a demented woman who cannot give
consent to surgical treatment (amputation of a leg with gangrene)
Areas of skills and knowledge

Comment

1. Summarize her mental condition and suggest the
management as the patient is mentally incapable to
give consent.
2. Understand her mental capacity and its assessment
being of pivotal importance in the management of
this case. (Patient may make an unwise decision if
she is mentally capable.) The trainee should
consider the feasible ways to maximise one’s mental
capacity, e.g. assessment to be done when her
mood was more stable.
3. Explain the reasons in support of the comment that
the patient is mentally incapable to give consent in
this scenario.
Her mood state and grandiose delusion impaired
patient’s ability to understand and appreciate the
foot conditions and the proposed intervention. Her
reasoning ability seems to be impaired as well.
4. Clarify the role of her son with the case surgeon.
There is a need to clarify whether the legal guardian
is appointed and the powers vested.
5. Explain the provisions in Part IVC of Mental Health
Ordinance (Cap. 136) and discuss the “Best
Interests” principle. Consider the potential
reversibility of her mood/psychotic condition, but
need to balance against the potentially
life-threatening consequence if her surgical
treatment is delayed.
6. Communicate with case medical officer in a
professional manner. Understand the importance of
proper documentation.

Other comments: _________________________________________________________________
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Level 2
Topic 14: (Old Age Psychiatry) Carer of elders suffering from mental problems
Scenario 1: Talk to the wife of a demented man; assess the carer support system and carer stress
(Reference: Zarit Burden Interview)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Chan is 78 years old and has recently been diagnosed with vascular dementia. He has a
12-months’ history of stepwise cognitive decline on the background of hypertension, diabetes and
transient ischaemic attacks. Computerized tomography (CT) brain scan showed extensive
small-vessel disease with lacunar infarcts. His memory is poor, he is apathetic, and he requires
supervision with his daily activities by his wife.
Mrs Chan, his wife, was informed of the diagnosis of vascular dementia in an earlier follow-up. She
is seeing you in your clinic and expressing difficulties in taking care of Mr Chan.
Use 10 minutes to assess the carer stress and the carer support system.
Suggestions to the actress:
Express distress in caring for your husband who is increasingly apathetic and functionally
dependent. You blame yourself for not doing well as your husband is not showing much emotional
interaction with you. Your children are not able to help you in the caregiving as they have a family
of their own and not living close by. There have been some conflicts amongst your three children in
the long-term care for your husband; some say hiring a maid, while the other two children of yours
wanted him in an OAH. You are not encountering many financial difficulties. You are not familiar
with the community support for people with dementia.
You find your own social life increasingly restricted as you needed to keep an eye on your husband
after he has gone missing a few times. You have to bring your husband along with anywhere you
go such as going to the market. Yet you have to plan well in advance to ensure there are toilets
nearby and not far from home. This is because once your husband wets himself while you are
going on a short trip to the outer island (Cheung Chau) with him and a few friends. You end up
having to cut short the trip and return early. You felt trap and didn’t have time to even have a
hair-cut as once your husband got agitated with the noise at the hair salon and left by himself then
got lost. You feel trap really and feeling increasingly hopeless with the situation and lost.

246

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Evaluation of skills and knowledge for:
Level 2
Topic 14: (Old Age Psychiatry) Carer of elders suffering from mental problems
Scenario 1: Talk to the wife of a demented man; assess the carer support system and carer stress
(Reference: Zarit Burden Interview)
Areas of skills and knowledge

Comments

1. Show empathy; acknowledge the carer’s distress
2. Elicit carer stress
• Financial issue
• Disruption of routine couple activities, leisure,
interaction, and relationship
• Disruption of his wife’s previous personal daily
commitment
• Sense of confinement by the responsibilities or
demands of caregiving
• Concern of future caregiving needs
• Conflicts within carer’s family over care decisions
• Ability to explore carer’s psychological distress
and cognitive distortion (self-blame)
3. Elicit carer support system
• Family support
• Community support, e.g. SWD, ICCMW, NGOs etc
• Financial support
• Carer support group
• Mental health service support, e.g. CPN,
housing/social support from MSW, etc.
4. Any action is given to help the carer. MDT / with
information, can have a better discussion within
different family members.

Other comments: _________________________________________________________________
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Level 2
Topic 14: (Old Age Psychiatry) Carer of elders suffering from mental problems
Scenario 2: Talk to the son of a depressed elderly woman; assess the carer support system and
carer stress (Reference: Zarit Burden Interview)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mrs Leung is 80 years-old and has recently been diagnosed with moderate depressive episode. She
has a 2-months’ history of depressed mood, anhedonia, worsened attention, memory decline,
negative cognition, and intermittent suicidal thoughts. Her son, Mr Leung, has recently retired and
taken up the role as the major carer of Mrs Leung. He is particularly concerned about the cognitive
problems and the risk of self-harm of his mother.
Use 10 minutes to assess the carer stress and the carer support system.
Suggestions to the actor:
Express distress in caring for your mother who is increasingly forgetful and unmotivated. She
requires your frequent prompt to carry out her daily activities. Despite your every effort in caring
for her, your mother still appears sad. You worry about her taking her life if you are not watching
closely, and you are concerned about her self-care ability in the future. You have no financial
difficulties.
You feel your personal life has become increasingly more restricted. You also feel guilty that her
current state must be due to your own poor caring skills and effort, but you are not sure what else
you could have done better.
Your siblings are not able to help you in the caregiving as they don’t live close by. They also have
a different opinion on the treatment plan for her. You are not familiar with the community support
for elders with depression.
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Evaluation of skills and knowledge:
Level 2
Topic 14: (Old Age Psychiatry) Carer of elders suffering from mental problems
Scenario 2: Talk to the son of a depressed elderly woman; assess the carer support system and
carer stress (Reference: Zarit Burden Interview)
Areas of skills and knowledge

Comments

1. Show empathy; acknowledge the carer’s distress
2. Elicit carer stress
• Financial issue
• Disruption of the interaction and relationship
between the carer and the patient.
• Disruption of the son’s previous personal daily
commitment
• Sense of confinement by the responsibilities or
demands of caregiving
• Concern for future caregiving needs
• Conflicts within carer’s family over care decisions
• Ability to explore carer’s psychological distress
and cognitive distortion (self-blame)
3. Elicit carer support system
• Family support
• Community support, e.g. SWD, ICCMW, NGOs etc
• Financial support
• Carer support group
• Mental health service support, e.g. CPN,
housing/social support from MSW, etc.
4. Any action is given to help the carer

Other comments: _________________________________________________________________
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Level 2
Topic 14: (Old Age Psychiatry) Carer of elders suffering from mental problems
Scenario 3: Explain to a formal carer (e.g. RCHE nurse) about behavioural approach (ABC) to a
need-driven dementia-compromised behaviour e.g. shouting
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr Cheung is 85 years old and is suffering from vascular dementia of moderate severity. He had
an episode of cerebrovascular accident three years ago resulting in dense right hemiplegia. He was
admitted to the current RCHE 3 months ago. Ms Yu, the RCHE nurse, brings him to your clinic today
and reports that Mr Cheung is shouting during meal-time, particularly when he is attracted to the
food of other co-residents. The RCHE nurse wishes to discuss with you ways to reduce his
shouting.
Use 10 minutes to explain to an RCHE nurse about behavioural approach (ABC) to a need-driven
dementia-compromised behaviour.
Suggestions to the actress:
You are a nurse working in an RCHE. Mr Cheung who has vascular dementia of moderate severity
was admitted to your RCHE 3 months ago. Apart from being forgetful and functionally-dependent,
you and your colleagues encounter a major care issue that Mr Cheung shouts whenever he is
waiting for a meal. He appears restless when he is sitting in the dining room. He fetches the food of
the co-residents who sit close to him. He shouts when others start eating, and he is quite
distracted when the RCHE staff feeds him. You have tried to understand what Mr Cheung wants,
but he is not able to express himself in clear words. In response to his yelling, the co-residents
usually yell at him, causing Mr Cheung to be even more agitated and restless. So far he has no
physical aggression. For the rest of the time, Mr Cheung is stable in mood and is not causing any
disturbances.
You have heard about the behavioural approach to manage a need-driven dementia-compromised
behaviour. However, you are not sure about how to carry out such an approach.
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Evaluation of skills and knowledge for:
Level 2
Topic 14: (Old Age Psychiatry) Carer of elders suffering from mental problems
Scenario 3: Explain to a formal carer (e.g. RCHE nurse) about behavioural approach (ABC) to a
need-driven dementia-compromised behaviour e.g. shouting
Areas of skills and knowledge

Comments

1. Approach to the formal carer – Rapport,
professional, and style
2. Basic principles of the behavioural approach
• Explain the principles of Antecedents, Behaviours,
Consequences in the behavioural approach
• Change Antecedents, set Behavioural goals,
change Consequences
3. Structure of behavioural approach
• Explore the Antecedents (trigger), Behaviours
(intensity and frequency), Consequences (that
perpetuates undesirable behaviours)
• Set realistic behavioural goals
• Develop an action plan to be shared by staff and
patient’s relatives
4. Outcome
• Evaluate the outcome of the intervention

Other comments: _________________________________________________________________
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Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 1: Evidence-based treatment for BPSD (pharmacological and non-pharmacological)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You have a supervision session with your Consultant today, and he would like to discuss
management of dementia. Your Consultant gave you the following scenario:
Mr Wong, 78 years old, widower, was brought back to the psychiatric clinic before due by his
daughter. He lives with his 75-year-old wife and daughter. He was previously diagnosed to have
Dementia. For the past four weeks, he has been becoming more restless. He accused his family
of stealing his belongings and spends hours searching his belongings. He became angry when his
family tried to reassure or dismiss him. He threw objects around and displayed aggressive
gestures during his temper outburst. There was no actual direct physical violence and no
self-harm behaviour. His family is in distress and comes back before due to seek your help.
He only has hypertension with no recent drug changes. You have done a comprehensive
assessment and have not found any physical causes to his agitation. Blood and urine results do
not show any significant abnormality. There have been no recent stressors. How will you
proceed?
Suggestions to trainer:
This task tests the trainee’s knowledge and skills on how to manage distressed relatives with carer
stress, and knowledge on the treatment of BPSD in Dementia.
You may ask the following questions:
• What treatment options are available?
• Are there any non-pharmacological treatment options?
• What are the pros and cons of using the drugs and any side effects?
• Will there be any interaction with other drugs?
• Any long-term side effects?
• How about Memantine?
• Can he be referred to other healthcare professionals?
• How would you help the caregiver?
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Evaluation of skills and knowledge for:
Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 1: Evidence-based treatment for BPSD (pharmacological and non-pharmacological)
Areas of knowledge

Comments

1. The dignity and wellbeing of the elder patient are
the primary areas of concern. A holistic approach to
care is essential. Full and careful assessment of
possible physical, psychological and environmental
factors.
2. Multidisciplinary teamwork is necessary to deliver
comprehensive care.
3. Minor degrees of agitation are often self-limiting
and likely to resolve. If further treatment is needed,
a structured, sequential approach is recommended:
• Ensure that environment, facilities and available
caregivers’ skills meeting patient’s needs
• Non-pharmacological management should be tried
first e.g. tailored intervention aimed at
precipitants and reinforcers of agitation/
paranoid beliefs ( e.g. validation therapy, reality
orientation, reminiscence and sensory
stimulation, environmental modification,
behavioural intervention) or general structured
intervention such as social interaction, physical
exercise, leisure activity, music, aromatherapy or
day centre, etc.
4. Decisions on psychotropic drug use should be
considered as part of care in care planning and
should only be used when non-pharmacological
ways are ineffective or inappropriate.
Attention to the following:
• Consider the use of memantine for moderate
agitation in moderate to severe dementia
• consider the use of ChEI
• The use of antipsychotics must involve
consideration of risks vs benefits; start low go
slow, review regularly on the continued need.
• Consider use of antidepressant if there are
clinical depressive symptoms (e.g. SSRI,
trazodone)
• If severe insomnia, regulate sleep-wake cycle
with short-term use of hypnotic ( e.g. zopiclone)
5. Clear and easy to understand information on drug
use should be made available to elder patients and
their relatives.
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6. Management of carer stress
• Physical burden
• Emotional burden, e.g. hopelessness, depression,
anxiety, anger, insomnia
• Coping skills/caregiver training
• Respite care
• Support groups
Other comments: _________________________________________________________________
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Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 2: Attention to medical co-morbidity
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You have a supervision session with your Consultant today, and he would like to discuss
management of dementia. Your Consultant gave you the following scenario:
Mr Chan, a 75-year-old widower, was brought back to the psychiatric clinic before due by his family.
He has Dementia and is on Imovane prescribed for sleep. He has multiple medical problems
including diabetes, hypertension, history of stroke and is on an anticonvulsant. He is noted to be
confused by his family in the past three days. The patient had poor sleep at night, wandered
around and woke up his family members several times in the middle of the night. This has been
occurring in the past three days. He appeared confused and could not really say what was wrong.
He was easily irritable. You noticed him to be taking off his trousers on several occasions and even
had incontinence at times. He did mention he had some discomfort of his genitalia, but he
cannot elaborate. He said he has been seeing some strangers walking around in his house which
his family couldn’t see. He waved his hands in the air often. He was feeling sleepy in the
daytime. His appetite appeared to have deteriorated. He did not drink alcohol. He had a
recent follow up at a general out-patient clinic and was told that his haemstix and blood pressure
control were satisfactory. He could not really give a clear history. How will you proceed?
Suggestions to trainer:
This task tests the trainee’s ability to take an organised history, come up with possible diagnoses
and possible etiologies, how to explain the condition to the relatives, as well as how to manage the
case.
You may ask the following questions:
•
What are the diagnostic possibilities?
•
How would you establish the diagnosis of delirium?
•
What are the most likely causes of his confusion?
•
What is appropriate management?
•
How would you explain to the relatives?
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Evaluation of skills and knowledge for:
Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 2: Attention to medical co-morbidity
Areas of knowledge

Comments

1.

Diagnosis of Delirium in background of
dementia.
• Trainees should be familiar with the ICD-10
diagnostic criteria of delirium
• Should be able to discuss the differential
diagnosis of Dementia with BPSD

2.

Discuss possible etiologies.
• Poor DM control (hypo- or hyper-), recurrent
stroke, cardiac etc
• Infection (eg UTI, pneumonia etc)
• Electrolyte disturbances
• Medication side effects, overdose/recent
medication dose changes/anticonvulsant level etc

3.

Appropriate physical examination and
investigations

4.

Appropriate management
• Consider admission to medical ward (delirium is a
serious medical condition!)
• Physiological support
• Reduce sensory impairments, if any (e.g. Glasses)
• Optimal level of environmental stimulation
• Low dose high potency neuroleptics (e.g.
haloperidol) to control disruptive behaviour, if
necessary

5. Clear and easy to understand information to the
caregiver, including education regarding risk factors
for future episodes (medication intake supervision,
etc.)

Other comments: _________________________________________________________________
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Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 3: Early-onset dementia (differential diagnosis, investigation and management)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You have a supervision session with your Consultant today, and he would like to discuss
management of dementia. Your Consultant gave you the following scenario:
Discuss your approach to a 50-year-old patient present to your clinic complaining of worsening
memory. He had good past health and no family history of dementia. He complained of
worsening of memory and difficulties to cope with daily work in his profession as an accountant.
His GP referred him concerning early onset dementia. He has two daughters both in the
university, and his wife is a full-time housewife who has not worked for 15 years.
Suggestions to trainer:
You may ask the following questions:
What is the differential diagnosis?
What further information that you need from history or clinical examination?
How is the presentation of early-onset dementia different from late-onset dementia?
Are there any investigations needed?
What would you tell the family?
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Evaluation of skills and knowledge for:
Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 3: Early-onset dementia (differential diagnosis, investigation and management)
Areas of knowledge

Comment

1. Comprehensive and multidisciplinary approach in
assessment is necessary in terms of : cognition,
level of functioning (occupational, social), mood
symptom, other psychiatric symptom
2. In the elderly population, a large majority of
dementia is caused by Alzheimer disease,
vascular dementia or both, DLB is also common,
but dementia is much less common under 65
years old. Alzheimer’s is still the most frequent
cause but inherited forms of the disease account
for a higher proportion. Other common causes in
this age group are frontotemporal degeneration
and Huntington’s disease, vascular dementia.
Other less common causes include brain trauma,
metabolic and endocrine abnormalities.
A Substantive proportion of patients complaining
of memory difficulty are suffering from
depression rather than degenerative disease.
So detailed history and neurological examination
are especially necessary for this age group
3. Characteristics of early-onset dementia:
• Some research suggests that people with early
onset dementia decline at a faster rate.
• 1 in 10 cases of dementia in younger people
may be treatable (proper diagnosis is essential
but often not available).
• Patients may need genetic counselling and
support. (Genetic defects on chromosomes 1,
14 and 21 are responsible for early onset
dementia in a small number of families.)
4. Special characteristics of these younger sufferers
They tend to react differently to the disease.
They tend to be more physically fit and
active.
•
They tend to have more responsibilities in
terms of employment and families (decisions
made due to their work and social roles can
have considerable effects on others).
•
They may be more aware that something is
wrong because they have higher expectations
of their abilities and capacities.
•
•
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They may be more inclined to feel powerless
and frustrated.
•
Family and friends
a.
If sufferers have a dependent family,
they need to make arrangements for the
future.
b.
Younger sufferers are more likely to
have younger children, and their children
may feel that they are responsible for the
disease due to something they have
thought, said or done.
c.
Young children lose the support of at
least one parent. Some children can start to
experience difficulties at school and may
behave in an aggressive way to the parent
who is ill
d.
Early onset dementia can disrupt
family transitional stages. For example, the
youngest child may find it difficult to leave
home, thereby preventing the family from
moving on to the next stage.
e.
Parents of younger Alzheimer's
disease sufferers may be unwilling to
accept the diagnosis.
f.
Friends and relatives may fail to give
their support due to their problem
accepting the diagnosis, shock and a feeling
of helplessness.
5. Investigation (more vigorous investigation may be
needed for young patient)
6. Management: medication and non-medication
approach
7. Family counselling: progressive of illness,
preparation of future loss in earning and decision
making, genetic counselling
•

Other comments: _________________________________________________________________
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Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 4: Mild cognitive impairment / early dementia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You have a supervision session with your Consultant today, and he would like to discuss
management of mild cognitive impairment and early dementia. Your Consultant gave you the
following scenario:
An elderly patient of 72 years old, with a history of depression (in remission now) worries that he
will also have dementia illness because of subjective worsen memory only but no obvious
functional impairment. He came alone to your clinic and clearly anxious. He told you one of
his/her relative in his/her 50s was recently diagnosed to have early onset Alzheimer’s disease with
rapid progression. He is anxious as he is much older and thinking if he has Alzheimer’s disease,
he will only have months to live.
Discuss your approach with your consultant, consider how you would proceed with your
assessment, what investigation would you order and what working diagnoses will you consider?
Suggestions to trainer:
You may ask the following questions:
What further information that you need from history (collateral history) or clinical examination
(cognitive assessments)?
What are your differential diagnoses and why?
How is MCI differs from dementia?
How is the presentation of early-onset dementia different from late-onset dementia?
Are there any investigations needed?
What would you tell the family?
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Evaluation of skills and knowledge for:
Level 2
Topic 15: (Old Age Psychiatry) Discussion with the Consultant on the management of dementia
Scenario 4: Mild cognitive impairment / early dementia
Area of knowledge

Comment

1. Assessment: cognitive level (use of appropriate
instrument, MMSE, DRS, GDS, MoCA etc.), current
mental state, any depression/psychotic symptom, any
other reason to have the worry
2. Family history: any inheritance pattern (FAD)
3. Risk factor: in general and specific to your patient
4. Provide information on estimate risk, appropriate
reassurance, referral for further investigation or speciality
care
5. Concept of MCI
Criteria for amnestic mild cognitive impairment (a-MCI)
by Petersen 2004
a.Memory complaints usually corroborated by an
informant (a change in performance)
b. Objective memory impairment for age
(neuropsychological tests, with no particular test or
cutoff score is specified; use clinician’s judgement)
c. Essentially preserved general cognitive function (e.g.
language, executive function, visuospatial skills)
d. Largely intact functional activities (minor
inconveniences in daily function are of insufficient
severity to constitute a major disability)
e. Not demented

Other comments: _________________________________________________________________
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Level 2
Topic 16: (Rehabilitation & Social Psychiatry) Discussion with the Consultant on management of
treatment-resistant psychiatric conditions
Scenario 1: The management of treatment resistant bipolar affective disorder
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You have a supervision session with your Consultant today, and he would like to discuss about
handling of treatment-resistant psychiatric conditions. Your Consultant gave you the following
scenario.
“Mr. Wong is a 35 year-old single secondary school teacher who is suffering from bipolar affective
disorder. He lives with his parents and younger sister. His onset of illness dates back to 6 years ago
when he first presented with a depressive episode, followed by subsequent manic episodes with
psychotic symptoms resulting in multiple admissions to psychiatric units. Throughout these years,
he has been prescribed a combination regime of lithium, sodium valproate, and low dose
haloperidol.
He was admitted this time to the psychiatric unit 2 months ago for a manic relapse, preceded by
his job dismissal due to unsatisfactory work performance and interpersonal difficulties. He
presented with increased talkativeness, increased irritability and decreased need for sleep. He
appeared energetic with overspending behavior. He believed that he was the cleverest secondary
school teacher in Hong Kong.
After admission, medications including lithium, sodium valproate and haloperidol were prescribed
with dosage stepped up. His sleep improved. However, he remained talkative and boastful and
easily got into minor conflicts with other co-patients. The multidisciplinary treatment team
suggested that half-way house placement and a series of rehabilitation training programs including
social skills training would be beneficial for him, as his parents were getting old and could not
provide supervision for him, and his younger sister was getting married and would soon move out
of home.
You are the case doctor of Mr. Wong in the rehabilitation team and after assessments, you believe
that his interpersonal problems could be related to the suboptimal treatment of his bipolar
affective disorder. You believe that he is suffering from treatment resistant bipolar affective
disorder. How would you manage and approach him?”
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Evaluation of skills and knowledge for:
Level 2
Topic 16: (Rehabilitation & Social Psychiatry) Discussion with the Consultant on management of
treatment-resistant psychiatric conditions
Scenario 1: The management of treatment resistant bipolar affective disorder
Areas of skills and knowledge

Comment

1. Review the psychiatric notes and the diagnosis
2. Check if the patient has any psychiatric comorbidity
3. Check if the patient has a medical condition or
comorbidity that might have worsened the mental
condition by itself or through its treatment (e.g.
steroid, anti-TB drug) and see if organic work-up is
needed
4. Assess the adequacy (duration and dosage) of
pharmacotherapy (e.g., mania without remission
despite 6 weeks of adequate therapy with at least two
antimanic agents such as lithium, antipsychotic,
anticonvulsant, benzodiazepine used together in the
absence of antidepressants or other mood-elevating
agents)
5. Explore the patient’s drug compliance (e.g., check
with the nurses whether the patient has been
refusing the medications and if they have any reason
to suspect that the patient is throwing the
medications away such as hiding the medications in
cheek, throwing them down the toilet, or giving the
medications to other patients)
6. Explore if the patient has any substance abuse
comorbidity or if the patient might be taking any illicit
substance
7. Show empathy to the patient and adopt a positive
attitude in explaining to the patient the diagnosis of
treatment resistant bipolar affective disorder
8. Consider the addition of atypical antipsychotics such
as aripiprazole, olanzapine, and clozapine and be
cautious if clozapine is used together with
carbamazepine because of drug interactions
9. Give information to the patient (and the relative) the
potential therapeutic effects and possible side effects
(e.g., hypersalivation, postural hypotension, reflex
tachycardia, agranulocytosis, weight gain, metabolic
side effects, constipation) of clozapine, the
commonness of the side effects as well as the need of
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blood taking and the frequency of blood taking (e.g.,
complete blood count weekly for 18 weeks and then
every month) before starting clozapine

10. Consider the use of electroconvulsive therapy
11. Consider other novel treatments using an
augmentation approach such as gabapentin,
topiramate, etc.
12. Consider the addition of evidence-based intensive
psychotherapies for maintenance

Other comments: _________________________________________________________________
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Level 2
Topic 16: (Rehabilitation & Social Psychiatry) Discussion with the Consultant on management of
treatment-resistant psychiatric conditions
Scenario 2: The management of treatment resistant schizophrenia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You have a supervision session with your Consultant today, and he would like to discuss about
handling of treatment-resistant psychiatric conditions. Your Consultant gave you the following
scenario.
“Ms. Lau is a 40, single, unemployed woman who has been suffering from schizophrenia for 10
years with multiple admissions to psychiatric units due to relapses. Throughout these years, she
has been prescribed with different classes of typical and atypical antipsychotics but the responses
have been suboptimal. She has never been prescribed with clozapine. She still habours second
person auditory hallucination making negative comments on her and she feels being referred to by
people on the streets such that she is sometimes too scared to leave home. In between admissions,
she has had gradual deterioration of function. She was no longer able to work as a clerical worker
since 4 years ago. In the recent 4 years, she has been living with her elderly parents and had been
idling at home. She attends follow up at psychiatric out-patient clinic regularly.
She was admitted this time to the psychiatric unit since 3 months ago for a schizophrenic relapse
with prominent psychotic symptoms and increased irritability, preceded by her mother being
diagnosed with terminal lung cancer. After admission, her psychiatric medications were adjusted
and her mood became stable. As her mother is ill and her father is of advanced age, she was
transferred to the rehabilitation team for rehabilitation training and half-way house placement.
You are the case doctor of Ms. Lau in the rehabilitation team and you would like to consider
prescribing clozapine for her treatment resistant schizophrenia. How would you manage and
approach her?”
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Evaluation of skills and knowledge for:
Level 2
Topic 16: (Rehabilitation & Social Psychiatry) Discussion with the Consultant on management of
treatment-resistant psychiatric conditions
Scenario 2: The management of treatment resistant schizophrenia
Areas of skills and knowledge

Comment

1. Review the psychiatric notes and the diagnosis
2. Check if the patient has any psychiatric comorbidity
3. Check if the patient has a medical condition or
comorbidity that might have worsened the mental
condition by itself or through its treatment and see if
organic work-up is needed
4. Assess the adequacy (duration and dosage) of past
and present pharmacotherapy (e.g., conventional
antipsychotics from at least 2 chemical classes at
doses equivalent to > 1000mg per day of
chlorpromazine of 6 weeks each, without significant
symptom relief)
5. Explore the patient’s drug compliance (e.g., check
with the nurses whether the patient has been
refusing the medications and if they have any reason
to suspect that the patient is throwing the
medications away such as hiding the medications in
cheek, throwing them down the toilet, or giving the
medications to other patients)
6. Explore if the patient has any substance abuse
comorbidity or if the patient might be taking any
illicit substance
7. Show empathy to the patient and adopt a positive
attitude in explaining to the patient the diagnosis of
treatment resistant schizophrenia
8. Give information to the patient (and the relative) the
potential therapeutic effects and possible side
effects (e.g., hypersalivation, postural hypotension,
reflex tachycardia, agranulocytosis, weight gain,
metabolic side effects, constipation) of clozapine, the
commonness of the side effects as well as the need
of blood taking and the frequency of blood taking
(e.g., complete blood count weekly for 18 weeks and
then every month) before starting clozapine
9. Consider augmentation therapy when the response
to clozapine alone is not good (e.g., mood stabilizing
agents, benzodiazepines, another atypical
antipsychotics)
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10. Consider other treatment options such as
electroconvulsive therapy and cognitive behavioral
therapy if the response to clozapine and
augmentation therapy is not good
11. Consider other therapies such as walkman
audiocassette, ear plugs, subvocal counting for
auditory hallucination and review stressors that
might have prevented remission and provide stress
management training
Other comments: _________________________________________________________________
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Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 1: Agoraphobia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are going to assess Mr. Wong, the father of Rachel Wong whom you have seen to be suffering
from agoraphobia.
Instructions to the actor (the father of the patient):
You are Mr. Wong, the father of your only child Rachel Wong who is a 22 year-old university
graduate. She reports being increasingly anxious at the prospect of leaving home. Recently, she is
just able to leave the house with your close company.
You are under tremendous distress because:
1. You are unable to work as you need to provide close supervision on your daughter. You are
running out of cash.
2. Your wife has been verbally critical, blaming you for ‘passing the bad gene’ onto your daughter
because you have been a shy and introverted person all along, and you also believe in this. Your
wife has been equally mean to Rachel, forcing her to stop being naïve and ‘act like a university
graduate’ by engaging in gainful employment as soon as possible. You are worried that her
insensitive and antagonistic gesture might further exacerbate your daughter’s negative mood
and thinking.
3. You are worrying about your own health. You have been unable to sleep at night, with
unprovoked tearfulness, heart pounding, shortness of breath and a fear of sudden death.
4. You are beginning to self-blame for not being helpful enough to motivate your daughter to
practice ‘exposure’ as suggested by your daughter’s psychiatrist.
Your support system:
1. You enjoy talking to your elder brother who has been offering unfailing emotional and financial
support
2. You are a regular church-goer and enjoy a temporary peace of mind by praying
3. You have attended the first session of a carer support group, from where you get some
reassurance from other group members.
During the interview, you can appear obviously upset and worrisome. You don’t have to volunteer
to talk about your distress unless the trainee is:
1. Empathetic and sensitive enough to address your distress
2. Taking the initiative to explore your distress and carer support system
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Evaluation of skills and knowledge for:
Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 1: Agoraphobia
Areas of skills and knowledge

Comment

1. Communication skills:
• Ask open and close end question, appropriate
verbal facilitation, show empathy and acknowledge
carer’s distress
2. Ability to explore carer’s psychological distress and
cognitive distortion (self blame)
3. Ability to explore social impacts of having to take care
of his disabling agoraphobic daughter

4. Ability to elicit the conflicting attitudes of his wife that
was counter-therapeutic

5. Ability to appreciate carer’s social support system and
personal strength in dealing with carer distress

6. Appropriate psycho-education to allay carer distress
(bonus)

Other comments: _________________________________________________________________
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Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 2: Severe obsessive compulsive disorder
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are asked to interview the wife (who is the principal carer) of a patient, aged 46 with repetitive
hand washing and other checking behaviour. He refused to attend the psychiatric out-patient clinic
since his last appointment which was 5 years ago. He has been idling at home. His wife has come
to see you as she has endured an enormous amount of stress in looking after him at home. You are
asked to interview the patient’s wife to assess her support system and her carer stress.
Suggestion to the actor (the wife of the patient):
The patient presents with repetitive hand washing behaviour for many years and he has fear of dirt
and bacteria, up to a delusional level. He spends at least two hours in the toilet and he dares not to
make bowel movement in the toilet seat. Instead, he passes stool and urine into plastic bags. He
also wraps things up in his bedroom in plastic bags. Moreover, he retreats himself in his bedroom
most of the time and has not slept with his wife in the past five years. His hygiene has significantly
deteriorated and he avoids going out due to the fear of bacteria in public areas. Both of his lower
limbs are infected with wounds but he refuses to see a doctor. Recently, he has been having an
intermittent fever, and has been too weak to walk by himself at times. They have no children and
his wife is very busy with her work, though she receives support from her elder sister, they often
argue over the care of her husband. Besides, she has money worries and receives complaints from
neighbours who say her flat is smelly.
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Evaluation of skills and knowledge for:
Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 2: Severe obsessive compulsive disorder
Areas of skills and knowledge

Comment

1. Show empathy; build rapport with principal carer
2. Assess the severity of OCD (onset, symptoms,
functional decline, risk assessment)
3. Elicit Carer stress
• Financial issue
• Disruption of routine couple activities
• Disruption of couple leisure
• Disruption of couple interaction/relationship
• Disruption of his wife’s previous personal daily
commitment
• Sense of confinement by the responsibilities or
demands of care giving
• Concern of future care giving needs
• Conflicts within carer’s family over care decisions
• Conflicts within carer’s family over the amount of
support she is receiving in providing care
4. Elicit carer support system
• Family support e.g. relatives of carer or patient
• Community support e.g. SWD, ICCMW, etc.
• Financial support
• Caregiver support group
• Mental health service support e.g. CPN,
Housing/social support from MSW, etc.
5. Discuss the clinical management of the case, aims at
inpatient treatment
6. Any action given to help the carer

Other comments: _________________________________________________________________
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Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 3: Chronic schizophrenia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are asked to interview the main carer (mother) of Mr. Chan during an intake assessment
interview at psychiatric day hospital. Mr. Chan is a 40-year-old male patient who has suffered from
schizophrenia for twenty years. His mother is a 62-year-old retired cleansing worker and his father
is an old age home resident. All of his siblings moved out many years ago. Mr. Chan has no gainful
employment since the onset of psychiatric illness. He drinks half a dozen cans of soft drinks and
smokes 1 pack of cigarettes each day. Besides, he likes picking up cigarette butts from the street
and has been hoarding many bags of cigarette butts at home. His home environment is messy and
his personal care is unsatisfactory. His mother is unable to change his habit and subsequently he
was referred to day hospital for further management. Please focus on the carer support system
and carer stress.
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Evaluation of skills and knowledge for:
Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 3: Chronic schizophrenia
Areas of skills and knowledge

Comments

1. Establish good rapport by using good interviewing skills:
• Show empathy
• Appropriate use of open and close ended questions
• Reflective listening
• Structured and focused without using a checklist
approach
2. Explore the carer support system:
• Family structure and relationship
• Availability of support from family or relatives (e.g.
living arrangement, living situation to be inconvenient
or a barrier to care, time spent to support the carer,
etc)
• Other source(s) of support (e.g. friends, church,
community, health professionals, etc)
• Quality of support
• Level of satisfaction with the support
3. Identify various aspects of carer stress:
• Care giving issues (e.g. difficulty in care, change in
social life, change in relationship with other family
members, feelings of being trapped and over
burdened, lack of confidence in providing care, future
needs of patients, etc)
• Patient’s issues (e.g. mental state, change in
personality, disturbing or risky behaviour, functional
deterioration, substance abuse, unhealthy life style,
etc)
• Family issues (e.g. marital relationship, conflicts,
dispute over care decisions and support, etc)
• Financial and other social issues
4. Assess carer’s mental condition:
• Depression
• Anxiety
• Somatic symptoms
• Psychosis
• Substance or alcohol misuse
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5. Assess carer’s insight of their own well being

6. Assess carer’s way of coping and sense of mastery

Other comments: ______________________________________________________
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Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 4: Severe depression
Date: ______________________
Trainee: ____________________
Trainer: ____________________
You are asked to interview the husband of your patient, Mrs. Chan, who suffers from severe
depression. Please assess his support system and his carer stress.
Suggestion to the actor (the husband of the patient)
Mr. Chan (40) was living with his wife and 2 children (aged 5 and 10) in a public housing estate. He
previously worked as a construction site worker. He quit his job to look after his wife 2 months ago.
Mrs. Chan presented with depressive symptoms since a year ago when her father was found to
have liver cancer. Eventually, her father died around 6 months ago and her depressive symptoms
deteriorated. She has been seeing you at your clinic for 3 months but remains as depressed with
signs of deterioration despite treatment. She has been suffering from depressed mood, poor sleep
with early morning waking, lack of motivation, lost of interest, poor appetite, negative cognition,
social withdrawal, and an auditory hallucination about how useless she was. She has also had a
suicidal idea of jumping from height but has not acted out so far. She lost the ability to perform
daily routines (e.g.: housework, caring of children etc) and she has been staying in bed most of the
time. She refused psychiatric admission, a decision which was supported by her husband.
Currently, Mr. Chan had quitted his job to look after his wife and family. His parents were unable to
assist him due to poor physical health, and Mrs. Chan’s mother could only help him to look after
his children for 1-2 hours per day. He had already sought help from social worker and the
community psychiatric nurse.
Mr. Chan felt distressed with the following concerns
1) His wife’s illness
2) Performing household duties and being solely responsible for childcare
3) Difficulty in supervising children’s home work due to his education level
4) Financial hardship
5) Need to supervising his wife’s safety, drug compliance and self care
Actually, Mr. Chan also presented with poor sleep and mild depressive symptoms.
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Evaluation of skills and knowledge for:
Level 2
Topic 17: (Rehabilitation & Social Psychiatry) Assessment of carer support system and
carer stress
Scenario 4: Severe depression
Areas of skills and knowledge

Comment

1. Explain the purpose of this encounter, show
empathy for his condition
2. Explore current depressive symptoms of patient,
suicidal risk, her daily function, etc
3. Explore his knowledge about depression and his
understanding about his wife’s condition
4. Explore the social background of his family (e.g.:
number and age of children, job, living environment,
condition of other family members, etc)
5. Explore his worries and concerns, the difficulties he
encountered (e.g.: child care, caring of his wife,
financial issue, etc)
6. Understand his social support network (e.g.:
relatives, social workers, NGO, neighbors etc)
7. Explore his daily routines, who was helping him now
and how, any service received and his expectation
8. Show concern and empathy on his condition. Allow
ventilation. Be sensitive to his emotion.
9. Understand and respect his plan of management
and discuss on treatment option with education,
offer opinion about his concerns. Discussed about
in-patient treatment and the reason why he refused.
Provide information for social support and
treatment (e.g.: ICCMW, other NGOs, CPN, day
hospital etc)
10. Assess his mental condition skillfully with option of
psychiatric referral if needed
11. Ask about any further question

Other comments: _________________________________________________________________
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Level 2
Topic 18: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part I)
Scenario 1: Explaining half-way house placement
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. Law is a 44-year-old single man who has been suffering from schizophrenia for more than 15
years. He has had multiple relapses and admissions to hospital, mainly due to poor drug
compliance and a lack of insight into his illness. He would cease to attend follow up shortly after he
was discharged from the hospital. A few years ago, he was convicted of indecent assault and was
sentenced to the Siu Lam Psychiatric Centre under a hospital order. He had been aggressive
towards his elderly mother and he had hit his mother with a slipper prior to the present admission.
He had been put on the Special Care Status (Priority Follow Up Target category). He would become
very irritable whenever his mother had asked him to take his medication, and he often nagged her
for money to buy cigarettes. During relapses, he would talk irrelevantly and become very paranoid
towards his mother. He improved with treatment in hospital every time and he was able to
undertake the occupational therapy training provided. His occupational functioning was up to an
open employment level but he lacked a good working habit. He requested to live with his mother
upon discharge from the hospital. He was not sure about the residential rehabilitation facilities,
including half-way houses (HWH) or long-stay care homes. He had been assessed to be better
suited to living in a half-way house rather than living under the care of his mother.
You are his case doctor and you are going to see Mr. Law in ward. Discuss with him about the
accommodative options in his discharge plan.
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Evaluation of skills and knowledge for:
Level 2
Topic 18: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part I)
Scenario 1: Explaining half-way house placement
Areas of skills and knowledge

Comment

1. Explain the purpose of this encounter: discussion about
options of accommodation after discharge
2. Assess the patient’s view on discharge and
rehabilitation goals after discharge
3. Show encouragement on the patient’s progress in ward
especially his improvement in function
4. Explore the patient’s view on accommodation after
discharge and his preference
5. Explore the patient’s understanding on the limitations
in maintaining his rehabilitation by the level of support
from his option of accommodation including living with
mother
6. Check how much the patient knows about half-way
house
7. Give information about half-way houses and address
his concern or misunderstanding (level of privacy and
freedom, fee, duration of stay, obligations (what he has
to take care of himself; duties in the hostel; rules of a
HWH; supervision on medications in the HWH)
8. Communication skills on information giving: avoid
lecturing; giving ample time for questions; checking if
the patient is understanding what you say; exploring
patient’s concern or query on what you have said;
minimizing coerciveness
9. Facilitate the patient to see how living in a half-way
house is conducive to achieving his rehabilitation goal

10. Explain to him that a visit to HWH will be arranged

Other comments: _________________________________________________________________
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Level 2
Topic 18: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part I)
Scenario 2: Explaining long stay care hostel placement
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. Lee is a 57 year-old single unemployed man who has been admitted to a psychiatric hospital for
3 years after he was brought in by the police for wandering on the street with self-muttering and
disturbing behavior. He was first known to mental health service 10 years ago when he was
compulsorily admitted to hospital after CPT assessment for self-neglect after his neighbours had
complained of a foul smell coming from his flat and he appeared to be malnourished during a
home visit. According to his cousin, who was his only traceable relative, Mr. Lee has been noted
to have self-muttering, irrelevant speech and odd behavior since his early 20s. Mr. Lee was
diagnosed with Schizophrenia, and was put on depot injection. Thereafter, Mr. Lee had repeated
hospitalizations for relapses after he had defaulted treatment. He had to be brought into hospital
by the Community Psychiatric Nurses (CPN) every time. He had failed to remain in a halfway house
twice due to a lack of volition to participate in rehabilitation.
Currently, Mr. Lee has been largely settled except occasional self-muttering. Yet, he has prominent
negative symptoms, idling mostly and needed prompting on his self-care. His mental state
remained similar despite trial of multiple antipsychotics. He did not gain much insight into his
psychiatric illness despite psychoeducation. He believed he could take care of himself at home
without any support if he were discharged.
In the multi-disciplinary meeting yesterday, he was considered to be suitable for living in a
long-stay care home. You are going to see Mr.Lee in ward.
Discuss with him about the options of accommodation in his discharge plan.
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Evaluation of skills and knowledge for:
Level 2
Topic 18: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part I)
Scenario 2: Explaining long stay care hostel placement
Areas of skills and knowledge

Comment

1. Explain the purpose of this encounter: discussion about
options of accommodation after discharge
2. Explore the patient’s concerns and understanding on
his current problems
3. Assess the patient’s view on discharge and
rehabilitation goal after discharge
4. Explore the patient’s view on accommodation after
discharge
5. Help the patient to explore the possibility of living with
his brothers
6. Help the patient to see the pros and cons of discharging
home without any support
7. Explore if the patient knows any other options of
accommodation.
8. Check how much the patient knows about LSCH
9. Give information about LSCH and address his concern
or misunderstanding: level of privacy and freedom, fee,
duration of stay, obligations (what he has to take care
of herself; duties in the hostel; rules of a LSCH), service
available in LSCH (e.g. supervision on medications in
the LSCH), other community resources available for
LSCH residents
10. Communication skills on information giving: avoid
lecturing; giving ample time for question; checking if
the patient is understanding what you say; exploring
patient’s concern or query on what you have said;
minimizing coerciveness
11. Facilitate the patient to see how living in a LSCH is
conducive to achieving his rehabilitation goal

280

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

12. Try to arrange a visit to LSCH for the patient

Other comments: _________________________________________________________________
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Level 2
Topic 19: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part II)
Scenario 1: Explaining supported employment
Date: ______________________
Trainee: ____________________
Trainer: ____________________
John is 28, single, unemployed, and living with his parents in a public housing estate. John has
been suffering from schizophrenia for 5 years, with two previous hospitalizations in the psychiatric
unit, first at 5 years ago, and most recently 2 years ago. He had regular attendance at the
out-patient clinic and his compliance had been reasonably good in the past 2 years. He had worked
as a delivery worker and as a waiter at a catering service, but he could not manage the stress of a
job in open employment. He had few friends and a limited social circle. He idles at home, likes to
surf the internet and plays computer games during his leisure time. His parents are concerned
about his unemployment and a lack of day-time engagement. His father is a machine repair worker.
His mother is supportive but a long-winded housewife.
You are the case doctor of John. You notice the employment issue and the need for occupational
rehabilitation. You are going to introduce and explain supported employment service to John and
his mother.
Suggestions to actor:
1. John and/or his parents have misunderstanding about the nature of supported employment, i.e.
sheltered workshop, vocational training centre.
2. John over-estimates his ability and under-estimates the demand of open employment.
3. Parents are over-protective and dominating concerning the decision making of John’s activity
schedule.
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Evaluation of skills and knowledge for:
Level 2
Topic 19: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part II)
Scenario 1: Explaining supported employment
Areas of skills and knowledge

Comment

1. State the purpose of the interview: discussion
about occupation and employment
2. Assess the patient’s view on occupational issue

3. Show encouragement on the patient’s past effort
in job hunting
4. Explore the patient’s view on day time
engagement other than open employment
5. Emphasize the pros and cons of different day
time engagement (e.g. supported employment,
Day Activity and Training Centre)
6. Check how much the patient knows about
supported employment service
7. Give information about supported employment
and address the concern or misunderstanding
(e.g. non-paid job, repetitive industrial task,
working with severe mentally retarded or
physically handicapped person)
8. Communication skills on information giving: avoid
lecturing; giving adequate time for question;
checking if the patient understands what you
said; exploring patient’s concern or query on
what you have said; minimizing coerciveness
9. Help the patient understand that supported
employment is a stepping stone for a long term
goal (e.g. open employment)
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10. Arrange a visit to supported employment
service, provide further information (e.g.
pamphlet), or refer to Social Welfare Department

Other comments: _________________________________________________________________
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Level 2
Topic 19: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part II)
Scenario 2: Explaining personalized care programme to an out-patient suffering from
schizophrenia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Maggie is a 35-year-old separated housewife. She lives with her 10-year daughter in a public
housing estate. Her husband had extra-marital affairs and he ran away 2 years ago. Maggie could
not contact him since then. She applied for divorce with the assistance of a social worker last year,
and has been living on social welfare for a year. Maggie has been suffering from schizophrenia for 6
years, and was never hospitalized. She had irregular attendance at the out-patient clinic with
doubtful drug compliance. She repeatedly mentioned referential idea against her neighbours and
people in the market. She also suspected that her daughter is being bullied by classmates at school.
She became more and more socially isolated in the past 2 years. She denied violent or suicidal idea.
She declined depot medication and hospitalization.
You are the case doctor of Maggie. You notice that Maggie had become more unkempt with
borderline hygiene when she came in for her follow-ups. You are worried about her mental
condition and the well-being of her daughter. You are going to persuade Maggie to receive
personalized care programme.
Suggestions to actor:
1. Maggie resists health care worker’s home visit. She believes that her neighbours would know
about her mental illness and discriminate her family even more.
2. Maggie has a reasonably good relationship with her social worker who helped her apply for
public assistance. She regarded that as good enough.
3. Maggie does not regard herself as severely mentally ill. She believed that personalized care
programme is suitable for people who are discharged from mental hospital, and that is not her
case.
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Evaluation of skills and knowledge for:
Level 2
Topic 19: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part II)
Scenario 2: Explaining personalized care programme to an out-patient suffering from
schizophrenia
Areas of skills and knowledge

Comment

1. State the purpose of the interview: discussion about
personalized care programme
2. Assess the patient’s view on different out-patient
services
3. Show encouragement on the patient’s past effort in
receiving psychiatric service
4. Explore the patient’s view on Community Psychiatric
Service and personalized care programme
5. Emphasize the pros and cons of different community
psychiatric service (e.g. Community Psychiatric
Service, Day Hospital)
6. Check how much the patient knows about
personalized care programme
7. Give information about personalized care
programme and address the concern or
misunderstanding (e.g. a nursing staff in uniform will
visit her home, only discharged or violent patients
are suitable)
8. Communication skills on information giving: avoid
lecturing; giving adequate time for question;
checking if the patient understands what you said;
exploring patient’s concern or query on what you
have said; minimizing coerciveness
9. Help the patient understand that personalized care
programme is suitable and important to her and her
family
10. Provide further information (e.g. pamphlet), or refer
to Community Psychiatric Team

Other comments: _________________________________________________________________
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Level 2
Topic 19: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part II)
Scenario 3: Explaining day hospital training
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Mr. Wong is a 32 year-old bachelor, who has been suffering from schizophrenia for 10 years, with
frequent relapses related to non-compliance (he forgot to take medications and his mother did not
supervise her). He lives with his father, mother and younger sister in a public housing estate. Her
mother is 75 years old, and is probably over-protective. He has not worked since the onset of
mental illness, and does not do any household chores either. He spends his time mainly by idling at
home for most of the time. He watches television and sometimes read newspaper or books. His life
style is unstructured and he sleeps late at night and does not get up until the afternoon. He did not
go out for shopping and seldom exercised.
Mr. Wong was seen with his relatives today. His mental condition is currently stable and he has no
delusion and hallucination. His drug compliance is not very good at home and he missed
medications at times. He accepted the current oral medications (risperidone). He did not have any
significant side effects from his medications.
Mr. Wong has poor social skill and has difficulty to make new friends. His self-care is fair but
requires supervision from his relatives. He preferred living with his mother and refused any type of
residential rehabilitation services, a decision which is well supported by his relatives. His self-care
and drug compliance require supervision and he has limited motivation for further rehabilitation.
However, he still wants to have a job in future as a computer programmer to design video games in
future.
You are his case doctor and you are going to see Mr. Wong and his mother in an outpatient clinic.
Discuss with him about the options of day hospital training in his discharge plan.
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Evaluation of skills and knowledge for:
Level 2
Topic 19: (Rehabilitation & Social Psychiatry) Explain rehabilitation plans to patients (Part II)
Scenario 3: Explaining day hospital training
Areas of skills and knowledge

Comment

1. Knowledge about the recovery approach on
psychiatric rehabilitation.
2. To have a functional assessment of the patient and to
assess the patient in a recovery approach. For
example, identify his current strengths and resources,
personal goals, past coping history, precipitating
events, family environment inherited resources,
developmental history, valued social roles, relationship
history, personal gifts.
3. To address the patient’s weak area and problems.
4. Knowledge about the function of day hospital. For
example; assessment of patient, supervision of drug
compliance, an alternative of inpatient treatment, a
place for rehabilitation training and social inclusion,
etc.
5. Knowledge about the rehabilitation training, facilitates
available in the community, e.g. ICCMW, shelter work
shop, day center, other vocational training centers.
6. Explain the purpose of this encounter: discussion
about options of day hospital training
7. Review the progress of patient
8. Explore patient’s view on his recovery goal.
9. Ask if patient has tried any type of rehabilitation
training before.
10. Explore if the patient knows any other options of
community rehabilitation training. E.g ICCMW,
clubhouse , etc
11. Help the patient to identify the gap between his
current condition and his goal and the reason behind.
12. Assess the patient’s view on day hospital training
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13. Check how much the patient knows about day
hospital training.
14. Give information about day hospital and address the
concern or misunderstanding of patient and his
relatives. (level of privacy and freedom, fee, meal
arrangement, transport , duration of stay), obligations
(punctuality, rules of day hospital ; service or training
available; supervision on medications in the day
hospital)
15. Help the patient to see the pros and cons of day
hospital training and how such training can be
conductive to achieve his personal goal and future
development.
16. Actively involve the carer in the discussion and
management plan.
17. Communication skills on information giving: avoid
lecturing; giving ample time for question; checking if
the patient is understanding what you say; exploring
patient’s concern or query on what you have said; try
to have collaborative approach; minimizing
coerciveness
18. Try to arrange a visit to day hospital for the patient
19. Try to refer patient to day hospital

Other comments: _________________________________________________________________
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Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 1: Alcohol withdrawal
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Wong, a 55-year-old man was seen in the orthopedic ward. He has a long history of alcohol
use since his late teenage years. He was admitted 2 days ago for a fracture of the head of left
femur after an accidental fall. He started appearing restless and agitated since this morning. He
complained of being disturbed by a group of kids jumping from bed to bed in the ward for 1 day.
You are the consultation-liaison psychiatrist. Use 10 minutes to assess the patient.
Suggestion to the actor (patient):

You feel anxious and fearful, you appear sweaty, restless and tremulous;

You have a visual hallucination of kids jumping from bed to bed in the ward in the evening;

You cannot tell the time correctly
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Evaluation of skills and knowledge for:
Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 1: Alcohol withdrawal
Area of skills and knowledge
1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concern

Comments

2. History
• Focus on the drinking history especially time of
last drink
• Past history of severe AWS
• Concomitant use of other substances (e.g.
benzodiazepine), physical problems upon
admission.
3. Elicit the alcohol withdrawal symptoms
• e.g. restlessness, profound sweating, tremor,
tachycardia, hypertension, fever, etc.
4. Mental state examination
• The form and content of the visual hallucination
and the appraisal of it
• Any other mood/psychotic symptoms
• Any cognitive deficit

Other comments: _________________________________________________________________
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Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 2: Alcohol dependent patient at pre-contemplation stage of abstinence
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Cheung is a 58-year-old financial planner who has a long history of drinking. He was admitted
to a medical ward yesterday after being found lying on the street. There was a minor superficial
abrasion wound on his forehead and several old scars over the scalp. A CT brain scan did not reveal
any intracranial lesions. However, his liver function showed further deterioration as compared with
the result obtained last month.
You are the consultation-liaison psychiatrist. Use 10 minutes to assess the patient.
Suggestion to the actor (patient):

You feel very angry because your wallet was lost last night.

You want to be discharged immediately.

You experience a severe headache and craving for alcohol.

You do not agree that your head injury and deteriorating liver condition were related to
your chronic alcohol drinking.

You do not think you have an alcohol problem and are not prepared to do anything for your
drinking
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Evaluation of skills and knowledge for:
Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 2: Alcohol dependent patient at pre-contemplation stage of abstinence
Area of skills and knowledge
1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concern

Comments

2. History
• Focus on the drinking history, pattern,
complications
• Past history of severe AWS;
• Concomitant use of other substances (e.g.
benzodiazepine).
3. Mental state examination
• Any mood / psychotic symptom
• Any cognitive deficit
4. Assessment of motivation: which stage of change

Other comments: _________________________________________________________________
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Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 3: Alcohol harmful use patient
Date: ____________________
Trainee: __________________
Trainer: __________________
Tiffany is a 32-year-old housewife who was referred to your clinic by a doctor from the A&E
Department for an assessment of her drinking problem. She complained of low mood for 6 years.
She tried to cope with stress by binge drinking. On several occasions, she felt so bad after the
binge drinking that she had overdosed herself with the OTC medications.
Use 10 minutes to assess the patient.
Suggestion to the actor (patient):

You have persistent low mood since the birth of your second daughter 6 years ago.

You find it difficult to cope with the care of two children alone while your husband has very
long working hours every day.

You would have binges of about a dozen cans of beer, 1-2 times a week, at night time, after
your children have gone to sleep.

You know that binge drinking is not good for you but you can’t find another way out.
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Evaluation of skills and knowledge for:
Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 3: Alcohol harmful use patient
Area of skills and knowledge
1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concern

Comments

2. History
• Focus on the drinking history, pattern,
complications;
• Concomitant use of other substances (e.g.
benzodiazepine);
• Mood symptoms and its relationship with the
drinking;
• Previous suicidal attempts or aggression
• Previous child abuse or neglect
3. Mental state examination
• Any mood / psychotic symptoms
• Any cognitive deficit
• Risk to self
• Risk to children
4. Assessment of motivation: which stage of change

Other comments: _________________________________________________________________
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Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 4: Opioid withdrawal
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Tam is a 25-year-old heroin addict who was admitted last night to the medical ward for 1-day
history of a painful swollen left calf. Despite his repeated requests for physeptone, none had
been prescribed by his case doctor. This afternoon, he threw a tantrum in the ward and
threatened to kill himself if he was not given any physeptone.
You are the consultation-liaison psychiatrist. Use 10 minutes to assess the patient.
Suggestion to the actor (patient):

You are very angry because of the somatic discomfort.

You appear sweaty, restless and shivering.

You have rhinorrhoea and lacrimation, with repeated yawning during the conversation.

You request for physeptone 80mg to relieve the withdrawal symptoms.
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Evaluation of skills and knowledge for:
Level 2
Topic 20: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part I)
Scenario 4: Opioid withdrawal
Area of skills and knowledge
1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concern

Comments

2. History
• Focus on the drug history, pattern, route of
administration, and complications
• Concomitant use of other substances (e.g.
methadone, benzodiazepine)
• If on methadone, where he gets the methadone,
dosage he gets & actual dosage he takes
3. Mental state examination
• Observation of withdrawal symptoms
• For any mood / psychotic symptom
• Risk to self
4. Physical examination
• Withdrawal symptoms from opioid +/benzodiazepine.
• Needle marks

Other comments: _________________________________________________________________
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Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 1: Ketamine
Date: ____________________
Trainee: __________________
Trainer: __________________
Madam Li is an 18 year-old sales lady who lives with her boyfriend. She is new to the mental health
service and has good past physical health. She has a history of ketamine abuse. She came with the
social worker to the substance abuse clinic asking for help.
Use 10 minutes to assess this patient.
Suggestion to actor:
You are evasive and try to minimize your problems. You have frequent conflicts with your boyfriend,
who abuses ketamine as well. You are frustrated by the relationship issues with your boyfriend.
You are impulsive and irritable. You complain of poor memory and concentration. You don't have
depressive or psychotic symptoms.
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Evaluation of skills and knowledge for:
Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 1: Ketamine
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concern
2. History of drug abuse
•
Types of drugs ever abused before
•
Then focus on ketamine: onset, progress,
current use, last use, dependence features,
complications, past history of abstinence
(voluntary or compulsory detoxification), reason
of relapse, reason of maintaining use
3. History of psychiatric problem
• Any mood or psychotic symptoms
• Any cognitive deficit
• Association with drug abuse (drug-induced or
independent)
4. Mental state examination
Any restlessness with urge to go to toilet
• Sign of mood or psychotic problems
• Sign of cognitive deficit
5. Assessment of motivation: stage of change

Other comments: _________________________________________________________________
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Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 2: Cannabis
Date: ____________________
Trainee: __________________
Trainer: __________________
You got a consultation from the AED asking you to see Mr. Fung, a 20 year-old young man who
have been brought in by the police for threatening his mother with a knife at home. He has a
history of abusing cannabis.
Use 10 minutes to assess this patient regarding the cannabis abuse.
Suggestion to actor:
You admit to have persecutory delusions and auditory hallucinations but you are defensive and
tried to minimize problems. You have conflict with your mother regarding your problem of
substance abuse before the admission and you became paranoid towards your mother. You had
tried other substances before. You have been using cannabis regularly for the last 5 years. You had
one episode of abstinence 2 years ago, which lasted for 1/2 year. You reinstated after losing your
job. You remember that you did not have any psychotic symptom during the period of abstinence.
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Evaluation of skills and knowledge for:
Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 2: Cannabis
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concerns
2. History of drug abuse
• Types of drugs ever abused before
• Then focus on cannabis: onset, progress, current
use, last use, dependence features,
complications, past history of abstinence, reason
of relapse, reason of maintaining use

3. History of psychiatric problem
• Any mood or psychotic symptoms
• Any cognitive deficit
• Association with drug abuse (drug-induced or
independent)
• Violence acts
4. Mental state examination
• Sign of mood or psychotic problems
• Sign of cognitive problems
• Risk of further violence
5. Assessment of motivation: stage of change
6. Physical examination
• Red eye (conjunctival hyperemia)

Other comments: _________________________________________________________________
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Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 3: Hypnotics
Date: ____________________
Trainee: __________________
Trainer: __________________
Mrs. Chan is a 55 year-old housewife who lives with her husband and son. She had been seeing a
GP for sleeping pills and also had purchased sleeping pills from pharmacies. She said that she had
insomnia for years.
Use 10 minutes to assess this patient.
Suggestion to actor:
Your husband had extra-marital affair ten years ago. Since then you have been depressed, with loss
of interest in hiking and mahjong, fatigue, insomnia and felt useless. You started taking sleeping
pills from a GP around that time. The dose was gradually increased. Having developed tolerance,
you started to purchase additional sleeping pills from pharmacies. The dose escalated to ten
tablets per night. Withdrawal symptoms were prominent, but you never had any seizure. Your
mood has been low in last ten years. The depressive symptoms were persistent, yet you were
able to cope with household chores. You never had psychotic experiences or suicidal idea.
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Evaluation of skills and knowledge for:
Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 3: Hypnotics
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concerns
2. History of drug abuse
• Types of drugs ever abused before
• Then focus on hypnotics: onset, progress, current
use, last use, dependence features,
complications, past history of abstinence, reason
of relapse, reason of maintaining use

3. History of psychiatric problem
• Any mood or psychotic symptoms
• Any cognitive deficit
• Association with drug abuse (drug-induced or
independent)
4. Mental state examination
• Sign of mood or psychotic problems
• Sign of cognitive problems
5.

Assessment of motivation: stage of change

6. Physical examination
• Any sign of physical withdrawal such as
restlessness, hand tremor, sweating

Other comments: _________________________________________________________________
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Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 4: Amphetamines
Date: ____________________
Trainee: __________________
Trainer: __________________
Miss Lee is a 33-year-old waitress. She had a history of multiple substance misuse. For the past
two years, she had solely been using methamphetamine. She was referred by a counseling centre
for depressed mood & some peculiar skin problem.
Use 10 minutes to assess this patient.
Suggestion to actor:
You started to use various substances (ketamine, MDMA, cocaine, cannabis, cough mixture and
methamphetamine) in the late teens under peer influence. For the past two years, you took
mostly ice under your boyfriend’s influence. Symptom of dependence is prominent, and you had
been taking it daily for the past two years. You have lost so much weight and had been repeatedly
arrested for PODD but you continued to take it. Your ex-BF and family blamed you for taking ice.
For the past month, you started to experience auditory hallucination, and also felt referred to by
strangers on the streets. You have been experiencing a sensation of bugs crawling under your skin,
involving mainly the face, and you believe that you have been infested with an invisible worm.
You spent hours in front of the mirror. You felt so distressed that you became depressed with
insomnia, weight loss, reduced appetite, loss of interest and impaired concentration. You also had
a vague suicidal idea, but not attempted.
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Evaluation of skills and knowledge for:
Level 2
Topic 21: (Substance Misuse & Addiction Psychiatry) Assessment of substance abuse (Part II)
Scenario 4: Amphetamines
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy and reflective listening
• Avoid medical jargons
• Address patient’s concerns
2. History of drug abuse
• Types of drugs ever abused before
• Then focus on amphetamine: onset, progress,
current use, last use, dependence features,
complications, past history of abstinence, reason
of relapse, reason of maintaining use
3. History of psychiatric problem
• Any mood or psychotic symptoms
• Any cognitive deficit
• Association with drug abuse (drug-induced or
independent)
• Suicide idea or attempt
4. Mental state examination
• Sign of mood or psychotic problems
• Sign of cognitive problems
• Risk of suicide
5. Assessment of motivation: stage of change

6. Physical examination
• Any skin lesions, especially on her face

Other comments: _________________________________________________________________
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Level 2
Topic 22: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients with
substance abuse (part I)
Scenario 1: Explaining outpatient methadone treatment to a patient with heroin dependence
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Chan is a 30-year-old, single, hair stylist. He was referred to you by the Accident and
Emergency Department after he was found to be drowsy by his parents at home. He later
confessed to have been abusing heroin. Today you are seeing him as a new patient at the
out-patient clinic. He requested methadone as an outpatient treatment. Please explain about
out-patient methadone treatment program to him.
Suggestion to the actor:
You have injected heroin intravenously for 6 months, with one straw packet per day. You have
never taken methadone before and have no idea about how you might get methadone. You have
no confidence to stop taking opiate completely for the time being, and you prefer to have
maintenance therapy first.
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Evaluation of skills and knowledge for:
Level 2
Topic 22: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients with
substance abuse (part I)
Scenario 1: Explaining outpatient methadone treatment to a patient with heroin dependence
Areas of skills and knowledge

Comments

1. Establish rapport
• Show empathy
• Avoid using medical jargons
• Address patient’s concerns
• Check that information given has been
understood
2. Brief drug history: current use, dependence
features, complications, history of abstinence
3. Explain indication for methadone replacement
program, its benefits and limitations
4. Explain the service model of methadone clinic in
Hong Kong:
• Day clinic service
• Opening 7 days a week
• Offer maintenance or detoxification program
• Has medical and social service support
• No district restriction (client can go to any clinic)
• Procedures (urine toxicology to confirm the
status of opiate abuse, see doctor to determine
the starting dosage)
• Referral to other agencies is possible, e.g. to
residential detoxification centres
5. Summarize information by providing relevant
leaflets, if any
6. Ending - ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 22: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients with
substance abuse (part I)
Scenario 2: Explaining residential detoxification programme to a patient with heroin dependence
Date: ____________________
Trainee: __________________
Trainer: __________________
Miss Lee is a 35 years old, single and unemployed. She has a long history of heroin dependence by
“chasing the dragon”. She used to live with her parents and siblings, until recently, she was found
to have been stealing from home in order to maintain her drug habit. She felt depressed
afterwards, yet she could not control herself from craving for more heroin. After having a heated
quarrel with her family, she was admitted to a psychiatric ward and has been under your care since
then. As she has been rejected by her family, she decided to live in a hostel after discharge.
Please explain the residential detoxification programme to her.
Suggestion to actor:
You need some abode but you do not know why you need residential detoxification programme
because you have already completed detoxification in hospital. You also worry that you can’t afford
the hostel fee. Moreover, you are a Buddhist so you are afraid of being forced to become Christian
at the detox hostel.
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Evaluation of skills and knowledge for:
Level 2
Topic 22: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients with
substance abuse (part I)
Scenario 2: Explaining residential detoxification programme to a patient with heroin dependence
Areas of skills and knowledge

Comments

1. Establish rapport
• Show empathy
• Avoid using medical jargons
• Address patient’s concerns
• Check that information given has been
understood
2. Explain the purpose of resident programme:
• Detoxification
• Rehabilitation (most important role)
3. Explain the different type of hostels:
• Age: some for young people only
• Sex: most for single sex
• Type of drugs: some do not take heroin abusers
• Legal status: some do not take clients with
pending court case
• Religious: most have Christian background
• Medical support: available in only a few hostels
• Duration: usually 3 months to 2 years
• Fee: deposit and monthly fee is usually required
(can be covered by CSSA)
4. Explain usual regulations in hostels:
• Smoking is usually not allowed
• Visiting arrangement is under control
• Not allowed to leave hostel without permission
• Expect to participate in social activities and
household duties
• May be expelled if violate hostel regulations
5. Reassure patient that staff (nurse or MSW) will
help her in the process of application and take care
of her other social needs
6. Summarize information by providing relevant
leaflets, if any
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7. Ending - ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 22: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients with
substance abuse (part I)
Scenario 3: Explaining inpatient detoxification to a patient with alcohol dependence
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Sing is a married businessman, with a teenage son. He has alcohol dependence and has been
your outpatient for half a year. During this period, he failed to cut down his alcohol use. Today, he
was accompanied by his wife for follow up at your clinic, both of them enquired about the option
of in-patient detoxification. Please explain to them about this treatment option.
Suggestions to actor:
As you have a busy schedule for your business so you can only stay in hospital for 2 weeks at most.
Moreover, you do not want to mix with other patients especially those with mental illness,
therefore, you want to stay in a private ward.
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Evaluation of skills and knowledge for:
Level 2
Topic 22: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients with
substance abuse (part I)
Scenario 3: Explaining inpatient detoxification to a patient with alcohol dependence
Areas of skills and knowledge

Comments

1. Establish rapport
• Show empathy
• Avoid using medical jargons
• Address patient’s concerns
• Check that information given has been
understood
2. Explain what are the pros and cons for in-patient
detoxification for alcohol
3. Explain about hospital environment and rules
• Legal status of patient: informal or formal
(voluntary form to be signed)
• Open / closed ward setting
• Psychiatric ward setting with possibility of mixing
with patients with mental illness
• Hospital routines and limitations, e.g. no
smoking, fixed sleep time and meal times,
clothing, personal belongings that can bring into
ward, visiting hours
4. Explain the treatment plan
• Medication used, e.g. usually require use of
sedatives to avoid alcohol withdrawal, some
medication will be given on ‘when required’
basis, drugs for relapse prevention ie. Disulfiram,
acamprosate, naltrexone
• Education on withdrawal symptoms of alcohol so
patient can alert staff of such symptoms when it
occurs
• Approximate length of stay for uncomplicated
detoxification
5. Summarize information by providing relevant
leaflets, if any
6. Ending - ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 23: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients
with substance abuse (Part II)
Scenario 1: Explain Alcoholic Anonymous to a patient with alcohol dependence
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Sze is a 46-year-old divorced man who is an atheist. He is currently unemployed and living
alone. He has been dependent on alcohol for 10 years with multiple complications. He has
received treatment from the local alcohol problems clinic since three years ago and inpatient
detoxification three times but he reinstated soon after each discharge. Four weeks ago, he was
admitted to your unit for severe alcohol withdrawal after stopping drinking for a few days due to
lower limb weakness. Now he has completed detox and is fit for discharge. In view of his high risk
of relapse, your consultant asked you to introduce the Alcoholic Anonymous (AA) to him.
Suggestions to actor:
You understand the adverse consequences of your heavy drinking but you feel helpless about
changing in view of repeated failure. One of the risk factors for reinstatement is loneliness with
limited social support. However, you still want to achieve sobriety in order to maintain contact with
your children.
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Evaluation of skills and knowledge for:
Level 2
Topic 23: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients
with substance abuse (Part II)
Scenario 1: Explain Alcoholic Anonymous to a patient with alcohol dependence
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been
understood
2. Discuss the reasons of repeated relapse:
• High risk situations
• Previous coping methods
3. Explain why AA may help him
• All members are alcoholics so his problems can
be easily understood
• Regular meetings
• Strong support from peers and sponsor
4. Introduce AA
• Brief background
• Rationale of treatment
• 12-step programme
• Sponsorship system
• Open & close group
• Language used
• Frequency of meeting
• Locations of meeting place
5. Summarize information by providing relevant
leaflets, if any
6. Ending - Ask if the patient has any questions before
concluding the interview e.g. whether it would work
for atheists

Other comments: _________________________________________________________________
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Level 2
Topic 23: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients
with substance abuse (Part II)
Scenario 2: Feedback on the results of investigations for a patient with harmful use of alcohol
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Chan is 40-year-old married chef. He used to take 4-5 cans of beer on his working days, and
was able to stop drinking on his days off. He might take up to 12 cans of beer during social
gatherings. He has no serious complications except becoming intoxicated very occasionally. He is a
hepatitis B carrier all along. Recent routine body check revealed a mildly deranged liver function
(GGT= 100, ALT= 80, ALP= 150) (Normal range: 12-57 for GGT, 20-57 for ALT & 46-127 for ALP) so
he was referred to your clinic for assessment. During the first consultation, he didn’t think he had
any major alcohol problems. An ultrasound scan of his liver revealed fatty changes. You are going
to see him again at your clinic today, please discuss the investigation results with him.
Suggestions to actor:
Although you do not think you are a heavy drinker, you are quite concerned about whether you
have liver cirrhosis because your father died of liver cancer after having liver cirrhosis for years. You
are eager to know the relationship between fatty liver and liver cirrhosis.
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Evaluation of skills and knowledge for:
Level 2
Topic 23: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients
with substance abuse (Part II)
Scenario 2: Feedback on the results of investigations for a patient with harmful use of alcohol
Areas of skills and knowledge

Comments

1. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been
understood
2. Explain the meaning of various blood test results
• Deranged LFT
• Fatty liver
• Relationship of fatty liver & liver cirrhosis
3. Explain the increased risk of liver cirrhosis for those
with hepatitis B carrier
4. Explain the prognosis if
• He continues heavy drinking
• He stops drinking
5. Summarize information by providing relevant
leaflets, if any
6. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 23: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients
with substance abuse (Part II)
Scenario 3: Advising treatment plan for a young man with ketamine abuse
Date: ____________________
Trainee: __________________
Trainer: __________________
One of your out-patients is a 16-year-old student who started to abuse various illicit drugs a few
years ago. Ketamine has become his main drug of abuse in the recent two years, which he has
been taking at 3 grams daily. He started to complain of urinary discomfort a few months ago. He
even had persecutory delusions and auditory hallucinations in the recent one month. There is no
evidence of suicidal or violent risks. His school social worker has referred him to your clinic for
assessment and treatment. He does not think that ketamine is the main cause of his mental
problems because most of his friends who also abuse ketamine are well.
Suggestions to actor:
Your main concern is frequency of urination which is once every 30 minutes and pain during
urination. You know those urinary symptoms are related to ketamine use but you find difficult to
stop or reduce its use because of strong craving and easy availability. You may consider a short
period of in-patient treatment during school holiday.
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Evaluation of skills and knowledge for:
Level 2
Topic 23: (Substance Misuse & Addiction Psychiatry) Explaining treatment to patients
with substance abuse (Part II)
Scenario 3: Advising treatment plan for a young man with ketamine abuse
Areas of skills and knowledge

Comment

1. Establish rapport
• Show empathy and reflective listening
• Avoid using jargons
• Address patient’s concerns
• Check that information given has been
understood
2. Explore his main concern
• Physical symptoms
• Psychiatric symptoms
• School or other problems
3. Based on patient’s main concern, convince patient
that the most important thing is to stop ketamine
4. Explain the treatment options
• In-patient detoxification
• Out-patient detoxification if in-patient is not
feasible
• Treatment for his urinary & psychiatric symptoms
• Referral to urologist
5. Encourage patient to discuss with his parents the
treatment plan
6. Summarize information by providing relevant
leaflets, if any
7. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 24: (Substance Misuse & Addiction Psychiatry) Discussion with the Consultant on
management of emergency situation in substance abuse
Scenario 1: Middle-aged man presented with unexplained confusion on Day 2 to 3 in O & T Ward
after the surgical operation for road traffic accident (actually delirium tremens)
Date: ___________________
Trainee: _________________
Trainer: _________________
You have a supervision session with your consultant today, and he would like to discuss about
management of an emergency situation. Your consultant gave you the following scenario:
Mr. A, aged 40, was admitted 3 days ago for a fractured femur from a road traffic accident.
On day 2 post-operation, he became confused, cried out and attempted to get out of bed.
You are the on-call psychiatrist of a general hospital, and you were called for an urgent
consultation to see Mr. A in the orthopaedic ward. How would you manage him?
Suggestions to trainer:
You may ask the following questions:
- If he had strong alcohol history, what are the possible complications during the
withdrawal period?
- What are the clinical features of delirium tremens?
- Any other differential diagnoses?
- How do you differentiate hallucination in delirium tremens and hallucination in alcoholic
hallucinosis?
- What is the prognosis of delirium tremens if untreated?
- How would you manage delirium tremens?

319

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Evaluation of skills and knowledge for:
Level 2
Topic 24: (Substance Misuse & Addiction Psychiatry) Discussion with the Consultant on
management of emergency situation in substance abuse
Scenario 1: Middle-aged man presented with unexplained confusion on Day 2 to 3 in O & T Ward
after the surgical operation for road traffic accident (actually delirium tremens)
Areas of skills and knowledge

Comments

1. Possible Complications: simple alcohol withdrawal
syndrome, complicated withdrawal syndrome with
delirium tremens and convulsion, psychosis,
accident, violent or self-harm behaviour
2. Clinical features of delirium tremens: acute onset
and fluctuating course, delirium, generalized tremor,
agitation, other alcohol withdrawal symptoms,
psychotic symptoms especially visual & tactile
hallucination
3. Differential diagnoses: organic acute confusion (e.g.
head injury, electrolyte imbalance), drug (e.g.
benzodiazepine) withdrawal delirium, acute
psychosis
4. Prognosis of DT if untreated: it is a medical
emergency. Its mortality rate can be up to 35% if
untreated but is less than 5% with early recognition
and treatment
5. Difference between hallucination in DT from
alcoholic hallucinosis : Alcoholic hallucinosis:
predominately auditory; clear consciousness; persist
after recovering from symptoms of alcohol
withdrawal. Hallucination in delirium tremens:
primarily visual, in the peripheral field of vision;
associated with tactile hallucinations such as
sensations of something crawling on the
subject (formication); appears in an altered
sensorium; usually lasts 3 to 4 days
6. Treatment of delirium tremens: nurse in a quiet,
well-lit environment to minimize visual
misinterpretations; adequate doses of
benzodiazepines but prevent oversedation; small
dose of haloperidol to treat agitation &
hallucinations; Thiamine (100 mg IV/IM daily for 3
days or more) to prevent Wernicke encephalopathy
and Wernicke-Korsakoff syndrome; If status
epilepticus is present, seizures are treated
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7. accordingly; treatment of concurrent psychiatric or
physical illnesses

Other comments: _________________________________________________________________
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Level 2
Topic 24: (Substance Misuse & Addiction Psychiatry) Discussion with the Consultant on
management of emergency situation in substance abuse
Scenario 2: Return of coma after initial injection of naloxone for accidental opioid overdose (due
to short half-life)
Date: ___________________
Trainee: _________________
Trainer: _________________
You have a supervision session with your consultant today, and he would like to discuss about
management of an emergency situation. Your consultant gave you the following scenario:
Your psychiatric day hospital patient, Mr. B, an intravenous heroin addict, was found comatose in
the toilet of the day hospital. How would you manage him?
Suggestions to the trainer:
You may ask the following questions:
- If Mr. B was suspected to have accidental opioid overdose, what clinical features would you
look for?
- How would you manage opioid overdose?
- Infusion Injection of 2mg naloxone was done and his condition seems more stable. 2 hours
later, he was found comatose again. How would you manage?
- What are the pharmacological characteristics and clinical indication of naloxone?
- What precautions should be taken when giving naloxone?
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Evaluation of skills and knowledge for:
Level 2
Topic 24: (Substance Misuse & Addiction Psychiatry) Discussion with the Consultant on
management of emergency situation in substance abuse
Scenario 2: Return of coma after initial injection of naloxone for accidental opioid overdose (due
to short half-life)
Areas of skills and knowledge

comments

1. Clinical features of opiate overdose: pinpoint pupils;
slow & shallow respiratory rate; cyanosis; decreased
pulse rate, low blood pressure; impaired
consciousness; seizures; vomiting
2. Management: an initial dose of 0.4 mg to 0.8 mg
intravenously; may be repeated at two- to three
minutes intervals till recovery; if no response after
10 mg, the diagnosis of opioid-induced overdose
should be questioned; Intramuscular or
subcutaneous administration may be necessary if
the intravenous route is not available
3. Management of repeated coma: it may due to wear
off of short acting of naloxone; repeated doses of
naloxone injection can be used; transfer to general
hospital as continuous naloxone infusion may be
needed; look out for other causes of coma such as
head injury
4. Pharmacological characteristic of naloxone: a
non-selective, short-acting opioid receptor
antagonist, half-life (1-1.5hr), excretion in urine.
Clinical indication: antidote for opioid-overdose;
confirm suspected acute opioid overdose; naloxone
challenge test before use of naltrexone;
combination with buprenorphine (Suboxone) for
maintenance therapy to prevent intravenous abuse
of burprenorphine; ultra-rapid detoxification
5. Precautions in using naloxone: precipitate an acute
withdrawal syndrome; the effect of naloxone may
wear off prematurely when used for treatment of
long acting opiate overdose; in patients treated for
severe pain with an opioid, high-dose naloxone
and/or rapidly infused naloxone may cause
catecholamine release and consequently pulmonary
edema and cardiac arrhythmias, cardiorespiratory
status should be monitored

Other comments: _________________________________________________________________
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Level 2
Topic 24: (Substance Misuse & Addiction Psychiatry) Discussion with the Consultant on
management of emergency situation in substance abuse
Scenario 3: Grand mal seizure in an intravenous heroin drug-addict on Day 2 to 3 of admission
(due to withdrawal from impurities of tranquilizer)
Date: ___________________
Trainee: _________________
Trainer: _________________
You have a supervision session with your consultant today, and he would like to discuss about
management of an emergency situation. Your consultant gave you the following scenario:
Mr. C, middle aged, an intravenous heroin drug addict, with no history of epilepsy, was admitted
to the psychiatric ward for detoxification. He suddenly developed a grand mal fit on the second
day in ward. How would you manage him?
Suggestions to the trainer:
You may ask the following questions:
- What are the possible causes of his fit?
- What are the common symptoms of benzodiazepine withdrawal?
- When is the onset of these withdrawal symptoms?
- How would you manage in benzodiazepine detoxification?
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Evaluation of skills and knowledge for:
Level 2
Topic 24: (Substance Misuse & Addiction Psychiatry) Discussion with the Consultant on
management of emergency situation in substance abuse
Scenario 3: Grand mal seizure in an intravenous heroin drug-addict on Day 2 to 3 of admission
(due to withdrawal from impurities of tranquilizer)
Areas of skills and knowledge

comments

1. Causes: withdrawal fit due to impurities of street
heroin such as benzodiazepines or barbiturates;
other causes included alcohol withdrawal fit,
recurrent fit of known epilepsy, head injury,
infectious or metabolic problems
2. Common symptoms of benzodiazepine withdrawal:
irritability, anxiety, feeling shaky, headache,
dizziness, rapid heartbeat, sweating, loss of
appetite, vomiting, insomnia, delirium, hallucination
and seizures
3. Onset: depends on the half-life of specific
benzodiazepine.
For short-acting ones: begin in 12-24 hours after last
dose and peak within a few days.
For long-acting ones: begin around 2-7 days after
last dose and peak at 1-3 weeks.
4. Management of benzodiazepine withdrawal:
Monitor withdrawal symptoms with a standardized
scale such as CIWA-B
Stabilized with long-acting benzodiazepines, eg.
Diazepam or Chlordiazepoxide. Consider short acting
benzodiazepines eg. Lorazepam in patients with
deranged liver function. Most cases can be stabilized
with Diazepam 40mg a day.
Maintain on stabilization dose for a few days to a
week.
Reduce 10% daily dose every few days to every 1-2
weeks. Make sure patient has no significant
withdrawal symptoms before each reduction
Monitor signs of intoxication especially for elderly
and those with impaired liver function: drowsiness,
confusion, ataxia, dysarthria & nystagmus
Other comments: _________________________________________________________________
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Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 1: A 20-year-old man with dependence on ketamine
Date: ___________________
Trainee: _________________
Trainer: _________________
Mr. Wong is a 20 years old ketamine abuser with serious medical complications. He needs to go to
toilet once every 1/2 hour during daytime and has nocturia once every hour. He had tried to stop
ketamine several times by himself in the past, but was unable to maintain abstinent for more than
a week because of strong craving and peer influence. He was referred by his social worker of
CCPSA to your substance abuse clinic for evaluation of fitness to enter a residential rehabilitation
programme. After you have done a thorough assessment and suggested him to receive residential
rehabilitation after in-patient detoxification, he expressed ambivalence, as he did not want to
spend 6 months away from his work and insisted that he could abstain from ketamine on his own,
as an out-patient.
Use 10 minutes to motivate this patient to accept residential rehabilitation program.
Suggestion to actor:
You understand your urinary symptoms are related to ketamine use and you do want to quit. You
know you had no serious physical withdrawal symptoms in the past so you believe you could quit
safely at home. Moreover, you were concerned about loss of job once you enter a residential
program for 6 months. After being motivated by the doctor, you finally agreed to accept residential
rehabilitation programme.
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Evaluation of skills and knowledge for:
Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 1: A 20-year-old man with dependence on ketamine
Areas of skills and knowledge

Comments

1. Demonstrate basic motivational interviewing
techniques during the interview:
• Express empathy
• Develop discrepancy
• Avoid argument
• Roll with resistance
• Support self-efficacy
2. Provide feedback on your assessment
3. Discuss the pros & cons of outpatient & residential
rehabilitation treatment
4. Help patient to understand residential rehabilitation
treatment is better for his situation
5. Address patient’s concerns & worries
6. Motivate patient to make a decision (from
contemplation to planning / action stage)
7. Work out the next concrete step e.g. explore which
hostel suitable for him
8. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 2: A 30-year-old woman who has 2 young children and suffers from alcohol dependence
Date: ___________________
Trainee: _________________
Trainer: _________________
Mrs. Chan is a 30 year-old divorced lady rearing 2 children aged 5 and 7. She was seen as a
consultation liaison case in a medical ward after stabilization of a bleeding duodenal ulcer. Her
physician found out she had a serious drinking problem. Her medico-social worker had spoken to
her family and children’s school teachers and confirmed some neglect of household tasks and
absenteeism as a result of her drinking. You tried to persuade her to recognize her problem but she
seemed to gloss over all her medical and social complications and refused further psychiatric
follow up.
Use 10 minutes to motivate patient to recognize her drinking problems so that she can start to
think about further treatment.
Suggestion to actor:
You have been depressed for 3 years after divorce and resorted to heavy drinking. Although you
are not concerned about your health problem, you love your children and worry that they may be
taken away by social welfare department once you are labeled as mentally ill or having a drinking
problem. After discussion, you realize your drinking problem and possible consequences so you are
willing to think about further treatment.
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Evaluation of skills and knowledge for:
Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 2: A 30-year-old woman who has 2 young children and suffers from alcohol dependence
Areas of skills and knowledge

Comments

1. Demonstrate basic motivational interviewing
techniques during the interview:
• Express empathy
• Develop discrepancy
• Avoid argument
• Roll with resistance
• Support self-efficacy
2. Provide feedback on your assessment, how her
drinking affecting
• Her mood
• Her physical health
• Her child care
3. Address patient’s concerns & worries
• Tell her clearly the goal of treatment is to keep
her family healthy and intact
4. Discuss the possible consequences if she does not
receive proper treatment e.g. social worker may
take over the care of children
5. Motivate patient to accept her drinking problems
and think about further treatment (from
pre-contemplation to contemplation / decision
stage)
6. Work out the next concrete step for further
treatment e.g. inpatient detoxification with
temporary placement of her children, outpatient
services
7. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 3: A 40-year-old man who has dependence on heroin
Date: ___________________
Trainee: _________________
Trainer: _________________
Mr. Wong, aged 40, single, has been abusing heroin for 10 years. He had detoxification several
times before but all were in a compulsory setting. He had been able to maintain on 80mg
methadone in past 3 years without reinstatement of heroin. He had been expressing a wish of
quitting opiate completely to his social worker for the past 2 years, so that he could visit his elderly
parents in China. However, he has no concrete plan at all despite having been introduced to
various options of detoxification by his social worker. At the end, he agreed to attend your
substance abuse clinic to get some advice.
Use 10 minutes to motivate patient to develop a concrete detoxification plan.
Suggestions to actor:
You really want to quit methadone but you have 2 major concerns. With such high dose of
methadone, you may need to stay in hospital for a long period. Moreover, you know there is high
risk of relapse even after detoxification because you had recurrent withdrawal symptoms after
methadone was gradually tailed off in the past. You accept in-patient treatment for 2 weeks at
most.
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Evaluation of skills and knowledge for:
Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 3: A 40-year-old man who has dependence on heroin
Areas of skills and knowledge

Comments

1. Demonstrate basic motivational interviewing
techniques during the interview:
• Express empathy
• Develop discrepancy
• Avoid argument
• Roll with resistance
• Support self-efficacy
2. Provide feedback on your assessment

3. Discuss the pros & cons of various available options
of detoxification
• Outpatient
• Inpatient: option of buprenorphine
detoxification, naltrexone maintenance
• Residential detoxification centre
4. Address patient’s concerns & worries

5. Motivate patient to make an action plan (from
contemplation to planning stage)
6. Work out the next concrete step e.g. fix a date for
admission
7. Ending - Ask if the patient has any questions before
concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 4: A patient with abuse of cannabis and history of acute psychosis
Date: ___________________
Trainee: _________________
Trainer: _________________
Mr. Chan is a 21 years old unemployed man who was referred by your general psychiatric team
colleagues after recovery from an acute psychotic episode. He has no prior psychotic symptoms or
family history of psychotic illness. After this psychotic episode, he understands it was related to
cannabis abuse so he is motivated to keep abstinent. However, he finds it difficult to stop.
Use 10 minutes to provide relapse prevention to this patient.
Suggestions to actor:
Your peers are mostly unemployed and engaged in selling illicit drugs so you can get cannabis
easily even without money. Moreover, you have no meaningful daytime engagement. You want to
resume work but you have no special skills and just completed F.5 with poor academic result.
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Evaluation of skills and knowledge for:
Level 2
Topic 25: (Substance Misuse & Addiction Psychiatry) Motivational interviewing
Scenario 4: A patient with abuse of cannabis and history of acute psychosis
Areas of skills and knowledge

Comments

1. Demonstrate basic motivational interviewing
techniques during the interview:
• Express empathy
• Develop discrepancy
• Avoid argument
• Roll with resistance
• Support self-efficacy
2. Provide feedback on your assessment

3. Identify the high risk situations
• Peer influence
• No structural daytime engagement
4. Coping methods
• Receive vocational assessment and
subsequent job placement
• Develop healthy hobbies
• Develop a new social network to reduce
adverse peer influence, eg. CCPSA
• Craving management and resistive skills
5. Address patient’s other concerns & worries

6. Work out concrete steps to cope with lapse e.g.
stop further use and contact case worker
immediately
7. Ending - Ask if the patient has any questions
before concluding the interview

Other comments: _________________________________________________________________
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Level 2
Topic 26: (Child & Adolescent psychiatry) Assessment of adjustment disorder
Scenario 1: Adjustment Disorder
Date: _________________
Trainee: _______________
Trainer: ________________
You are a 15 year old girl/boy, F.3 student presented with low mood, crying spells, reduced
appetite, poor sleep, feeling sense of hopelessness and self-harm behaviours of slashing wrist for
few weeks after breaking up with your BF/GF.
You used to be a cheerful child but introverted. You have a few stable friends all along who are
also quite person and you enjoy hanging out with them. Your parents loved you but they are busy
and you were all along being cared by helper, who has worked in your family for 10 years but will
be leaving in 3 months time. You seldom communicate with your parents because they tend to
brush away your feeling and just ask you to stay positive and move on. You have no family history
of mental illness and both your parents are ‘toughʼ and ‘hard workingʼ. You donʼt think other
people dislike you but you believed theyʼd prefer other people if given the choice. You are
interested in reading and jogging but you are not particular good at anything. You have average
academic performance in school. You do not experience any bullying in school, and your
relationship with teachers is ok.
You started to date your ex-GF/BF 1 year ago. He/she is a classmate of you and quite a popular
student. You recently break up with him/her as he/she is too busy with friends and ECA and not
spending much time with you. You tried to fit into his/her social circle but just didnʼt feel right.
Eventually he/she initiated the breakup 3 weeks ago and you agreed.
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Evaluation of skills and knowledge for:
Level 2
Topic 26: (Child & Adolescent psychiatry) Assessment of adjustment disorder
Scenario 1: Adjustment Disorder
Areas of skills and knowledge
1. Show empathy; acknowledge the patient’s
and parent’s distress

Comment

2. Explore on mood symptoms, paying attention
to the severity and pervasiveness of the
symptoms
3. Explore on any co-morbidity and birth/
developmental history
4. Explore on risk of suicide and violence
5. Explore on patient’s functioning at home and
at school
6. Explore on the psychosexual development,
history of past and current courtship; with
sensitivity to potentially sensitive information
and specific attention to confidentiality
7. Explore on the risk of sexual abuse, teenage
pregnancy and sexually transmitted disease
8. Gather information for potential social
support

Other comments: _________________________________________________________________
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Level 2
Topic 27: (Child & Adolescent Psychiatry) Assessment of a child with autistic spectrum disorder
Scenario 1: Autistic Spectrum Disorder
Date: _________________
Trainee: _______________
Trainer: ________________
You are the Father of John, who is a 13yo boy, currently studying F1 in a Band 1 school
c/o frequent temper in school
First presented to Child Assessment Centre when he was 3yo for speech delay. You thought that it
is normal for boy to have speech later, and thus declined any further assessment/ any training
Relatively settled in kindergarten and primary school until onset of frequent emotion outburst
since P5 when he was 10yo
Possible triggers of temper in school:
1. Being corrected for his mistakes
2. Facing difficulties in task
3. Failure in test
4. Changes in schedules
Was advised by teachers to seek psychiatric assessment but you refused. Teacher started a reward
scheme for him with some improvement.
Condition became more unmanageable after John promoted to F1.
- Increased in academic demand a need to face failure more frequently
- Teachers in secondary also expect him to be more independent and more difficult to engage
him in reward scheme
- Described to have frequent temper over trivia e.g. need to change to another classroom, need
to have ad-hoc presentation, misunderstanding about jokes
- Would be screaming, pushing tables, lying on floor, hitting others
At home, you think that John is perfectly well. There are times that he might be throwing temper,
but you think that was just because your wife being too pushy on him over the academic aspect.
You did not think it was a problem of John. Because of this, you always quarrelled with your wife
in front of John. With time, John also became more and more disrespectful to his mother.
Because of the escalated temper issue and pressure by school, you finally agree to see a Child
Psychiatrist for formal assessment.
ASD features:
Speech delay: first words 2yo, short phrases 3yo, complete sentence 4yo
Echolalia
Pedantic speech
Seldom initiate conversation and need much prompting in conversation
Poor eye contact
Poor peer relationship, often had conflict with others as he always misinterpret othersʼ meaning
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Cannot recognize emotion
Cant share school life
Refuse to share food/ toys
Restricted interested in dinosaurs
Repetitive in watching dinosaurs documentary
Insist to follow same routine everyday
Apart from these, the other parts of development are normal
Physically John is healthy
Family:
1. You (Father of patient):
Dominant in family, overprotective, tends to downplay patientʼs condition. Patient close to
father, perceived father as good and mother as bad.
2. Mother:
Mixed anxiety depression Fu Psychiatry. Being blamed by you all the time, did not come with
patient during follow up
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Evaluation of skills and knowledge for:
Level 2
Topic 27: (Child & Adolescent Psychiatry) Assessment of a child with autistic spectrum disorder
Scenario 1: Autistic Spectrum Disorder
Areas of skills and knowledge
1. Build trust and respect, can give patient and
family an experience that their concerns are being
taken seriously, demonstrate sensitivity to patient’s
needs, family and social circumstances.
Acknowledge parents’ distress.

Comment

2. Aware of normal child development and hence
explore further when features are not compatible
with normal developmental trajectory
3. Explore clinical features of autistic spectrum
disorder, its comorbidities and common associated
features (e.g. temper tantrums, aggression, self
injury, hyperactivity, learning problem, seizures,
hyper/hyposensitivity to sensory stimuli, sleep
problem)
4. Explore on impact of illness on the child / family /
functioning (education, self-care, diet)
5. Detailed birth and developmental history,
physical health of child
6. Explore family history of autism / other mental
illness
7. Explore current available services / treatment;
support network for the family
8. Explore strength of child

Other comments: _________________________________________________________________
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Level 2
Topic 28: (Child & Adolescent Psychiatry) Assessment of childhood behavioural and emotional
disorders (Part I)
Scenario 1: Interviewing an adolescent with AD/HD and comorbid CD
Date: _________________
Trainee: _______________
Trainer: ________________
You are Flora, Tom's mother; you are going to be interviewed today by a child and adolescent
psychiatrist. Tom is a 14 year-old F.1 student studying in a band 3 main stream school. He was
referred to a Child Psychiatric Clinic by an Educational Psychologist for persistent classroom
behaviour problems.
You are a single mom, and is living with Tom and 2 younger daughters in a high crime
neighbourhood. All 3 children have different fathers. You never married with any one of them and
the whereabouts of Tom's biological father was never known after his arrest for robbery when Tom
was 2 year-old. You are currently separated from your last ‘boyfriend’ and the family is dependent
on CSSA. You admitted you are heavy indebted from loan shark due to your gambling problem. You
left school at F.2 and had been arrested as a teenager for being a gang member and multiple
offence including theft and forgery. Tom’s pregnancy had been unplanned and you continued
smoking, drinking and ‘social use’ of street drug on & off throughout pregnancy. Tom was born
prematurely at 30 weeks as a result of maternal infection with low birth weight and required care
in neonatal ICU for 2 weeks. You could not recall in detail Tom’s development though he had been
asked to have assessment by Child Assessment Service at 3 year-old but you defaulted the
appointment. You admitted that you never like Tom and did not closely supervise him & the other
sisters. You have no idea about his school performance. You only recalled that he was complained
since kindergarten days for always on the move and could hardly settle down on anything orderly
and quietly. It was almost impossible to have Tom complied with instructions. He was impulsive
and failed to follow rules and regulations constantly. He never completed his assignments both
during the class or at home. He frequently lied and refused to do his homework. Tom was left
playing with smart phones for most of his days. Tom has difficulty getting along with his sisters and
would exhibit aggression towards them frequently. When you are annoyed by Tom, you would use
physical, harsh punishment but recently he would fight back and lead to vigorous conflicts and
police was called in on several occasions by the neighbours.
At school, teachers reported that he was very disruptive in class, did not follow instructions,
lacked motivation and attention. Tom was non-compliant and had been physically and verbally
aggressive towards teachers when being disciplined and history of property destruction and played
truancy on multiple occasions. His academic performance has been poor and he had grade
retention twice, once in primary school and once when he was in F.1. No educational assessment
has ever been arranged. He was unpopular with his schoolmates. He argued and fought with them
and had been suspended several times. He frequently complained that his schoolmates picked on
him and he just ‘fought-back’. You noted that Tom only spent time fooling around with delinquents
in his neighbourhood and getting into trouble frequently, which usually ended up in street fights.
Tom was recently charged with carrying a dangerous weapon and assault.
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Evaluation of skills and knowledge for:
Level 2
Topic 28: (Child & Adolescent Psychiatry) Assessment of childhood behavioural and emotional
disorders (Part I)
Scenario 1: Interviewing an adolescent with AD/HD and comorbid CD
Areas of skills and knowledge
1. Show empathy; acknowledge the patient’s and
parent’s distress

Comment

2. Explore on Hyperactive/Impulsive and
Inattentive symptoms, paying attention to the
severity and pervasiveness of the symptoms
3. Explore on any co-morbidity
4. Explore on patient’s functioning at home and at
school
5. Explore on family relationship
6. A detailed birth/developmental history
7. Gather information for consideration of use of
medication, e.g. any tics/seizure history, any
cardiac problem, sleep pattern, eating and
appetite, etc.

Other comments: _________________________________________________________________
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Level 2
Topic 29: (Child & Adolescent Psychiatry) Assessment of childhood behavioral and emotional
disorders (Part II)
Scenario 1: Adolescent with depressive disorder and suicidal attempt / idea
Date: _________________
Trainee: _______________
Trainer: ________________
You are Mary, a 15 year-old girl who just overdosed all your mother's psychiatric medication
and was admitted to an Emergency Medical Ward. You come from a single parent family. Your
mother suffers from depression after your parents' divorce 4 years ago. In primary school days, you
have been diagnosed with specific learning difficulties in reading and writing. Entering your
puberty, you suffers from polycystic ovary syndrome which affected your outward appearance,
making your school life too much for you to handle, not only academically but also socially. Your
peers have been calling you nasty names and spread rumors about you and your mother. You are
constantly being ridiculed and ostracized. There were occasions they tried to attack you when you
argued with them. There is no one you can share your problem with, not even your mother, as she
is busy working to make ends meet. You have been feeling constantly depressed and devastated by
the experience at school and felt life not worth living as you believed you could no longer feel
pleasure. You have poor appetite and is constantly feeling everything is effortful for you. You felt
your future is bleak and you have been contemplated overdosing on medications for the past 2
weeks and decided to go ahead today. You chose the time when mother should be at work, making
up excuses to leave school early and returned home secretively. You swallowed all your mother's
medicine in one go and was sure that you would die and you did not seek help at all. Your attempt
was discovered incidentally as mother came back home unexpectedly to collect a document
important for her work.
You are going to be seen by a child and adolescent psychiatrist providing consultation service.
You are willing to share your circumstances with the doctor but did not feel that the psychiatrist
would help matters at school.
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Evaluation of skills and knowledge for:
Topic 29: (Child & Adolescent Psychiatry) Assessment of childhood behavioral and emotional
disorders (Part II)
Scenario 1: Adolescent with depressive disorder and suicidal attempt / idea
Areas of skills and knowledge
1. Show empathy; acknowledge the patient’s
and parent’s distress; put the patient at ease
during the interview

Comment

2. Explore on the personality of the patient
3. Explore on the symptoms of the patient
(including the details of the suicidal attempt, if
any) and the current functioning at home and at
school
4. Explore on the possible co-morbid disorders
(e.g. anxiety disorders, SA or alcohol use, etc.)
5. Explore on the family / peer relationship
6. Explore on the possible psychosocial stressors
which could have precipitated the development
of the disorder
7. Explore on the suicide risk of the patient at
present

Other comments: _________________________________________________________________
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Level 2
Topic 30: (Child & Adolescent Psychiatry) Assessment of other childhood mental disorders
Scenario 1: Obsessive Compulsive Disorder
Date: _________________
Trainee: _______________
Trainer: ________________
You bring Peter, your 16-year-old son to a child psychiatric clinic. Peter is a F. 4 student in a Band 1
school. He begins to display increasingly abnormal behavior 2 years ago. He washes his hand under
running water for prolonged duration (up to 20 minutes each time) for up to 20 times per day, in a
meticulous manner (needs to follow a specific unique sequence of actions) which is markedly
different from his usual self. Peter claims he needs to do this because he have to clean up the ‘dirt’
over his hands which he got contaminated through touching objects others had touched before.
For similar reason it take him prolonged time (an hour) for taking a shower combined with
shampoo every day. After the shower he avoid touching other things except his own personal
belongings (which he would considered ‘clean’). He would vigorously stop anyone from entering
his bedroom (e.g. for room tidying or cleansing) because he believe these people (include his
parents) would ‘contaminate’ his 'clean' personal belongings by doing so.
Peter also develops the ritual of counting numbers in a non-functional manner. For no apparent
reason to outsiders, Peter requires himself to repeat a simple action (e.g. knocking on the door,
opening and closing a door) for a magic number of 7 times. He cannot explain the rationale behind
his behavior but claims failing to follow this ritual result in unpleasant distressing feeling of ‘having
bad luck for the rest of the day’. If such counting ritual is interrupted by something, Peter will
demand himself to start the counting all over again.
The intrusive, repetitive obsessive thoughts of contamination results in significant personal distress.
Peter initially attempts to ignore these thoughts but this end up in mounting tension and anxiety.
Sometimes he doubts whether the 'contamination' is genuine or not, but at last he adopts the
washing ritual in order to alleviate such anxiety even though the excessive hand washing results in
dermatitis for which Peter need to seek treatment from a Skin Specialist. Although the counting
rituals help Peter alleviate those ‘unpleasant feeling of having bad luck’ it also take him a lot of his
time. The obsessive thoughts and various rituals together take him ~ 1.5 hour per day), so that
Peter often fails to complete his homework and studying until after midnight. This results in
inadequate sleep, and in turn causes excessive sleepiness during lesson. Peter's academic
performance also deteriorated.
At the beginning of the onset of these abnormal behaviors Peter finds himself ridiculous to feel like
this way, and recognize his rituals being irrational. With time Peter gradually starts to rationalize
his obsessions and rituals. He would argue with his parents who point out his abnormal behavior
and belief. In order to minimize conflict with Peter, parents learned to give in to Peter’s symptoms.
Mother may help opening the door for Peter as Peter doesn’t want to touch the door handle
himself.
Sleep and appetite was maintained. No history of self-harm or aggression. No history of grossly
bizarre or paranoid belief or abnormal perception. No history of tic.
Peter enjoys good past physical health. He is a non-drinker, non-smoker and there is no history of
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illicit drug abuse. His developmental milestones in the early years had been unremarkable. In
particular, there is no concern at all (by parents and teachers) on his social development. No
features suggestive of excessive stubbornness or stereotyped restrictive pattern of behavior before
the onset of the presenting symptoms described above. Peter’s temperament is described as mild,
mildly perfectionistic and of good compliance to adults.
One maternal aunt was diagnosed with depression and needs regular psychiatric outpatient
treatment. One paternal cousin was diagnosed with Autism Spectrum Disorder now studying in
mainstream school. Father is a senior engineer working for a private company, excel in his work,
prolonged work hours with little family times. Mother is a housewife, the major child carer, lenient
and submissive. No overt marital problem. Peter is the only child of his parents.
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Evaluation of skills and knowledge for:
Topic 30: (Child & Adolescent Psychiatry) Assessment of other childhood mental disorders
Scenario 1: Obsessive Compulsive Disorder
Areas of skills and knowledge
1. Show empathy. Acknowledge child’s and parent’s
distress. Normalisation of distressing and embarrassing
experience.
2. Explore on nature of the obsession and compulsion
(ego-dystonic characteristic may be absent)
Differentiate these from normal childhood ritualistic
behaviour, Tics, and Autistic compulsive rituals (assess
degree of distress, impairment, time consumed, level of
self responsibility, neutralizing effect; any premonitory
urge; age of onset, presence of other impairment in
social/ communication/ stereotypic behavioural rituals).

3. Explore on any co-morbidity: tics, anxiety, mood
problem, ADHD features, etc.
4. Explore on child’s functioning at home and at
school.
Assess details of consequence of symptoms on life of
child/ family.
Extent of avoidance phenomenon.
5. Explore on family relationship: Quality of
parent-child interaction, particularly any excessive
criticism or accommodating phenomenon; potential
of parents to act as co-therapist in psychological
treatment
6. Detailed birth/developmental/ medical / past
psychiatric/ Family history: family history of
movement disorder; early childhood experience, any
developmental delay; any impairment in
social-communication area or any behavioural
presentation suggestive of other neurodevelopmental
challenges; any potentially related medical
conditions; past assessment and treatment results
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7. Mental state examination: nature of obsessions
and associated cognitive distortion, nature of
compulsion and neutralizing phenomenon; other
negative perception and cognition, level of avoidance,
insight, quality of parent-child interaction observed
during interview
8. Relevant physical examination

Other comments: _________________________________________________________________
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Level 2
Topic 30: (Child & Adolescent Psychiatry) Assessment of other childhood mental disorders
Scenario 2: Tic Disorder
Date: _________________
Trainee: _______________
Trainer: ________________
You bring your son Jacob to consult a psychiatrist because Jacob has displayed increasingly odd
behavior since 3 years ago
Jacob is a 12-year-old P. 6 pupil attending a mainstream school. Teachers complain him for making
annoying and disturbing noise during lessons. This problem starts 1 year ago. Out of no apparent
trigger or reason Jacob makes abrupt, explosive throat clearing and grunting sound at school (both
in the classroom and playground). When the frequency of this behavior gradually increases from
initially just a few times per day (1 year ago) to up to more than 50 times in one single lesson
(recent 2 weeks), teachers feels no longer able to tolerate. Classmates also find this behavior
increasingly annoying. They start to gossip about Jacob on his annoying sound, no longer willing to
play with him or join him for lunch, and reluctant to invite him into their project work group.
In fact parents also notice similar abnormal sound made at home. Moreover Jacob also develops
symptom of excessive repeated eye blinking, facial grimacing, and mouth smacking in multiple
settings including home, public places and private tuition centre, onset being 2 years ago. These
bodily movements are described as sudden, rapid, recurrent, nonrhythmic and non-functional.
These symptoms run a fluctuating course (wax and wane). There are periods of almost no
symptoms for a few months in a row. Jacob feels that although he may control his symptoms for
brief moments if he try hard, but overall he finds these queer acts largely involuntary. No
premonitory urge is reported. Father believes these are just ‘bad habit’ and ‘should be able to
overcome by 'will power’. Initially father gives Jacob soft reminder. Failing that father began to
adopts a more strict and harsh approach. He might scold Jacob even in front of other people, and
had even slap Jacob over the face when the abnormal movement continues. Mother however
makes the observation that these abnormal behavior seems cluster around times of increased
stress, anxiety or excitement (e.g. during exam weeks, before doing an oral presentation at school,
when being scolded). Mother wonder Jacob has genuine difficulty in stopping these behaviors by
himself.
Jacob comes from a nuclear family. He has one younger sister age 8. Father runs his own
accounting firm and recently run into some hiccup in his business, strong-willed, determined,
tough in character, and assume a lecturing style in interacting with his children. Mother is a
primary school teacher, gentle, patience, loving and concern towards her two children. Marital
relationship is overall stable. There is no family history of mental illness.
Jacob enjoys good past health. Developmental milestones in the early years are unremarkable. His
temperament is mild, easy going, optimistic, willing to help others, and sociable. Academic
performance was average. No significant behavioral or emotional problem before onset of the
current problem. No symptoms of hyperactivity or inattentiveness. There is no significant mood
symptom, even though recently his classmates start to isolate him. All along Jacob does not feel
bad about himself when the tic symptom starts emerging; but when his vocal tic became increase
in severity in the recent 2 weeks, to the extent that normal lesson is ‘affected’ Jacob starts feeling a
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bit embarrassed, mildly shameful but there is no overt depressive feature. Sleep and appetite are
maintained. No bizarre idea or abnormal perception. Jacob report no special feeling or sensation
preceding the symptoms of tic.
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Evaluation of skills and knowledge for:
Topic 30: (Child & Adolescent Psychiatry) Assessment of other childhood mental disorders
Scenario 2: Tic Disorder
Areas of skills and knowledge
1. Show empathy. Acknowledge child’s and parent’s
distress. Normalisation of distressing and embarrassing
experience.
2. Nature and frequency of repetitive movement, any
motor and vocal tics, differentiate tics from other
movement disorder, explore when and how the tics are
better or worse.
Differentiate these from normal childhood ritualistic
behaviour, OCD, and Autistic compulsive rituals (assess
degree of distress, impairment, time consumed, level of
self responsibility, neutralizing effect; any premonitory
urge; age of onset, presence of other impairment in
social/ communication/ stereotypic behavioural rituals).

3. Explore on any co-morbidity: tics, anxiety, mood
problem, ADHD features, etc.
4. Explore on child’s functioning at home and at
school.
Assess details of consequence of symptoms on life of
child/ family.
Extent of avoidance phenomenon.
5. Explore on family relationship: Quality of
parent-child interaction, particularly any excessive
criticism or accommodating phenomenon; potential
of parents to act as co-therapist in psychological
treatment
6. Detailed birth/developmental/ medical / past
psychiatric/ Family history: family history of
movement disorder; early childhood experience, any
developmental delay; any impairment in
social-communication area or any behavioural
presentation suggestive of other neurodevelopmental
challenges; any potentially related medical
conditions; past assessment and treatment results
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7. Mental state examination: any observable tics
behaviour and its characteristic, other negative
perception and cognition, insight, quality of
parent-child interaction observed during interview
8. Relevant physical examination

Other comments: _________________________________________________________________
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Level 2
Topic 30: (Child & Adolescent Psychiatry) Assessment of other childhood mental disorders
Scenario 3: Selective Mutism
Date: _________________
Trainee: _______________
Trainer: ________________
You bring Mary for psychiatric outpatient consultation. Mary is your 8-year-old daughter, now
attending P 3 in a prestigious, highly competitive primary school. She is well known as a
well-behaved pupil both at school and home. No problem in school attendance. Complete home
work independently. Submit home work on time. Academic performance is above average.
The main parental concern lies in Mary’s persistently fail to speak up in school. This becomes a
parental concern when Mary is expected to sit in the coming school oral examination. Although
regarded as ‘well-behave’, Mary is persistently described as inhibited in novel social situations,
slow to warm up. Her teachers in nursery and primary school hardly ever heard her speak up at
school. Mary can communicate by nodding and shaking her head in response to teachers’ enquiry,
and can write normally. Usually towards the end of a school year, Mary may sometimes be able
to speak with a very soft mumbling voice in an inhibited manner to a small number of specific
teachers whom Mary had become very familiarize with. Although having problem in speaking at
school, Mary is able to mix with her peers and enjoys the reciprocal interaction.
Despite the above, Mary speaks just like an average child at home. Her developmental milestones
during early years are described as normal. Normal joint-attention. Age-appropriate social eye
contact. No stereotyped restrictive pattern of behavior. There is no significant delay in her
language development. She speaks fluently at normal volume and tone at home. She can argue
fluently with her younger brother (P 1) although the two would soon be well again after the
quarrel.
Mary is described as clingy to her parents. Over the years, Mary is mildly anxious-prone and
reluctant to speak up in situations where there are strangers or unfamiliar people around. When
there are stranger visitors coming to their home, Mary would become tense, almost mute, but
would ‘resume normal’ after these visitors had left. She would appears anxious when having
picture or video taken. It takes her parents quite some time to help Mary overcome the fear of
using public toilets. Mary is slow to warm up in social situations. She tends to avoid initiating a
social conversation with people she is not familiarize with. However after warmed up she can mix
well with others. When teachers informed parents for the first time of Mary’s not speaking up at
school, parents thought probably this is just adjustment problem. But with persistence of the
symptoms parents begin to wonder perhaps there are some underlying problems. No obsessive
compulsive symptoms. Sleep and appetite is maintained.
Mary comes from a nuclear family, living with her parents and one younger brother (P 1). Overall
familial relation is harmonious. Father is a secondary school teacher. Mother is a housewife and
had history of mild anxiety problem followed up by her family physician. Mary enjoys good past
health.
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Evaluation of skills and knowledge for:
Topic 30: (Child & Adolescent Psychiatry) Assessment of other childhood mental disorders
Scenario 3: Selective Mutism
Areas of skills and knowledge
1. Show empathy. Acknowledge child’s and parent’s
distress. Normalisation of distressing and embarrassing
experience.
2. Assess nature of the mutism, where and when the
mutism occur, distinguish from other anxiety disorder,
explore any other social-communication and
behavioural aspect which may be suggestive of ASD.
Differentiate these from normal childhood ritualistic
behaviour, OCD, Tics, and Autistic compulsive rituals
(assess degree of distress, impairment, time consumed,
level of self responsibility, neutralizing effect; any
premonitory urge; age of onset, presence of other
impairment in social/ communication/ stereotypic
behavioural rituals).

3. Explore on any co-morbidity: tics, anxiety, mood
problem, ADHD features, etc.
4. Explore on child’s functioning at home and at
school.
Assess details of consequence of symptoms on life of
child/ family.
Extent of avoidance phenomenon.
5. Explore on family relationship: Quality of
parent-child interaction, particularly any excessive
criticism or accommodating phenomenon; potential
of parents to act as co-therapist in psychological
treatment
6. Detailed birth/developmental/ medical / past
psychiatric/ Family history: family history of
movement disorder; early childhood experience, any
developmental delay; any impairment in
social-communication area or any behavioural
presentation suggestive of other neurodevelopmental
challenges; any potentially related medical
conditions; past assessment and treatment results
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7. Mental state examination: Assess quality of verbal
and non-verbal social reciprocity, mood and anxiety
state, other negative perception and cognition, level
of avoidance, insight, quality of parent-child
interaction observed during interview
8. Relevant physical examination

Other comments: _________________________________________________________________
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Level 2
Topic 31: (Child & Adolescent Psychiatry) Assessment of care support system and carer stress
Scenario 1: Care support system and carer stress of an adolescent ASD

Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. A, whose son (Anson) is 12-year-old, with known Autism spectrum disorder with regular
follow- up at psychiatric clinic.
Anson has normal intelligence studying in mainstream school F2. He is weak at picking and
responding to social cues. He is good at memory but very rigid and stubborn. He often repeats
questioning to his parents until he gets satisfied answers. And mostly his questions could be
difficult to answer and of limited relevance; e.g. how can my weight drop to zero? Why can’t I
continue to play mobile games until late night? He could keep asking parents questions up to 3-4
hours and insist them to continue answering til midnight. Anson won’t let parents to go to sleep
until Anson gets satisfied with parents’ answer.
Mr. A needs to daily escort Anson to school upon Anson’s request. But on and off Anson would
start repetitive questioning again at home or at the midway to school or afterschool. They could be
stuck at the street for hours because of the repetitive questioning. Once Mr A was frustrated and
angry at Anson for not proceeding to school, Mr A dragged Anson out from home, and Anson
struggled and fought back, Mr A forced Anson down and repeatedly fisted Anson, until stopped by
neighbors. Eventually Anson was admitted to the inpatient unit of child and adolescent psychiatric
team.
You are the case medical officer of Anson during inpatient. And you are going to see Mr. A to assess
the patient’s and family’s care support system and Mr. A’s carer stress.
Suggestions to actor –
You are Mr A. You live with your wife and Anson, your only child.
You work as free-lance IT programmer, actually you spent most of your time in taking care of Anson
since Anson has been diagnosed ASD at age 3.
Your wife continues to work as full time clerk.
You have a close bonding with Anson. Most of your life is occupied with Anson’s matter. You have
not much interests and hobbies otherwise. You sometimes have difficulties in sleep as worried
about Anson’s behaviors at school and at home. You constantly worried about how Anson’s life will
be after you pass away.
You were once referred to psychiatric clinic for significant carer stress. The doctor told you that you
may suffer from anxiety depressive disorder but then you defaulted treatment as you think you will
be alright as long as Anson is alright.
Concerning parenting, you tend to give in to Anson’s demands because you worried Anson’s
temper and aggression would escalate if not giving in to satisfy his demands. Anson hits you when
you reject his request (e.g. stop mobile games) and then you would feel helpless but to let him play
mobile games til midnight. Your wife, Mrs A sometimes wants to intervene but you would stop Mrs
A from being too strict to Anson as you feel Mrs A won’t understand Anson’s need.
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You actually feel stressful to answer Anson’s questions, yet you feel difficult to refuse and reject
Anson. You usually respond to Anson questions until Anson gets satisfied. You are distressed and
angry about Anson often not satisfied despite your effort and time paid on him. You have no other
ways to cope but to suppress. On the day of admission, you can’t control your anger and burst into
aggression.
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Evaluation of skills and knowledge for:
Level 2
Topic 31: (Child & Adolescent Psychiatry) Assessment of care support system and carer stress
Scenario 1: Care support system and carer stress of an adolescent ASD
Areas of skills and knowledge
1. Show empathy to parent’s distress. Sensitive to
parents’ possible feeling of being blamed for their
child’s problem.

Comment

2. Assess family structure and the caring system.
3. Explore quality of parent-child interaction, style
of parenting and behaviour management,
parents’ own personality, Parent’s own mental
well-being.
4. Assess any dysfunctional transactions among
family members, explore quality of marital
relationship, quality of relationship with other
significant family members, e.g. grandparents.
5. Explore nature of carer’s distress, and how
carers cope with it. Assess impact of caring
distress on the family relationship. Assess any risk
of abuse.
6. Explore other support systems to carers (e.g.
NGOs), the quality of rapport between the carers
and the agencies providing support, and details of
intervention offered by those agencies.

Other comments__________________________________________________________________
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Level 2
Topic 32: (Child & Adolescent Psychiatry) Assessment of early psychosis
Scenario 1: Adolescent onset psychosis
Date: _________________
Trainee: _______________
Trainer: ________________
You are a 16 year old F.4 student in a prestigious school of the locality. You have been hearing
voices for a year already, which you had never told anyone about it. At the beginning you just hear
musical notes very rarely, then later on there was muffled human voices occasionally but you could
not make out any words. Until the recent month the voices became very frequent and they
commented about your daily life. Sometime you felt you could not move as you believed your body
was under control. You felt everyone around could read your mind and you wondered why it was
possible.
You are popular in school. You are the head prefect and leader in school basketball team. You were
loved by your classmates and teachers who all noticed your personality changes. You avoided eye
contacts and became quiet in all social situations. You were preoccupied by voices whenever there
were a lot people around you that you could not concentrate in class. You have skipped basketball
training and stopped all prefect duties for about 6 months. You have refused school in the last
month.
Since you stayed at home for most of the time you had disorganized sleeping pattern. You stayed
awake till mid night surfing the internet and social media to check whether anyone gossiped about
you. You slept till late afternoon and often skipped meals. Your felt low and flat. You just hid
yourself inside your bedroom every day as you always felt insecure. You didn’t tell your parents
your abnormal experiences as you didn’t know how to explain to them.
You were brought up in a traditional and wealthy Chinese family which run a garage business. You
were described as a smart and confident child with good academic performance all along. You
have one elder sister who chose to study in London to escape from the pressure and comparison
within your family. You visited your elder sister several months ago in London during your summer
study tour. She noticed the change in you and brought you to a party in which everyone took
cannabis. You tried it for only once. You felt calm and relaxed after. You did not have any other
history of using substance.
The weird thoughts and voices always remind you about your maternal uncle who was sent to
mental hospital from time to time when you were small. Your uncle was suffering from
schizophrenia with several suicidal attempts. You were forbidden to mention about this uncle as he
was regarded as a disgrace to the family. In recent months, you started to understand why your
uncle would choose to kill himself as you also lose hope. However you never had any suicidal plans
or actions. You just feared that you would be locked up in mental hospital too. Your parents felt so
helpless and worried that they found a Feng Shui master to treat your mental condition. You found
it ridiculous but you were too tired to reject them.
Since you have skipped school for a month, the school social worker and class teacher paid a visit
to your home. They convinced you and your family to seek formal psychiatric assessment. Both
your parents and you were not willing to do it but you could not reject them as your school needed
a medical certificate for your absence to keep your school placement.
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Evaluation of skills and knowledge for:
Level 2
Topic 32: (Child & Adolescent Psychiatry) Assessment of early psychosis
Scenario 1: Adolescent onset psychosis
Areas of skills and knowledge
1. Show empathy; acknowledge the patient’s and
parent’s distress

Comment

2. Explore on main presenting symptomatology,
mode of onset, prodrome/duration of untreated
psychosis (if any) and factors contributing to it, ,
precipitating psychosocial stressors, evidence of
functional deterioration
3. Assessment of risk: suicide, violence, substance
abuse
4. Explore impact of patient’s symptoms on family
and school, supportive network
5. Family history: psychiatric & medical
6. A detailed birth/developmental history, any
childhood antecedents of psychosis, premorbid
level of functioning, general physical health
7. Mental state examination

Other comments: _________________________________________________________________
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Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 1: Assessing patients with learning disability and functional deterioration
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Lee, a 50-year-old hostel resident, was seen as a new case in the outpatient clinic, upon referral
from a GP. The patient is all along known to have Down’s syndrome, epilepsy and moderate
grade LD. He stayed in the same hostel in the past 20 years. His condition was stable all along,
except seizures twice per month. The patient started to be increasingly dull in daytime, sleepless
at night in the past 6 months and he did not speak up at all since last month.
Use 10 minutes to talk to the escort nurse in order to gather collateral information, to assess the
extent and possible causes of functional deterioration.
Suggestion to the actor:
You are the hostel staff who has known the patient for more than 10 years. Regarding patient
initially well until 6 months ago – gradual loss of simple conversation and ADL also became totally
dependent at present. No recent environmental, carer or family changes. No major physical
problems observed. He is currently taking phenobarbitone, phenytoin and valproate, haloperidol,
chlorpromazine and benzhexol. No recent changes to his medications have been noted. He has
been compliant with medications as usual.
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Evaluation of skills and knowledge for:
Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 1: Assessing patients with learning disability and functional deterioration
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge any carer’s stress
2. Assess the skills and cognitive functions that the
patient originally possessed, including language,
various ADL activities, interests and hobbies, social
activities and interpersonal relations in the hostel
3. Assess the course of deterioration, and what skills
and cognitive functions have deteriorated at the
present moment
4. Attempt to look for physical causes with similar
clinical course (e.g. hypothyroidism, subdural
haematoma/ other brain tumors): ask for thyroid
disorder/ medical illnesses, head injury, headache
etc
5. Ask for what medication he is taking and consider
possible cognitive deterioration due to
polypharmacy/ side-effects of drugs (e.g.
extra-pyramidal side-effects)
6. Look for recent environmental changes (may be
related to functional psychiatric illnesses, especially
depression)
7. Determine the presence of problem behaviours, if
any (BONUS)
8. Consider the possibility of other psychiatric
disorders, especially depression, dementia

Other comments: _________________________________________________________________
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Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 2: Assessing patients with learning disability presenting with psychotic and mood
symptoms
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Chan is an 18-year-old special school student. The patient had no prior contact with mental
health service. With the diagnosis of mild grade LD, the patient was studying in the special
school and appeared to cope well all along. Yet he was admitted to the ward 1 week ago because
of hearing voices for 3 months. He also had poor sleep and labile mood too. The patient
appeared fearful and restless in ward.
You are going to see him in the ward. Use 10 minutes to obtain relevant history and assess
mental state.
Suggestion to the actor:
You appear to be terrified and distractible during the interview.
You used to be a happy-go-lucky person who enjoy going to school. Recently, you started to hear
a male voice talking to you, saying that some ghosts would come after you. You also see the
ghosts walking around at times, and fear that they will harm and kill you. You become anxious
and unhappy. You look very distractible, with perseveration of answers when discussing the
psychotic experience. You have impaired short-term memory when tested by the doctor, and
thought that you were admitted 2 days ago. You fail 5 minute recall and is disorientated. You do
not drink alcohol or take street drugs. You know that you are taking medications for a medical
disorder, but unable to give further details.
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Evaluation of skills and knowledge for:
Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 2: Assessing patients with learning disability presenting with psychotic and mood
symptoms
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s fear and
restlessness
2. Assess the auditory hallucination: form, content and
intensity
3. Assess visual/ other forms of hallucination,
delusions
4. Ask about medical illnesses and medication history
5. Ask substance/ alcohol use
6. Notice impairment of attention: proceed with
testing orientation, short-term memory etc (for
possibility of delirium)
7. insight

Other comments: _____________________________________________________

N.B. Deterioration in functioning of the patient in special school/ home etc is more reliably
assessed from teachers/ relatives/ other informants. Furthermore, the curriculum in special school
is very different from that in mainstream schools.
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Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 3: Assessing patients with learning disability and problem behaviours/ adjustment
disorder
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Cheung, a 32-year-old man, was newly admitted to a LD ward. He was diagnosed to have
mild grade LD since young age and is currently a hostel resident. He repeatedly pulled off his
fingernails and toenails in recent few weeks. He appeared upset.
You are going to see him in the ward. Use 10 minutes to assess factors contributing to the
problem behaviour.
Suggestion to the actor:
You newly moved from your home to a hostel a few weeks ago, after the death of your mother.
She used to be your main carer. You missed your mother and your dog very much. You dislike
the co-residents. You find that the hostel routines are very different from home routines. You
feel lack of freedom in here. You repeatedly throw temper tantrums, and once overturned a
table and hurt a staff, in which afterwards you are being restrained. You are unhappy and want to
go home.
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Evaluation of skills and knowledge for:
Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 3: Assessing patients with learning disability and problem behaviours/ adjustment
disorder
Areas of skills and knowledge

Comment

1. Show empathy; acknowledge the patient’s upset
2. Assess any self injurious behaviours including the
present nail pulling behaviour (ABC analysis–
attempt to elicit possible antecedents and
consequences) Determine the frequency and
intensity if time allows
3. Ask for recent changes, around/ before the onset of
the problem behaviour

4. Understand the impact of bereavement and
anticipate grief reaction.
5. Elicit the various stresses the patient is facing
(change of living environment from home to hostel)
6. Help the patient to reduce the burden from the
stress
7. Consider the possibility of other psychiatric
disorders, e.g. psychosis and mood disorders

Other comments: _________________________________________________________________
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Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 4: Assessing mental capacity of patients with learning disability and possible
application of guardianship order
Date: ____________________
Trainee: __________________
Trainer: __________________
Mr. Wong, a 48-year-old man with Down’s syndrome and moderate mental intellectual disability.
He was referred to the out-patient clinic, upon referral from an Eye Doctor for the assessment of
mental capacity for cataract surgery. Mr. Wong was living with his old age mother who was the
main carer. He was unable to maintain work in sheltered workshop in recent few years, but was
highly dependent on his mother on daily affairs. Unfortunately, his mother died of heart attack 3
days ago. He was escorted by social worker to the clinic seeking medical advice.
How would you go about assessing and managing this patient?
Suggestion to the 1st actor: You are the social worker
You knew this patient while his mother was critically ill in hospital. Mr. Wong was mentally stable
all along. He was new to mental health service. He can manage simple ADL, but had very limited
community living skills, and was nearly totally dependent on his mother on daily affairs. He
suffered from bilateral cataract for years and required the surgery very soon. He is mentally unfit
for consent for surgery and probably for most of his personal welfare issues.
Suggestion to the 2nd actor: You are the patient
You suffer from moderate grade intellectual disability. You can communicate with very limited and
simple speech. You can manage basic ADL, but very weak in community living skills. You were
previously living with and highly dependent on your mother who deceased few days ago. You need
to undergo bilateral cataract surgery very soon. Your vision is very much impaired but you are
mentally unfit to give consent for medical treatment and your other personal affairs. You also have
mild dementia. You are more forgetful and impaired in early memory. You also suspect people
stealing your belongings. You have history of hypertension currently maintained on Amlodipine
5mg daily. You have no history of diabetes mellitus or cerebral vascular accident.
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Evaluation of Skills and knowledge for:
Level 2
Topic 33: (Psychiatry of Intellectual Disability) Assessment of learning disability
Scenario 4: Assessing mental capacity of patients with learning disability and possible
application of guardianship order
Areas of skills and knowledge
1.

Comment

Show empathy; address any grief reaction

2.

Assess the mental capacity for consent for medical
treatments and other welfare issues. Able to
demonstrate level of knowledge and understanding
about the mental incapacity, the nature of the
decision to be made
3. Demonstrate skills to assess if the person has the
capacity to:
- understand the information relevant to the
decision
- can retain the information, even if only for short
periods
- can use or weigh the information relevant in the
decision-making process, including seeing both
sides of the argument and being able to make a
decision one way or the other
- can communicate their decision by talking, using
sign language or another form of communication
understood by others
4. Attempt to explore patient’s awareness of personal
affairs and importance of home safety.
5.

Considering application of guardianship order for a
MIP for medical treatments and accommodation.
Aware of the need for 2nd report by doctor (by GP
etc). Referring to medical social worker if necessary.

6.

Explore the need or benefit for objective evidence
about the patient’s functional abilities and behavior
from other health professionals. E.g. occupational
therapists, clinical psychologists.
Explore reason(s) for deterioration (over work and
perhaps other areas) in the past few years, e.g.
dementia, medical illness; or clarify whether such
deterioration was only related to visual impairment
or not.

7.

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 1: CBT - anxiety
Date: _________________
Trainee: _______________
Trainer: ________________
Summary of the case: Mr. L is a 31-year-old single unemployed man, attending occupational
therapy sessions and living with his mother, elder brother and sister in a public housing unit. He
was born to an alcoholic father, who was abusive to him in his childhood. He had a congenital
birth defect with his malformed and deaf right ear, which was the target of mockery in his
secondary school year. He reported to feel distressed by the daily abuse and bully, and was in
fear every day at school. The anxiety further extends to various somatic symptoms including
nauseous, palpitation, tremorous, dizziness, dry mouth and blurred in his vision when he was in
crowded places. He became more and more withdrawn for eight years, and would become easily
startled by the noise of the neighbour. He also complained of feeling “on the edge” over the
years, before finally presenting to mental health service under the request from his family. He
then underwent a twelve-session Cognitive Behavioural Therapy which focused on his negative
assumption of “if people ever notice me, they will laugh at me!” and core belief of “I’m defective”.
With the help of deep breathing exercise, muscle relaxation, behavioural experiment and finally
cognitive restructuring, he finally manages to attain supported employment and a much-decreased
anxiety rating (DASS from 30 to 8) at the end of the therapy.
Demographics: Mr. L is a 31-year-old single unemployed man, attending occupational therapy
sessions and living with his mother, elder brother and sister in a public housing unit. He was
unemployed for the past eight years due to his debilitating anxiety.
History of Present Illness: Mr. L first presented to early psychosis clinic in view of his marked social
withdrawal and a prevailing sense of mockery by strangers, which the referring family physician
mistook as persecutory delusion. He has been withdrawn for eight years prior to the consultation,
and spent most of his days in video or computer games. Particular of note would be his somatic
symptoms of anxiety, namely palpitation, colicky abdominal pain, hand tremor, dizziness, dry
mouth and blurred vision. He complained of apprehension feeling whenever he went out, and
was quite startled by the closing/opening of gates by neighbour. He even complained of this
feeling of “being watched” at home. Whenever he went out (which by itself was quite a rare
phenomenon), it was with great reluctance; and on the way he would go to the toilet whenever he
experienced any colic at his abdomen. He would walk fast, avoiding eye contacts. He would
even jaywalk, hastening his journey, just to make this “suffering” (of going out) to end sooner.
Furthermore, he reported this feeling of always “on the edge” over the years. He finally
volunteered his symptoms upon the request of his family, and was referred to the psychiatric clinic
for further management.
Background information: Mr. L was born in Hong Kong. He was the youngest of three children.
His father used to work in the kitchen, and had gambling problem. He regarded his father to be
stubborn, irritable and would scold the family with foul language when he lost in gambling. His
father committed suicide at the age of 76 by drug overdose of sleeping pills and Chinese white
wine, likely precipitated by his multiple medical comorbidities (chronic pain, asthma and
hypertension). He relates the best with his mother, who is a housewife. He described his
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mother to be the most caring in the family. He also relates well with his other siblings, namely his
elder brother and elder sister. Both of them are unemployed, with his elder brother also follows
up in psychiatry for dysthymia and on antidepressant. The family is financially dependent on
Comprehensive Social Security Assistance. Mister Lai was born with his right ear malformed and
deaf, and was likely subjected to verbal abuse by his father in his childhood. He reported being
subjected to mockery every day for his appearance every single day since Form 2. He then
worked as a warehouse keeper and later as an assistant in Physiotherapy in an elderly centre, as his
longest job for a year. He finally quitted his job as he suffered from intense anxiety every time he
went to work and interacted with people during work, albeit with encouragement from the
physiotherapist. He then spent the remaining 8 years idling at home, apart from visiting social
worker for the extension of CSSA biweekly. It was not until he engaged in psychiatric service did
he start working again in occupational therapy session.
Diagnosis: Mr. L was diagnosed to have Generalized Anxiety Disorder.
Aetiological factors: Mr. L was predisposed by his congenital birth defect with malformation of his
right ear. His alcoholic and abusive father whom later committed suicide laid the foundation for
his core belief of “I’m defective” and set an example of avoidance coping strategy. He has genetic
predisposition for mental illness owing to the family history of the suicide of his father and mental
illness of his elder brother. The anxiety symptoms were finally precipitated by the bullying of his
classmates at secondary school, and were perpetuated by his avoidance coping and poor
psychosocial support in the community.
Case formulation
Born with a congenital defect, Mr. L was subjected to verbal abuse by his father and daily bullying
in his secondary school, so much so that he found it almost unbearable to go to school. After
finishing school, he managed to work for a brief period as an assistant in physiotherapy. Before
long, his avoidance behaviour set in, resulting in him quitting the job. Thereafter, whenever he
went out, he had this intense fear that the mocking would appear again, that the imagery of being
laughed at came to his mind again; and he started to feel dizzy, shaky, sweaty and colicky. He
would cope with it by hiding out in the toilet, but the relief was only short-lived. He then walked
faster and faster, hastening every trip he had; and went out less and less, minimizing the possibility
of scrutiny. Finally, he became socially withdrawn for the past eight years before coming to
service.
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Situation:
Going out/going to OT

Thoughts:
They will notice my ear and my
Avoid going out
look
They will start to mock me soon
Fail to extinguish the
anxiety
Behavioural response:
1. Avoid eye contacts, or
avoid looking at people
at all
2. Walk as quickly as
possible
3. Avoid going out if
ibl

Bodily sensation:
Autonomic arousal –
Dizziness, sweating,
headache, palpitation,
tremor, colicky tummy
ache
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Childhood experience:
Congenital malformation
of ear,
Bullying at school,
Abusive father
Core belief: I am
d f ti
Negative
assumptions:
If they notice me,
they will laugh at me
they will all reject me!

Emotion:
Anxiety
Fear (of mockery)
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 1: CBT - anxiety
Suggested areas for training
Explaining the rationale and expectations of CBT
Setting an agenda with the patient in a session of an early phase of
treatment
Developing and sharing a case formulation
Socratic dialogue
Identifying hot cognitions during a session
Behavioural scheduling
Constructing a thought record
Cost-benefit analysis
Responsibility appraisal
Exposure and systematic desensitization
In vivo exposure to feared interoceptive stimuli
Setting up behavioural experiment
Relapse prevention plan
Managing negative reactions towards therapist
Tackling repeated violations of rules of therapy (e.g. lateness or
absences from therapy sessions)

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 2: CBT – psychosis (a)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Summary of the case
Miss Li presented with perplexity, social withdrawal and decline in vocational capacity for more
than ten years, with worsening in repeated self-doubt, abnormal repetitive behaviour, and low
mood in recent months. She had excessive mental checking and was easily distressed by neglect
comments from others. She had auditory hallucination of devil and persecutory delusion against
colleagues. Upon pharmacological and psychological treatment, her symptoms gradually resolved
and she successfully resumed working as a waitress in an international hotel.
Demographics
Miss Li is a twenty-six-year-old single lady living with family in a family-owned flat. She has been
working as a clerk for few years in her parents' company and is financially supported by her
parents.
HPI
Miss Li presented with chronic perplexity and social withdrawal for a decade. She had deterioration
in repeated self-doubt, abnormal repetitive behaviour, low mood, auditory hallucination and
persecutory delusion in recent months. She spent 1 hour in bathroom looking into mirror to check
for any abnormality on her face. She would re-run her daily dialogues with others to check for any
uncertainties. She believed people, including her family, disliked her for her compulsive slowness.
Her repetitive mental checking worsens whenever she believed her performance was being
assessed. She had auditory hallucination of being scolded by devil and persecutory delusion of her
colleagues purposefully acting against her. She was easily distressed by neglect comments. She did
not have history of self-harm or suicide or aggression. She feared of being labeled as having severe
mental illness should she start taking psychiatric medication, so she searched for alternative
treatment in the form of psychotherapy.
Past psychiatric history
Miss Li had received psychotherapy in 2000, soon after she informed her mother about the school
bullying. Her mood gradually improved during the 4-year-course of therapy.
Background information
Miss Li was born in Hong Kong and brought up by her parents. She described her mother expected
high of children, while her father was rather carefree in parenting. She had an eldest sister who
was kind to her since childhood. There was no family history of mental illness.
Miss Li studied in traditional elite elementary school, yet she could not catch up with class and
recalled being bullied by classmates. She believed teachers took side with elite students and
recalled an episode of being punished for no reason. Her mother arranged her to continue study in
another elementary school afterwards, however, the bullying continued throughout her
elementary and high school years. She started tertiary studies in Australia but again could not
catch up. She later returned to Hong Kong and started working in her parents' company.
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She was given light duty at work but she still struggled in finishing tasks. To avoid trouble along the
business line, her jobs were frequently shared among her colleagues. She felt being isolated in the
office and lacked social interactions with others.
MSE
Miss Li is properly groomed. She had fleeting eye-contact. Her speech was coherent and relevant.
There was no formal thought disorder. Her mood was low and she was worrisome. She had
auditory hallucination of devil scolding her. She had persecutory delusion against her colleagues.
There was no suicidal or violent idea. She was well orientated. She had limited insight with fear of
stigmatization.
Dx/DDx
Psychosis, with obsessive-compulsive symptoms
Aetiological factors
Predisposing factors
Miss Li recalled being scolded by her mother as useless in her childhood. She believed others were
always gossiping about her. She avoids assessments and even social interactions, so as to avoid
possible negative comments from others. She felt guilty for being a “failure” and angry at others
for being "unfair to loser".
Precipitating factors
Few months before the onset of current episode, Miss Li recalled being scolded by her colleague
for working slow. She tried various methods to improve effectiveness at work, but turned out
having more careless mistakes, which further worsen her mood.
Perpetuating factors
Miss Li has maladaptive behaviour of repeated checking when she felt doubtful to accuracy of her
work. This posted challenges for her to work efficiently, and at the same time increasing her
anxiety. Critical comments from others further confirmed her belief of herself being a failure, as
well as her mistrust towards others. This vicious cycle hindered her development of proper
problem-solving skill and interpersonal relationship.
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Psychological formulation
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Evaluation of skills and Knowledge for:
Topic 34-40: Psychotherapy
Scenario 2: CBT – psychosis (a)
Suggested areas for training
Explaining the rationale and expectations of CBT
Setting an agenda with the patient in a session of an early phase of
treatment
Developing and sharing a case formulation
Socratic dialogue
Identifying hot cognitions during a session
Behavioural scheduling
Constructing a thought record
Cost-benefit analysis
Responsibility appraisal
Exposure and systematic desensitization
In vivo exposure to feared interoceptive stimuli
Setting up behavioural experiment
Relapse prevention plan
Managing negative reactions towards therapist
Tackling repeated violations of rules of therapy (e.g. lateness or
absences from therapy sessions)

Please tick if applicable

Other comments: _________________________________________________________________

374

Junior Central Academic Course - Case Scenarios of Clinical Module

© The Hong Kong College of Psychiatrists

Level 2
Topic 34-40: Psychotherapy
Scenario 3: CBT – psychosis (b)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Case Summary and Psychological formulation
Summary of the case
Demographics
22/F University graduate with a major in Business Administration. She is single and unemployed.
She lives with her parents and elder brother in a private flat in Tuen Mun.
HPI
Madam A developed referential idea that she was being followed on the street and being
monitored by security camera since December 2013. It began with an intimate contact, which her
ex-boyfriend kissed and caressed her at the podium of her estate. She believed their actions were
video captured and she was preoccupied with an idea that her friends and family members knew it
all. She was anxious and had palpitation, restlessness, tremor and palm sweeting every time she
went out. She was brought to a private psychiatrist and was diagnosed Mixed Anxiety and
Depressive disorder. She was prescribed with various antidepressants. The frequent switch of
medication was perpetuated by a mild initial improvement and later recurrence of symptoms.
Later, persecutory ideas evolved which she believed that if she had offended others, for example
she did not respond to greeting from security guard or did not give seat to others in restaurants or
made a last minute change of items at the cashier of boutique, she would be revenged by pouring
corrosive agents on her face or being raped. The persecutory ideas escalated in July 2015 after her
graduation from university. She believed that the newly purchased dolls of characters in Disneyland
were installed with secret cameras, which her naked photos were captured. As a result, she cut
open 3-4 dolls and checked inside. She denied abnormal perceptions and passivity experience. She
had no report of mood elation or depression. She had no contact with alcohol or illicit drugs. She
became homebound and she made less contact with her friends. She failed job searching, as she
could not proceed in interviews. She developed fleeting suicidal idea from her distress. She once
made a superficial cut over her wrist and went to navigate at the podium on the third floor. She did
not commit suicide as she did not have the courage to act out.
Madam A was referred to our clinic since Jul 2015 due to financial concern. She was diagnosed to
have unspecified psychosis and was prescribed with olanzapine 20mg, escitalopram 20mg. In the
following 5 months, various combination and augmentation strategy were employed. They yielded
poor response and her persecutory delusion persisted. She still believed that she would be raped
or poured with corrosive agents when she made request to salesladies, ordered takeaway food,
took taxi with short distances, looked at the chest of other ladies, declined job offer, changed a
guitar teacher and followed others on social media. This impaired her every day and vocational
function.
Past psychiatric history
She had no previous psychiatric admission. She had no history of suicide/ aggression.
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Background information
Madam A was born in Hong Kong. She had normal physical and social development. She grew up
with her brother who was 5 years older. Her father was a shop owner who sold electrical
components. He was dominant in the family and he set high standard on others. He appeared to
be an authoritative and scary figure to Madam A. Her mother was a homemaker. She was detached
and did not always address Madam A’s needs. Madam A believed her mother was not true to
herself and appeared scheming when she communicated with other relatives. Madam A did not
receive corporal punishment from her parents. Her elder brother was even-tempered and
optimistic. He worked as an engineer. Madam A had better relationship with him. Her paternal
grandmother was suspected to have mental disorder as she ended her life by committing suicide.
Madam A had no confidant in the family and she stayed quiet and she bottled-up her feelings. Her
hobbies were listening to music, reading novels and playing video games.
Madam A had 1 previous courtship. She was in a romantic relationship with her secondary school
classmates at the age of 18 years old. She was treated well at the start and she received a lot of
gifts namely clothes, earrings and camera from her ex-boyfriend. Later her ex-boyfriend’s passion
faded and requested sexual relationship without demonstrating adequate love. Therefore, Madam
A perceived her ex-boyfriend equated “dating” and “sex”. When she refused his desires, he would
make threats on a breakup in relationship. She would usually compromise on his request. However,
she was frightened by such partially consented sex and she took morning-after-pills by herself. Her
ex-boyfriend did not demonstrate concern on her fear. They broke up after 1 year. She had wishes
to engage in another relationship but it was confounded by an assumption that all men on earth
were bad.
Madam A described herself to be introverted, timid, pessimistic and obedient. She coped with
matters on her own. She wished she could be more talkative, proactive and positive.
Madam A reported difficulties in trusting others. When she was young, her family did not show
adequate emotional warmth and care on her, while her father appeared to be threatening. She did
not have channels to ventilate her inner thoughts and establish a trustworthy, confidant
relationship. At the same time, she perceived the world to be dangerous and hostile. She was
isolated and bullied in primary school and she met her ex-boyfriend who exploited her. She also
evidenced this thought by noticing a lot of criminal activities happened everyday for instance
reports of murder, thief and rape on the news.
Dx/DDx
Unspecified psychosis and anxious-avoidant personality traits.
Differential diagnosis included delusional disorder and evolving schizophrenia.
Aetiological factors
Madam A shared some biopsychosocial vulnerabilities towards the development of psychosis
which included possible family history of mental illness, lack of secure attachment towards her
parents and history of childhood bullying. This resulted in core believes that “I am vulnerable” and
“I am not as good as others” and “the others would bully me”. She perceived the world was
dangerous while she was weak and vulnerable. The symptoms were precipitated by the unsteady
relationship and later broke-up with her ex-boyfriend. At that time, it coincided with an intimate
contact with ex-boyfriend in the podium, which she thought she was at the center of attention and
being looked at due to the indecency involved. This induced an idea of being looked at or referred
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to on the street and she became fearful that a video was captured and put on the internet. While
the partially coerced sexual relationship as a mean to reconcile with ex-boyfriend made her feel
offended and exploited, this was the likely origin that she believed she would be raped by others.
The psychotic experience and aberrant salience also drew content from the news she encountered
on social media and newspaper for instance people being revenged on and hurt by corrosive
agents. When the above phenomenon exacerbated by her anxiety, it became delusional and ended
up having persecutory delusion that she would be video-captured, raped or revenged by corrosive
agents on her. Finally, her symptoms were perpetuated by active avoidance, ongoing anxiety and
low self –esteem and selective attention to threatening signals.
Cognitively, the appraisal of delusion was influenced by reasoning biases namely jump to
conclusion; believe inflexibility, external attribution and theory of mind deficits.
Psychological formulation
Theory: CBT for psychosis
Patient’s formulation
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Evaluation of skills and Knowledge for:
Topic 34-40: Psychotherapy
Scenario 3: CBT – psychosis (b)
Suggested areas for training
Explaining the rationale and expectations of CBT
Setting an agenda with the patient in a session of an early phase of
treatment
Developing and sharing a case formulation
Socratic dialogue
Identifying hot cognitions during a session
Behavioural scheduling
Constructing a thought record
Cost-benefit analysis
Responsibility appraisal
Exposure and systematic desensitization
In vivo exposure to feared interoceptive stimuli
Setting up behavioural experiment
Relapse prevention plan
Managing negative reactions towards therapist
Tackling repeated violations of rules of therapy (e.g. lateness or
absences from therapy sessions)

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 4: CBT - agoraphobia
Date: ______________________
Trainee: ____________________
Trainer: ____________________
DEMOGRAPHICS
Ms. Chu is a 49 years old lady, divorced and re-married, secretary, living with her 2nd husband and
19-year-old daughter (with ex-husband) at a private flat.
HISTORY OF PRESENTING ILLNESS and PAST PSYCHIATRIC HISTORY
Ms. Chu was noted to have low mood since her divorce in 1996. She presented with low mood
and frequent crying episodes, poor sleep, loss of energy and lack of motivation, anhedonia,
negative cognitions of helplessness and hopelessness, and fleeting suicidal ideation. She kept
indulging herself into work and taking care of her daughter in order to distract herself from
thinking of the divorce. Most of her depressive symptoms resolved over time and her mood was
back to normal. However, she still complained of poor sleep and lack of motivation.
One day in July 2000, while she was having a hamburger at a crowded fast food shop, she
experienced a suffocating sensation of sudden onset. She felt difficulty in breathing then shortness
of breath developed, and palpitation followed. She was taken to hospital and her symptoms
resolved spontaneously after resting. Since then she was afraid to go out to crowded places,
especially the MTR. Whenever she sat inside the cabin with the train door closed and the cabin
was full of passengers, she would have a subjective feeling that there was insufficient air in the
surroundings and her symptoms of shortness of breath and palpitation developed. She resembled
this feeling of suffering to a documentary drama she saw in television when she was a teenager in
Canada. This image appeared on her mind in an intrusive manner every time since the onset of
panic attacks. She recalled seeing a man being buried inside the coffin alive and he tried to get out
but failed. When the rescuers came and open the coffin, the man was already dead and there were
numerous scratch marks inside the coffin’s cover. This drama scene had a meaning of entrapment,
loneliness and helplessness to her. Because of the anxiety aroused by the recurrent intrusive image,
Ms. Chu showed avoidance behavior when the image appeared on her mind as well as when panic
symptoms developed. She would immediately distract herself by talking with her friends or
relatives over the phone, reading books and praying. If she did not do so, she would foresee herself,
in the form of intrusive image, going “mad”with gestures of anxiously searching for things that
could distract her and passengers would not be helping her but only would stare at her with
disgust.
BACKGROUND INFORMATION
Ms. Chu was born in Hong Kong. She ranked the youngest among 7 siblings. Ms. Chu was mainly
raised by her elder sister during her childhood. Both her mother and father worked day and night
to earn more money to support the family and to let all their children continue their secondary
education in Canada. Ms. Chu’s mother was diagnosed to be suffering from neurasthenia while
her 3rd elder brother was diagnosed have Panic Disorder at his forties. Ms. Chu studied primary
school in Hong Kong. She recalled that she was not keen on studying because her class teacher
would often use rulers to hit her and her hands if they had poor results from tests and exams. Ms.
Chu started working after finishing her first year of university due to financial difficulty. It was a
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setback in her life as she wished to graduate from university. She developed a sense of inferiority
when compared to people with a university degree.
Ms. Chu had 2 marriages. Ms. Chu met her first husband at 15 years old in Canada. He was her
first love. Later, she discovered that her husband was having an extra marital affair with another
woman and had a divorce afterwards. The divorce was a significant changing point of her life.
Her view on people changed as she was betrayed by the one she had trusted in the past. Her
status changed into a single working mother who had to take care of everything in the family by
her own. She was lost about her life, her goal and her future and a strong sense of entrapment
was around her. She felt that she had no way to escape from this situation.
MENTAL STATE EXAMINATION
Ms. Chu appeared calm and settled. Her speech was coherent and relevant. Her mood was
euthymic. She had no psychomotor retardation, no hallucination or delusion. She had no
negative cognition and no suicidal or violent ideation.
DIAGNOSIS
Ms. Chu was diagnosed to have Agoraphobia with panic disorder.
PSYCHOLOGICAL FORMULATION
Cognitive Bias
Catastrophic thinking: She would interpret somatic discomforts such as shortness of breath and
palpitations as signs of suffering and impending death. Labeling: She thought that only young,
well educated people and Canadians would offer help to others, while middle aged, illiterate
people and immigrants from China would not.
Dichotomous thinking: Whenever she encountered any physical discomfort, she would think she
was not getting better unless she was completely cured, and she did not realize that her condition
was improving day by day.
Core beliefs:
View of self: I am inferior, I am vulnerable
View on others: No one can help me
View on world: The world is dangerous
Dysfunctional assumptions:
I have to make things under control to keep myself safe and sound.
CASE FORMULATION
Ms. Chu’s unhappy childhood experience of being punished by primary school teachers and her
status of being the youngest in the family predisposed her to have a low self-esteem, sense of
inferiority and vulnerability. She realized that others could only offer little help to her and she
learned to be independent in many aspects of life while she was living in Canada. In order to
strive, she had to get everything under control on her own. She lived an ordinary life until her
divorce. It was a critical event that reactivated her conditioned assumptions and cognitive biases.
Things were out of her control and she was betrayed. Her sense of helplessness and her
untrusting nature to people intensified. Her somatic discomforts and the intrusive imagery she
experienced in the MTR might be a resemblance to the anxiety, fear and helplessness that she
had had experienced in the divorce. She interpreted these somatic symptoms as a sign that she
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would have to endure lots of physical sufferings before suffocating to death. She saw herself
anxiously searching for books to read and asking other passengers for help but they did not.
These images might serve as a reflection of her core beliefs of being helpless in a perilous world.
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Evaluation of skills and Knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 4: CBT - agoraphobia
Suggested areas for training
Explaining the rationale and expectations of CBT
Setting an agenda with the patient in a session of an early phase of
treatment
Developing and sharing a case formulation
Socratic dialogue
Identifying hot cognitions during a session
Behavioural scheduling
Constructing a thought record
Cost-benefit analysis
Responsibility appraisal
Exposure and systematic desensitization
In vivo exposure to feared interoceptive stimuli
Setting up behavioural experiment
Relapse prevention plan
Managing negative reactions towards therapist
Tackling repeated violations of rules of therapy (e.g. lateness or
absences from therapy sessions)

Please tick if applicable

Other Comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 5: CBT – panic (a)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Summary of the case:
Demographics:
Madam Cheung is a 32-year-old married lady who works as a clerk. She lives with her husband and
6-year-old son in a private flat in Wanchai. She is a non-smoker and non-drinker. She enjoys good
past medical health.
History of present illness:
Madam Cheung noted herself to be very anxious, tense and on edge with excessive worries over
everyday matters, which was worse from her usual anxiety-prone personality since August 2014,
the time when her son got promoted to primary one of an international school. Her mental state
gradually worsened and she started to experience sudden and intense surges of anxiety attacks
since November 2014. She recalled she was on a crowded MTR, hurrying to fetch her son from
school, when she had her first anxiety attack. During that attack, she felt restlessness, subjective
shortness of breath, dizzy spells, palpitations and feelings of derealisation. She also felt she was
about to lose control and go crazy. Her mental state worsened further and she experienced up to 4
full-blown attacks per week and multiple milder attacks. Due to the repeated attacks, she avoided
taking public transportations and going out. She had anticipatory anxiety about having another
attack every day. She was preoccupied about her physical discomfort and feeling of losing control.
She developed secondary depressive symptoms with suicidal ideations. She was unable to work
and cope with childcare and household duties, which further reinforced her guilty feelings and
negative cognitions about herself. She was worried that she would lose control one day and harm
herself and her family members. She attended the Accidents and Emergencies Department of
Pamela Youde Nethersole Eastern Hospital (PYNEH) and was subsequently referred to General
Out-Patients Clinic (GOPC) for further investigations and treatment. She received blood test and
ECG and was told normal. Therefore, her husband advised her to seek psychiatric help. She
attended a private psychiatrist in April 2015 and was told to have Depression and Panic Disorder
and was started on selective-serotonin re-uptake inhibitors and benzodiazepines. She showed
partial improvement in mental state. She was then referred to our psychiatric clinic for
continuation of care due to patient’s preference.
Past psychiatric history
Madam Cheung reported that she had history of eating disorder in her 20s. She presented with
excessive dieting and weight loss for 2 months followed by 6 months of recurrent binge eating
episodes. She self-approached an association for Eating Disorder and received psychological
treatment for 1 year. She claimed it was not as structured as Cognitive Behavioural Therapy (CBT)
and there was no homework. She improved gradually afterwards.
She first attended a private psychiatrist in April 2015 for treatment of her anxiety attacks and
depressive symptoms.
Background information:
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Madam Cheung was born in a poor family in Hong Kong. Her father was a heavy alcoholic and
gambler. He was submissive and did not care about the family. Her mother received brain
operation and had one eye blindness. She was emotional, hot-tempered and made critical and
harsh comments on Madam Cheung frequently. She passed away 2 years ago due to stroke. Her
parents divorced when the patient was young. She had an elder sister and they had poor
relationship. She felt that her family members were not reliable nor dependable. There was no
history of physical or sexual abuse. Her paternal uncle suffered from a mental illness on depot
injection. She also witnessed one of her uncles dying from a heart attack (who had shortness of
breath, dizziness and chest discomfort) when she was young.
Madam Cheung was educated to Form 3 and dropped out from school due to family financial
difficulties. She then took diploma courses. She worked as a kindergarten teacher in the past and
as an accountant clerk 3 years ago. She was commented to be a hardworking and fast learner by
her colleagues and supervisors. She got along with colleagues well. She worked as a part-time clerk
at a CPA firm last year, so she could spend more time to take care of her son.
Madam Cheung had no previous courtships before her marriage. She felt it was a waste of time to
go dating and it was difficult to trust another person. She met her husband at work. Her husband
was 15 years older and worked as a businessman. He was a rational type of person. They were
married for 6 years. Their son was 6 years old. The couple sent him to an expensive international
school to study. She claimed that she was never very fond of children and it was her husband’s idea
to raise children. However, after her son was born, she felt it was the biggest gift in her life and she
treasured her family very much.
Mental state examination (MSE):
Madam Cheung was a tall and strong-built woman who seemed to be in a hurry all the time. She
was very hardworking in doing her homework and keen to show them to the therapist. She spoke
fast with relevant and coherent content. She raised many questions. Her mood was anxious with a
congruent affect. She had no delusions or hallucinations. She was not suicidal. She was fully
oriented.
Dx/DDx:
Madam Cheung was diagnosed with moderate depressive episode, agoraphobic with panic
disorder (According to ICD-10).
Aetiological factors: Family history of mental illness, unhappy, neglectful and underprivileged
childhood, perfectionistic, low confidence and insecure personality, marital and parenting stress,
recent stressor of son entering into an international school, avoidance behaviour
In summary, Madam Cheung is a 32-year-old married clerk who suffers from repeated anxiety
attacks characterized by intense anxiety, multiple non-specific physical symptoms and feelings of
losing control for six months. She avoided going out and had impairment in functioning. She also
developed secondary depressive symptoms. She showed partial improvement in symptoms after
taking psychiatric medications. She was keen for psychological treatment.
Psychological formulation:
Predisposing factors:
Madam Cheung’s unhappy and underprivileged childhood had predisposed her to being a
pessimistic person with low self-esteem. She had learnt to be responsible for herself and tend to
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keep everything in control. Her lack of care and attention from family since young also shaped her
insecure personality, which affected her overall view about herself, others and the world in general.
Keeping in mind how big a “failure” her mother was, her drive to be a “perfect” mother also
caused her anxiety symptoms. She witnessed her uncle dying from a heart attack with subjective
similarity to her physical symptoms. She also had positive family history of mental illness
(biological vulnerability).
Precipitating factors:
Her current symptoms were precipitated by the incident that her son entered into a renowned
international school. She felt she could no longer control things happening in the family. She did
not know what was going to happen next.
Perpetuating factors:
Her panic attacks and anxiety symptoms were further perpetuated by her safety behaviors,
including talking on the phone with husband while traveling on public transport, chewing gum,
drinking water as well as avoidance behaviour. Her limited insight to panic disorder also prolonged
the duration of untreated illness. The difference in parenting between her and her husband
resulted in frequent arguments which further increased her stress burden.
Theory:
Cognitive Behavioural Therapy for Panic Disorder is a highly structured and effective psychological
intervention that usually comprises of 12-16 sessions. Through collaboration with the therapist, it
aims at restructuring patients’ catastrophizing thoughts and minimizing their problematic
behaviour via techniques such as gradual interoceptive and actual exposure. It is proposed that in
patients who are biologically vulnerable, a stressful event would signal alarm reactions such as
palpitations and shortness of breath which could trigger catastrophizing thoughts and a chain of
safety and avoidance behaviour, further reinforcing anxiety symptoms and catastrophizing
thoughts.
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 5: CBT – panic (a)
Suggested areas for training
Explaining the rationale and expectations of CBT
Setting an agenda with the patient in a session of an early phase of
treatment
Developing and sharing a case formulation
Socratic dialogue
Identifying hot cognitions during a session
Behavioural scheduling
Constructing a thought record
Cost-benefit analysis
Responsibility appraisal
Exposure and systematic desensitization
In vivo exposure to feared interoceptive stimuli
Setting up behavioural experiment
Relapse prevention plan
Managing negative reactions towards therapist
Tackling repeated violations of rules of therapy (e.g. lateness or
absences from therapy sessions)

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 6: CBT – panic (b)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Case Summary and Psychological formulation
Introduction & History of Present illness
Miss L is an eighteen-year-old single Chinese lady. She is currently a first-year business student in Hong Kong
IVE. She lives with her parents and elder brother in a public housing unit. She is new to mental health
service. This time she complained of few months history of anxiety symptoms and urinary urgency.
Miss L described herself as an anxious prone person with poor self-confidence. She reported herself to be
particularly anxious in case of performance or social events where she might be negatively judged. She also
tended to be worrisome and catastrophizing about her physical symptoms, and she would frequent
attended doctors for different physical complaints in fear of underlying severe physical illness. So far there
was no doctor shopping or hypochondriacal ideas, and she had no specific phobia.
She started to have increased anxiety about her physical health few months ago when she suspected she
had a breast mass and immediately worried about the possibility of breast cancer. She became worrisome
with increased preoccupation about her physical symptoms.
She had her first unprovoked severe anxiety attack associated with palpitation, sweating, trembling, urinary
urgency, and feeling of depersonalization on a long bus ride in the same month. She described the attack
was so severe that she had to get off the bus as soon as possible to look for a toilet.
She then had two more unprovoked anxiety attacks in next few weeks. One of the anxiety attacks
happened in a cinema. Another of her anxiety attacks occurred on her way to school by MTR. It was first
preceded by anxious apprehension about her new school year, with her anxiety later escalated to a
full-blown anxiety attack after she automatically recalled her previous bad experience on the bus with
seemingly no escape on the MTR. In all the attacks, she reported severe palpitation, sweating, trembling,
urinary urgency and immediate escape to a nearest toilet.
Apart from severe anxiety attacks, Miss L also reported increased fear of having another anxiety attack. In
situation where she considered finding or going a toilet was difficult (e.g. public transportation, in class, in
church, etc), she reported severe feeling of apprehension, muscle tension, inability to relax, and particularly
troublesome, urinary urgency. Therefore, she had gradually increasing avoidance of these situation. This
had caused significant functional impairment. She could no longer focus in class due to fear of having
another anxiety attack and urinary frequency. She tended to avoid classes of long hours. She avoided taking
certain public transportation and long distance travelling, therefore was not able to attend certain social
events at times. She was afraid of how others could negatively judge her for attending the toilet frequently.
Miss L attended the AED department to seek medical attention for her urinary urgency and frequency. She
was worried that she might have an underlying physical illness causing her urinary symptoms. Physical
investigations in AED were essentially normal. She also had an USG breast few days later for her suspected
breast mass and was also told normal. She felt relieved when she was told of her normal physical
investigations.
There was no pervasive mood disturbance reported. There was no specific phobias, obsessive and
compulsive symptoms. She was a social drinker, but there was no illicit drug use.
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Background & Personal history
Miss L is new to mental health service. There was no history of self-harm or aggression.
She has no known drug allergy or known chronic medical illness.
She has no known family history for chronic/severe physical illness. These was also no family history of any
psychiatric illness/ suicide/ substance misuse.
She was a non-smoker but a social drinker. There was no history of illicit drugs or slimming product use.
Early development
Miss L was born in Hong Kong. She was youngest among two children. Her father was a day shift taxi driver
and her mother was a waitress; both were non-drinker and non-smoker. Her elder brother, 20-year-old,
was also a non-drinker and non-smoker with stable employment. Miss L could recall frequent verbal and
physical conflicts with her elder brother back in primary studies; she recalled history of a fight with him
resulting in a nose-blood as a child but there was no history of abuse. Her family was not described to be
particularly anxious prone and they had no history of significant medical or mental illness.
Educational & vocational history
Miss L reported she had not many close friends in primary school and she tended to be quiet and timid.
However, there was no previous major trauma, bullying, public embarrassment or significant loss in her
past. She could recall an experience of having severe urinary urgency back in primary school when her toilet
request was declined by her teacher. However, there was no history of enuresis or incontinence.
After promoting to secondary school, Miss L made more friends and enjoyed her school-life. However, after
getting into courtship with her last boyfriend at Form4, she skipped school and went away from home for a
year. She later broke up with her boyfriend, returned home and completed her secondary studies. Her
public exam results were not as satisfactory so she failed to get into her intended subject in university
(hotel management). She was now studying a one-year basic business course in IVE and working as a
part-time sale.
Relationship history
She had 2 previous courtships, lasted from few months to 1year. When she was in courtship with her last
boyfriend at Form4, she skipped school and went away from home for a year. She recalled that she was
staying with her boyfriend back then who was 2years older and was studying in vocational training school.
She reported social drinking but denied any illicit drug use or smoking. She broke up with her boyfriend
after 1 year and was single since then. She reported frequent conflicts with family back then but later
returned home after her breakup. She described her family to be welcoming and they did not have any
major conflict otherwise. She reported harmonious & supportive family relationship in recent years.
Summary
Miss L was an 18yo anxious-prone student who tends to have poor self-confidence, fear of being negatively
judged by others and catastrophizing worries about her physical health. She presented with few months
history of recurrent unprovoked panic attacks associated with anticipatory anxiety and avoidance behaviour
causing significant functional impairment.
Diagnosis/ Ddx
My provisional diagnosis for Miss L would be Panic disorder with Agoraphobia in view of her recurrent
unprovoked panic attacks associated with fear and subsequent avoidance of situation where escape was
considered to be embarrassing or difficult.
As Panic disorder can commonly co-occur with other Axis I disorders, I would also consider possibility of
underlying traits of Social anxiety in view of her fear of scrutiny by other people, or possibility of
Generalized Anxiety Disorder.
There is currently no evidence to support the diagnosis of an associated Axis II diagnosis such as avoidant or
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dependent personality disorder.
Case formulation
Miss L's early childhood experience of not being welcomed at school and lack of friends had predisposed
her to be fearful of being negatively judged by others. Such early experience also predisposed her to
develop low self-esteem and anxious personality. Being anxious-prone, she had the tendency to
catastrophize her stressors or physical discomforts. Indeed, her perceived lack of satisfying achievement in
life further consolidate her core belief of herself being incompetent and useless.
When Miss L started to suspect herself of having a breast mass and possibility of breast cancer around the
onset of her presenting problems, her awareness of bodily sensations of arousal had heightened. She
became selectively attentional to her physical sensations and arousal symptoms; and together with her
catastrophizing thinking, her initial panic attack(s) was essentially a false alarm. However, despite her initial
panic attack(s) being benign physiological response to anxiety and stress, Miss L had then misappraised her
physical sensations in a catastrophic manner and misappraised them as being much more dangerous than
they really were.
Since her first panic attack(s), Miss L developed fear of the possible harm, be it physical (possibility of
underlying serious physical condition)/ mental (mental distress during panic attack)/ social (fear of being
negatively judged by others), arising from bodily sensations that were associated with panic attacks. She
developed anticipatory anxiety, which further increased her sensation cues for panic attacks and increased
attentional vigilance for bodily symptoms. This caused a vicious cycle of panic and anxious apprehension.
Her concern with social consequences especially on how others would view her caused her maladaptive
coping by avoidance, which further maintained her dysfunctional beliefs and exacerbated her anxiety
symptoms.
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Case conceptualization diagram
Situation
1. Situations where escape is difficult/ embarrassing
2. Physical symptoms
3. Psychosocial stress

Core beliefs

"I am useless and cannot handle it."
"I am incompetent and I don't have confidence in myself."

Automatic thoughts
1. Catastrophization
2. Arbitrary inference
3. Selective abstraction
4. Fear of being negatively judged

Anxiety
Restlessness

Emotions/ Feelings

Behaviour
1. Avoidance
2. Checking behaviour

Bodily sensations

Palpitation
Tremor
Sweating
Muscle tension
Urinary urgency
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 6: CBT – panic (b)
Suggested areas for training
Explaining the rationale and expectations of CBT
Setting an agenda with the patient in a session of an early phase of
treatment
Developing and sharing a case formulation
Socratic dialogue
Identifying hot cognitions during a session
Behavioural scheduling
Constructing a thought record
Cost-benefit analysis
Responsibility appraisal
Exposure and systematic desensitization
In vivo exposure to feared interoceptive stimuli
Setting up behavioural experiment
Relapse prevention plan
Managing negative reactions towards therapist
Tackling repeated violations of rules of therapy (e.g. lateness or
absences from therapy sessions)

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 7: CBT - OCD
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Case Summary
Background information
Mr. A is a 22-year-old single gentleman who is studying in year 3 of IVE (vocational training). He is
currently living with his mother.
Personal history and family background
Mr. A was born locally in Hong Kong. He is the only child in the family. His developmental milestone
was unremarkable. He studied up to DSE level with fair academic results and subsequently enrolled
into a vocational training course. He had several courtships before.
His mother was a healthcare assistant in an old age home while his father worked as a salesperson.
His mother was a motherly figure whom he can confide to, yet her mother was also a solitary
person and did not enjoy socializing. His father, on the other hand, was perceived to be a rigid and
self-centered person that Mr. A was distant to since young. As both of his parents were at work, Mr.
A felt was rather isolated during his childhood. Quite often after school, he had to stay at home
just by himself. As he got into primary school there were frequent verbal conflicts between his
parents over trivia. His parents would pretend to be harmonious in front of him and yet Mr. A
clearly knew that the relationship between them was deteriorating. He recalled that he would
listen very vigilantly to his parent’s verbal conflict early in the morning while pretending to be fast
asleep. In general, he felt rather unhappy growing up in his family. His parents eventually divorced
when he reached secondary school as his father got into debt because of gambling. Superficially he
was emotionally numb towards such an ending as he had long been expecting this. He sympathized
much for his mother as she had to take up 2 jobs to sustain the family income since his father left
the family. He still kept in regular contact with his father but mostly out of a responsibility, as he
awared that his father did not manage to secure a stable job and sometimes would have to sleep
on the street.
Personality and relationship history
He is a quiet and introvert person. He enjoys being in a group and hanging around with his friends
but usually adopt a role as a listener than to actively initiate a conversation. He perceives that he is
easier to get along with peers than authoritative figures which he would feel intimidating. Mr. A
describes himself as being sensitive to the others’ comments. He care much of how the others
would think of him and would easily become anxious in the context of possible criticism in
particular by authoritative figures. He has a low sense of confidence in himself and depends much
on others’ appraisal on him for his self-value.
History of presenting problem
The onset of Mr. A’s psychiatric problem dated back to when his parents divorced during his
adolescence. At first, he presented with hoarding behavior. He was not able to throw away
unnecessary items and things started to pile up in his room. He could not to take out unnecessary
items from his schoolbag every day that he carried many books at a time to school. These
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behaviors were driven by the underlying thought and anxiety that “these items may be useful in
the future” which, despite cognitive awareness that it was unreasonable, he could not let go. Later,
Mr. A started to obsessively record the happenings of his daily life in a meticulous manner. Every
day he would write down every single action that he did or need to do in a diary, such as that he
had made his bed, brushed his teeth, gone to the toilet and etc. This took up significant time and
often he would be late for his appointments and he would then blame himself for such. This was
also driven by an underlying egodystonic anxiety that he would miss out on important events or
items if he did not write them down. Among those that he recorded, some items were indeed
important. However, as he recorded too many items in the diary, it lost the original function as a
reminder as he could not differentiate the importance of individual items when he looked at the
diary. He had been trying to cope with the symptoms by crossing out unimportant items on the
diary but he had to use extra-time to evaluate on the importance individual item in doing so. He
would write and cross-out in his diary every day in a ritualistic pattern at specific time: when he
woke up, when he returned home after school and before bed. Sometimes when he was not at
home with his diary he would have to remember hard something that he thought as necessary to
be written down on his diary. He had to repeatedly ruminate on such so as to prevent himself from
forgetting. He would feel a sense of dysphoria and nausea sometimes when he felt his rumination
uncontrollable.
Mental state examination
Mr. A was a young gentleman with a thin body built. He was forthcoming and polite with good eye
contact. His mood was euthymic with appropriate affect. His speech was relevant and coherent. He
had obsessional worry about forgetting important happenings of his daily life and compulsion of
writing details of his everyday life events down. He was not psychotic and suicidal. He had insight
towards his symptoms as problematic and was eager to seek for treatment.
Thoughts and beliefs identified during the course of a cognitive-behavioural therapy
Problematic belief and assumptions:
• Magnification: “If I miss out anything, it must be something very important.”
• Catastrophisation/overestimation of consequences: “It would be bad if I miss out
something important.”
• Personalization: “What I missed out could be something related to me.”
Underlying core belief:
• ‘I am inadequate and incompetent”, “People would look down upon me and judge
me for what I have done wrong”
Diagnosis
According to ICD-10, Mr. A was diagnosed to be suffering from obsessive and compulsive disorder.
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Psychological formulation
Case conceptualization flow chart
Affect change: surge of
anxiety

Event: overwhelmed
by a lot of happenings
in daily ilfe

Automatic thoughts: if I
forget anything, it would be
troublesome
Core belief: I am inadequate

Somatic symptoms:
nausea, dizziness

Behaviour: writing
down excessively

Behaviour: futile
rumination

Aftermath cognition:
self-blame, “I am useless”

Case formulation
The early childhood experience of frequent conflict between his parents and his helplessness
towards the eventual divorce of his parents probably have rendered a low sense of security on
interpersonal relationship for Mr. A. As he grew up and went through his adolescent period he
encountered more and more interpersonal contact with his peers and taking up responsibilities of
a young adult. The chronic sense of insecurity and anxiety, especially towards his self-image, made
Mr. A sensitive towards criticism of his perceived self-inadequacy. He was ultra-vigilant towards
whether he would forget anything leading to criticisms by the others and catastrophise the
consequence of such. This lead to a distressing obsessive rumination and anxiety with ineffective
coping by recording down his daily life in an over-inclusive manner. The ineffectiveness of his
coping strategies, in the end, striked Mr. A with a sense of helplessness and uselessness that
further reinforced the core belief of self-inadequacy.
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 7: CBT - OCD
Suggested areas for training
Explaining the rationale and expectations of CBT
Setting an agenda with the patient in a session of an early phase of
treatment
Developing and sharing a case formulation
Socratic dialogue
Identifying hot cognitions during a session
Behavioural scheduling
Constructing a thought record
Cost-benefit analysis
Responsibility appraisal
Exposure and systematic desensitization
In vivo exposure to feared interoceptive stimuli
Setting up behavioural experiment
Relapse prevention plan
Managing negative reactions towards therapist
Tackling repeated violations of rules of therapy (e.g. lateness or
absences from therapy sessions)

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 8: Psychodynamic – depression (a)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Summary of the case:
Madam H is a 42 year old lady who is in her second marriage and living with her 31 year old
husband. She was born in a peasant family in China and her mother passed away due to recurrent
molar pregnancy when she was a toddler. She was treated poorly by her step-mother to do
housework such as cooking and taking care of neonates since the age of 5 years old. Otherwise
she would not be given sufficient food. She felt her father did not help in the above scenarios.
She was married to a Hong Kong resident and came to Hong Kong in 2002, but her ex-husband
developed a habit of gambling so they eventually divorced in 2005 and Madam H had custody of
their daughter. She later on met her second husband who was younger than her significantly and
they had two children together. She developed post-partum irritable depression with stressors
that her husband did not perform up to her expectations by spending significant time at
basketball court and did not help out much in childcare. Also she was constantly under financial
pressure because her husband was still a China resident and depended on the social security
allowance of her and the three children. She had follow up at CCDS subsequently and received a
course of 30 sessions Psychodynamic psychotherapy. Her depressive symptoms such as fatigue,
irritability and anhedonia much improved after completion of the psychotherapy.
Demographic:
Madam H is a 42 year old lady. She is living with her 31 year old husband who is resident from
China and her 3 children in a public housing unit. She is a housewife.
HPI
Madam H presented with increased irritability and exaggerated temper of throwing items at home
in 2014, onset dated back to her first pregnancy with current husband. She often felt fatigued and
felt increasingly difficult in child care. Her sleep was poor. She had recurrent negative ideas of
being useless and helpless. That she did not even have the energy to bring her kids to park for
longer to play with them. She had no history of suicide or violence.
Her husband blamed her more due to her irritability and the two distanced out after the onset of
her mental illness. She was upset that her husband did not understood her changes was due to
depression. She was furious at husband as she believed it was a “sacrifice” of her to get
pregnant for him which was the main precipitating factor of her depression. However she felt he
was never able to see that and was not helpful with child care and only focused at his own
pleasure of playing basketball and watching soccer. She coped by not talking to him to avoid
conflicts as she did not want to be called “mad dog” again. Deep down she worried about divorce
as she viewed that as a failure because it was not the first time. She doubted if it was her problem
that she was unable to maintain relationships and hoped to seek insights via psychotherapy.
Past psychiatric history
Madam H had follow up at CCDS clinic and had been taking anti-depressants. She had one past
history of admission to Kwai Chung Hospital for irritability and verbal threat to harm child. Despite
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close follow up at Psychiatric clinic, she had suboptimal response to treatment and on-going
stress from child care and relationship with husband.
Background information
Madam H was born in a peasant family in China. She was the only daughter in family. Her mother
had molar pregnancy when she was still a toddler. As her father wanted a baby boy so her mother
got pregnant again after 3 months and died from complications of recurrent molar pregnancy.
Father soon re-married another lady with-in months of Madam H’s mother’s death. As a child,
Madam H needed to help taking care of her two step younger sisters after father re-married. She
also helped with house works such as preparing meals and watering farms and if she were unable
to finish the chores assigned, her step-mother would not allow her food. In contrast, she re-called
her step sisters were given some pocket money and could eat from the snack shop their family
owed. She was embarrassed that the villagers would show pity to her when as they witnessed
how she was being treated differently from her step-sisters. Her father was often away in city to
work and was unable to protect her. She was also taken care by paternal grand-mother latter on in
her childhood after grand-mother found out how step-mother treated Madam H. Described her
grandmother as somebody very willing to help others even when she was not wealthy.
Madam H studied up to junior secondary school in rural areas of China. She was bullied by
classmates since toddler and being called names because of not having mother. She perceived
these experiences affected her yearn and aspiration for a complete family. She described that she
often had a picture of parents, one at a side holding a kid's hand in her mind since young. When
being bullied at school, she would try to stand up for herself and create a tough image.
She came to Hong Kong in 2002 as her ex-husband was a Hong Kong resident. Due to her
ex-husband's gambling problem, she started working immediately upon arrival to Hong Kong and
at most extreme, worked three part-time jobs at the same time to repay debts. Described herself to
be very hard-working and responsible at work. She worked as beautician and masseur for
female clients. She became a housewife after the two younger kids were born in the second
marriage and was dependent on social security allowance.
Madam H had 2 marriages. Her first marriage in 1993 with her first husband and had a 18 years
old daughter. She came to Hong Kong in 2002 because ex-husband was a Hong Kong resident. They
divorced in 2005 due to ex-husband's gambling problem. The custody of daughter was given to
Madam H. She met her current husband in 2012 where he was a China resident. Her husband was
eleven years younger than her. She described her husband to be outgoing, optimistic but selfish.
Initially Madam H was resistive towards dating because of the age gap and worried about
husband's lack of planning. That he would ask her to pay for everything, even his own trip back to
China. She even lied to husband about having uterus disease and that she would not be able to
give birth. Husband persevered and the two registered and got married eventually. She felt
increasingly agitated and fatigue since pregnancy of her first child. Husband at that time described
Madam H to be like a “mad dog biting others” and threatened if she did not behave more of in a
ladies manner, he would give up eventually. The two had frequent conflicts but Madam H
appreciated how husband was always honest with her and believed he would never lie to her. She
blamed herself for ripping off eldest daughter's resources often as husband also relies on the
social security allowance that belonged to her and the three children.
MSE
Middle age Chinese lady, neat and tidy but tired looking. Wept when talked about her childhood
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experiences and marital problems. Speech was relevant and coherent, loud spoken and eager to
ventilate. Mood was irritable. No hallucinations nor delusions elicited. She had negative cognitions
of uselessness and helplessness. Unstable self-image. She was not suicidal nor violent.
Dx: Severe Depressive Episode
Aetiological factors

Biological

Predisposing

Psychological

Social

Adverse Childhood

Being bullied

Precipitating

Pregnancy

Adverse Childhood

Lack family support

Perpectuating

Fair response to drugs

Adverse Childhood

Marital conflicts
Child care stress

Psychological formulation
Theory – Psychodynamic
Anxious type attachment:
Due to Madam H's early childhood lost experienced, she was prone to separation-anxiety like
how she described since early on in session her greatest fear of all in life was separation. Her
attachment style was likely anxious-ambivalent – the child who cannot be console. She yearned
for proximity with others but at the same time was ambivalent, that she was angry as the
separation and reunion was perceived as a form of control of the relationship and interaction.
Patient’s formulation
Due to Madam H's early childhood experiences, her object relations were form of an early lost
of mother, unavailability and deprivation of father and hostility of step-mother. She had some
positive protective figures whom she were able to relate to such as her grandmother. However her
grandmother were perceived to be a weak role. Overall in her childhood, love was unavailable and
people were hostile. These childhood experiences subsequently transferred to her current
relationship with husband. She had a lot of projection of such experiences to her husband being
unavailable, depriving and selfish. Her sense of self was likely to be someone who was unlovable
and not deserved of love. These had predisposed her to her difficulties establishing healthy
trusting and dependent intimate relationships, and to express her needs for care and love in the
relationship. She tended to express all negative feelings as anger to demonstrate to the world that
she is tough and ought not be bullied. She was not used to depend on others in any form of
relationships as she felt that would made her vulnerable. Madam H tended to act as leader and
made decisions in home environment as she believed her decisions were always best for others.
When others did not follow her suggestions or denied her gifts, she would read that as a sign of
abandonment and non-acceptance. She would act out such emotions by challenging others why
her decisions or gifts were inferior to the other party's choice of own. She demonstrated a lot of
aggression in relationship with husband as well, for example, she would let husband take care of
children alone and when she saw him suffer, she seemed a bit happy and it was like a punishment
or a form of control to husband.
She had difficulties in developing trusting relationships. Her often used defense mechanisms
include splitting, projection and projection identification. She demonstrated a lot of black and
white/ contraindicating thoughts for example she would view others, through her husband to
medical professionals as bad or good and such perception could be interchanging rapidly within
therapy sessions. She often considered the outside world to be hostile where care would be
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unavailable and nobody would be able to address her need and everybody wanted to deprive her.
Hence she had a lot of anger within. She was aggressive and controlling towards relationship with
husband and eventually pushed husband further away from her in the relationship. Hence her
husband deprived her and she pushed her husband into identification of her projection resulting
in the relationship stress. Such behavior caused further consolidation of her feeling of self being
defective, worthless and inferior as a result of lack of loving parental figure and fitted into her
object relations. Such unresolved anger was often suppressed with great effort and made her
fatigue in depression.
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 8: Psychodynamic – depression (a)
Suggested areas for training
Making psychodynamic formulation
Setting frame and discussing goals of treatment
Exploration
Active listening, developing a dialogue
Transference interpretation
Empathic understanding/validation
Identifying attachment patterns
Managing counter-transference – identifying and making use of it
Emotional regulation in session
Managing boundary issues
Managing empathic ruptures
Termination

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 9: Psychodynamic - panic
Date: ______________________
Trainee: ____________________
Trainer: ____________________
DEMOGRAPHICS
Ms. Tong is a 47-year-old lady, married, housewife, living with husband and a
21-year-old daughter in a rented village house.
HISTORY OF PRESENTING ILLNESS and PAST PSYCHIATRIC HISTORY Ms. Tong was noted to have
onset of panic symptoms since 2011. At that time, she presented with repeated brief episodes of
somatic complaints such as headache, palpitations and limb numbness, which lasted for a few
minutes and then those symptoms would subside spontaneously.
Ms. Tong’s mental condition further worsened since 2013, when her father returned back to Hong
Kong from China claiming to take care of her demented mother. The reappearance of father had
caused great family turmoil for Ms. Tong as father did not intend to take care of her mother at all
but kept asking Ms. Tong and her siblings for welfare and subsidies. Her panic symptoms
increased in frequency and severity. Also, she presented with symptoms of low mood on and off,
insomnia, loss of energy and loss of motivation for housework. She was preoccupied with her
worries with lots of ruminations in mind, leading to poor concentration. She developed on and off
negative cognition of uselessness.
Ms. Tong was introduced to the mental health service since January 2014. She was diagnosed to
be suffering from Panic Disorder with depressive symptoms. She was prescribed with Zoloft
200mg daily po and Lyrica 75mg BD po. With treatment, Ms. Tong’s mood, sleep and her panic
symptoms had greatly improved. However, she still found herself hard to return back to her
basline mental condition despite medications, especially in the field of energy level, motivation
with the continuous ruminations of her worries.
BACKGROUND INFORMATION

Ms. Tong’s mother had dementia with BPSD currently receiving treatment. Ms. Tong’s 4th elder
sister was diagnosed to have depression.
Ms. Tong was born in Hong Kong. She had a normal childhood development. She recalled an
unhappy childhood. She described her father to be authoritative, domineering and yet
unpredictable. She feared her father very much when young. Ms. Tong’s mother was the
breadwinner of the family as father always gambled, losing his salaries and was always in debt.
However, Ms. Tong’s mother would always listen to her father and mother would even help father
to scold Ms. Tong and her siblings when father was at home. Mother also forbid Ms. Tong to cry or
to show a bad face in front of family members, as mother regarded it as impolite and as an
attitude of failure towards others. Therefore, Ms. Tong had learnt to put on a good face with a
smile in whatever circumstances she encountered.
Ms. Tong enjoyed good sibling relationship and claimed her other sisters and brother were very
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intelligent and independent. And they were all willing to share out her responsibilities of taking
care of their parents. However, Ms. Tong recalled that during her childhood, since she was the
youngest at home, she was never involved in any family discussion at home nor she was invited
to express her opinions.
Ms. Tong quitted school after F.4 and left home after father scolded her as “redundant”. She
found a job as sales at a cake shop, met her boyfriend at work who was a manager at the cake
factory. They soon cohabited together, and later Ms. Tong got married at 22 years old, without
informing her father while all other family members knew about it. She became a housewife
after getting married. They had a
21-year-old daughter who is currently working at a pet shop. She reported good relationship with
her daughter and they would often ventilate their feelings to one another. Ms. Tong’s husband
was 5 years older than her as Ms. Tong intended to find a mature man as husband who could take
care of her as well as all matters at home. But with time, she started to find husband to be
uncaring, stubborn and needed family to follow his opinion all the time. She was submissive
towards her husband but at the same time she did not feel good about it.
Ms. Tong described herself as an easy going and sociable person who would have appeared to
be very pleasant in front of friends and family. But she would tend to bottle up her real feelings
and kept them to herself only. She liked to avoid thinking about her worries and problems by
sleeping as a way of coping.
MENTAL STATE EXAMINATION
Ms. Tong appeared calm and settled, not restless and had no abnormal behavior. She was fully
orientated. Her speech was coherent and relevant. Her mood was euthymic. She had no
psychomotor retardation. She had no hallucination/delusion. She had no negative cognition and
no suicidal or violent ideation. Her insight was partial.
DIAGNOSIS
Ms. Tong was diagnosed to have Panic Disorder with depressive features.
THEORY
1.

To have understanding on the impact of childhood experience on her mental
condition.
2.
To express, verbalize and accept her inner feelings and emotions.

CASE FORMULATION
Ms. Tong’s father was a domineering yet unpredictable person. The only thing she could do was
to obey her father’s requests in order not to be punished. Ms. Tong concluded that her father
loved himself the most and he would only use other’s love and concern to fulfill his own needs.
Ms. Tong’s father narcissism led to her feeling of being unloved with insecure attachment. She
had constantly yearned for father’s love and reassurance but failed every time.
Ms. Tong recalled that mother was a tough person who worked hard with long hours to earn
enough in order to take care of the family. At the same time, Ms. Tong’s mother would always
have to help her father to settle debts and deal with father’s mess outside home. Interestingly,
the strong image of Ms. Tong’s mother would turn drastically to become a weak woman and
showed a totally different attitude at home when father was there. Also, Ms. Tong’s mother
would always scold Ms. Tong when she displayed undesirable emotions on her face. This made
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Ms. Tong learnt that in order to avoid being scolded at by her mother, she had to appear to be
well and pleasant all the time. As a kid, Ms. Tong’s only attachment figure would be her mother.
Ms. Tong had internalized her mother’s “two face” i.e., being submissive to husband and being
pleasant towards outsiders, as her way of coping and her defense mechanism. She also learned
to pathologically accommodate to others by always acting to be a good girl in order to please
them, to seek for reassurances, and to feel attached.
Ms. Tong’s ideal kind of husband would be a sophisticated man 10 years older than her, who could
support her emotionally and be experienced enough to solve daily problems for her. In reality, he
was quite a self-centered person who always thought his opinions were the best and would keep
persuading others to agree on and to follow his point of view. Ms. Tong felt that she was not being
understood by her husband and at the same time, she had to always agree on husband’s decisions
in order to avoid argument, so as to keep her home harmonious. Due to repetition compulsion,
Ms. Tong married a man who has similar narcissistic elements as her father. She continued to
pathologically accommodate her husband in the hope of getting attached and to obtain a sense of
security.
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 9: Psychodynamic - panic
Suggested areas for training
Making psychodynamic formulation
Setting frame and discussing goals of treatment
Exploration
Active listening, developing a dialogue
Transference interpretation
Empathic understanding/validation
Identifying attachment patterns
Managing counter-transference – identifying and making use of it
Emotional regulation in session
Managing boundary issues
Managing empathic ruptures
Termination

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 10: Psychodynamic - depression (b)
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Summary of the case
Madam Li is a 47-year-old, married housewife. She lives with her husband and 25-year-old
disabled son in a public housing unit in Tai Po.
History of presenting illness
Madam Li had onset of mood symptoms since her son’s cardiovascular accident in 2005. She
overcompensated by being the main carer of her son, all along had unrealistic expectation on her
son’s recovery. She had depressive features but did not seek for medical attention. Her mood
improved as her son gradually recovered with residual impairment including left sided weakness
with frequent falls, memory problem and cognitive deficit. Her son joined athlete team for
disabled and participated in table tennis team.
She remained relatively stable until June 2014 when she and her son were interviewed by media
(Paralympic committee and TVB) about her sons’ recovery journey.
She then developed depressive and anxiety symptoms, and had medically unexplainable
symptoms including difficulty in opening her eyes and loss of voice during that period. She was
able to open eyes and take part in interview in July and August. She then had loss of voice for 2
months between August to October.
She encountered difficulty in opening her eyes since November. She often bumped into things,
required assistance when going out. She was able to open eyes episodically e.g. during concert,
while she’s lying on bed at night.
She complained of low mood and poor sleep, became more socially withdrawn, felt tired and had
reduced concentration. No perceptual disturbance or suicidal idea.
She attended Accident and Emergency Department for her eye problem and was referred to
psychiatric clinic and later referred for psychotherapy.
Past psychiatric history
She is new to mental health service.
Background information
Family history and early development
Madam Li was born and brought up in Hong Kong. She was the youngest among 6 siblings. She had
4 elder brothers who were all in Holland. She had one elder sister with 13 years age gap.
Her father passed away at the age of 86. Her father was an ex-soldier and worked in Holland
before. Her father had his first marriage assigned by his family. He had one son in the first
marriage who now aged 70 and lived in mainland China. Her father came to Hong Kong and got
married with Madam Li’s mother after Cultural Revolution. He was described by Madam Li being
submissive, friendly, carefree, easy-going, not career-minded, easily satisfied. Madam Li believed
father had no preference on children’s gender. Madam Li had good relationship with her father
and often recalled how her father taught her martial art.
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Madam Li’s mother was 87 years old who suffered from dementia after husband’s death. Her
mother was illiterate, primitive and traditional. She was housewife all along. Madam Li described
her mother being very submissive to her role as a traditional Chinese woman who believed
women were inferior to men. Her mother refused to have meal with family in dining room. She
chose to eat in the kitchen instead. To Madam Li, her mother was emotional, domineering in
family, strict in discipline. Madam Li recalled that she could hardly feel the love and care from her
mother when she was young as mother often scolded her and displayed temper on her. She felt
being taken care by her mother after she started working as her mother would stay up late at
night to prepare her dinner. Her mother never mentioned about her maiden family and claimed all
her family members passed away during Cultural Revolution. She coped by disconnection with the
past. She perceived the world as a dangerous place and was rather paranoid. She forbid Madam Li
from going out with friends or staying behind at school as people were dangerous and had bad
intention.
Madam Li described her childhood was unhappy and lack of freedom. As all her elder brothers
migrated to Holland and her elder sister already started working when she was young. She was
like growing up as a single child in the family. She tended to be submissive all along. All her
activities were controlled by her mother.
Educational and vocational history
Madam Li was educated up to F.5 in local school. She then worked as saleslady in a cosmetic
company for 8 months where she met her first ex-boyfriend. She quitted the job as saleslady and
then met her husband who introduced her a post in his company. She got pregnant in the same
year and became full-time housewife.
Medical history
Madam Li enjoyed good past health.
Relationship history
She had one past courtship with a colleague in the first job. They dated for around 8 months and
relationship ended after Madam Li resigned. She dated her husband at 21 years old. They knew
each other through his sister who was repeater and was Madam Li’s ex-classmate. Three of them
were playmates before in secondary school. They did not contact each other after graduation and
met again when Madam Li was queuing up for public phone to arrange job interview. Her husband
then introduced a post to her in his company. They started dating and got married after she was
pregnant in the same year. Her husband was supportive to her all along.
MSE
Madam Li was medium built, appeared as her age. She wore surgical mask every time she came to
session. She had hoarse and soft voice in the initial sessions and her eyes remained closed for
most of the time. She appeared tensed but very compliant and polite. She was not overtly
depressed with reactive affect. There was no psychotic feature. She was not suicidal. Her insight
was limited.
Dx/DDx
Depressive episode
Aetiological factors
Predisposing factor - genetic loading as mother having mental illness and likely with psychotic
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features
Precipitating factor - interview by media
Perpetuating factor - untreated mood disorder years ago on top of her maladaptive coping pattern
Psychological formulation
Theory
Being the youngest child of the family, Madam Li did not experience the privilege to be cared by
elder siblings. However, she acknowledged herself being the only available child taking care of her
parents as all her elder siblings were away from home. She became the self-object of her mother
who introjected her own values into Madam Li. Madam Li has been pathologically accommodating
to her mother’s need. She felt obligated to fulfil roles as daughter, sister, wife, mother, aunt,
daughter-in-law but failed to see herself as an individual with her own needs.
She was all along self-reliant and saw others as not helpful to her. She believed good people
deserved good outcome and often fantasized to live a worry-free life. She held much unresolved
rage and grumbles to the world after her son’s cardiovascular accident.
Madam Li was submissive all along and coped with her negative emotion by her usual defense
mechanism namely suppression and disconnection. She tended to overcompensate by working
harder and harder. She had lots of unresolved rage, guilt and other emotions especially after her
son’s cardiovascular accident. Her defence mechanism failed after the media interview in which
the things she tried to avoid and hide up became exposed to the public. She started to develop
medically unexplainable symptoms which symbolically served as a way to disconnect by closing
her eyes and having hoarseness.
Patient’s formulation
Madam Li believed she was suffering from some eye disease or muscle disease which gave rise to
her mood problem.
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 10: Psychodynamic - depression (b)
Suggested areas for training
Making psychodynamic formulation
Setting frame and discussing goals of treatment
Exploration
Active listening, developing a dialogue
Transference interpretation
Empathic understanding/validation
Identifying attachment patterns
Managing counter-transference – identifying and making use of it
Emotional regulation in session
Managing boundary issues
Managing empathic ruptures
Termination

Please tick if applicable

Other comments: _________________________________________________________________
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Level 2
Topic 34-40: Psychotherapy
Scenario 11: IPT - depression
Date: ______________________
Trainee: ____________________
Trainer: ____________________
Summary
Tracy is a 47-year-old, married, part-time secretary who lives in a private flat in Tuen Mun with her
two children aged 5 and 3, and her husband, a civil engineer working at the Highways Department.
Tracy has been followed up for depression under CCDS (Comprehensive Child Development
Service). She has no family history of mental illnesses or suicide.
Tracy and her husband got married in 2006 and had their first-born son in 2007. They named him
Bowen. Tracy noticed that she had more conflicts with her husband especially after Bowen was
born. The two had more and more bickering revolving around the different parenting styles. In
September 2010 when Bowen was 3 years old. Bowen unfortunately contracted the Swine Flu and
within 3 days after hospitalization, his condition rapidly worsened. He finally succumbed to the
disease and passed away in the Paediatric Intensive Care Unit (PICU) of Tuen Mun Hospital (TMH).
The death of their first-born child became, understandably, a tremendous blow to the family. And
with the years that followed, patient struggled with the worsening of relationship with her
husband which she described to be increasingly distant. She was burdened by Bowen’s death
which had a strong tinge of self-reproach coupled with unresolved grievances lingered on by her
failure to reconcile the unacceptable truth rendering her dwelling in the depth of denial. Her
negative emotions, which were later explored in the therapy, contributed gravely to the down-fall
of her relationship with her husband and affected her view towards child care of her remaining
two children. The unresolved emotions relating to Bowen’s death expanded into various aspects of
her life causing temperamental changes, imposing avoidant coping habits and has been
convolutedly entangled with the relationship with her husband. Tracy felt that the past few years
since Bowen’s death has caused her much burden. Retrospectively she felt that her relationship
with her husband seemed to have worsened since the passing of Bowen. She also noticed that her
relationship with her current 2 children was affected by the events relating to Bowen. She has
since started to acknowledge the inter-personal impairment and sequelae of her unresolved
emotions. She spoke to her case doctor at the CCDS who referred her for inter-personal therapy.
Brief background
Tracy was born in Hong Kong with normal development. She was the eldest of 2 siblings, with a
younger sister who is 4 years younger than her. She had a decent childhood and upbringing,
describing it as warm without much turmoil or adversities. Her father worked for decades as a
clerical worker under the British Army Airforce and became responsible for logistics management
at the HK International Airport after the 1997 hand-over. Her mother was all along a housewife.
She described her family as close and cozy. She described her father, being the only man in the
family, as loving and devoted with strong family values – something patient felt was the main
reason for the cohesiveness of their family as she grew up.
Tracy described herself as sociable, friendly, active though not extroverted, and enjoyed the
company of friends. She admits that she can be at times self-righteous and can be prone to
dichotomize people into good or bad. She also believes that she can be rigid and stubborn at
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certain aspects in life especially when it comes to childcare. She recalled her upbringing as rather
stress-free, without much pressure from her family. She achieved average academic results all
along and continued studying in vocational training courses relating to clerical work after
secondary five. She worked as a secretary with good performance, being offered a raise from time
to time. She finally settled down in a consultancy firm where she met her husband. Her husband
was an engineer at the firm and patient was his secretary then. The couple dated for 6 years before
getting married in 2006. They have been married for over a decade now.
Diagnosis
Tracy was diagnosed to have moderate depressive episode according to the International
Classification of Diseases, Tenth Revision (ICD-10, World Health Organisation, 1992) by the CCDS
team.
Aetiological factors
Her presentation was precipitated by Bowen’s death and ongoing marital tension; coupled with
predisposing factors including her rigid personality with fearful (anxious) avoidant coping strategy
and tendency to bottle up feelings with inadequate ventilation channel. She is also perpetuated by
the persistent tense relationship with in-laws, and a lack of community support apart from maiden
family.
Formulation
Tracy grew up in a nuclear family loved and nurtured. To be precise, she grew up in a family that
respected and encouraged a strong independent woman. She perceived the world as a fair share,
each person running its own course, with people who are close to heart working with and for each
other. She viewed the world through her parents, who paid apparently equivalent effort in
collaborating a build-up of her childhood. This together with her innate personality of being
fearless of upholding what she believes to be true, evolved into the image of her being stubborn
and rigid, unwilling to back down when confronted. Such make-up predisposed patient and made
her vulnerable to emotional discharge whenever things step out of line of her internal idealized
image of what a nuclear family should be like. An apparent clash was noticed when her husband
did not meet her expectations of family involvement and her overwhelming, righteous personality
heated up the many conflicts that followed, precipitated by the birth of their first child. These
matters were made worse when she continues to dichotomize her husband as ‘not paying an
effort’ and ‘not being on her side’ when matters arise. The unfortunate incident of her son’s death
strained the already tense relationship of the couple and added a grim filter over her husband’s
inadequate image. The unresolved grievances towards her son’s passing and her lack of awareness
of her own contribution to the downfall of relationship has perpetuated the marital discord which
has since spilled over into affecting patient’s temperament and emotional control when dealing
with her two children.
Tracy also had some recurring problematic beliefs and assumptions:
- “My husband never prioritizes me or the kids, he never helps out, he never understands what I
want and never changes.
- “My husband is always a workaholic, is always egoistic and thinks he is right.”
- “If I did better, Bowen wouldn’t have to die. I could have prevented his death.”
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Childhood upbringing
developing family views

Emphasis on fairness and
equality rather than
empathic emotions
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Righteous, proneness for
dichotomizing people, jumping to
conclusions, rigid and stubborn

Distress

Biased labelling of
husband as
unsupportive

Death of her eldest son. Externalizing cause of death
yet at the same time introspectively doubting own
child-caring ability.
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Evaluation of skills and knowledge for:
Level 2
Topic 34-40: Psychotherapy
Scenario 11: IPT - depression
Suggested areas for training
Making psychodynamic formulation
Setting frame and discussing goals of treatment
Exploration
Active listening, developing a dialogue
Transference interpretation
Empathic understanding/validation
Identifying attachment patterns
Managing counter-transference – identifying and making use of it
Emotional regulation in session
Managing boundary issues
Managing empathic ruptures
Termination

Please tick if applicable

Other comments: _________________________________________________________________
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