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Welcome to the Midlands Introduction to Mental Health 
and Therapeutics workbook. 

This workbook has been designed as an information and 
training resource to supplement a placement in mental 
health for pre-registration pharmacists, trainee pharmacy 
technicians and other healthcare professionals who have 
limited experience in the field. 

The workbook includes questions that are designed to test 
understanding and tasks to enhance and enrich the learning 
experience. Anyone using this workbook should attempt them, 
remembering that real learning comes from the experience – 
the workbook is just a resource!

Mental health is a fascinating and incredibly rewarding field 
in which to specialise. This package is designed to provide 
you with a flavour of working in mental health and an insight 
into the challenges associated with working in such a diverse 
healthcare speciality.

One in four people will experience a mental, neurological 
or behavioural condition at some point in their life and, as 
such, you are likely to encounter people with mental health 
complications in whatever setting you ultimately choose to 
work. It will help you to understand a little about the conditions 
and to have a better appreciation for the relationship between 
therapy and the individual.

This workbook has been presented in chapters focussing on 
specific mental health conditions or topics. Most chapters have 
questions associated with them to test your learning whilst 
many have tasks that can be used to achieve training standards 
and objectives associated with professional development. 
It might not be possible to complete all the tasks during a 
placement, but the more you can do, the more you will gain.

If you have been given this workbook to supplement a training 
placement, you should have received it in advance to allow you 
to plan a suitable experience. There are a number of optional 
tasks and ‘experiences’ and it is your responsibility to arrange 
these. Details of the placement structure and optional units 
can be found toward the back of the workbook; you should 
familiarise yourself with that section first.

It is not necessary to read every chapter in detail prior to the 
start of your placement, but it will be useful to you if you can 
cover the basics of schizophrenia, depression, bipolar 
disorder, anxiety, dementias and little bit about the law 
(these are highlighted as Core Topics on the Contents page). 
In addition, your tutor or manager might indicate chapters 
and tasks that have particular relevance to your individual 
placement. 

A recommended reading list is included as well as details of 
opportunities for further training and information about the 
College of Mental Health Pharmacy Pre-Registration Pharmacist 
Bursary Award. The workbook is yours to keep and will 
hopefully continue to be a useful reference source, whether 
you choose to work in mental health or not.

You are not expected to know everything there is to know, 
and you will quickly discover that the rest of your career will be 
spent learning. Your training is the opportunity to experience 
what your chosen career has to offer and to start to think 
about where you might want to work in the future. Your 
primary responsibilities are to learn and enjoy!

 
Andrew Down

Midlands Mental Health Clinical Pharmacist

Introduction to 
this workbook

This training package has been produced by the Midlands Mental Health 
Clinical Pharmacists Network. It is designed to harmonise mental health 
training across the Midlands region.

Certain aspects of the training and some of the tasks or experiences will 
not be available at all sites across the region. This document might need to 
be adapted at local level in accordance with local needs and policies. Please 
discuss the structure of the training placement and any questions or concerns 
with your Mental Health Training Supervisor.
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Placement Details
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Name 
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Telephone 
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Telephone 
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Name

 

Contact details

 

Other notes

Please complete this area prior to commencment of the workbook.
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MENTAL I LLNESS

ORGANIC
Brain injury - including trauma, tumours

Infection – A UTI can be a cause of confusion 
in the older adult

Altered biochemistry - hyponatraemia can 
present as confusion - in more serious cases 
seizures can present

Abnormal thyroid function - 
hypothyroidism presents with depressive 
symptoms vs hyperthyroidism where manic 
over-activity may be seen

Hypoglycaemia - can mimic symptoms of 
alcohol intoxication

Anaemia - associated fatigue and low energy 
resembling depression

Drug induced states - high dose steroids can 
induce mania; depression may occur secondary 
to some older antihypertensives

Dementias

Primary Sleep Disorders

FUNCTIONAL
When there is no clear organic cause to 
account for the altered mental state then the 
condition is regarded as a functional mental 
health condition.

The next page identifies the different types of 
functional mental health conditions and drug 
treatment to manage the distressing and 
disabling symptoms that the patient is facing.

Some practitioners in mental health prefer 
not to use the term ‘patient,’ but rather that 
of ‘client,’ or ‘service user.’

The above represents a starting point with 

FUNCTIONAL mental health. However, note 

that many patients will not have a single 

presentation.

For example, a patient with severe depression 

might have delusional beliefs about being 

persecuted and a patient with schizophrenia 

may also become depressed during the illness.  

The term co-morbidity describes the 

combination of presenting symptoms. 

Alcohol misuse, and or substance misuse may 

also be present adding to the complexity of 

the patient’s needs. Dual diagnosis is often the 

term employed to reflect this situation.

ORGANIC states are addressed by focusing 

on treating identified pathology before using 

psychotropic agents. 

Hence, in a mental health environment it 

is important that a comprehensive physical 

health check is carried out.
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An introduction to mental health
Definition
Mental illness encompasses various conditions 
characterised by a change in an individual’s normal 
cognitive, emotional or behavioural functioning. 
This change can be caused by social, psychological, 
biochemical, genetic or other factors such as  
infection or trauma. 

Notice the presence of the word ‘change’ in the definition, 
this is key to any assessment of symptoms and part of the 
diagnostic process is to compare current presentation with 
premorbid (i.e. pre-change) state.

Mental illness is commonly divided into ORGANIC and 
FUNCTIONAL, as shown on page 6.

Diagnostic Criteria in Mental Health
There are two diagnostic systems in use; the World Health 
Organisation International Classification of Diseases 10th 
revision (ICD-10) and the Diagnostic and Statistical Manual 
of Mental Disorders, 5th edition (DSM-5). Both identify the 
‘qualifying criteria’ needed for a diagnosis of a particular mental 
health disorder. ICD10 covers all conditions, not just psychiatric 
diagnoses whereas DSM-5 is used purely for psychiatric 
conditions.

They are not identical! Whilst the UK primarily uses the ICD10, 
a lot of research is conducted using DSM for diagnostic criteria. 
Therefore, you will find many documents and guidelines in the 
UK will use terminology taken from DSM. In day-to-day clinical 
practice patients, might not be assessed against these criteria. 
Nevertheless, the diagnosis and associated coding may be used 
for audit, research or evaluative purposes.

Service Structure
In the United Kingdom, local mental health services are 
provided in a variety of ways. It is not treated however, as a 
part of the main function of either general acute hospitals or 
primary care. Instead, services are usually distinct, with their 
own structure and governance. Whilst mental health services 
are treated as distinct, NHS trust structures can vary widely:

• Separate mental health trust (including Foundation trusts)

• Partnership trust, where NHS mental health services are 
provided in partnership with social services

• As a distinct structural element within another trust

Most mental health trusts do not have an operational 
dispensary service, but instead buy in the dispensing and 
supply services from elsewhere (e.g. a local acute hospital or 
community pharmacy).

In addition, a large proportion of mental healthcare is provided 
by voluntary and other non-governmental organisations.

Mental health services incorporate inpatient treatment and 
outpatient clinics, but include a large number of service 
elements and professional groups that are unique to mental 
health. Details of these specialist professional groups and 
services are listed in the following chapter. 

Alan Pollard, Andy Down

“Mental illness is commonly divided into 

ORGANIC and FUNCTIONAL”
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Question 1:

a) What type of structure does your local mental health trust have?

b) How does this trust structure help or hinder: 

 i. Cross-trust working for staff?

 ii. Community re-integration for patients?

Task 1:

Access the ICD-10 Classification system online and use it to look up a few different conditions, e.g.

 • Hypertensive diseases

 • Mood disorders

 • Tuberculosis

Is there anything that surprises you? 

 What did you learn?

For more in depth coverage of mental health conditions, visit: www.who.int/classifications/icd/en/bluebook.pdf
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“Mental health services 
incorporate inpatient 
treatment and outpatient 
clinics, but include a 
large number of service 
elements and professional 
groups that are unique to 
mental health.  “
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The Mental Health Pharmacist
The Mental Health Pharmacist is an expert in 
psychopharmacology who specialises in the use of medicines 
for the treatment and prophylaxis of mental health disorders. 
However, they must remain competent in all other areas 
of medicine since suffering a mental health disorder does 
not preclude suffering any ‘physical’ health condition. In 
fact, sufferers of mental health disorders are more likely to 
develop a further physical health condition than the rest of the 
population.

The role of the Mental Health Pharmacist is incredibly 
diverse and can include basic ward pharmacy, involvement 
in multidisciplinary teams, service development, training and 
education, policy development, medicines information, work 
with user/carer groups, legal consultation, assessment, care 
planning and more. 

For pharmacists working in mental health, the role of the 
non-medical prescriber might be the perfect fit. This is due 
to the fact that they are ideally placed to develop services 
such as specialist medicines management clinics for patients 
with complex needs. For instance, those with substance 
misuse disorders or those on medicines that require enhanced 
monitoring and specialist knowledge such as lithium and 
clozapine. This opens the opportunity for the development 
of the consultant pharmacist role and there are currently a 
number of mental health specialist pharmacists in such posts.

The professional body for mental health specialist pharmacists 
within the United Kingdom is the College of Mental Health 
Pharmacy (CMHP). It provides a support network throughout 
the country and internationally. The CMHP is responsible 
for educational programmes and tools accrediting specialist 
pharmacists as experts in the field of mental health. It is also 
the organiser and host of the annual International Psychiatric 
Pharmacy Conference.

Andy Down 

The Mental Health  
Pharmacy Technician (MHPT)
The mental health pharmacy technician’s role can be varied 
from day to day, encompassing a number of different duties.  
A large portion of their role includes medicines management 
both within the pharmacy team and on the ward. The 
management of medicines can include co-ordinating supplies 
of non-stock medication, reviewing pharmacy procedures 
or reviewing stock lists. Alongside this, the MHPT will help 
with the delivery of patient care. This can include patient 
assessment and consent, medication history taking and patient 
consultations

Within the ward setting, the MHPT can be found assessing 
patients own medication, making sure it can be used in an 
inpatient setting. If not, they can assist with what steps should 
be taken next. 

MHPT’s can also be found to working closely with other 
healthcare professionals. This can include them delivering 
certain training and education to make sure healthcare 
professionals are kept up to date. Along with this, MHPT’s 
can be found to carry out service evaluations and medicine 
optimisation audits.  

The post holder’s role can be varied and include some or all of 
the following:

• Delivery of training and education to healthcare 
professionals and service users 

• Service evaluation and medicines optimisation audits.  
• Assist the transfer of medication prescribing and dispensing 

from secondary to primary care.
• The review and or development of policies and procedures.
• Assessing patients’ own medication for use in an inpatient 

setting.
• Medication history taking.  
Veronica Kewish, Jeanette Dudley 

Psychiatrist 
A Consultant Psychiatrist is a medically qualified doctor who 
has undergone foundational and further specialist training and 
assessments for around ten years, before passing the entry 
exam to the Royal College of Psychiatrists. The Consultant 
provides senior medical advice and leadership to mental health 
teams. They undertake all aspects of work involving the Mental 
Health Act (sectioning), assessing and treating people with 
mental illness in the community and in hospital, as well as 
having an influential role in the development of services. In 
addition to this, they also prescribe psychotropic medication 
and monitor side-effects associated with treatment. The role is 
varied and involves a lot of contact with the legal profession, 
prisons and the independent sector. 

Rachel Filik

Registered Mental Health Nurse (RMN)
Mental health nurses work with children, adults and older 
people suffering from various types of mental health 
conditions. 

A mental health nurse holds a distinct qualification to that of 
a general nurse: Registered Mental Health Nurse vs Registered 
General Nurse (RGN); although student nurses from both 
disciplines might initially follow a similar course of study.

Mental health nurses work across a variety of settings, from a 
clients’ home to community-based clinics and inpatient units 
and highly specialist units and prisons, within the NHS and the 
private sector. An RMN works closely with other healthcare 
professionals including psychiatrists, occupational therapists, 
GPs, social workers and, of course, pharmacists. They help to 
plan and deliver care using a multidisciplinary client-centred 
approach. This is designed to help people recover from their 
illness and help maximise their life potential.

Who’s who?
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Community Psychiatric Nurse (CPN)
The Community Psychiatric Nurse is a registered nurse (RMN) 
with the Nursing and Midwifery Council (NMC) who generally 
works in the community rather than an inpatient setting.  
They are an integral part of community mental health services.  
A CPN is often a patient’s Care Coordinator within the NHS 
mental health system and the first port of call for further 
referrals to psychiatrists, psychotherapists and other mental 
health colleagues.

Community Psychiatric Nurses mainly support and visit patients 
and their families in their own homes, but they also see people 
in other settings such as GP surgeries or within the community 
mental health team base. Their skills are wide and varied, 
often providing many therapies such as talking therapies, 
administration of medicines and associated monitoring, 
through to some highly specialised treatment interventions 
such as DBT (dialectical behaviour therapy), CBT (cognitive 
behavioural therapy) and prescribing.

Graham Alexander

Social Worker (SW)
Social workers in mental health use the Care Programme 
Approach. They, like nurses, start with a holistic assessment 
of need and risk assessment, formulate and implement a care 
plan (this may include the purchase of services e.g. day care, 
home care, residential care, nursing care, meals on wheels, 
etc.) and monitor and review the care plans. Most social 
workers in mental health services are also Approved Mental 
Health Professionals. They are responsible for the oversight and 
management of all Mental Health Act assessment requests. 
Essentially, the SW is a main resource in mental health care 
planning, offering support and monitoring for the patient and 
staff. Some SWs are trained in Early Warning Signs, Behavioural 
Family Therapy and Dialectical Behavioural Therapy. SWs assist 
people to access supportive and preventative services and can 
be involved in instigating Safeguarding in Adults and Children, 
if a risk is identified. 

Mina Ali 

Care Co-ordinator
People accessing mental health services often see a variety of 
different healthcare professionals.  The Care Co-ordinator is 
likely to be one of these professionals. They act as a single point 
of contact for the client. Care Co-ordinators are sometimes 
referred to as Case Managers or Keyworkers. They are involved 
in drawing up a care plan for the client, taking into account the 
variety of services required to meet the client’s needs.

Andy Down

Approved  
Mental Health Professional (AMHP)
AMHPs are mental health professionals who are approved by 
a Local Authority to carry out certain duties under the Mental 
Health Act. In short, they are responsible for co-ordinating 

assessments and admissions to hospital for people who are 
sectioned under the Act. During their day to day duties AMHPs 
cover a variety of tasks to ensure the safety and wellbeing of 
the patient, as well as others around them. They will arrange 
for two relevant doctors to attend assessments of the patient in 
question, informing and or consulting with the nearest relative 
as defined by the Mental Health Act. Preferably one doctor will 
have had acquaintance with the patient before. In addition to 
this, they also arrange for the patient to be interviewed in a 
manner suitable. This may include finding an interpreter, signer 
or an advocate to ensure the smooth running of the interview. 

During their time with the patient, the AMHP will seek out the 
least restrictive options of care. This may include the patient 
receiving treatment at home rather than being detained or 
being admitted as an informal patient to hospital. If detention 
under the Mental Health Act is not required, then they will 
arrange for an alternative care plan to be instigated. Before 
arriving at the hospital with the patient, the AMHP will write up 
a report on the patient to ensure the smooth handing over and 
safety of everyone. 

AMHPs can also be social supervisors for people on conditional 
discharge from section 37 of the Mental Health Act. These 
patients are restricted and therefore the AMHP must write 
regular reports to the Home Office informing them of what is 
going on. 

Mina Ali, Elizabeth Coombs

Psychologist 
Clinical psychologists integrate multi-modal psychological 
research, evidence and theory to inform their practice.  
The breadth of their expertise in human experience and 
dynamics, equips them to assess and treat both common and 
complex presentations, support colleagues and address team, 
systemic and organisational processes. Clinical psychologists 
are less likely to use diagnostic categories to classify a person’s 
problems, as these methods are increasingly considered to 
be simplistic. Instead, they develop a detailed bio-psycho-
social understanding of a person’s difficulties using a process 
known as formulation. During this they identify in detail, the 
contributing and maintenance factors that are unique to the 
individual. As clinical psychologists are trained in a range of 
psychological approaches, therapeutic intervention plans tend 
to be tailor made to suit individual or systemic needs. Unlike 
psychiatrists, clinical psychologists do not prescribe drug 
treatments. In addition to clinical psychologists, there are also 
applied counselling and health psychologists. They work in the 
healthcare system but have to follow a separate post graduate 
training scheme.

The terms counsellor and psychotherapist are not protected 
titles and are used interchangeably to describe a person who 
practices psychotherapy. Psychotherapy is a general term used 
to describe any method that works with mental, emotional 
or behavioural problems. Therefore, the level of training, 
experience, and skill can vary considerably between those using 
both titles of counsellor or psychotherapist. 

Dr Susie Ackner & Dr Julia Cook
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Counsellor
Counsellors come from a variety of backgrounds and have a 
shorter training than psychotherapists. Counsellors can practice 
after a diploma-level training which normally takes three years 
to complete. There are many different modalities of counselling. 
The British Association for Counselling and Psychotherapy 
website (www.bacp.co.uk) lists different theoretical 
approaches, ranging from Adlerian to trans-personal. Both 
counsellors and psychotherapists aim to bring about personal 
change and alleviate emotional distress.

Occupational Therapist (OT)
Occupational Therapy is concerned with an individual’s 
engagement in activities or occupation. When a person comes 
to hospital, an OT will review their needs. If occupational needs 
are identified the OT will meet with them to discuss how best 
to improve them. After this discussion, the patient will then set 
goals with the support of the OT, which are regularly reviewed. 
“Occupation” as a term itself, refers to practical and purposeful 
activities that allow people to live independently and have a 
sense of identity. This could be essential day-to-day tasks such 
as self-care, work or leisure.

In the community, an OT can be invaluable in aiding a 
client’s recovery and in preventing deterioration. Appropriate 
OT support can facilitate a smoother and more successful 
discharge from inpatient services. 

Occupational Therapists work with other professionals as part 
of a team. They may enlist the skills of OT clinical support 
workers to support clients in their recovery.

Support Time  
and Recovery Worker (STaR)
Support Time and Recovery Workers support individuals in 
their recovery. They frequently offer their time to help develop 
strategies for completing recovery and to regain independence. 
For example, they will support with housing issues, attending 
vocational services, social activities, a college course and 
doctor’s appointments.

Simon Smart

Speech and Language Therapist (SaLT)
Speech and Language Therapists are members of the Allied 
Health Professions. They are state registered with the Royal 
College of Speech & Language Therapists and the Health and 
Care Professions Council, following a three/four-year degree 
course. Their role is varied working in a variety of different 
settings including acute hospitals, children’s services and the 
community. They have two distinct areas of work, the more 
obvious role of assistance with communication skills, but also  
in the area of eating, drinking and swallowing difficulties.

Within mental health services, speech and language therapists 
work as part of the multi-disciplinary team. They offer support 
and advice to colleagues, patients and carers regarding their 
understanding of verbal and non-verbal information and the 
ability to express thoughts, needs and wishes. 

Speech & Language Therapists provide strategies to help 
overcome the reduction or loss of communication skills. This 
includes the use of non-verbal techniques such as photos, 
graphics, gestures and objects.

Many patients, for example those with dementia, develop 
problems with eating, drinking and swallowing leading to a 
reduction in independence and an increased risk of choking 
and aspiration. Assessment, advice and support is key for the 
Specialist Speech and Language Therapy Team in reducing 
risks and ensuring mealtimes that are routinely provided are as 
pleasant as possible. This is done in conjunction with training 
for professional and family carers to ensure the best practice. 

Anne Hancox

Non-Medical Prescriber (NMP)
A non-medical prescriber is an individual from an approved 
professional group who, subject to successful completion of an 
approved training programme, is qualified to prescribe within 
the area of their clinical expertise.  

NMPs are commonly nurses, but can also be pharmacists 
or other health professionals, such as chiropodists and 
physiotherapists. In mental health, NMPs are of particular 
benefit as they often have an established therapeutic 
relationship with the individual and empower them to make 
informed choices. 

Andy Down 

Independent Mental Health  
Advocates (IMHA) 
Independent Mental Health Advocates were introduced into 
the Mental Health Act 2007 as a statutory right for people 
detained under the Act. Patients have the right to be provided 
with support by an Advocate. The IMHA will provide the patient 
with information on their rights, medication and any restrictions 
or conditions to which they are subject. They provide an 
additional safeguard for patients who are subject to the Mental 
Health Act.

The IMHA is a specialist advocate who will have appropriate 
training and experience to carry out the role. It is a service 
which is independent of the NHS.

Independent  
Mental Capacity Advocate (IMCA) 
In 2007, the Mental Capacity Act 2005 came into force.  
This set out the legal rights for supporting and protecting 
vulnerable people who are unable to make their own decisions. 
As part of this legislation the IMCA service was created to 
safeguard the rights of individuals who were assessed as 
lacking the capacity to make decisions in relation to serious 
medical treatments or changes of accommodation. The Act 
was further amended in 2009 to include support in relation to 
Deprivation of Liberty Safeguards.

The IMCA is a specialist advocate who will have appropriate 
training and experience to carry out the role.
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Patient, Service-User, Client
The single most important person in any episode of healthcare 
is the one for who care is provided. This person is the patient. 
However, the term ‘patient’ carries negative connotations of 
infirmity, aberration or some defect. This focuses the attention 
on an isolated problem, rather seeing the person as a thinking, 
feeling human who is likely to have opinions on their condition 
and the nature of their treatment. In addition, it provides a 
label (potentially carried for the person’s entire life) that implies 
continued illness and unfitness, whether it be physical or 
psychological. Most mental health patients however, will spend 
the majority of their lives entirely fit and be able to live, work 
and interact in the same way as those mentally well.  As such, 
in mental health services, it is common to refer to patients as 
clients or, simply service-users.

If you have worked in a community pharmacy setting you will 
be familiar with the concept of your patient being a customer. 
The success of a pharmacy business is dependent on customers 
using and returning to use the business in the future. This in 
turn depends on the customers feeling they have received a 
good service that is effective, efficient, professional, polite and 
respectful. It would be beneficial to the delivery of healthcare 
services generally if we all viewed the relationships and 
interactions we have with our patients in the same light. This 
is particularly true as we enter a situation where patients have 
greater freedom to choose who provides their healthcare.

Andy Down

The Community  
Mental Health Team (CMHT)
It is expected that a CMHT would provide a broad range of 
functions, generally to include services for the full range of 
mental health problems; age limits to be determined in line 
with locally agreed protocols for transitions from adolescent to 
adult and adult to older adult services.

The CMHT provides help for two groups of people:

• Most patients treated by the CMHT will have time limited 
disorders. This means they can be referred back to their GPs 
after a period of weeks or months, when their condition has 
improved.

• A substantial minority, however, will remain with the team 
for ongoing treatment, care and monitoring for periods of 
several years. They will include people needing ongoing 
specialist care for

− Severe and persistent mental disorders associated with 
significant disability, predominantly psychoses such as 
schizophrenia and bipolar disorder.

− Longer term disorders of lesser severity, but which are 
characterised by poor treatment adherence requiring 
proactive follow up.

− Any disorder where there is significant risk of self-
harm or harm to others (e.g. acute depression) or 
where the level of support required exceeds that 
which a primary care team could offer (e.g. chronic 
anorexia nervosa).

− Disorders requiring skilled or intensive treatments not 
available in primary care.

− Complex problems of management and engagement 
such as presented by patients requiring interventions 
under the Mental Health Act, except where these 
have been accepted by an assertive outreach team.

The role of the CMHT can be varied but will mainly consist 
on giving advice and providing treatment. Throughout the 
day, they will advise on the management of mental health 
conditions particularly in primary care to enable appropriate 
referrals to occur. Additionally, they will provide care and 
treatment for each group listed above, making sure their needs 
and wellbeing is covered. 

In some areas, the CMHT might only do a small selection of 
these roles. This is because other teams such as the Primary 
Care Liaison Team and Rehabilitation and Recovery team 
already provide the advice or treatment. For other areas the 
CMHT covers all areas often designating sub teams to help 
coordinate recovery and help

Graham Alexander

Crisis Resolution and  
Home Treatment Services (CRHT)
The CRHT exists to provide treatment for people who are 
acutely mentally ill, in their own home, as an alternative 
to hospital admission or to facilitate early discharge from 
admission. It is important to note that a hospital admission can 
be a profoundly disturbing event and can take an individual 
some time to come to terms with. 

CRHT teams are usually designed to cover a specific 
geographical area. Their services are available for anyone 
experiencing a crisis which may be related to a mental health 
issue.

Early Intervention Service (EIS)
Early Intervention Services address the needs of (usually) young 
people who have recently experienced a first episode of mental 
disorder (frequently bipolar affective disorder or psychosis). 
Support is also available for the family and friends of the young 
person affected. 

The service works closely with a variety of other agencies 
including: primary and secondary care, child and adolescent 
mental health services, education, housing, criminal justice, 
vocational, advice and advocacy services.

The EIS aims to assist individuals and their families in coping 
with the experience of the disorder, to promote optimal 
recovery and to prevent further episodes of illness. The focus 
for EIS is to help individuals to determine their goals and 
direction whilst identifying the support needed to enable 
this. To achieve this, EIS liaises with employment, health and 
community and education support agencies.
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Question 2: 

Consider the following potential media headlines:

a) ‘Paranoid schizophrenic released into the community’            

b) ‘Patient discharged to primary care’

What are the differences?  

What images or impressions do they create?

What are your feelings?  

How would you feel if the person (in either headline) ended up living next door to you?

Other specialist services
A range of other specialist services and teams are likely to be 
available within the context of mental health services including: 

• Child and Adolescent Mental Health Services (CAMHS) 
dealing specifically with younger patients 

• Substance Misuse Services

• Eating Disorders Services

• Recovery and Rehabilitation Services, and many more.

• Mother and Baby

• Perinatal Services

• Forensic psychiatry - working with people whose mental 
health disorders have resulted in legal action being taken 
against them.

The existence of these specialist teams is, somewhat, governed 
by local need (e.g. a forensic psychiatric unit might provide a 
service for a region rather than just a county or single trust) 
and by the skills of staff within the existing service structure. It 
is unlikely that any two trusts will be structured in exactly the 
same way.
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Task 2:  

Arrange to spend time during your placement with a member of staff from a discipline different to your own.  
(Refer to Task 22 and the Placement Structure section – Appendices 1A, 1B and 1C, pages 90-99)

Write a reflective review of the time you have spent with the member of staff. 

What have you learnt? 

What did you want to gain from this task? 

What surprised you? 

Is there anything else that you would like to know? 

How can you apply what you have learned to your practise?
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The MHA represents the current legislation concerning all aspects of treatment for mental disorders and applies to England 
and Wales. Scotland and Northern Ireland have their own working regulations. It has a code of practice that all pharmacists 
working in mental health should be aware of.

The Mental Health Act itself is divided in to ten parts:

Part I  Application of the Act

Part II Compulsory Admission to Hospital and Guardianship

Part III Patients Concerned in Criminal Proceedings or Under Sentence

Part IV Consent to Treatment

Part IVA Treatment of community patients not recalled to hospital

Part V Mental Health Review Tribunals

Part VI Removal and Return of Patients within United Kingdom, etc.

Part VII Management of Property and Affairs of Patients

Part VIII Miscellaneous Functions of Local Authorities and the Secretary of State

Part IX  Offences

Part X  Miscellaneous and Supplementary
 
Parts II, III, IV and IVA are clearly very relevant to pharmacists. Parts II and III contain the type of detention power to which a 
patient is subject, parts IV and IVa specifically relate to medication. There is a role for pharmacists working in mental health to 
act as a Second Opinion Consultee. Pharmacists need to be aware of the legal documents that need to be in place and their 
correctness when part IV of the Act applies.

The Mental Health Act

Mental Health Act 1983 – Parts of the Act 

Mental Health Legislation
The Mental Health Act (MHA) 1983, amended in 2007, is 
the law which sets out when a person can be admitted 
to hospital for treatment of a mental disorder. Is also 
includes when a person can be detained or treated in 
hospital against their wish. This is only done if they are 
putting their own or someone else’s safety at risk and 
they have a mental disorder. It is possible for a person to 
voluntarily enter hospital for psychiatric care.

The Mental Health Act has a number of different sections 
outlining what to do with mentally ill patients. It is used 
throughout England and Wales. The Act is frequently utilised 

for detaining people with mental health problems to help them 
recover and is commonly referred to as being ‘sectioned’. 

The MHA works in tandem with several different Acts, notably 
the Mental Capacity Act 2005, the Human Rights Act 1998 
(HRA) and the Care Act 2014. For example, treatment provided 
to patients without their consent breaches Article 8 of the HRA 
and can be considered a breach of Article 3, if it is not done in 
accordance with the MHA.

Summarised below are the common sections that you 
may come across during any placement in a mental health 
environment.
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Part II  

Compulsory Admission  
to Hospital and Guardianship

Section 2 

Admission for assessment

Admission to and detention of patient in hospital for 
assessment and treatment, lasts for up to 28 days and includes 
provision for enforced treatment. This section cannot be 
renewed.

Section 3 

Admission for treatment

Admission to and detention of a patient in hospital for 
“appropriate” treatment which initially lasts for up to 6 months 
and can be renewed for up to a year at a time.

To start one of these sections, two medical opinions are 
required as well as an assessment by an Approved Mental 
Health Professional (specially qualified social worker or 
nurse). In practice, the sectioning doctors will often be the 
patient’s GP and the other, a consultant psychiatrist. As a 
minimum requirement, one of the doctors must be competent 
in psychiatry to the level of being ‘Section 12 approved’. 
This means they are recognised and registered as a medical 
practitioner with special experience in the diagnosis and 
treatment of mental disorders.

Section 4 

Admission for assessment  
in cases of emergency

Lasts for up to 72 hours and may be actioned with one medical  
recommendation alone e.g. GP.  

It can be converted to a section 2 when another doctor 
provides another medical recommendation supporting the 
detention. The Act does not provide power to treat against 
someone’s will under this section

Note: the application for ‘sectioning’ may be made by a 
relative, but this is extremely rare.

Section 5 
Section 5 of the Act has two key sections that apply to patients 
admitted on an informal basis. Section 5 (2) allows a doctor 
(can be junior doctor but not an F1) to detain an informal 
patient for up to 72 hours. The other Section 5 (4), allows a 
suitably qualified nurse (RMN) to detain an informal patient for 
up to 6 hours. 

The Act does not provide the power to treat against someone’s 
will under these sections.  

Part III  

Patients Concerned in Criminal 
Proceedings or Under Sentence

For specific details of these sections of the Mental Health Act 
which relate to forensic psychiatry please see the Forensics 
chapter, later in this workbook. 

Part IV  

Consent to Treatment 

This is a very important part of the Act for pharmacists as it 
covers the circumstances and the documents pertaining to 
legally enforceable treatment. Electroconvulsive therapy (ECT) 
is also covered under this part of the Act. It is easier to start 
by recognising those sections and circumstances to which part 
IV does not apply. This includes circumstances where patients 
may not have medication for their mental health condition 
administered against their will. 

Part IV does not apply to:

• Voluntary (informal) patients.

• Those detained under sections 4, 5(2) or 5(4).

• Patients managed in the community either under 
guardianship orders or a Community Treatment Order.

• Patients on remand, or conditionally discharged (see 
Forensic chapter).

• Patients detained under miscellaneous provisions (sections 
135 or 136 – see below). 

The next key component of this part of the Act is the 
documentation forms relating to medication continuing under 
detention beyond 3 months. At this point in time one of two 
forms needs to be completed:

• T2 Form:  
If the patient understands and accepts their treatment 
the Responsible Clinician (usually consultant psychiatrist) 
will complete a form T2. This should clearly identify the 
medicines and regimens the patient is taking or may 
take as part of an agreed treatment plan for the purpose 
of managing the mental health disorder. T2 violations 
occur if medications or doses (BNF max is always the 
default standard) are prescribed that fall outside of the T2 
specifications. In such circumstances, the whole of the  
T2 must be re-completed.

• T3 Form:  
If the patient is not able to understand the nature or 
purpose of the treatment (i.e. lacks capacity) or would not 
freely take medication then a T3 is completed. In these 
circumstances a Second Opinion Appointed Doctor (SOAD) 
must be involved to formally authorise the treatment plan. 
A SOAD will review the treatment, interview the client, and 
discuss treatment with the primary nurse and one other 
professional who is NOT a doctor or nurse, but is involved in 
the patient’s overall care. This is where a pharmacist may be 
formally called to comment on a patient’s treatment plan. 
It is expected that the statutory consultee will have been 
involved in the patient’s care. 
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Like the T2, the T3 will list the medicines that may be lawfully 
administered for mental health purposes. Pharmacists need to 
be vigilant for any T2 or T3 violations that may subsequently 
arise as its administration is unlawful and poses a litigation risk 
to the healthcare organisation.

Section 62 

Urgent Treatment

Section 62 powers are used when there is a delay in getting 
the second opinion and interruption to treatment would cause 
harm to the patient. It allows for emergency treatment to be 
given to any detained patient when it is:

• immediately necessary to save the patient’s life;

• which (not being irreversible) is immediately necessary to 
prevent a serious deterioration of his condition; or

• which (not being irreversible or hazardous) is immediately 
necessary to alleviate serious suffering by the patient; or

• which (not being irreversible or hazardous) is immediately 
necessary and represents the minimum interference 
necessary to prevent the patient from behaving violently or 
being a danger to himself or to others.

Part IVA  

Treatment of community patients not 
recalled to hospital

Community Treatment Orders (CTOs) are detention powers 
in the community. They may be applied to patients who have 
been detained in hospital under section 3 and who no longer 
need treatment in hospital but who do need continuing 
detention powers. Medical treatment cannot be enforced in 
the community in the way that treatment under sections 2 and 
3 can be. A patient can be recalled to hospital if their mental 
health deteriorates and the patient can go immediately back on 
to section 3 without the need for a full application.  

Part X  

Miscellaneous and Supplementary

Section 135 

Warrant to search for and remove patients

Allows the police to access a property where a patient may be 
in danger due to self-neglect or other vulnerability and remove 
them to a place of safety. As the patient may be already known 
to services their place of safety may be a direct inpatient 
admission.

Section 136 

Mentally disordered persons  
found in public places

Allows the police to remove to a place of safety any person 
suspected of having a mental disorder from a public place. 
A ‘place of safety’ may be a custody suite, someone’s home, 
A&E or a purpose built area close to a psychiatric hospital. 
Many Trusts may have a purpose-built section 136 suite which 
provides an appropriate environment in which to conduct a 
fuller mental health assessment. 

Other Sections of Interest

Section 17 

Leave of absence from hospital

Whilst detained under section, a person can be permitted leave 
from the ward or unit, under specified circumstances. Section 
17 leave might be as little as a few minutes outside, away from 
the ward, for fresh air, or a number of days and nights at home 
to prepare a person for discharge.

Section 117 

After-care

A requirement on health and social services is to continue to 
provide services, free of charge, to people who have been 
discharged following detention under Sections 3 or 37 or are 
on a CTO (treatment sections). This is to provide the treatment 
required as a result of the mental disorder. S117 entitlement is 
discharged when the person has no requirement for treatment 
or services for a mental disorder. For this to happen it must be 
agreed by both health and social care services.  

Andy Down, Helen Reynolds and Alan Pollard
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The Mental Capacity Act (MCA) 2005 came into force 
in October 2007. It protects people over the age of 16 
living in England and Wales who cannot make decisions 
for themselves for any reason. This statutory framework 
provides clear guidelines for carers and professionals 
about who can take decisions in which situations.

5 principles underpin the Act:

• Presumption of capacity – every adult has the right to make 
his or her own decisions and must be assumed to have 
capacity to do so unless it is proved otherwise.

• The right for individuals to be supported to make their 
own decisions – people must be given all appropriate help 
before anyone concludes that they cannot make their own 
decisions.

• Individuals must retain the right to make what might be 
seen as eccentric or unwise decisions.

• Best interests – anything done for, or on behalf of people 
without capacity must be in their best interests.

• Least restrictive intervention – anything done for, or on 
behalf of people without capacity should be the least 
restrictive of their basic rights and freedoms.

What is Capacity?
Capacity is the ability to make a specific decision. It will vary 
according to the complexity of the decision and the individual’s 
circumstances and can also vary over time. For example, a 
person may be able to choose what clothes to wear, but not 
know how to look after their money; they may be able to make 
decisions in the morning, but not when they are tired; or they 
may have good days when they can make decisions and bad 
days when they can’t.

Assessing Capacity
The Mental Capacity Act sets out a two-stage test of capacity:

• First, one should consider whether the person under 
assessment has an impairment, or a disturbance in the 
functioning of their mind or brain.

• Secondly, one should decide whether this impairment or 
disturbance will affect the person being able to make a 
specific decision when this is required of them.

In order to determine whether someone has capacity to make a 
specific decision, the following should be ascertained:

• Do they understand the information necessary to make the 
decision?

• Can they retain the information long enough to make the 
decision?

• Can they weigh up the information to make the decision?

• Can they communicate their decision?

If the answer to any of these questions is “No”, the person 
does not have capacity for that decision and it will have to 
be taken by others in the person’s best interest. If this formal 

capacity assessment is not carried out then the person must be 
assumed to have capacity to make the decision in question.

Making a capacity assessment is specific to the specific decision 
and the time at which it is made. Capacity assessments must 
therefore be repeated as appropriate for particular decisions. It 
is not permissible to label someone as ‘incapable’ as a result of 
a particular diagnosis. Section 2 of the Act makes it clear that 
a lack of capacity cannot be established merely by reference 
to a person’s age, appearance, or any condition or aspect of a 
person’s behaviour which might lead others to make unjustified 
assumptions about capacity. 

Best Interests 
An act done, or decision made for, or on behalf of, a person 
who lacks capacity must be in that person’s best interests. 
There is a checklist of factors contained within the Act that 
those making capacity decisions must work through in deciding 
what is in a person’s best interests. People are able to put their 
wishes and feelings into a written statement if they so wish, 
which must also be considered. In addition, people involved 
in caring for the person lacking capacity gain a right to be 
consulted concerning that person’s best interests. 

The Act deals with two situations where a designated decision-
maker can act on behalf of someone who lacks capacity: 

1. Lasting Powers of Attorney (LPAs)

 The Act allows a person to appoint an attorney to act on 
their behalf if they should lose capacity in the future. This 
is like the Enduring Power of Attorney (EPA) in relation 
to property and affairs, but the Act also allows people to 
empower an attorney to make health and welfare decisions. 
Before it can be used, an LPA must be registered with the 
Office of the Public Guardian.

2. Court Appointed Deputies 

 The Act provides for a system of court appointed deputies. 
Deputies can be appointed to take decisions on welfare, 
healthcare and financial matters as authorised by the new 
Court of Protection, but are not able to refuse consent to 
life-sustaining treatment. They will only be appointed if the 
Court cannot make a one-off decision to resolve the issues. 

Independent  
Mental Capacity Advocates (IMCAs)
This is a type of advocate created by the Act who will be 
involved in certain decisions for people who do not have 
capacity. When a service user has been assessed as not having 
capacity to make a decision about serious medical treatment 
or a change of home (including coming to hospital for at least 
28 days) and they do not have friends, family or unpaid carers 
to be consulted, then an IMCA must be consulted. An IMCA 
can also be used when a person without capacity is having 
their residential placement reviewed, or when there is an adult 
protection concern about somebody and either the subject or 
the alleged perpetrator is assessed as not having capacity.

The Mental Capacity Act
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“There are four main types of 
symptoms of schizophrenia 

covering hallucinations, delusions, 
movement and speech.“
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Schizophrenia is a major psychiatric disorder, or cluster 
of disorders, characterised by psychotic symptoms that 
alter a person’s perceptions, thoughts, affect (mood) 
and behaviour. Literally, the term means ‘splitting of 
the mind’, but contrary to popular belief, this relates to 
a splitting of functions and removal from reality rather 
than a split personality.

Symptoms of schizophrenia can be divided into two categories:

• Positive symptoms (things added to a patient’s previous 
state) including hallucinations, delusions, disordered thinking 
and a changed reality.

• Negative symptoms (the loss of key skills and expression) 
including apathy, slowness, lack of drive and social 
withdrawal.

Accepting a mental illness as severe as schizophrenia is 
sometimes difficult for individuals who are faced with the 
symptoms. The stigma associated with schizophrenia can 
be severe, and acceptance of the diagnosis and subsequent 
treatment can be very challenging.

The two most widely used systems for diagnosing mental 
disorder, DSM-5 and ICD-10 (see Introduction to Mental 
Health), list a set of symptoms and duration of symptoms for a 
diagnosis of schizophrenia. An acute episode of schizophrenia 
frequently involves hallucinations, ideas of reference (see 
below), flat affect (mood), disordered thinking and lack of 
insight. However, the chronic syndrome tends to be associated 
with mainly negative symptoms, such as sociall withdrawal, 
apathy and underactivity.

Symptoms of Schizophrenia
There are four main types of symptoms of schizophrenia 
covering hallucinations, delusions, movement and speech. 
Other symptoms not listed in these categories include 
flattened or incongruous mood (e.g. laughing at the death of 
a loved one), poor self-care, social withdrawal, anergia and 
unconventional social behaviours.  

Hallucinations
These symptoms are primarily auditory including hearing 
noises and music. The most common involve voices which 
can provide a running commentary to the patient. Other types 
of hallucination include visual (seeing things that are not 
there), olfactory (smells), tactile (involving the sense of touch), 
gustatory (relating to taste) and somatic (perception of a 
physical experience within the body).

Delusions
These symptoms vary in type and content. Persecutory 
delusions are common and of particular importance in paranoid 
schizophrenia. Ideas of reference are a type of delusion 
whereby the patient believes that something (e.g. a radio 
programme, magazine article etc.) relates to them when in fact 
it does not. Delusions can also involve an element of control for 
example a patient being controlled by an external force. 

Movement
Movement in a patient with schizophrenia is also affected, as 
well as being a side-effect of antipsychotic medication. Unusual 
posturing and mannerisms can occur including waxy flexibility 
(also called ‘catalepsy’). This is where a person can maintain 
a fixed posture for an extended time irrespective of outside 
stimuli. Additionally, dyskinesias can occur where the patient 
has difficulty in performing voluntary movements or preventing 
involuntary movements, e.g. tics, spasms etc.

Speech
Speech can be affected as well, making discussion and 
assessment difficult. The term ‘neologism’ is used to describe 
when a patient creates new words and is often found in 
patients with schizophrenia. Words can be disordered or 
rambling and can suddenly stop mid-sentence (called blunting). 
It can jump seemingly randomly, from topic to topic with a 
‘flight of ideas.’

Prevalence and Prognosis
The point prevalence of schizophrenia is 0.25-0.53%, with an 
incidence 0.16 – 1 per 1000 people per year. It has an onset 
between the ages of 15 and 45, peaking in the 20’s. It has a  
varied and unpredictable course and prognosis. A number of  
factors can contribute to the aetiology of schizophrenia – 
genetics, environment, structural brain changes, neurochemical 
and social factors.

Good prognostic indicators include being in a stable 
relationship, employment, a sudden onset of symptoms and 
prominent paranoid or affective (mood) symptoms. Conversely, 
factors that are associated with a poorer prognosis include a 
poor work record, social isolation, negative symptoms, young 
age of onset, prolonged episodes and being male!

Pharmacology
Dopamine is the neurotransmitter most implicated in 
schizophrenia. This stems from the fact that antipsychotic 
drugs are dopamine receptor antagonists and their affinity at 
dopamine D2 receptors is the property that correlates best with 
their clinical activity. Serotonin (5-HT) also plays a part and it 
is apparent that 5-HT2A receptor antagonism may contribute 
to the atypical profile of some antipsychotics. A range of other 
transmitters may also be involved, including glutamate and 
gamma-aminobutyric acid (GABA).

Treatment
Antipsychotics are used to treat schizophrenia. Traditionally 
they are divided into two groups:

Typical (or conventional or 1st generation). These include 
older drugs such as phenothiazines (e.g. chlorpromazine, 
fluphenazine, trifluoperazine), Butyrophenones (e.g. 
haloperidol), Diphenylbutylpiperidines, Thioxanthines and 
Substituted Benzamides.

Schizophrenia
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Atypical Antipsychotics. These are sometimes referred to as 
2nd generation and include newer drugs such as amisulpride, 
aripiprazole, clozapine, lurasidone, olanzapine, paliperidone, 
quetiapine and risperidone. 

Side-effects
The side-effect profiles of the antipsychotics are varied, but the 
typical antipsychotics are generally associated with a greater risk 
of causing extra-pyramidal side-effects (EPSE’s – see below) and 
antimuscarinic side effects. Atypical agents are more commonly 
linked with a metabolic syndrome, which includes weight gain, 
raised blood glucose, raised blood pressure and abnormal lipid 
levels. Other important side-effects include sexual dysfunction 
(which affects roughly 50% of patients taking an antipsychotic 
agent) and cardiovascular effects including QTc prolongation, 
postural hypotension and sedation.

‘NICE Clinical Guideline 178 Psychosis and schizophrenia in 
adults: prevention and management. 

These guidelines state that:

For people with newly diagnosed schizophrenia, an acute 
exacerbation or recurrence of schizophrenia, offer oral 
antipsychotic medication. Provide information and discuss the 
benefits and side-effect profile of each drug with the service 
user. The choice of drug should be made by the service user 
and healthcare professional together, considering:

• The relative potential of individual antipsychotic drugs to 
cause extrapyramidal side-effects (including akathisia), 
metabolic side-effects (including weight gain) and other side 
effects (including unpleasant subjective experiences).

• The views of the carer where the service user agrees.

• It is advised that a trial of the medication at optimum doses 
for 4 to 6 weeks be given. The use of regular combined 
antipsychotic medication should not be routinely used, 
except for short periods (for example, when changing 
medication).

EPSE

PSEUDO -PARKINSONISM

• Tremor, rigidity, slowed movement and thought etc.

• Can be mistaken for depression or negative symptoms.

• Occurs days to weeks after starting antipsychotics.

• Treat by reducing or changing the medicine; short-term 
anticholinergics can help.

• Most common in adults and elderly.

AK ATHIS IA

• Fidgety movements, subjective restlessness – 
 can involve rocking from foot-to-foot, pacing.

• Often mistaken for agitation.

• Occurs within hours to weeks of starting antipsychotics.

• Treat by reducing or changing the antipsychotic.  
A beta-blocker might help, but anticholinergics such as 
procyclidine can worsen (even cause) the problem.

DYSTONIA

• Uncontrolled muscular spasm, 
often involving head, neck or 
eyes (oculogyric crisis)

• Can be painful and frightening, 
and hinder speech and 
swallowing.

• Occurs within hours  
of starting antipsychotics.

• Anticholinergics can help, but 
consider route if swallowing is 
affected.

• More common in children and 
young people

TARDIVE DYSK INESIA

• Abnormal movements, 
including lip-smacking, 
tongue waving etc.

• Can cause problems with 
eating, speaking and 
breathing.

• Occurs months to years after 
starting an antipsychotic and 
is irreversible in 50% cases.

• Treat by reducing or 
changing the drug. Do not 
use anticholinergics.
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Clozapine
Clozapine is an atypical antipsychotic licensed for schizophrenia 
in patients unresponsive to, or intolerant of, conventional 
antipsychotics (treatment resistant). However, it is associated 
with several side-effects and of particular concern is 
neutropenia and agranulocytosis (a reduction in the number 
of white blood cells impairing in the body’s ability to fight 
infection). This is a rare reaction that can be fatal. It is not 
dose related and cannot be predicted but is thought most 
likely to occur in the first few months of treatment. Clozapine 
can only be prescribed and supplied by doctors, pharmacists 
and pharmacies registered with the manufacturer’s patient 
monitoring service. In order to receive clozapine a patient must 
have regular blood tests.

NICE states that it should be offered to patients if symptoms 
have not responded adequately to the use of at least two 
different antipsychotics. One of these should be a non-
clozapine second-generation antipsychotic. Patients on 
clozapine must be registered with an approved clozapine 
monitoring service and have regular blood tests due to the 
risk of neutropenia and potentially fatal agranulocytosis. If 
symptoms do not respond adequately to an optimised dose of 
clozapine after a sufficient trial period, a second antipsychotic 
can be prescribed to augment it. If augmentation is required 
then a drug that does not potentiate the common side effects 
of clozapine should be tried.

Depot/long-acting injections
These are usually given every 1 to 4 weeks depending on the 
drug used and are useful to aid adherence, if a patient lacks 
insight, or if patients want to avoid the stigma of being seen 
to take regular, frequent oral medication. NICE states that they 
should be considered when service users would prefer this 
after an acute episode or when there is identified risk of non-
compliance with oral medication. 

Non-pharmacological treatments
Psychological interventions used for patients with schizophrenia 
include cognitive behavioural therapy (CBT), family intervention 
and arts therapies.

Sue Horton, Andy Down
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“1 in 4-5 people with schizophrenia 
recover completely. 3 out of 5 people 

with schizophrenia will be helped or 
get better with treatment.”
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Question 3:  

List the patient related factors that must be considered when initiating a depot/long acting injectable antipsychotic 
agent. 

List the advantages and disadvantages of depot/long acting injections over oral antipsychotic therapy.

Question 4:  

Which types of EPSE are anticholinergic medicines not appropriate for and how would you manage these?

Task 3:  

Complete a medication history for a patient with schizophrenia.
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“An episode of depression serious enough to require 
treatment occurs in about one in four women and 

in one in ten men at some point in their lives.“
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In Western Europe depression affects between 5 and 
10 per cent of the population and it is currently ranked 
as the third leading contributor to the global burden of 
disease. 

An episode of depression serious enough to require treatment 
occurs in about one in four women and in one in ten men at 
some point in their lives. About two-thirds of adults will, at 
some time, experience depressed mood of sufficient severity to 
interfere with their normal activities. 

Depression is a broad and heterogeneous disease. Central to a 
diagnosis of depression is a low mood and/or loss of pleasure 
in most activities (anhedonia). The severity of the disorder is 
determined by the number and severity of symptoms, as well as 
the degree of functional impairment. 

A formal diagnosis, using the ICD-10 classification system, 
requires at least four out of ten depressive symptoms.

Challenges in diagnosis
A diagnosis of depression is often based on the presentation 
of psychological symptoms, however in some patients the 
presentation can be primarily somatic (physical in presentation) 
which can include aches and pains, and a lack of energy. 
Patients and healthcare professionals can often attribute these 
symptoms to an underlying physical illness. 

Cultural factors can also lead to difficulties in diagnosing 
depression as some cultures consider seeking help from 
a healthcare professional for management of depression 
unacceptable. It is therefore more common for these 
populations to present with somatic symptoms, which may be 
viewed in some cultures as a more appropriate reason to visit a 
healthcare professional for help.

Key Symptoms Ancillary Symptoms

Depressed mood 

Lack of energy 

Anhedonia

Reduced concentration and attention

Reduced self-esteem and self-confidence

Ideas of guilt and unworthiness

Bleak or pessimistic views of the future

Ideas or acts of self-harm or suicide

Disturbed sleep

Diminished appetite

Table 3. Symptoms of depression

Severity Ancillary Symptoms

Mild depression A total of 4 symptoms must be present of which at least 2 must be key symptoms

Moderate depression A total of 6 symptoms must be present of which 2 must be key with at least 3 and preferably 
4 of the other symptoms

Severe depression A minimum of 7 symptoms must be present including all 3 key symptoms with at least 4 of 
the ancillary symptoms, some of which should be of severe intensity

Table 4.  Severity of Depression and Symptoms

Depression
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The goals of antidepressant therapy within depression include:

• Effective treatment must be provided early to reduce 
mortality and risk.

• The aim is to return the patient to an asymptomatic or 
premorbid state.

• To restore normal functioning.

• To prevent or reduce the risk of recurrence.

• To reduce social isolation.

However, can an antidepressant medication achieve all of the 
above?

Treatment with antidepressants can be divided into three 
phases comprising of acute, continuation and prophylaxis.

Acute Phase
Clinical trials indicate that about three quarters of patients 
with depression will respond to acute treatment with an 
antidepressant, provided that an effective dose is maintained 
for an adequate period of time. This phase, therefore, involves 
achieving an effective dose and then maintaining it for at least 
6 weeks. Trials have shown that all antidepressants are equally 
effective, with no clear evidence that any one antidepressant 
or group of antidepressants is superior. This holds true both for 
the number of patients who respond and the time taken for 
the response to occur. Throughout these trials, between 70 and 
80% of patients respond to active treatment but about 30% 
will also respond to a placebo. This placebo response however, 
is rarely sustained.

Typically, there is usually a delay in the onset of response for up 
to 6 weeks, although some initial improvement may be seen 
between 2 to 4 weeks. Nevertheless, at least 6 weeks at an 
effective dose is required before deciding that the patient has 
failed to respond adequately. 

Continuous Phase
Following a response in the acute phase of treatment, the 
antidepressant should be continued at an effective dose for at 
least 6 months. Failure to achieve this greatly increases the risk 
of relapse. However, the risk of relapse is even less if treatment 
continues for a year. At the end of six months, if still symptom 
free, the patient can be considered recovered and treatment 
may be gradually withdrawn. 

Some if not all patients may experience a relapse or recurrence 
over their lifetime. There is often confusion between these 
two terms. A relapse is a re-emergence of symptoms occurring 
within a single episode of depression. Typically, a patient takes 
an antidepressant, the symptoms remit, the antidepressant is 
stopped prematurely and the symptoms return. Though this is 
the case for most a relapse may also occur during treatment. 
On the other hand a recurrence is when a new episode of 
depression occurs, following recovery from a previous episode 
and with a long symptom-free period in between. 

Prophylactic Phase
If the patient has a history of recurrent episodes, treatment 
should continue after the continuation phase. The aim is to 
prevent another episode occurring in the future. There is no 
consensus about how long to continue prophylactic treatment, 
but in one study of patients with a history of recurrent 
depression, treatment was continued for 5 years following a 
new episode and then stopped. The majority of these patients 
experienced a new episode of depression in the following 12 
months, suggesting that for this group of patients, treatment 
may need to continue indefinitely. 

During such long term or chronic treatment it is important 
that a patient’s general health is carefully monitored. Any 
deterioration may require a change of antidepressant.

Dr Andrew Campbell 

Further Reading
• Baldwin D, Mayers A. Sexual side-effects of antidepressant 

and antipsychotic drugs. Advances in psychiatric treatment 
2003, 9:202-210

• Donoghue J, Baldwin S, Karebor, Ngwerume K, Marven 
M, O’Neill E. Pharmacists can help make choice a reality for 
people with depression. Pharmaceutical Journal 2009, 282: 
717-719. 

• National Institute for Health and Clinical Excellence. 
Depression (amended). Management of depression in 
primary and secondary care. Clinical guideline 23. Available 
at www.nice.org.uk. 

• Bleakley S. The management of depression. Pharmaceutical 
Journal 2009; 282: 285. 

“Mental pain is less dramatic 
than physical pain, but it is more 
common and also more hard to 

bear. The frequent attempt to 
conceal mental pain increases  
the burden: it is easier to say  

“My tooth is aching” than to say 
“My heart is broken.“

C.S. Lewis, ‘The Problem of Pain’
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Question 5:  

All antidepressants offer effective treatment for depression, providing two conditions are met.

What are these conditions?

Question 6:  

Outline four key criteria which may be applied to the selection of an antidepressant. 

1. 

2. 

3. 

4. 
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“...when other treatments 
have not worked or when the 
condition is life-threatening.“
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Convulsive therapies were introduced in the 1930’s, under 
the erroneous belief that epilepsy and schizophrenia 
do not occur together. A number of ‘treatments’ 
subsequently developed to induce seizures in an attempt 
to improve schizophrenia, but it was discovered that the 
greatest improvements were not to be found in treating 
schizophrenia, but in severe depressive disorders.

Electroconvulsive Therapy (ECT) is a treatment that can 
be used in severe mental illness, when other treatments 
have not worked or when the condition is life-threatening. 
The treatment involves placing the patient under general 
anaesthetic and passing a small electric current across the 
patient’s brain to cause a seizure. 

“It is recommended that (ECT) is used only to 
achieve rapid and short-term improvement of 
severe symptoms after an adequate trial of other 
treatment options has proven ineffective and/or 
when the condition is considered to be potentially 
life-threatening, in individuals with:

• Severe depressive illness

• Catatonia

• A prolonged or severe manic episode”

(NICE Technology Appraisal 59, April 2003) 

Electrodes used in the procedure are placed on the scalp on 
either both sides (bilateral ECT) or one side (unilateral ECT). 
Bilateral ECT is thought to be more effective than unilateral, but 
can cause a greater amount of residual confusion. In unilateral 
ECT electrodes are placed on the non-dominant side of the 
brain, in an attempt to reduce cognitive side-effects.

Previously, ECT was used in ‘unmodified form’, meaning the 
procedure was carried out without any anaesthesia or muscle 
relaxants. It does not require a vivid imagination to work out 
why ECT would be unpleasant, very frightening and why 
it still carries a negative stigma. Modern ECT is much more 
refined, safe, humane and evidence-based, being carried out by 
specially trained staff.

A course of ECT can range from 6 to 12 sessions. Some 
patients, however, will respond to fewer sessions than these. 
ECT has also been used in a number of circumstances for 
maintenance treatment, with good effect. It can be used in an 
inpatient setting or those requiring treatment can attend as 
outpatients.

Medication used in ECT

Anaesthetics
An anaesthetic is given to make sure that the patient is asleep 
during the procedure. Two anaesthetics commonly used are 
propofol and etomidate. Propofol is the usual choice, but 
etomidate is an option that might be more appropriate for 
some people. Sometimes the anaesthetic injection can cause a 
little bit of pain when first given. If it is a particular problem it 

can be minimised using lidocaine at the same time.

General anaesthetics can alter temperature, pulse, breathing 
and blood pressure, so these must be carefully monitored at all 
times during the ECT session.

Etomidate
What is it for? Anaesthetic – for safe administration of ECT.

How is it given? Injection into a vein.

What are the side-effects? The main side-effects include 
pain on injection, hiccups, low blood pressure, changes in heart 
rate and breathing, headache, sickness and muscle twitching.

Propofol
What is it for? Anaesthetic – for safe administration of ECT.

How is it given? Injection into a vein.

What are the side-effects? The main side-effects include 
pain on injection, low blood pressure, changes in heart rate and 
breathing, headache, feeling sick and muscle twitching.

Muscle Relaxants
A muscle relaxant is given to paralyse voluntary muscle activity 
and limit the patient’s movement during the seizure. This 
is to stop them and others from being hurt by involuntary 
movements. The most common muscle relaxant normally used 
is suxamethonium.

Suxamethonium
What is it for? Muscle relaxant – to reduce the intensity of 
muscle movements during a seizure.

How is it given? Injection into a vein after anaesthesia.

What are the side-effects? During use it can alter heartbeat 
and breathing, the patient’s skin might flush, temperature 
can increase and they might produce more saliva. For a short 
while, muscles might be painful and the patient could have a 
headache, blurred vision, or feel sick. Following administration, 
muscle twitching can sometimes be observed. Apnoea (‘scoline 
apnoea’) and anaphylaxis are possible serious adverse side 
effects.

Supportive Treatment  

Atropine
What is it for? To reduce saliva or other secretions and to 
prevent the heart from beating too slowly.

How is it given? Injection, usually into a vein

What are the side-effects? Likely side-effects include dry 
mouth, dry eyes, difficulty going to the toilet, blurred vision 
and increased heart rate.

Electroconvulsive Therapy
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Effects and Side-Effects of ECT
ECT causes disorientation and memory loss. Memory loss can 
be short or, more rarely, long-term, and can be retrograde 
(failure in recalling past events) or anterograde (failure in 
processing and recalling current events). Although side-effects 
sometimes continue for a short while after the ECT session, 
they are usually only temporary. The side-effects are more than 
likely dose-related and can be influenced by the placement of 
the electrodes.

If the patient is staying on a ward then a member of staff will 
often stay with them. If they have come as an outpatient, it is 
important that someone is available to help them get home, 
because the effects of the drugs (and ECT) can continue for 
some time after the treatment session.

Medication Plan
Some medication might need to be changed around the time 
of ECT. For example, it might be necessary to miss a dose of 
an item that has the potential to alter seizure threshold or 
interact with the medication which is used as part of the ECT 
procedure. Pre-existing medication can interact with therapy in 
three principle ways:

1. interaction with medications used during the ECT procedure

2. interaction that affect the efficacy of ECT (suppressing or 
enhancing seizure activity)

3. interaction that can increase the risks associated with ECT 
(eg, increase risk of complications, such as cardiotoxicity).

It is important that patients are encouraged to discuss all of 
their medication with a pharmacist and/or doctors and seek 
advice on what to do around the time of ECT.

Pre-ECT clinics are often organised where patients and 
relatives/carers can look around the unit and ask any questions 
that they might have. 

Andy Down

Further Information
• MIND Helpline (Mon - Fri, 9.15 - 5.15): 0845 7660163 

Leaflet available online (through the Information section) via: 
www.mind.org.uk 

• Scottish ECT Accreditation Network (SEAN) 
Questions and answers leaflet available online via:  
www.sean.org.uk 
NB: Scotland has separate mental health legislation – see the 
section The Mental Health Act.

• The Royal College of Psychiatrists Leaflet available at:  
www.rcpsych.ac.uk/mentalhealthinformation.aspx 

Further Reading
1. National Institute for Clinical Excellence (2003), Technology 

Appraisal 59: Guidance on the use of electroconvulsive 
therapy, London: National Institute for Clinical Excellence.

2. National Collaborating Centre for Mental Health on behalf 
of the National Institute for Health and Clinical Excellence 
(2010), National Clinical Practice Guideline 90: Depression: 
the treatment and management of depression in adults 
(updated edition), Leicester: The British Psychological Society 
and The Royal College of Psychiatrists.

“ECT is used in current UK 
clinical practice as a treatment 

option for individuals with 
depressive illness, catatonia 

and mania.”

NICE Technology Appraisal 59, 2003
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Question 7:  

You have been asked to provide advice on the action required regarding the treatment of patients preparing for ECT.  
What would you recommend for each of the following?

1. Fluoxetine, 20mg OD

2. Paroxetine, 30 OM

3. Warfarin, according to INR

4. Olanzapine, 10mg ON

5. Zuclopenthixol decanoate, 400mg fortnightly, IM

6. Lithium, 400mg OD

7. Diazepam, 2mg TDS

8. Sodium valproate, 1000mg BD

9. Carbamazepine, 200mg BD

10. Insulin glargine, 18 units daily.

Question 8:  

ECT has been requested for a number of patients under your care; indicate whether each can or cannot receive the 
treatment or if they can following approval of a SOAD (or under section 62).

Patient

Patient Details Can Receive ECT

Detained 
under  

Section

ECT  
clinically 
indicated

Life- 
threatening 

situation

Has  
(mental) 
capacity

Gives 

consent
Yes No

Yes

SOAD

A 4 4 4 4 4

B 4 4 4 4

C 4 4 4

D 4 4 4

E 4 4 4 4

F 4 4

G 4 4 4

H 4

I 4 4 4
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Task 5: 

Document your feelings about the use of ECT in the modern treatment of mental health disorder.

Attend an ECT session, and reflect your observations below.    NB: you will need to arrange this in advance.  

What have you learned?

Has your opinion changed? If so, how and why?

Would you be happy to receive ECT (if it were necessary)?
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Task 6: 

Interview and prepare a brief report on a patient who has received ECT. Use the following points to guide your report.

Provide a brief case description

What were the indications for ECT?

What alternative therapeutic approaches had been tried?

Why had these proved ineffective or inappropriate?

What were the patient’s views about treatment?

What side-effects (if any) did the patient experience following ECT?
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“Bipolar Disorder 
...affects approximately 
1% of the population 
with roughly the same 
incidence in males and 
females.“
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Aerates, in the second century AD, first used the word 
mania to describe patients who would ‘laugh, play, dance 
night and day, and sometimes go openly in to the market 
crowned as if victors in some contest of skill’. He noted 
that later they would appear ‘torpid, dull and sorrowful.’ 
It was not until 1686 that Theophile Bonet first connected 
the two distinct ends of the mood spectrum and coined 
the term ‘manico-melancolicus’.

More recently in 1904, the German physician Emil Kraepelin 
developed a symptomatic classification for mania and 
depression, identifying over 100 sub-types of bipolar illness.

Bipolar affective disorder (BAD), formerly known as ‘manic 
depression’, is a serious, often lifelong, mental illness. It 
affects approximately 1% of the population with roughly the 
same incidence in males and females. The peak age of onset 
is 15 to 19 years of age. It is a cyclical mood disorder, with 
patients experiencing periods of abnormally elevated mood 
and depression. These can have a huge impact on the way the 
patient is able to live their life. 

Symptoms of Mania
• Elevated mood

• Racing thoughts

• Decreased need for sleep and increased activity

• Grandiose ideas and plans

• Rapid speech and pressure of speech

• Impulsiveness and risky behaviour -  
sometimes sexual or financial

• Irritability

• Sometimes there are psychotic symptoms

Symptoms of Depression
• Low mood

• Feeling hopeless and helpless

• Feelings of guilt

• Lack of enjoyment in previously pleasurable activities

• Poor sleep, usually with early morning wakening

• Suicidal thoughts

• Changes in appetite and weight

• Feeling anxious or slowed down

Current clinical practice reflects two types of bipolar disorder  
(I and II) although many additional categories are to be found in 
the literature. The DSM diagnosis of bipolar I relates to bipolar 
disorder where there has been evidence of at least one episode 
of mania. In bipolar II, mania has not occurred, but hypomania 
has. Hypomania is differentiated from mania by the fact that it 
is not severe enough to cause marked impairment of social or 
occupational functioning and/or does not require admission to 
hospital. There is recognition of subsyndromal disorders such 
as cyclothymia and acknowledgement of a rapid cycling bipolar 
disorder where four or more clear mood events occur in any 
one year.

For nearly all patients, bipolar affective disorder is a chronic 
cyclical mood disorder that places sufferers at considerable 
risk. It can damage or destroy relationships, reduce the ability 
to hold down a job and carries a higher level of morbidity and 
mortality than in the general population. Bipolar disorder also 
carries an increased risk of suicide: 0.4% of individuals die 
annually by suicide. In bipolar I 17% attempt suicide, whilst in 
bipolar II 24% attempt suicide. 

The burden of this illness is considerable and it is the sixth 
highest cause of disability in developed economies. 

In the acute phase of the illness the aim of treatment is to 
return the patient’s mood to the normal level – i.e. treat the 
mania or depression. The long term aims of management are to 
maintain the stable mood, prevent relapse, and optimise social 
and occupational functioning.

In treating a manic episode the following considerations should 
be made where appropriate:  

• Discontinuation of antidepressant medication. 

• Use of a benzodiazepine to manage behavioural disturbance 
and possibly a hypnotic to treat insomnia.

• NICE guidelines recommends that if a person is not taking 
an antipsychotic or mood stabiliser, offer haloperidol, 
olanzapine, quetiapine or risperidone, taking into account 
any advance statements, the person’s preference and clinical 
context.

• If already taking lithium, check plasma lithium levels 
with a view to optimising treatment and consider adding 
haloperidol, olanzapine, quetiapine or risperidone, 
depending on the person’s preference and previous 
response to treatment.

• Valproate medicines should only be considered for use when 
no other treatment is effective or tolerated in girls, women 
of childbearing potential, and women who are pregnant 
or planning pregnancy. A checklist is available to support 
service users and healthcare professionals to ensure that the 
risks associated with valproate is minimised. 

• Treatment selection should take into account tolerability, 
prior response to treatment, patient preference (including 
any advanced statements) and physical co-morbidity. 

Treatment of depressed episode
• If the patient is already taking lithium, then check the 

plasma level and increase the dose if the level is inadequate.

• If the patient is already prescribed valproate, then increase 
the dose to the maximum tolerated or therapeutic 
maximum. 

• If not on any medication consider starting either quetiapine 
or a combination of fluoxetine with olanzapine.

• Lamotrigine or olanzapine without fluoxetine can be offered 
as an alternative if the patient prefers.

• If treatment with quetiapine or fluoxetine-olanzapine is 
ineffective, then this treatment should be replaced with 
lamotrigine.

Bipolar Disorder
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• Take into account the patient’s preference, previous 
response to treatment, and the toxicity of the medicines in 
overdose.

• If an antidepressant is started, then advise the patient of the 
risks of ‘switching’ to mania and review the antidepressant 
regularly.

Long-term treatment  
to prevent mood episodes
• Following the management of the acute manic or depressive 

episode, within 4 weeks of resolution of symptoms it should 
be discussed with the patient whether to continue on the 
acute treatment or be switched to the recommended long-
term treatment.

• If the acute treatment is continued, then it should be 
reviewed again after 3 to 6 months.

Case Study 
Peter, a forty-year-old man, was admitted to an acute 
psychiatric admission ward in October under section 
2 of the Mental Health Act to protect him from the 
consequences of his behaviour. This was his third admission 
in 5 years under similar circumstances. He presented with 
elevation of mood, pressure of speech and grandiose ideas. 
He was agitated and verbally aggressive. He had been 
without sleep for 3 days.

“I am Achilles”, “I am the King of the King of the King 
of the Kings”, “I could have taken all their heads tonight 
but I didn’t”, “My mind is speeding like a light”, “Life’s for 
living, life is short, I need to enjoy it, life is sweet”, “He who 
believes in me has everlasting life”….

Peter has no insight into his illness at this point in time. 
After an initial assessment he was prescribed olanzapine 
10mg at night with lorazepam 1mg 6 hourly when required 
and zopiclone 7.5mg nocte when required. The dose of 
olanzapine was then increased to 15mg after a few days.

Peter’s mental state gradually improved over the next 4 
weeks and at a case conference it was decided that a trial 
of lithium therapy would be appropriate.

Helen Thurlow

Further Reading
• National Institute for Health and Care Excellence. Bipolar 

disorder. Clinical Guideline Number 185. London: National 
Institute for Health and Care Excellence; 2014.  

• D Taylor, C Paton et al. Maudsley Prescribing Guidelines 12th 
Edition.

• S Bazire. Psychotropic Drug Directory 

• Evidence based guidelines for treating bipolar disorder: 
recommendations from the British Association for 
Psychopharmacology. Journal of Psychopharmacology 17(2) 
2003.

• National Institute for Health and Care Excellence. Bipolar 
disorder in adults. Quality Standard number 95. London: 
National Institute for Health and Care Excellence; 2015.

“Although it’s usually a long-term condition, 
effective treatments for bipolar disorder, 

combined with self-help techniques, can limit the 
condition’s impact on everyday life.”

NHS Living with Bipolar Disorder
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Question 9:  

In the case study, why were olanzapine and lorazepam chosen as initial treatment for hypomania? 

What other drugs could have been used for managing acute mania?

Question 10:  

What tests should be done before lithium treatment is started and why? 

What tests should be done during maintenance lithium therapy?

Why are they done and how often should they be repeated?

Question 11:  

What are the reasons for avoiding sodium valproate or lithium in a woman of child-bearing potential?
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“Fear is an acute 
response to danger 

or threat, while 
anxiety is a longer 
term response and 
is probably not so 

conducive to longer-
term health.”
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Fear and anxiety are normal emotions which help to stop 
us doing something dangerous and help us escape from 
danger. Through these mechanisms, we learn to avoid 
danger in the future. Fear is an acute response to danger 
or threat, while anxiety is a longer term response and is 
probably not so conducive to longer-term health.

Anxiety disorders are abnormal states characterised by signs 
of mental and physical symptoms. In generalised anxiety 
disorders (GAD), anxiety symptoms fluctuate in intensity but 
are present all the time. In phobic and obsessional states, the 
anxiety is intermittent. Anxiety occurs in 2 to 4% of the general 
population and accounts for some 27% of psychiatric GP 
consultations, while 8% of psychiatric out-patients can present 
with anxiety symptoms. It usually begins in early adult life and 
affects females more than males. 

Causes of anxiety disorders
There are several causes of anxiety. Genetic studies have 
demonstrated GAD is more frequent in first-degree relatives of 
subjects who have the disorder. Twin studies have suggested 

that environmental factors may somehow determine how 
genetic factors are ultimately expressed. Gene studies have 
also shown functional abnormality of the serotonin reuptake 
mechanism. It may account for a small percentage of anxiety-
related personality traits in individuals and their siblings.

Abnormalities may exist in anxiety circuits, and several brain 
systems and neurotransmitters are involved. From animal 
studies, a key role for the amygdala has been found. This area 
of the brain is responsible for receiving sensory information. 
Other important areas are the cortex (role in cognitive 
processes), the hippocampus (relates memory to present 
context) and the periaqueductal grey (PAG; major site for 
processing fear & anxiety and interacts with the amygdala). 
Imaging studies in a few patients with GAD suggest potential 
changes in global & regional activity.

Stress may be a trigger to some anxiety states, while unusual 
major traumatic events can lead to post-traumatic stress 
disorder (PTSD). Conditioned learning may also result in the 
development of phobias.

Anxiety Disorder

• GABA (Gamma- Amino Butyric Acid) is the main inhibitory 
transmitter in the brain. If GABA receptors are inhibited, 
anxiety rises, whilst stimulating these receptors results in a 
fall in anxiety. 

• Serotonin has important actions by co-ordinating various 
functions such as mood and sleep, and may be involved 
with the development of personality or psychosis. There 
are two possible pathways it may be associated with: 
unconditioned fear (panic) and GAD. However, it is not clear 
if excess or deficit of 5HT is implicated in GAD.

• Noradrenaline is involved in arousal, attention & learning, 
and also emotional behaviour. There may be sympathetic 
overdrive of a2 receptors in GAD. 

• Cholecystokinin possibly has a modulatory role in anxiety 
as it is abundant in the brain and interacts with GABAergic, 
serotonergic and noradrenergic neurotransmitter systems.

Chart: Neurophysiology of Anxiety

Limbic system 
and cortex

Behavioural  
inhibition system

Perception of  
being anxious

Avoidance 
or caution

SNS* activation

FLIGHTAmygdala

STIMULUS

PAG

* SNS = Sympathetic Nervous System
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Psychosocial influences may contribute to anxiety states. Poor 
parenting can lead to both anxiety and depressive illnesses, 
deriving from low care, overprotection, and lack of affection in 
the early years. Life events which are dangerous or threatening 
can produce anxiety in susceptible individuals. This may be due 
to faults in cognitive processes that produce attentional bias to 
threatening information.

The consequences of fear and anxiety are emotional and 
cognitive, with the conscious experience of fear, heightened 
awareness and being distracted. Behavioural reactions include 
flight or freeze, with sympathetic nervous system (SNS) 
responses of increased blood pressure and heart rate. Skeletal 
muscle tension leads to aches and pains. 

General clinical features of anxiety disorders often include 
apprehensive expectations, hypervigilance, disturbed sleep, 
muscle tension and autonomic arousal. 

Generalised Anxiety Disorder
• Most common anxiety disorder – 5% incidence.

• Can last 6 months to several years.

• Often co-exists with depression.

• Worry or apprehension, insomnia, signs of SNS over activity, 
muscle tension (aches, pains).

Panic Disorder
• 1% incidence.

• Can last from months to a lifetime 

• Up to 20 panic attacks daily

 - Sudden onset

 - Over breathing

 - Dizziness & tingling

 - Palpitations

 - Feeling of imminent death

• Often co-exists with phobias

Phobias
• Incidence of 2%.

• Can be life-long.

• Some examples:

 - Agoraphobia.

 - Claustrophobia.

 - Social phobia.

Post-Traumatic Stress Disorder (PTSD)
• Incidence of <1%

• Can last a life-time

• Follows a major event

• Symptoms:

 - Flashbacks

 - Avoidance of reminders

 - Hypervigilance

Obsessive Compulsive Disorder (OCD)
• 2% Incidence

• May be episodic or longer episodes

• Anxiety occurs when attempts are made to resist the 
compulsion  

• Can affect normal living; e.g. rituals

• Patients recognise the strangeness of their action but feel 
unable to resist

Obsessions are specific preoccupations, e.g. hygiene, while 
compulsions are a feeling of being compelled to take certain 
actions, e.g. safety precautions.

Complications include secondary agoraphobia, depression and 
alcohol and drug abuse..

Treatment of Anxiety
Psychosocial treatments such as reassurance and 
counselling, along with psychological therapies such as 
cognitive behavioural therapy (CBT), should be tried before 
pharmacological interventions. Avoiding caffeine and using 
relaxation techniques can be useful. If the patient also meets 
the criteria for depression this should be treated as well.

Before prescribing pharmacological therapies consider the 
following:

• Age

• Previous response to treatment

• Risk of overdose or deliberate self-harm

• Tolerability

• Possible interactions with concomitant medicines

• Patient preference

• Cost, when treatments are considered equally effective

• Comorbid disease states 

Pharmacological interventions include benzodiazepines, 
selective serotonin reuptake inhibitors (SSRIs), monoamine 
reuptake inhibitors (MARIs), tricyclic antidepressants (TCAs), 
buspirone, pregabalin, and beta blockers. Beta blockers are 
used for reducing the physical signs of anxiety such as a tremor. 
(Note: not all treatments used are licensed in the treatment of 
anxiety disorders). 

It may take up to 12 weeks for the full effect of medication to 
be seen. The patient should be reviewed regularly at the start 
of treatment, and after 12 weeks alternative treatments should 
be considered if there is a lack of effect with the chosen drug.

When stopping treatments, the dose should be reduced slowly.

Good prognosis Poor prognosis

Sudden onset Chronic

Reaction to severe external 
stress

Waxing / waning course

Relatively stable personality May/may not be reaction  
to stress

Complete resolution Prolonged course

Table 5.  Prognosis
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GAD PD OCD
Social 

phobias
Phobias PTSD

Benzo-

diazepines
4 4  4

Beta-blockers   4  4

SSRIs, SNRIs 4
4

(Not 
SNRIs)

4 4  4

MARIs   4 4 4

Buspirone 4

Pregabalin 4

Table 6.  Drug treatment summary

Tim Kingscote-Davies

Treatment – SSRIs and serotonin-
noradrenaline reuptake inhibitors (SNRI)
• Paroxetine, venlafaxine, duloxetine

• Reuptake inhibition

• May also desensitize 5HT
2C

 receptors long-term

• These drugs can also cause a transient increase in anxiety 
levels at the start of treatment

• Side-effects: GI upset (nausea & vomiting, dyspepsia, 
abdominal pain, diarrhoea, constipation), antimuscarinic 
effects

Treatment – partial 5HT1A agonist
• Buspirone

• Side–effects: Nausea, dizziness, headache, nervousness, 
light-headedness, excitement

Treatment – tricyclic antidepressants 
(TCAs)
• Amitriptyline & imipramine

• 5HT
2A

 antagonists

• Side-effects: Dry mouth, blurred vision, constipation, 
drowsiness, urinary retention

Treatment – beta-blockers
• Atenolol, Propranolol

• SNS ß1 heart receptors → palpitations

• In skeletal muscle  tremor

• Specific symptoms

• Useful in performance anxiety but banned in some sports!

Treatment – benzodiazepines
• Diazepam, alprazolam, chlordiazepoxide, and clobazam

• GABA receptor complex activators

• Rapid onset

• Should not be used for longer than 2 to 4 weeks, due to the 
likelihood of tolerance and dependence developing.

• Side-effects: Drowsiness & light-headedness, confusion, 
ataxia, amnesia, dependence

Treatment – pregabalin
• GABA receptor complex activator

• Rapid onset

• Licensed for GAD

• Side-effects: Drowsiness, confusion, constipation, irritability

Effects of GABA enhancement
• Sedation - Forebrain and Reticular Activating System

• Anti-Epileptic – Cerebral cortex

• Muscle Relaxant – Spinal Cord

• Pleasurable effects – Reward Systems

• Loss of inhibitions – Behavioural inhibition Centre

• Amnesic Effects – Inhibit acetylcholine release in Basal 
Forebrain

Tolerance and Dependence
• Tolerance: A decreased effect of the drug when given 

repeatedly at the same dose (often due to changes in 
receptor density)

• Dependence: Development of physiological and or 
psychological symptoms on withdrawal of the drug

• Therapeutic dose dependence: No craving or dose 
escalation but severe anxiety on withdrawal attempts.

Cl-

GABA 
site

Cell membrane

CLOSED OPEN

Bzd 
site

Barbiturate 
site

Bzd binding

Chart: GABA receptor
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Question 12:  

In generalised anxiety disorder, what are the symptoms a person might describe?

Question 13:  

What are the treatment options for generalised anxiety disorder?

Question 14:  

A patient presents with red, or even quite raw-looking, hands, as well as a highly anxious personality. 

What might you suspect and why?

Question 15:  

Beta-blockers are banned in some sports. 

What sports are these and why might the ban be in place?
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“...the treatment of insomnia should only be considered 
once the underlying cause has been established.”
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Insomnia is a common complaint affecting around one third of 
the UK population per annum. It is more common in women, 
the elderly and those with medical or psychiatric disorders. 
Primary insomnia is rare, usually insomnia is secondary to 
another condition, and the treatment of insomnia should only 
be considered once the underlying cause has been established.

Symptoms 
To diagnose insomnia one or more of the following symptoms 
should be found: 

• Difficulty falling asleep

• Frequent waking during the night

• Early-morning wakening 

• Daytime lethargy

• General loss of well-being due to perceived  
loss of sleep

Treatment 
There are two treatments for primary insomnia, sleep hygiene 
and hypnotic medication. Sleep hygiene is usually the first 
port of call when treating insomnia. Hypnotic medication is 
kept as a second line therapy for patients who do not benefit 
from sleep hygiene measures alone or for short term use in 
periods of crisis. This may include for example, a manic episode 
exacerbated by lack of sleep. Sometimes patients’ expectations 
of sleep are too great leading to their insomnia, especially in 
the elderly or inactive, who naturally tend to need less sleep.

Sleep hygiene
Sleep hygiene measures try to elevate the problems associated 
with poor sleep by ensuring the body and mind are ready 
to sleep. Measures can include a variety of steps to ensure 
a peaceful night’s sleep. This can include avoiding certain 
routines before bed including excessive use of caffeine, alcohol 
and nicotine up to four hours beforehand, and not exercising 
right before bed. Other measures that may help involve 
avoiding daytime naps, using the bed only for sleeping and 
ensuring the bedroom is comfortable (dark, quiet and of a 
moderate temperature). In addition to this, a daily sleep routine 
may be developed. This sets a routine where the patient should 
go to bed and get up at set times of the day regardless of the 
amount or quality of sleep. 

Hypnotic medication
The most commonly prescribed types of medications licensed 
for insomnia are the benzodiazepines and ‘Z’ drugs.  
Both classes bind at the GABA-A receptor to enhance the 
action of GABA and cause sedation. The main difference 
between the two classes is that benzodiazepines bind at more 
of the GABA subunits, therefore acting not only on sleep, 
but also as an anxiolytic, muscle relaxant and can interact 
with alcohol. The Z drugs are generally more selective for the 
alpha-1 subunit, acting more specifically to cause sedation.

The choice of hypnotic is often based on its half-life. The 
long-acting benzodiazepines e.g. nitrazepam have long half-
lives which can lead to accumulation, especially in the elderly, 
increasing the risk of falls. Long half-lives can also lead to 
a ‘hangover’ effect the next day, with prolonged sedation 
affecting cognition and impairing driving ability. However, this 
is a risk with all hypnotics. Drugs with a short half-life, such as 
lormetazepam, are more suitable for people who have difficulty 
falling asleep, but tolerance and dependence may develop 
more rapidly.

NICE appraised the evidence for the Z-drugs and concluded 
that there was no evidence they were more efficacious than 
benzodiazepines. They recommend that for short-term use,  
the cheapest hypnotic should be prescribed. 

None of the hypnotic medications are licensed for more 
than four weeks at a time. This is because there is a risk of 
dependence developing if used for longer, especially with the 
benzodiazepines. Additionally, if used regularly, hypnotics alter 
the natural pattern of sleep, leading to rebound insomnia on 
cessation of the drug.

Melatonin is a naturally occurring hormone that helps to 
regulate the sleep pattern and, thus, can be used to aid and 
improve sleep. There is only one licensed melatonin product, 
a modified release tablet with a very specific indication and 
course. It is licensed only for primary insomnia. Unlicensed 
melatonin products are available to purchase in a variety of 
formulations and are sometimes used in learning disabilities 
and for children.

Claire Ault

Further reading
• Handy Fact Sheet Insomnia and sleep hygiene.  

Accessed via: www.choiceandmedication.org

• Bazire S. Psychotropic Drug Directory 2016. 

• NICE technology appraisal 77 ‘zaleplon, zolpidem & 
zopiclone for the management of insomnia’, April 2004.

• Summary of product characteristics: Circadin  
Accessed via: www.medicines.org.uk

• Barbone F, McMahon AD, Davey PG, Morris AD, Reid IC, 
McDevitt DG, et al. Association of road-traffic accidents 
with benzodiazepine use. Lancet 1998; 352: 1331–1336.

• Orriols, L., Luxcey, A., Contrand, B., Gadegbeku, 
B., Delorme, B., Tricotel, A., Moore, N., Salmi, L. R., 
Lagarde, E. (2016). Road traffic crash risk associated with 
benzodiazepine and z-hypnotic use after implementation 
of a colour-graded pictogram: a responsibility study. British 
journal of clinical pharmacology, 82(6), 1625-1635.

Sleep Disorders
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Question 16:  

Describe the licensed indications for Circadin CR tablets.

Question 17:  

Describe sleep hygiene measures & when they should be used.

Task 7: 

Look through all the prescription charts on a ward and see what proportion of the patients are prescribed a hypnotic, 
and for how long.  

Try to find out why this is from the pharmacist or nursing staff.

Task 8: 

Compare price per dose of the licensed hypnotic agents on the NHS tariff for hospital prices (speak to the person in 
charge of purchasing in your work base) and in the Drug Tariff for community.

• What are the cheapest items in primary and in secondary care?

• What is the cost of a two-week course of hypnotic treatment?
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Consider the number of hypnotic prescriptions on the ward you assessed in Task 7.  

• What would be the cost for a two-week course for all of these patients?

• What would be the cost difference if all these courses used either the  
cheapest benzodiazepine or the cheapest Z drug?

• How would the costs change if these patients were being treated in the community?

Using what you have learned, devise some guidance on cost-effective prescribing for:

• Inpatients remaining on the ward (supply from hospital) 

• Inpatients requiring continued hypnotic treatment following discharge to the community  
(supply from hospital then community pharmacy).

Task 9: 

Obtain a copy of a sleep journal (e.g. www.patient.info/news-and-features/sleep-diary or www.nhs.uk/Livewell/
insomnia/Documents/sleepdiary.pdf) and record your sleep habits for a week.

Consider what you have learned about your behaviour and the way it influences your sleep. 

Will you change anything and, if so, what?
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“...a progressive 
deterioration in cognitive 

function, resulting in 
a decrease in mental 

capacity and the ability 
to perform normal daily 

activities.”
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Dementia is an umbrella term which is used to describe 
a range of chronic and progressive generalised cognitive 
impairment in an individual with clear consciousness. The 
syndrome of dementia can be caused by many separate 
disease processes leading to a progressive deterioration 
in cognitive function. This deterioration leads to a 
decrease in mental capacity and the ability to perform 
normal daily activities. Memory loss, mood changes and 
problems with communication and reasoning are common.  

As we age there will be normal changes to the brain which 
include shrinking and variations of the structure and function. 
Changes associated with dementia are more severe and 
widespread than in other people of the same age.  

The most common form of dementia is Alzheimer’s disease, 
which currently affects over 850,000 people in the UK (around 
1 in 14 over 65 and 1 in 6 over 80 years old), around 4,000 
of whom are under 65 years old. As the population ages, 
the number of dementia sufferers will increase accordingly, 
and it is estimated there may be over 1.1 million sufferers in 
the UK by 2025. Whilst many people will associate dementia 
with Alzheimer’s disease, it is important to be aware that an 
initially confused presentation in an elderly patient is not always 
dementia; other pathologies may be present:

Confusion 
Signs and symptoms which indicate that the patient is unable 
to think with customary clarity and logic/reasoning. 

Delirium 
A reversible and fluctuating state of altered consciousness often 
accompanied by mood changes, abnormal perceptions and 
cognitive impairment.

Dementia 
An acquired global impairment of intellect, memory and 
personality, but without the clouding of consciousness. 
Impairments of cognitive function are commonly accompanied 
and occasionally preceded by deterioration in emotional 
control, social behaviour or motivation.

Just as there can be many reasons for a person becoming 
confused, there are a number of different types and causes of 
dementia. The diagram below provides further details of the 
dementia sub-types and clinical presentations.

Dementias

DEMENTIA

VASCUL AR  
(MULT I - INFARCT,  STROKE):  17%

MIXED AL ZHEIMER’S /  VASCUL AR:  10%

FRONTOTEMPOR AL 
DEMENT IAS:  2%

LEW Y-BODY:  4%

AL ZHEIMER’S 
D ISEASE:  66%
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Diagnosing dementia can be a difficult process as there 
is no single assessment or test that is diagnostic. This is 
partly due to the range of presentations available with the 

various aetiologies. The final diagnosis is usually due to the 
history of the presentation and exclusion of other diagnoses. 
Nevertheless, there are some investigations which may aid 
diagnosis. These may include a CT (Computed Tomography) or 
SPECT (Single Photon Emission Computed Tomography) scan of 
the brain. The scans look for reduction of brain mass, infarction 
scars (suggesting a vascular dementia) or other pathology. 

During assessment for dementia, cognitive evaluations such as 
the Mini-Mental State Exam (MMSE) are used, though these 
should not be used as a single diagnostic tool. The history 
of the presentation is vital, especially in identifying the likely 
sub-type. Recently, the MMSE has fallen out of favour and the 
ACE-III (Addenbrooke’s Cognitive Examination) has become 
more common. 

The [Folstein] MMSE poses a series of questions and tasks 
picking out various cognitive functions such as memory, 
recognition and orientation. It is scored out of 30 with a 
correlate of mild Alzheimer’s disease at 20-25, moderate at 10-
20 and severe at <10 (although a change in score over time is a 
more helpful measure than a single assessment).

The ACE-III incorporates many similar questions to the MMSE 
but is more comprehensive. It provides a score for various 
domains of function such as Attention, Memory, Fluency, 
Language and Visuospatial, with an overall score out of 100. 

Also in use, are the mini-ACE (a shortened version of the ACE-
III) and the MoCA (Montreal Cognitive Assessment), which are 
sometimes chosen (along with the MMSE) as they are relatively 
quick to carry out. This is especially relevant if the patient has a 
poor attention span or cognitive decline. The test may well be 
different across other mental health services, so you need to 
ensure you are familiar with the more commonly used ones.

Treatment
The impact of this illness is devastating for the patient and 
for the people connected with that individual; It is possible 
that a close family member may be the primary care-giver 
for that individual which could place them under significant 
emotional and physical stress. As a result, the pressure to 
prescribe medication can be significant, even when this may be 
ineffective, or even put the patient at risk.

The pharmacological options for Alzheimer’s disease are only 
able to delay the symptomatic progression of the disease 
and do not offer a cure or any reversible neuroprotection. 
The acetylcholine-esterase inhibitors (AChEIs: donepezil, 
galantamine and rivastigmine) act to support the synaptic levels 
of acetylcholine (ACh), the chemical messenger most depleted 
by the condition. Side effects include sleep disturbance and 
gastric irritation and therefore should be taken with food. The 
dose is usually started low and titrated over several weeks to 
aid tolerability.

Memantine provides magnesium replacement in a failing 
glutamate system as its way of giving some end stage 
neuroprotection.

The NICE technology appraisal guidance TA217 (March 2011) 
recommend that donepezil, galantamine and rivastigmine 
are used  for patients with Alzheimer’s disease of mild and 
moderate severity.  

Alzheimer’s Disease 

Onset - progressive + gradual

Short-term memory loss

Confusion

Accentuation of personality traits (usually negative ones

Behavioural changes (e.g. wandering)

Disorientation

Loss of familiarity

Restlessness

Vascular Dementias                                    

Onset – Sudden Stepwise deterioration

Signs of High BP

Symptoms/signs of focal brain damage

Emotional lability

Preserved personality

Higher incidence of concomitant depression

Secondary seizures may occur

Insight maintained until late stage

Lewy-Body Dementia                                                     

Day-to-day variation

Behavioural disturbances – disinhibition

Language disturbances – mutism

Memory impairment after 5-6 years

No abnormality of spatial awareness 

No EPSE or other motor dysfunction

Lack of insight and loss of self-control

Frontal Lobe Dementias (e.g. Pick’s Disease)                                                    

Onset – Varies with condition

Behavioural disturbances – disinhibition

Language disturbances – mutism

Memory impairment after 5-6 years

No abnormality of spatial awareness 

No EPSE or other motor dysfunction

Lack of insight and loss of self-control

Other Dementias include: 

Creutzfeldt-Jakob Disease (CJD), 

Huntington’s Disease, 

AIDS-related dementia, 

Parkinson’s Disease Dementia, 

Korsakoff’s Syndrome (alcohol)

Table 7.   
Dementia types and common symptoms
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Patients should be reviewed on a regular basis by MMSE 
score (if appropriate) and global, functional and behavioural 
assessment taken together with the carer’s view. Memantine 
is now recommended as an option for managing moderate 
Alzheimer’s disease for people who cannot take AChEIs, and as 
an option for managing severe Alzheimer’s disease.

When reviewing or changing any of these medications, it is 
important to be aware that such changes may adversely affect 
the individual’s cognitive function. Usually changes associated 
with dose titration are tempered by tolerability or side effects, 
but as the dementia progresses questions about the continued 
effectiveness inevitably arise. Plans to discontinue these 
medications should be discussed as part of the MDT (Multi-
disciplinary Team) and planned carefully. Cognitive assessments 
should be completed before any changes are made as a 
reference for any alterations, and the dose reduced or stopped 
(depending on current dose). Further assessments should be 
carried out at (normally weekly) intervals and if there are any 
signs of a more rapid cognitive decline, the dose should be re-
instated. This is because any cognitive decline at this point may 
not be totally regained if the medication is re-commenced after 
a longer period.

Some patients may be changed from the AChEi’s to memantine 
as their condition becomes more severe, while others may have 
memantine added to their AChEI. The current NICE guidance 
recommends the use of combination treatment provided that 
certain criteria are met (NICE, 2018).

Behavioural and Psychological Symptoms 
of Dementia (BPSD)
As dementia progresses, changes in cognition, mood and other 
areas may worsen. It is not uncommon to see a significant 
increase in what is commonly referred to as “challenging 
behaviour” (more accurately known as BPSD).  
The management of this is often one of the most difficult 
aspects of treating advanced dementia.

The individual may experience dramatic mood swings, be 
irritable, or in many cases be verbally or physically aggressive. 
Many practitioners believe such behaviours are a sign of 
unmet need (e.g. pain, frustration, depression etc.) and as 
such the best result is usually to resolve the need. This is, of 
course, much easier said than done as many individuals at this 
stage have difficulties in understanding conversations and 
information. It is very important to be aware that many of 
these behaviours may arise from frustration at their inability to 
communicate their desire and needs. Care therefore must be 
taken to ensure that quick assumptions about their abilities do 
not make this worse.

One thing that is often forgotten when dealing with BPSD is 
that the condition may resolve as the dementia progresses. 
Sadly though, this is as much to do with a general loss of 
capabilities as an improvement in the symptoms. It should also 
be noted that these symptoms may also go through cycles and 
get better or worse over time. 

Traditionally, the mainstay of treatment for BPSD was either 
a benzodiazepine such as lorazepam or diazepam, or an 
antipsychotic and it was not unusual to see high doses of 
these alone or in combination. In 2009 there were two very 

important documents produced in response to concerns raised 
about the methods and treatment of advanced dementia. 
These were:

• Living well with dementia: A National Dementia Strategy. 
Feb 3, 2009 – Department of Health 

• The use of antipsychotic medication for people with 
dementia: Time for action. A report for the Minister of State 
for Care Services by Professor Sube Banerjee. October 2009 
– Department of Health 

These documents highlighted the risks of the use of 
antipsychotic medication in this vulnerable group. The findings 
suggested that for the 180,000 people with dementia (at that 
time) who were treated with antipsychotics, 36,000 may derive 
some benefit, but that there would be an additional 1,800 
deaths and a further 1,620 cerebrovascular adverse events (of 
which half would be severe) per year.

Following on from these findings, there has been a huge push 
nationally to reduce the use of antipsychotics in dementia 
patients. It is important to note that whilst usage has dropped 
significantly, there are still many patients for whom they are 
deemed necessary. In order to ensure the safety of these 
patients, they should be regularly reviewed by the MDT 
and attempts made to reduce or stop them if possible. It is 
important where appropriate that carers are also included in 
discussions about medication. As stated above, the symptoms 
may also change or improve with time and medication and 
should never be used ‘in case’.

Currently, the only medication licensed for BPSD is risperidone 
and this is only licensed for up to 6 weeks. Beyond this time 
its use will be unlicensed in the same way all of the other 
antipsychotic medications would be.

Graeme Brown, Noel Aslett 

Further reading
1. Alzheimer’s Society, About Dementia – key dementia 

statistics <accessed Jan 2016> 

2. National Institute for Health and Clinical Excellence 
(2011), Technology Appraisal Guidance 217: Donepezil, 
galantamine, rivastigmine and memantine for the treatment 
of Alzheimer’s disease (Review of NICE technology appraisal 
guidance 111), London: National Institute for Health and 
Clinical Excellence

3. Department of Health. Living well with dementia: A National 
Dementia Strategy. Feb 3, 2009

4. Department of Health. The use of antipsychotic medication 
for people with dementia: Time for action. A report for 
the Minister of State for Care Services by Professor Sube 
Banerjee. October 2009

5. Alzheimer’s Society, What is Alzheimer’s Disease. Available 
via: www.alzheimers.org.uk <accessed 26/9/2010>

6. National Institute for Health and Clinical Excellence (2018), 
Dementia: assessment, management and support for people 
living with dementia and their carers.  
www.nice.org.uk/guidance/ng97
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Question 18: 

True or False?

1. Alzheimer’s disease is only suffered by the elderly. T F

2. Patients with dementia can experience hallucinations. T F

3. Galantamine was first isolated from daffodils and crocuses and snowdrops. T F

4. Rivastigmine has been rejected for use in the NHS by NICE. T F

5. Risperidone is not associated with an increased risk of stroke in patients with dementia. T F

6. Rivastigmine patches may be cut in half for patients who cannot tolerate the full dose. T F

Task 10: 

Read the NICE guidelines quick reference guide on dementia care and the recommended role of medication.

Task 11: 

Obtain a copy of the Folstein MMSE or the ACE-III (dependant on your local assessment tool)

Test a friend or family member (or tutor).     How do they score? 

What does this mean?

Task 12: 

Obtain and read the summary document for ‘A Time for Action’.  
Familiarise yourself with the issues raised and solutions it offers. 

What safeguards are in place in your area to ensure the patients are safeguarded?
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“...a team of professionals...
work together to support 

children, young people and 
their families.”
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Child and Adolescent Mental Health Service (CAMHS) is a 
multi-disciplinary service with a team of professionals such as 
Child Psychiatrists, Clinical Psychologists, Nurses, Therapeutic 
Social Workers, Psychotherapists, Play Therapists, Occupational 
Therapists and Speech and Language Therapists working 
together to support children, young people and their families. 

Children and young people with mental health needs are 
referred to CAMHS by concerned professionals such as 
teachers, school nurses and medical practitioners, especially 
GPs. When a referral is received, the child is assessed and the 
appropriate clinician is identified to work in collaboration with 
him/her and their family. The majority of cases seen in CAMHS 
are usually under the category of Behavioural and Emotional 
Disorders and Mood Disorders. 

Management of Attention Deficit 
Hyperactivity Disorder (ADHD) in CAMHS
The exact cause of ADHD is not known, but multiple factors are 
thought to contribute to its aetiology. These include genetic, 
environmental and neurobiological factors.

ADHD is the most common neuropsychiatric disorder of 
childhood. Prevalence rates vary depending on the study 
population and diagnostic criteria used. It affects 3 to 7% 
per cent of school-age children in the United Kingdom. In 
describing the condition, the ICD 10 uses specific diagnostic 
terms such as hyperkinetic disorder (HD), which comes close to 
meeting the criteria for the combined form of ADHD in DSM-5. 

Affected children are at greater risk for co-morbid antisocial 
behaviour, poor academic/vocational performance, substance 
misuse, and other psychiatric disorders such as anxiety and 
depression. If left untreated, it is associated with long-term 
educational and social disadvantage. The prognosis of ADHD 
is worse when the symptoms are severe, predominantly 
hyperactive-impulsive and in those with co-morbid conditions. 

Symptoms
The core symptoms of ADHD are inattention, hyperactivity, and 
impulsivity. To be diagnosed with the disorder, a child must 
have symptoms for 6 or more months and to a degree that is 
greater than other children of the same age.

Children who have symptoms of inattention may:

• Have difficulty processing information as quickly and 
accurately as others. 

• Be easily distracted and frequently switch from one activity 
to another. 

• Have difficulty focusing on one thing at a time. 

• Become easily bored with a task unless they are doing 
something enjoyable. 

• Have difficulty focusing attention on completing a task or 
learning new instructions. 

• Not seem to listen when spoken to. 

• Daydream, become easily confused, and move slowly.

• Often lose things (e.g. writing materials, objects) needed to 
complete tasks or activities. 

Children who have symptoms of hyperactivity may:

• Fidget and squirm in their seats.

• Dash around, touching or playing with anything in sight.

• Have trouble sitting still during structured periods.

• Be constantly in motion.

• Have difficulty doing quiet tasks or activities.

• Talk excessively.

Children who have symptoms of impulsivity may:

• Have difficulty waiting for things they want or waiting their 
turns in games.

• Show their emotions without restraint and act without 
regard for consequences.

• Be very impatient.

• Often interrupt conversations or others’ activities.

Treatment
Symptoms of ADHD significantly improve with adequate 
treatment. The focus of the treatment is aimed at reducing 
core symptoms and improving functioning. This requires a well 
thought out and child-specific treatment plan that describes 
methods and goals of treatment; means of monitoring care 
over time and specific plans for follow-up. It usually involves 
both medical and non-medical (behavioural and psychosocial) 
interventions.

Psychological interventions include behavioural modification 
strategies; problem solving techniques and parenting 
programmes. 

Medication
Psychopharmacological interventions involve the use of 
stimulants e.g. methylphenidate (or dexamfetamine or 
lisdexamfetamine when response to previous methylphenidate 
treatment is considered clinically inadequate) or non-stimulants 
e.g. atomoxetine. Stimulants are generally considered to be the 
first line agents used in the treatment of ADHD.

In choosing a medication treatment option, NICE recommends 
that the clinician considers the presence of co-existing 
conditions; any potential side effects; specific issues around 
adherence/ability to take the medication; any potential for drug 
misuse or diversion and the preferences of the parents and 
patient. Before commencing medication, the clinician obtains 
a comprehensive history which should include sleep problems, 
co-morbid learning disability, epilepsy, tics, cardiac problems 
or family history of sudden death. Physical parameters such as 
weight, height and blood pressure are measured before and 
during use of medications.

During follow-up reviews, enquiries are made about potential 
side-effects and behaviours at home and school. 

Dr John Otasowie

Child and Adolescent Mental Health 
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Question 19:  

A young patient’s ADHD symptoms are adequately controlled by methylphenidate 10mg three times a day, but his 
mother is concerned about his poor sleep and loss of appetite. 

What would you advise?

Question 20:  

Kyle’s Child Psychiatrist changed his immediate release methylphenidate to slow-release to last 12 hours, but his 
behaviour in the morning lessons is of concern to school. 

What would you advise?

Question 21:  

Aaron has ADHD and he is on inhaler for his asthma. 

The consultant would like advice on which medication for ADHD would be the best choice. 
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“Learning Disability 
should be distinguished 
from ‘Learning difficulty’, 
which is a much broader 
term used in the UK 
educational system.”
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Intellectual Disability (also known as Learning disability or 
Mental Retardation) requires the presence of three criteria, 
based on the definition derived after extensive consultation in 
the USA (American Association on Mental Retardation, 1992). 
These criteria have been carried forward to DSM-5 and include:

• Deficits in general mental abilities

• Impairment in adaptive functioning for individual’s age and 
sociocultural background

• All symptoms must have an onset during the developmental 
period

Significant intellectual impairment is usually defined as an 
intelligence quotient (IQ) below 70 on recognised IQ tests.  
Two percent of the population have an IQ below this level.

Intellectual disability is used synonymously with ‘learning 
disability’ (LD) and ‘mental retardation’ (used in ICD-10 and 
DSM-IV*). Learning Disability should be distinguished from 
‘Learning difficulty’, which is a much broader term used in the 
UK educational system.

Biological, environmental and social factors may contribute to 
the development of LD. Biological factors are present in 67-
75% of people with LD. The most common genetic causes are 
Down syndrome and Fragile X syndrome.

Health issues
People with LD have significantly more health problems than 
the rest of the population. In addition they have a shorter life 
expectancy compared to the general population. Considering 
the health needs of a person with LD:

• 50% of adults have major psychiatric or behavioural 
problems requiring specialist help.

• 25% have active epilepsy.

• 33% or more have sensory impairment.

• 40% have associated major physical disabilities of mobility 
and incontinence.

• 50 to 90% have communication difficulties.

In general, a health condition should be approached in the 
same way regardless of whether the patient has a learning 
disability. However, there are several NICE documents related 
specifically to learning disability: 

• QS51 – Autism (Jan 2014)

• CG142 – Autism in adults: diagnosis and management  
(June 2012)

• CG128 – Autism in under 19s: recognition, referral and 
diagnosis  (Sept 2011)

• CG170 – Autism in under 19s: support and management 
(Aug 2013)

• NG11 – Challenging behaviour and learning disabilities: 
prevention and interventions for people with learning 
disabilities whose behaviour challenges  (May 2015)

• NG53 - Mental health problems in people with a learning 
disability: Prevention, assessment and management 
(September 2016)

Prescribing issues in LD
Prescribing in LD can be difficult with many obstacles to 
overcome. Psychiatric and behavioural problems often present 
differently in adults with LD. This is due to symptoms possibly 
being attributed to LD which may prevent the person being 
diagnosed and treated correctly (diagnostic overshadowing). 

For example, a patient was diagnosed with a psychiatric 
condition because their behaviour changed as they refused to 
open their eyes. Perceptive staff however, took the patient for 
an eye appointment and glaucoma was diagnosed and treated. 
Had they not done this the patient may never have been 
properly treated. Another effect of this is that treatment for 
patients with LD is often delayed. This is because symptoms are 
not diagnosed early enough which can lead to serious health 
conditions developing and avoidable deaths. 

Communication difficulties also hinder diagnosis and treatment. 
Some patients with LD don’t understand what is being said 
to them and can find it hard to communicate problems they 
are having. This means some symptoms may not be identified. 
In addition to this, there is a difficulty in recognising the side 
effects of medications. Some side effects could be confused 
with symptoms of an underlying condition. For example, a 
patient with akathisia maybe misdiagnosed with agitation and 
as a result of this will have their antipsychotic dose increased. 
Another example could be a patient with bruising from 
anticoagulants being interpreted as having experienced abuse. 
Therefore, care needs to be taken to make sure the correct 
treatment and diagnosis are achieved.

Generally, prescribing for mental health conditions in a person 
with LD follows similar guidelines for treatment of the general 
population, nevertheless there are some points to consider 
when treating them. 

There is some evidence that people with LD have altered 
pharmacokinetics. This can then manifest as altered sensitivities 
to a medication, changing the effect of the medication and 
creating problems in determining the optimum dose required. 
Additionally, there is a risk with prescribing antipsychotics to 
people with LD. These patients are more likely to experience 
side effects such as QTc prolongation, hepatic impairment and 
blood dyscrasias when taking them. They are also more likely 

Severity IQ UK Prevalence (per 1000 pop.)

Mild 50-69 30

Moderate 35-49 3

Severe 20-34

Profound <20 0.5

Table 8. Intellectual Disability and IQ

Learning Disabilities

* In DSM-5 the term mental retardation is superseded by the term intellectual disability.
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to develop impaired cognition due to their underlying organic 
condition. Finally, patients with LD should have their dose 
altered at a speed correct to them. Always start low and go 
slow with dose increases to ensure time for the drug to work 
and side effects to be seen. Reducing doses should be done at 
the same rate or slower than the general population.

People with LD may exhibit behaviours that challenge 
(verbal, physical or other forms). This may be due to physical 
health problems or mental health issues. It may also be due 
to communication issues, the environment or as a learned 
behaviour. Sometimes this behaviour can be very severe, 
resulting in harm to the individual or others around them. 
Patients should be assessed to rule out physical and mental 
health problems or environmental issues that may be causing 
the behaviour.

Psychotropic medicines should only be prescribed as a last 
resort for severe aggression where there is an identified high 
risk to the person or those around them. This should only occur 
once behavioural interventions and other support measures 
have been trialled and found to be ineffective. There should 
be a clear plan of treatment identifying what symptoms are 
being targeted by the medication, a review date set and the 
medication discontinued if the target symptoms have not 
reduced.

Winterbourne View
Following failures in the care of patients with LD at 
Winterbourne View Hospital, a wide review of care across 
England for people with LD and behaviour that can challenge, 
was instigated. In December 2012 the Department of Health 
published “Transforming Care: A National Response to 
Winterbourne View Hospital”. This document raised concerns 
about the over-use of antipsychotic and antidepressant 
medications. It was highlighted that health professionals caring 
for people with LD, should assess and keep under review the 
medicine requirements for each individual. As a consequence 
of the deep concerns of inappropriate use of these medicines, 
NHS England gathered a group of carers, health professionals, 
policy makers and others to develop a programme of work. 
Three pieces of work were commissioned following this:

• An examination of prescribing of mental health medications 
in primary care by Public Health England.

• Partnership works with six project sites in England to further 
understand process and pathways and to test new ways 
of working by NHS Improving Quality. From this a report 
“Winterbourne Medicines Programme: NHS Improving 
Quality Report)” was published in April 2015.

• An audit of Second Opinion Authorised Doctor information 
on the use of medicines in people detained under the 
Mental Health Act by the Care Quality Commission.

These three reports have provided robust evidence of 
inappropriate use of powerful medicines in people with LD. 
They found people with LD were being prescribed medicines 
associated with mental health at a higher rate than the general 
population. This was being done in the majority of cases with 
no clear justification. Alongside this, LD patients were often 
found to be on medicines for longer periods of time with no 
review to check medication was working or causing damage. 

Finally, the reports found that there was a poor communication 
link between parents/carers and health professionals over 
treatment and medication. 

It was concluded that this is not acceptable practice and must 
improve. To address this there is now in place a “Call to Action” 
to reduce the inappropriate use of these medicines in people 
with LD.

Other issues for patients with LD
Patients with LD can also bring up other problems when 
treating them. Swallowing difficulties are more common 
in people with LD than the wider population. If this is not 
managed correctly, then it can lead to respiratory tract 
infections. This in itself is a leading cause of early death among 
LD patients. Together with this, patient information leaflets 
are written at too high a reading age. This means the majority 
of patients with LD do not understand how to take their 
medication or to follow their treatment through. To combat 
this, good sources of patient information at a lower reading 
level should be used. These can be found in references under 
suggested reading. Finally, people with LD have a hard time 
understanding the world therefore their capacity and consent 
is hindered. It is the responsibility of a professional treating 
a patient to judge whether a patient has the capacity to give 
valid consent. The clinician has a duty to give the patient an 
account in simple terms of the nature of the treatment, benefits 
versus risks of the proposed treatment and the main alternative 
options.

Lilian Baxendale, Heather Beadle, 

Further Reading
• Bhaumik S, Branford D. The Frith Prescribing Guidelines for 

People with Intellectual Disability. Wiley Blackwell, 3rd Ed 
2015

• Wilcher M. Handbook on Medication for Carers of People 
with Learning Disabilities (PLD). 2nd Ed edited by Johanne 
Deeks.

• Shorter Oxford Textbook of Psychiatry - Chp23: Learning 
disability (mental retardation)

• “Using Medication to Manage Behavioural Problems in 
Adults with Learning Disabilities” Documents and resources 
that can be downloaded about Learning Disabilities and 
medications including:

 -  Quick reference Guide and Easy Read Guide

 -  Patient information leaflets (printed and as audio 
recordings) for use in learning disabilities.

 www.birmingham.ac.uk/research/activity/ld-medication-
guide/index.aspx

• Safeguarding people with learning disabilities within the 
NHS: an agenda for the National Patient Safety Agency

 www.npsa.nhs.uk/EasysiteWeb/getresource.
axd?AssetID=844&type=Full

• BILD: British Institute of Learning Disabilities

 www.bild.org.uk 
A range of resources are available on their website.
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• Mencap 
www.mencap.org.uk 
Mencap works in partnership with people with a learning 
disability, and support people to live life as they choose.

• www.easyhealth.org.uk 
A useful website with a range of accessible information 
about medication and many other health-related issues.

• The Challenging Behaviour Foundation

 www.challengingbehaviour.org.uk

 This is a charity for people with severe learning disabilities 
whose behaviour challenges. They provide:

 -  information about challenging behaviour

 -  peer support for family carers and professionals

 -  supporting families by phone or email

 -  Running workshops to reduce challenging behaviour

 -  speaking up for families nationally

• NHS England “Urgent action pledged on over-medication of 
people with learning disabilities”  
14th July 2015 www.england.nhs.uk/2015/07/14/urgent-
pledge

“People with learning disabilities die, on 
average, 15-20 years sooner than people 
in the general population, with some of 

those deaths identified as being potentially 
amenable to good quality healthcare.”

The Learning Disabilities Mortality Review.  
Healthcare Quality Improvement Partnership (HQIP) 2017
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Question 22:  

A patient is prescribed citalopram 20mg daily for depression, amisulpride 400mg BD for psychosis and gabapentin 
300mg TDS for seizures. 

A nurse has advised you that the patient is having trouble swallowing their medications.  
She is thinking of crushing the tablets and administering them in the patient’s mashed potato.  

She would like to know if this is Ok.  Can you offer any advice?

Question 23:  

A patient on phenytoin requires an enteral feed.  

Will this affect the phenytoin dose?

Question 24:  

Patient has attention deficit disorder and epilepsy. 

The consultant would like advice on which medication for ADHD would be the best choice.

Question 25:  

A young female patient has been prescribed valproate for seizures. 

Is this Ok?
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Question 26:  

The brand of lorazepam tablets stocked in pharmacy has changed. The tablets are now a different colour.

How might this affect the patient?

Task 12: 

As part of the query in Question 22 you look in the Trust’s Medicines Management Policy.  
There appears to be very little information regarding “covert drug administration”. 

Having sorted this query can you put a short guide together based on current national recommendations so that your 
Trust Policy can be updated?

Task 13 Behaviour that challenges

Undertake an internet search to review what changes have been made in the prescribing of medication for behaviour 
that challenges since the publication of the “Winterbourne Medicines Programme: NHS Improving Quality Report”. 
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“Often, for the SMU services, 
the challenge is not the science 
of drug withdrawal processes, 
but supporting the client with 
the psychosocial adjustments 

that breaking away from a drug 
taking culture presents.”
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Substance misuse (SMU) and addiction can be an emotive 
area of practice; ‘Drug Addicts – it’s their own fault’ is 
probably a rare and nowadays extreme way of viewing 
the situation. This is especially true when you realise 
some of the traumas in the lives of clients who enter 
the service and how substance misuse was their coping 
mechanism. On the other hand, there are clients who 
will be part of a drug-taking culture and associated with 
this, is the criminal activity to feed their drug-taking 
behaviour. Often, for the SMU services, the challenge is 
not the science of any drug withdrawal processes, but 
supporting the client with the psychosocial adjustments, 
that breaking away from a drug taking culture presents.

Realising the growing societal costs of substance misuse, the 
government set up The National Treatment Agency (NTA) as 
a special Health Authority in 2001, to improve the availability, 
capacity and effectiveness of treatment for drug misuse in 
England. The NTA introduced a “Models of Care” framework 
for drug services in October 2002, to ensure consistency 
and equity in services across the country. The Orange Book 
(Drug Misuse and Dependence – UK Guidelines on Clinical 
Management) often referred to by SMU services, defines the 
core practice standards.

Opiates
Day-to-day, much of the prescribing work of the SMU service 
is around substitute prescribing for opiates, especially heroin 
(street form of diamorphine). Only in very rare cases, where 
street use is very high, is injectable diamorphine provided. 
Routinely, methadone in liquid form at a 1mg/ml concentration 
is used. This is available as DTF (Drug Tariff Formulation), or 
Sugar Free (SF) and may also be prescribed by brand e.g. 
Physeptone®. SMU services will have their own policy on the 
preferred options. Some generic brands contain alcohol which 
some clients may wish to avoid.

An alternative to methadone is buprenorphine – a partial 
agonist with some intrinsic additional safety when compared to 
methadone. In this role it is prescribed as Subutex®, as opposed 
to Temgesic®, the latter being licensed for analgesic purposes 
(NB: generic formulations are available). Although the same 
active ingredient, imagine a patient on Temgesic® for chronic 
pain, being presented with Subutex® and reading the patient 
information leaflet (PIL)! Some clients prefer buprenorphine 
because they feel it gives them a clearer head and it is easier to 
completely withdraw from. Buprenorphine has a much higher 
affinity for the opiate receptors than any other opiate, so ‘using 
on top’ (i.e. using illicit opiates in addition) is less rewarding. 
Conversely, other clients say it isn’t like a real opiate and so, if 
their treatment goal is opiate stability rather than withdrawal, 
methadone maintenance treatment may be more appropriate. 

When a client first enters service and receives opiate substitute 
prescriptions, they will be introduced to the supplying 
pharmacy by their drug/key worker. A contract will be put in 
place and this will address standards of behaviour expected 
when presenting at the pharmacy, an understanding around 

any supervised consumption, and if the dispensed medicine 
is to be taken outside of any supervised consumption, then 
the process for proxy collections. Until recently no deviation 
from the instalment regimen set out on the blue FP10 
[MDA] prescription was allowed, but now, if prescriptions 
are appropriately stamped with pre-approved home office 
wording, proportional supplies, accounting for missed doses, 
can be made. After three days of missed doses opiate tolerance 
is rapidly lost. Therefore SMU services will generally have a 
default of ‘prescription on hold’ to avoid risk of overdose, 
with the client being reviewed before any further treatment is 
offered.

Buprenorphine follows the same model, but offers more 
challenges regarding supervised consumption. The drug is 
inactive if swallowed and therefore it is taken sublingually. 
The process takes several minutes and, in a busy community 
pharmacy, it might not be practical to spend this amount of 
time with a client. Partially dissolved tablets are tradable and 
buprenorphine in its own right is more amenable to diversion 
and injection. To get round this problem some community 
pharmacies who do provide supervised consumption for 
buprenorphine, crush the tablets under a standard operating 
procedure (it’s unlicensed) and present this to the client. Some 
services consider the advent of Suboxone® (buprenorphine plus 
naloxone) as the answer: If injected the naloxone blocks the 
opiate receptors whereas when taken sublingually, only the 
buprenorphine is absorbed.

Cannabis
This represents the most commonly abused substance and 
the implication for MH services is more about its role in 
exacerbating or contributing to mental illnesses. Drug induced 
psychosis is recognised, but in its simplest form it dissipates 
when the substance (cannabis or any other illicit substance) 
is no longer present. Sometimes, use of a substance may 
trigger the onset of a major mental health condition such as 
schizophrenia. Probably the reason the link between cannabis 
and schizophrenia is so disputed is that cannabis contains 
many cannabinoid products, not all of which drive psychotic 
symptoms. In fact, one component is known to be positively 
anti-psychotic in nature. Add in genetic pre-disposition, 
the ‘batch’ of cannabis used and, on the back of this, the 
prevalence of the different cannabinoids and you can see that 
outcomes in this domain can be variable.

Stimulants
Amphetamine, ecstasy (and related compounds) and cocaine, 
all with their range of street names, may feature alongside 
other illicit agents. It is not unusual to have clients misusing 
an array of substances. In its own right, some amphetamine 
substitute prescribing may be undertaken, but there is no 
direct substitute for other stimulant products including cocaine. 
Substitute pharmacology options are, however, being explored 
with the knowledge of how cocaine affects neurotransmitters.

Substance Misuse
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Alcohol
Alcohol services may be integral to core SMU services or work 
separately but alongside. DAATs (Drug and Alcohol Action 
Teams) provide the relevant governance framework and are 
multiagency partnerships, often involving police, because of the 
criminal justice element.

Alcohol often features with other illicit substances, giving an 
even more complex polysubstance situation. Deciding which 
agent to tackle first is often a matter of choice and/or greatest 
risk to health.

Alcohol is measured in units where 1 unit = 10ml alcohol 
and, with its zero-order kinetics, is the amount most people 
eliminate in 1 hour (NB females tend to run higher alcohol 
levels from the same intake due to reduced volume of 
distribution).

Detoxification from alcohol involves substitute pharmacology, 
with benzodiazepines replacing alcohol. Traditionally, 
chlordiazepoxide or diazepam is used on a sliding scale basis. 
Due to the depletion of water-soluble B group vitamins, 
especially thiamine, oral supplements are routinely prescribed. 
Where there is suspected or direct clinical evidence of severe 
loss of thiamine (Wernicke’s Encephalopathy), parenteral 
thiamine must be given. Pabrinex® is the injectable product for 
this purpose with two ampoules (A and B) requiring mixing just 
before IV administration. There is also an IM version available 
although the large volume to be given makes this less well 
tolerated. Facilities for managing anaphylaxis (although rare) 
must be in place when giving Pabrinex®.

Benzodiazepines
Dependence on benzodiazepines is not a traditional remit 
of SMU services, unless it is part of a complex illicit cocktail. 
Primary care or mainstream MH services will generally 
address reducing processes. The benzodiazepine withdrawal 
syndrome may develop at any time, up to 3 weeks after 
stopping a long-acting benzodiazepine, but may occur within 
a day in the case of a short-acting one. It is characterised 
by insomnia, anxiety, loss of appetite and of body-weight, 
tremor, perspiration, tinnitus, and perceptual disturbances. 
Some symptoms may be similar to the original complaint 
and encourage further prescribing. Other symptoms may 

continue for weeks or months after stopping benzodiazepines. 
Benzodiazepine withdrawal should be flexible and carried out 
at a reduction rate that is tolerable for the patient. The rate 
should depend on the initial dose of benzodiazepine, duration 
of use, and the patient’s clinical response. Short-term users 
of benzodiazepines (2 to 4 weeks only) can usually taper off 
within 2 to 4 weeks. However, long-term users should be 
withdrawn over a much longer period of several months or 
more. It can take many months or even years to successfully 
withdraw from benzodiazepines. It is quite likely that you will 
see overly ambitious attempts to get people who have been 
using the agents for 10 or more years benzodiazepine-free in 
a few weeks or months. It is encouraged to switch patients on 
short-acting benzodiazepines to diazepam (long acting) before 
starting a reduction. Do remember that as doses get lower it is 
necessary to reduce the amount more gradually considering the 
percentage drop, e.g. a reduction from 30mg to 28mg is a 7% 
reduction, however a reduction from 10mg to 8mg is a 20% 
reduction which may lead to a greater impact on withdrawal.

Benzodiazepines do interfere with new learning and so 
can make it harder to adopt new coping skills, a source 
of frustration to other professionals helping the patient in 
this way. Former long-term benzodiazepines users, who 
have successfully withdrawn, have also complained that 
benzodiazepines reduce the ability to enjoy things. If you 
are interested in this topic look at Heather Ashton’s work on 
benzodiazepine withdrawal.

Alan Pollard 

Further reading
• BNF September 2017 - March 2018 2015 section 4.1 

hypnotics and anxiolytics 

• Benzodiazepines: How they work and how to withdraw (aka 
The Ashton Manual) www.benzo.org.uk/manual

• Department of Health (England) and the devolved 
administrations (2007). Drug Misuse and Dependence: UK 
Guidelines on Clinical Management. London: Department of 
Health (England), the Scottish Government, Welsh Assembly 
Government and Northern Ireland Executive:  
www.gov.uk/government/publications/drug-misuse-and-
dependence-uk-guidelines-on-clinical-management

“Across England there were 7,545 hospital admissions with a primary 
diagnosis of drug-related mental health and behavioural disorders which 
represents 0.05% of all hospital admissions during 2016/17.”

Statistics on Drug Misuse: England, 2018 [PAS]
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Question 27: 

Identify some reasons why Suboxone® may not be the single answer to the prevention of buprenorphine diversion.

Question 28:  

Calculate how many units Jim drinks per week from his tipple list provided below:

• 2 pints standard beer (3.5%) 5 nights per week

• 1 bottle of wine (12.5%, 75cl) on a Saturday

• 1 bottle of vodka (40%, 70cl) on a Sunday

NB: 1 pint = 568ml

Task 14: 

Spend a few moments reflecting on your own thoughts and feelings around clients who misuse substances. 

Use the area below to make a few notes and, perhaps, questions.
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“Someone receiving a 
diagnosis of Personality 
Disorder could, quite 
feasibly, behave in a 

manner that is acceptable 
or even expected in a 

different societal group.”
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  ICD-10   DSM-5

Code Subtype of disorder Code Subtype of Disorder

F60.0 Paranoid 301.00 Paranoid

F60.1 Schizoid 301.20 Schizoid

- see schizotypal disorder - 301.22 Schizotypal

F60.2 Dissocial 301.70 Antisocial

F60.3 Emotionally unstable

301.83 Borderline.30 Impulsive

.31 Borderline

F60.4 Histrionic 301.50 Histrionic

F60.5 Anankastic 301.40 Obsessive-compulsive

F60.6 Anxious (avoidant) 301.82 Avoidant

F60.7 Dependent 301.60 Dependent

F60.8 Other 301.81 Narcissistic

301.84 Passive-aggressive

F60.9 Unspecified

Adapted from references 12, 14, 15

Table 9.  Classification of personality disorders

DSM-5 breaks down the different types of PD into three 
clusters of disorders:

Cluster A: paranoid, schizoid, schizotypal 

Cluster B:  antisocial, borderline, histrionic, narcissistic

Cluster C:  obsessive-compulsive, avoidant, dependent

Background
In ancient Greece actors wore masks when performing 
on stage. These masks included a hole through which the 
actors spoke and changing the masks allowed the actors 
to portray different characters and emotions. The Greek 
word for this mask is ‘prosopion’, meaning that it is like 
a face, but not real, a façade with the Latin term being 
‘persona.’

Our persona is that through which we convey our character to 
society and can, sometimes, be changed to meet the needs of 
a social situation. On the other hand our personality is the sum 
of our mental, emotional, physical and social characteristics 
which is unique.

Personality disorder (PD) is an incredibly controversial area. 
The concept of a disorder of personality is dependent on the 
acceptance of a standard personality for all. That ‘standard 
personality’ itself depends on society and culture. As such, 
someone receiving a diagnosis of PD could, quite feasibly, 
behave in a manner that is acceptable or even expected in a 
different societal group. For instance, in China, people do not 
routinely wait in an orderly queue for services but this is general 
practice in the United Kingdom. However, it cannot be denied 
that personality disorders are a cause of serious psychological 
distress, and damage to those exhibiting the conditions and the 
people around them.

The causes of PD are uncertain, but most agree that there is a 
link between childhood experience, personality and personality 
disorder. Importantly, many people with PD have suffered 
physical or sexual abuse in their childhood, including as many 
as 75% of those with borderline PD. There is also some 
evidence for a genetic link in PD, including evidence from twin 
studies. 

Prevalence
Estimates for the prevalence of PD vary but are in the region  
of 3 to 15%. In a psychiatric population, rates are much  
higher and have been reported up to 50% or even 70%.  
The prevalence of specific subtypes of PD (see below) can differ 
in men and women. Antisocial (dissocial) PD is more common 
in men, with borderline and narcissistic PD sometimes found 
more commonly in women.

Diagnosis
Table 9 lists the different subtypes of PD as they are defined in 
the different mental health classification tools. Although ICD 
and DSM sometimes use different terms for a subtype of PD 
the equivalent subtypes are positioned next to each other in 
the table, eg ICD anankastic PD is equivalent to DSM obsessive-
compulsive PD.           

>>

Personality Disorders
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Table 10.  Personality disorder sub-types
Adapted from ICD-10 Classification of Mental and Behavioural Disorders, available at: www.who.int/classifications/icd/en/GRNBOOK.pdf

F60.0 Paranoid personality disorder                                                    

At least four of the following:
1.  Excessive sensitivity to setbacks.
2.  Tendency to bear grudges persistently.
3.  Suspiciousness and tendency to misconstrue actions.
4.  A combative sense of personal rights.
5.  Recurrent suspicions, without justification, regarding 

sexual fidelity of partner.
6.  Persistent self-referential attitude.
7.  Preoccupation with unsubstantiated “conspiratorial” 

explanations of events around the subject or in the world 
at large.

F60.2 Dissocial personality disorder

At least three of the following:
1.  Callous unconcern for the feelings of others.
2.  Gross and persistent attitude of irresponsibility.
3.  Incapacity to maintain enduring relationships, though having 

no difficulty to establish them.
4.  Very low tolerance to frustration and a low threshold for 

discharge of aggression, inc violence.
5.  Incapacity to experience guilt.
6.  Marked proneness to blame others, or to offer plausible 

rationalizations for the behaviour bringing the subject into 
conflict with society.
Comments: Persistent irritability and the presence of conduct 
disorder during childhood and adolescence complete the 
clinical picture but are not required for the diagnosis.

F60.4 Histrionic personality disorder

At least four of the following:
1.  Theatricality or exaggerated expression of emotions.
2.  Suggestibility
3.  Shallow and labile affectivity.
4.  Continually seeks excitement and activities in which the 

subject is the centre of attention.
5.  Inappropriately seductive in appearance or behaviour.
6.  Overly concerned with physical attractiveness.

Comments: Persistent irritability and the presence of conduct 
disorder during childhood and adolescence complete the 
clinical picture but are not required for diagnosis.

F60.6 Anxious [avoidant] personality disorder

At least four of the following:
1.  Persistent and pervasive feelings of tension and 

apprehension.
2.  Belief that oneself is socially inept, personally unappealing, 

or inferior to others.
3.  Preoccupation about criticism or rejection.
4.  Unwillingness to get involved with people unless certain of 

being liked.
5.  Restrictions in lifestyle due to need of security.
6.  Avoidance of social or occupational activities that involve 

significant interpersonal contact, because of fear of criticism, 
disapproval or rejection.

F60.8 Other specified personality disorders

If sub-type criteria do not match, but a condition meeting the 
general criteria for personality disorder is present, use this code. 

F60.1 Schizoid personality disorder

At least four of the following:
1.  Few, if any, activities provide pleasure.
2.  Emotional coldness or flattened affectivity.
3.  Limited capacity to express warm, tender feelings.
4.  Indifference to praise or criticism.
5.  Little interest in sexual experiences.
6.  Almost always chooses solitary activities.
7. Excessive preoccupation with fantasy and introspection.
8.  Lack of confiding relationships (or only one).
9. Insensitivity to social norms and conventions

F60.5 Anankastic personality disorder

At least four of the following:
1.  Feelings of excessive doubt and caution.
2.  Preoccupation with details, rules, lists, order, organization 

or schedule.
3.  Perfectionism that interferes with task.
4.  Excessive conscientiousness and scrupulousness.
5.  Undue preoccupation with productivity to the exclusion of 

pleasure and relationships.
6.  Excessive adherence to social conventions.
7.  Rigidity and stubbornness.
8.  Unreasonable insistence that others submit exactly to their 

way of doing things, or unreasonable reluctance to allow 
others to do things.

F60.7 Dependent personality disorder

At least four of the following:
1.  Encouraging or allowing others to make most of one’s 

important life decisions.
2.  Subordination of own needs to those of others on whom 

one is dependent, and undue compliance with their wishes.
3.  Unwillingness to make even reasonable demands on the 

people one depends on.
4.  Feeling helpless when alone, because of exaggerated fears 

of inability to care for oneself.
5.  Fears of being left to take care of oneself.
6.  Limited capacity to make everyday decisions without an 

excessive amount of advice and reassurance from others.

F60.3 Emotionally unstable personality disorder

F60.30 Impulsive type

At least three of the following, one of which is 2.:
1.  Acts unexpectedly and without consideration of the 

consequences.
2.  Marked tendency to quarrelsome behaviour, especially when 

impulsive acts are criticized.
3.  Liability to outbursts of anger or violence.
4.  Inability to maintain action that offerin no immediate reward.
5.  Unstable and capricious mood

F60.31 Borderline type

At least three from F60.30 and at least two of the following:
1.  Disturbances in and uncertainty about self-image, 
7.  Forms intense and unstable relationships.
8.  Excessive efforts to avoid abandonment.
9.  Recurrent threats or acts of self-harm.
10.  Chronic feelings of emptiness

F60.9 Personality disorder, unspecified
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> from page 67

For a diagnosis of personality disorder the criteria below must 
be met. In addition, a disorder sub-type can be diagnosed 
where symptoms meet the criteria listed previously in Table 10.

General Criteria  
for Personality Disorder:
• Characteristic and enduring patterns of inner experience 

and behaviour deviate markedly from the culturally expected 
and accepted range and manifest in more than one of the 
following areas: cognition, affectivity, control over impulse 
and need gratification, relating to others and the way they 
handle interpersonal situations.

• The deviation manifests as behaviour that is inflexible, 
maladaptive, or otherwise dysfunctional across a broad 
range of personal and social situations.

• There is personal distress, or adverse impact on the social 
environment, or both, clearly attributable to the behaviour 
as outlined above.

• There must be evidence that the deviation is stable and 
of long duration, having its onset in late childhood or 
adolescence.

• The deviation cannot be explained as a manifestation or 
consequence of other adult mental disorders, although 
other conditions may co-exist or be superimposed on it.

• The deviation cannot be explained by the presence of 
organic brain disease, injury, or dysfunction.

Risks
The impulsive nature displayed in some forms of PD can result 
in higher rates of injury and/or mortality. PD is associated 
with a high level of suicide and/or self-harm, particularly with 
borderline and paranoid PD. This is an important consideration 
when providing medication that could be harmful in an 
overdose.  

Poor adherence to therapy is a major concern regarding 
treatment of anyone with a mental health condition and is a 
particular concern for people with antisocial PD. 

Dual diagnosis (where two or more conditions are suffered 
concomitantly) is common in PD, with the most common 
being associated with substance misuse. Evidence exists that 
personality disorders can increase the risk of developing a 
problem with substance abuse, but they might also affect the 
course of the dependence.

Due to a lack of understanding, acceptance and an old belief 
that PD is untreatable, there is a possibility that an individual 
with PD will receive suboptimal treatment.  

Prognosis
Personality disorder is a lifelong condition. Improvements 
can occur slowly overtime with age (particularly in antisocial 
behaviour and impulsivity) but the overall outcome is somewhat 
variable.

Treatment
The mainstay of treatment for personality disorders is 
psychological therapy. A range of therapeutic approaches 
can be used including counselling, dynamic psychotherapy, 
cognitive behavioural therapy (CBT), dialectical behavioural 
therapy (DBT) and cognitive analytical therapy. Progress with 
these treatments can be seen within months, whilst other 
sufferers might require support for years.

Pharmacological agents have a limited role in the treatment of 
personality disorders. Studies of using drug treatments with 
PD are equivocal and are often difficult to replicate and of 
poor quality. Although medication might have some value in 
the management of certain symptoms, the 2009 NICE clinical 
guidelines for borderline and antisocial personality disorders 
stated, that medication should not be routinely used for the 
treatment of the disorders or their associated symptoms. 
Medication retains a place in the treatment of comorbid 
conditions, however the safety of any agent in overdose must 
be considered due the potential high risk of suicide in PD.

Andy Down
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Question 29:  

What are the key criteria for a diagnosis of a personality disorder?

   

Question 30:  

“Personality disorder is just a medicalisation of behaviour that 
doesn’t fit with what society expects or the government wants. 
Extremes of behaviour and personality are only unacceptable 
because we have narrow limits on what is culturally ‘normal’ and 
we have no right to try and change anyone”

Provide a response.

Question 31: 

True or False? 

1.   Dual diagnosis is common in personality disorder T F

2.   Anankastic PD is associated with outbursts of anger and violence T F

3.   Personality disorders are untreatable T F

4.   DBT is sometimes used in the treatment of PD T F

5.   Borderline PD is associated with self-harming behaviour T F
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Task 15: 

Using the ICD-10 criteria for diagnosis of the different personality disorders, list the personality traits that you consider 
apply to:

1) You

2) A member of your family or a close friend

3) Your employer (or tutor!)

Task 16: 

Speak to colleagues in your workplace and on the wards.

• How many patients have a primary diagnosis of PD?

• How many patients have a secondary diagnosis of PD?

• Does the difference influence treatment?

What are the views about PD and its treatment within MH services?
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“People with 
mental illness are 
no more or less 
likely to offend 

than the general 
population.”
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Forensic psychiatry is a branch of general psychiatry 
that is particularly concerned with the law, the mentally 
disordered offender, the assistance of the courts and 
psychiatric-legal issues.

The 1959 Mental Health Act unlocked wards in general 
psychiatric hospitals and gave voluntary patients the same 
rights as other hospital patients (the right to leave hospital 
without giving 72 hours written notice). It also introduced 
hospital orders for mentally disordered offenders. However, it 
was very difficult to get local psychiatric hospitals to take these 
patients. Special Hospitals used their own admission criteria, 
generally only accepting those people felt to be a ‘grave and 
immediate danger’ to the general population.

In 1975, The Butler Committee on Mentally Abnormal 
Offenders recommended that all regions must take 
responsibility for service users who didn’t need a Special 
Hospital care but were not suitable for general psychiatric 
hospitals. Due to this Regional Secure Units (RSU) were set up 
to be the base for the regional forensic services and funding 
was provided to each region to establish secure beds. Within 
the committee, they recommended 20 beds per million 
population and two nurses per resident.

The 1983 Mental Health Act, which still governs practice, has 
a section specifically relating to mentally disordered offenders 
and their treatment. It relates to their movement between the 
criminal justice system and the hospital service, their disposal by 
the courts, and their supervision by the Home Office.

The Mental Health Act does not apply in prison, meaning 
medication can only be offered but not enforced. It is often 
therefore necessary to transfer prisoners into hospital for 
assessment and treatment of their mental state. This is 
especially true if they are displaying unpredictable violence, 
life-threatening self-harm and/or failure to improve with 
treatment in prison. The forensic services must then assess the 
level of security needed for the person’s treatment and arrange 
for them to be transferred to the appropriate setting, be that 
Special Hospital, RSU or local psychiatric hospital. At any 
subsequent court appearance, a report will be provided by the 
forensic psychiatrist, making recommendations as to their most 
appropriate disposal.

Role of Mental Illness in Offending 
Behaviour
People with mental illness are no more or less likely to offend 
than the general population. The factors associated with 
offending in those with mental illness are the same as those 
for the general population. This includes gender, young age, 
substance misuse, disturbed childhood and socioeconomic 
deprivation.

People with schizophrenia are more likely to be victims of 
violence than they are to be perpetrators of it. They show a 
similar rate of offending to the rest of the population. Although 
they are more likely to commit a crime of violence, they are also 
more likely to be detected and arrested. 

Schizophrenia
Minor, disorganised offences are more commonly committed 
by people with schizophrenia than serious offences, due to 
their disordered thinking. Acting on delusions and paranoia is 
common in schizophrenia, and may result in acts of violence 
to themselves, others, or through arson. Sexual offending of 
a schizophrenia sufferer may be due to them misinterpreting 
social interactions and cues. Different types of hallucinations 
and thoughts can also lead schizophrenia sufferers to criminal 
activity:

• Hallucinatory experiences result in the sufferer offending 
because of command hallucinations or as an attempt to 
remove the perceived source of ‘voices’ they hear. 

• Olfactory and gustatory hallucinations can lead to delusions 
of poisoning by others. 

• Tactile hallucinations can lead to sufferers making 
accusations of sexual assault resulting in violent behaviour. 

• Thought insertion and thought broadcasting can lead to 
ideas of being controlled by outside agencies, which may 
then become targets for aggression.

Mania and Hypomania
People who are manic can become grandiose. They may spend 
money excessively to the extent where they get into debt, 
leading to criminal behaviour in order to pay the money. Some 
may set up improbable business ventures, leading to fraud or 
obtaining money under false pretences. Due to this need to pay 
debts manic sufferers can become extremely irritable and may 
be violent towards anyone they perceive as preventing them 
from achieving their aims. In some cases of mania, the person 
can become psychotic, and delusional ideas can therefore lead 
to the violent behaviour. In rapid-cycling bipolar disorder, the 
manic episode may be so short that without close psychiatric 
observation it may be difficult to detect.

Depression
Depressed people are often not associated with the criminal 
justice system. Their behaviour and manner does not bring 
them to offend though there are some examples. Shoplifting 
can be linked to depression, especially with middle-aged 
people, as they see it as an outlet. Severe depression in 
some cases can lead to homicide with the person developing 
delusional beliefs about the state of the world. Often, the 
victims will be close relatives to the sufferer such as parents, 
spouse and children. 

Forensic Psychiatry
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Sections of the Mental Health Act 1983 
relating to Mentally Abnormal Offenders

Underlying principles:
• A mental disorder doesn’t need to be connected to a crime 

(and in fact it may have started long after an offence). This 
must not preclude someone from receiving treatment in a 
hospital for their mental disorder if that is indicated.

• If the offence is not punishable by imprisonment, then a 
court cannot commit someone to hospital under the Mental 
Health Act.

• The responsible clinician cannot move, send on leave or 
discharge any person under any of the Sections listed below, 
apart from Section 37.

Section 35 
Remand to Hospital for an Assessment Report

A person awaiting trial for an imprisonable offence can 
be remanded to a hospital for medical reports assessing 
their mental disorder. It can last up to 28 days and can be 
renewed twice. For someone to be remanded there must be 
a recommendation from a registered medical practitioner to 
suspect a mental disorder. No medical treatment can be given 
without the patients consent. 

Section 36 
Remand to Hospital for Assessment and Treatment

As with section 35 a person awaiting trial can be remanded 
in hospital for assessment and treatment for 28 days. 
Nevertheless, for this to happen recommendations must be 
given by two medical practitioners one of which must be 
section 12 approved. Medication treatment can be given for 
the mental disorder.

Section 37 
Hospital Order

A court may impose a hospital order instead of a custodial 
sentence on a person convicted of an imprisonable offence. 
This requires two medical practitioners to put forward 
recommendations, one of whom must be section 12 approved. 
Unlike the other sections, this section lasts for 6 months and is 
renewable for six months and then a year. Medication can be 
given for treatment. 

Section 38 
Interim Hospital Order

A person convicted but not sentenced for an imprisonable 
offence may be given an interim hospital order to assess 
suitability for a hospital order. Like with Section 36 and 37, two 
medical practitioners must make recommendations that the 
patient is suffering from a mental disorder. This order can last 3 
months and can be renewed for 28 days for a maximum of 12 
months. Medication can be given for treatment. 

Section 41 
Restriction Order

When a Crown Court makes a Section 37 hospital order, 
they will also have to make a Section 41. This overrides the 
responsible clinician’s authority and precludes the person being 
given leave, being transferred or discharged from the hospital 
without permission from the Ministry of Justice. With this there 
is no time limit. 

Section 47 
Transfer of Convicted Prisoner

This Section enables a prisoner to be transferred to hospital for 
treatment. In order for this to happen two recommendations 
from medical practitioners must be completed, one of whom 
is Section 12 approved. This will remain in place until the end 
of the sentence. Medication may be given for treatment of the 
mental disorder.

Section 48 
Transfer of Other Prisoner

This Section enables other prisoners to be transferred 
to hospital for treatment. It again requires two medical 
practitioner recommendations and allows for medication to be 
used for treatment. 

Section 49 
Restriction Order

The Ministry of Justice can also impose a restraining order 
equivalent to Section 41 with reference to the above categories 
(47 and 48).

Sometimes a hybrid order may be put in place, where the 
person, having been found guilty, is sent to hospital. Once their 
mental health has improved, they are then sent to prison to 
complete their sentence.

Discharge
Service users with restriction orders Section 41 or 49 can be 
discharged only with the consent of the Ministry of Justice or 
by a First Tier Tribunal (FTT)/Mental Health Review Tribunal 
(MHRT). People under Section 37 can apply for a FTT/MHRT 
in the second six months of their section. If they do not apply 
for a review within three years then they automatically are 
reviewed.

The members of the MHRT are appointed by the Care Quality 
Commission (CQC). For people under a restriction order, 
the chair of the tribunal is always a judge. The tribunal will 
generally grant a conditional rather than an unconditional, 
discharge for these types of service users. The types of 
conditions imposed are related to risk management with the 
aim of preventing deterioration of mental illness and re-
offending. It may include the address and type of residence, 
co-operation with psychiatric services, and refraining from use 
of illicit substances or alcohol.
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Consent to Treatment
Residents in forensic units are almost always detained under 
a section of the Mental Health Act, and therefore all require 
consent to treatment documentation (a T2 or T3) after the first 
three months of treatment when their section was initiated, 
in exactly the same way as civilly-detained people. Treatment 
against their will is possible, except for those under Section 
35, provided that it is to prevent a serious deterioration in their 
condition, to alleviate serious suffering or to prevent violence/ 
danger to the person or others.

Regional Secure Units (RSUs)
These are normally the base for the forensic psychiatric facilities 
which provides services to courts and prisons in their local area. 
The forensic psychiatrists and their teams are responsible for 
preparing court reports recommending disposals for mentally 
disordered offenders, following assessment, normally within 
the RSU. In a lot of areas they often assess and give advice to 
local psychiatric services on the management of difficult and 
violent service users detained under civil sections of the Mental 
Health Act. Sometimes they even admit them to the RSU for a 
period of assessment and respite. They are also asked to assess 
service users from their catchment area who are currently 
detained within high security hospitals and secure facilities 
within the private sector. This is done to follow their progress 
and participate in their rehabilitation back into their home area, 
if this is felt appropriate.

Special Hospitals
These provide high security care for people who are perceived 
to be a grave and immediate danger to the general population 
due to their mental health problems. The majority of residents 
here will be mentally disordered offenders, but there is a small 
group of civilly detained people who need this level of security. 
Each Special Hospital has a catchment area and takes referrals 
from mental health and custodial services within that region. 
Following assessment, the person’s case is presented to an 
admissions panel who decide whether they are suitable for 
the service. Residents in Special Hospitals are held under the 
same conditions of the Mental Health Act as any other service 
users and have the same rights of application for a FTT/MHRT, 
dependent on the section they are detained under.

General Psychiatry
General psychiatry has a large role to play in the care of forensic 
service users. They may participate in diversion schemes 
and prison assessments, liaising with the forensic services 
as appropriate. People who receive a Section 37 without a 
restriction order are often cared for by their local services rather 
than the forensic services. Service users who require secure 
care may initially be able to be cared for by their local services 
when they are ready for rehabilitation and follow up within the 
community. 

Drug Choice in Forensic Patients
Treatment resistant service users are well represented in 
forensic services. They form a very challenging group for whom 
treatment strategies can be extremely difficult to formulate and 
need careful monitoring.

The consequences of relapse in these people are not just 
those of all people with a major mental illness (especially 
schizophrenia). Their social functioning and personality 
deteriorates with each relapse, but they are at high risk of re-
offending and ending up back in the criminal justice system. 
The cost to society may also be high if violent offences are 
committed.

These considerations may lead to different priorities in the 
choice of medication in forensic service users compared to 
general psychiatric service users. 

Sheena Mitchell, Nikki Holmes 

Further reading
• Semple D & Smyth R. Oxford Handbook of Psychiatry. 3rd 

Ed., Oxford, UK

• Zigmond T. A clinician’s brief guide to the Mental Health 
Act. Royal College of Psychiatrists, London.

• Principles and practice of forensic psychiatry. Ed Bluglass RS 
and Bowden P.

• Forensic psychiatry. Faulk M.

• Seminars in practical forensic psychiatry. Ed Chiswick D and 
Cope R.

“There were 84,674 adults in prison in England and 
Wales in 2016–17, between 10% and 90% of whom 

are thought to have mental health issues.”

House of Commons Committee of Public Accounts 2017.  
Mental health in prisons. Eighth Report of Session 2017–19. 
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Question 32:  

Spend a few moments reflecting on the pharmacist role in forensic services. 

What do you think the similarities and differences are compared to working in general mental health services? 

Question 33:  

Which ONE is correct?  A service user may not be treated against their will in the first 3 months of:

1. Section 3

2. Section 35 

3. Section 38

4. Section 37/41

Question 34:  

Which ONE is correct?   Service users detained under which Section, can be allowed leave by their responsible clinician?

1. Section 48/49

2. Section 37/41

3. Section 37 

4. Section 38

Question 35:  

When acting as the ‘other professional’ for a SOAD you must have:

1. Spoken to the patient within the last week

2. Been professionally involved in decisions about the patient’s treatment 

3. Agreement with the treatment plan given to the SOAD

4. Attended the patient’s last case conference
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“Eating disorders 
are emotional 

disorders...”
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Eating disorders are emotional disorders which focus on 
food and over concern with body size and shape as a way 
of coping with problems. All eating disorders have the 
same core features which are not secondary to a general 
medical disorder or other psychiatric condition. These are:

• A pre-occupation with and over-emphasis of the importance 
of body weight and shape.

• The use of extreme dietary restriction often with other 
weight control measures such as excessive exercise, self-
induced vomiting, laxative, diuretic and or slimming pill 
abuse.

• Significant impairment of physical health and/or social 
functioning.

Eating disorders can be very difficult to diagnose as early 
symptoms are often non-specific. As a result, it is believed that 
over half of cases go unrecognised for some considerable time. 

Classification
Eating disorders are conventionally categorised into anorexia 
nervosa (AN), bulimia nervosa (BN) and binge eating disorder 
(BED). DSM-5 further classifies the following diagnostic criteria:

AN
• Restriction of energy intake relative to requirements leading 

to a significantly low body weight in the context of age, sex, 
developmental trajectory, and physical health.

• Intense fear of gaining weight or becoming fat, even though 
underweight.

• Disturbance in the way in which one’s body weight or shape 
is experienced, undue influence of body weight or shape on 
self-evaluation, or denial of the seriousness of the current 
low body weight.

BN
• Recurrent episodes of binge eating characterised by BOTH 

of the following: 

- Eating in a discrete amount of time (within a 2-hour 
period) large amounts of food.

- Sense of lack of control over eating during an episode.

• Recurrent inappropriate compensatory behaviour in order to 
prevent weight gain (purging).

• The binge eating and compensatory behaviours both occur, 
on average, at least once a week for three months.

• Self-evaluation is unduly influenced by body shape and 
weight. The disturbance does not occur exclusively during 
episodes of anorexia nervosa. 

BED
• Recurrent episodes of binge eating. An episode of binge 

eating is characterised by both of the following: 

- eating, in a discrete period of time (for example, within 
any 2-hour period), 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 
(for example, a feeling that one cannot stop eating or 
control what or how much one is eating)

• The binge-eating episodes are associated with three (or 
more) of the following: 

- 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 
afterwards 

• Marked distress regarding binge eating is present. 

• The binge eating occurs, on average, at least once a week 
for three months. 

• The binge eating is not associated with the recurrent use 
of inappropriate compensatory behaviour (for example, 
purging) and does not occur exclusively during the course of 
Anorexia Nervosa, Bulimia Nervosa, or Avoidant/Restrictive 
Food Intake Disorder.

Many patients do not fully meet the criteria for these disorders 
or they may have some features. They are then diagnosed as 
having a Feeding or Eating Disorders Not Elsewhere Classified 
(FED-NEC). This is characterised as disturbances in eating 
behaviour that do not necessarily fall into the specific category 
of anorexia, bulimia, or binge eating disorder. It is the most 
common eating disorder diagnosis. Warning signs and related 
medical/psychological conditions of FED-NEC are similar to, and 
just as severe as, those for the other eating disorders.

Aetiology of eating disorders
No one factor has been identified as the cause of eating 
disorders. Like other psychiatric illnesses they are thought to 
occur as a result of interaction between genetic vulnerability 
and various environmental factors. 

Complications of eating disorders include:
• Renal failure

• Long term physical damage

• Self-harming behaviour

• Substance misuse

• Cardiac arrest

• Suicide

Eating Disorders
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General:

• Female sex

• Adolescence/early adulthood

• Living in a western society

Premorbid experience of:

• Adverse parenting – low contact, high expectation, 
arguments

• Sexual abuse

• Family dieting

• Critical comments about eating, weight or shape

• Pressure to be slim

• Bullying/teasing for being fat

• Activities that promote thinness or a particular body 
shape such as dancing, modelling, working out etc.

Premorbid characteristics:

• Low self-esteem

• Difficulties in resolving conflict and expressing 
negative emotions

• A perfectionist personality (AN)

• High anxiety

• Obesity (BN)

• An early menarche (BN)

A family history of:

• An eating disorder

• Depression

• Substance misuse (BN)

• Obesity (BN)

Table 11.  Risk factors for eating disorders

Anorexia Nervosa (AN)
• AN mainly affects females with a sex ratio of 10:1, although 

the incidence or rate of recognition is increasing in young 
men.

• Average age of onset is 15 to16 years.

• The prevalence in western societies is about 1% in females 
aged 12 to 18.

Clinical features of AN: 
In addition to core features in table 11

• Refusal to maintain body weight at, or above, minimum for 
age and height.

• Deliberate weight loss primarily induced by food intake 
restriction.

• Weight >15% below the normal reference range (BMI < 
17.5) (BMI = weight (kg)/height2 (m).

• Intense fear of weight gain, fatness and food.

• Amenorrhoea if post-menarche and not on a contraceptive 
agent – female.

• Loss of libido – male.

• Denial.

• If the onset occurs before puberty then secondary sexual 
development is delayed.

Additional features include:

Physical   
See table 12

A range of physical signs and symptoms which get more 
pronounced as weight loss progresses that can be serious and 
life threatening. These are the effects of starvation and are 
exacerbated by the metabolic consequences of vomiting and 
diuretic/laxative abuse.   

Symptoms:

• Loss of muscle tissue and subcutaneous fat
• Sensitivity to/intolerance of cold
• Gastro-intestinal – constipation, cramps, bloating, 

atonic colon
• Dizziness, syncope
• Amenorrhoea – female
• Loss of interest in sex - male
• Sleeping difficulties
• Fatigue
• Irritability, anxiety
• Headaches
• Fractures secondary to osteoporosis
• Overactivity
• Poor concentration
• Body image distortion.

Signs:

• Emaciation
• Dry skin – sometimes of an orange colour due to 

hypercarotaemia
• Cold extremities
• Bradycardia, postural hypotension, arrhythmias
• Peripheral oedema
• Proximal myopathy
• Downy hair (“lanugo hair”) on the back, fore-arms 

and cheeks
• Poorly developed or atrophic secondary sexual 

characteristics
• Calluses on the knuckles due to self-induced vomiting
• Dental erosions due to self- induced vomiting
• Enlarged salivary glands
• Scarring - suggestive of cutting or burning
• Memory loss/confusion

Table 12.  Physical signs and symptoms of AN
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Psychological
Body image distortion and fear of fatness are core 
psychological symptoms which become worse as weight is 
lost, thus making the disorder self-perpetuating. This is further 
reinforced by the fact that weight loss brings rewards such 
as feelings of self-control, peer support and approval, the 
avoidance of sexual development and parental attention.

Psychiatric
Symptoms of depression, anxiety disorders, obsessive 
compulsive disorder, and psychosis may be present.

Management of AN
As with other psychiatric illnesses, early recognition and 
effective intervention, can lead to better long term outcomes. 
Some, if diagnosed early enough, can be managed adequately 
in primary care. For more severe disorders, specialist outpatient 
treatment is recommended whilst inpatient and day-care are 
reserved for those with the most severe forms of the illness. 

Any treatment should address:

• Food intake, weight gain, body image, attitude to food etc.

• Co-morbid depression, anxiety etc.

• The physical consequences of fasting/starvation both short 
and long term.

The evidence base is very limited with the result that current 
guidance is based on expert clinical experience, rather than 
robust randomised controlled trials.

Psychological
Psychological therapies are considered to be the most effective 
treatments for AN. Family Therapy has the most supportive 
evidence and is recommended as a first line therapy. Other 
specialist therapies include focal psychodynamic psychotherapy, 
cognitive analytic therapy, specialist supportive clinical 
management and cognitive behavioural therapy (CBT), but 
there is no robust evidence to support these.

Medical
Medical monitoring is essential for a patient with AN. This 
includes blood pressure, pulse, temperature and weight, plus 
ECG and routine blood tests together with fluid balance.  
Electrolyte disturbances and biochemical abnormalities should 
be corrected cautiously because such changes are likely to have 
been chronic and some physiological adaption may have taken 
place. Peripheral oedema which can occur during re-feeding 
should be managed cautiously by the avoidance of excessive 
fluid intake and elevation of the feet by day and the head by 
night. Cardiac failure as a potential cause should be excluded.

Constipation is a common problem, especially in those who 
have misused laxatives. Increasing fluid and fibre intake may be 
sufficient. However, if the colon has lost its tonicity, then a bulk 
forming laxative or stool softener may be also be required.

Delayed gastric emptying can lead to feelings of early satiety, 
fullness or bloating. This was sometimes addressed with 
domperidone or metoclopramide before meals, but the former 

due to reported cardiac issues (QTc prolongation risk), is now 
only recommended for management of nausea and vomiting 
at the lowest dose for the shortest possible time. The latter has 
also had restrictions to its licensed indication and can give rise 
to extrapyramidal side-effects. Some patients achieve relief of 
stomach cramps and colicky pain with antispasmodics such as 
mebeverine.

Nutritional
The aim of nutritional management is to establish a structured 
eating pattern which involves three meals and three snacks a 
day. Food is considered as a “medicine” as it facilitates other 
interventions. It is offered in “individually prescribed regular 
doses” which are reviewed and adjusted regularly.  
The “administration” needs to be observed and “side-effects” 
looked out for.

Food is reintroduced slowly starting with quarter portions 
or less and moving up through to full portions over a period 
of time. This may take months or even longer but should be 
carried out at a pace the patient can cope with. The diet should 
be high in energy, low in fibre and phosphate rich including 
milk, eggs and chicken. This reduces the risk of gastric dilation 
and re-feeding syndrome, the symptoms of which include 
confusion, convulsions, psychosis and heart failure that occur 
due to metabolic disturbances.

Psychological interventions are employed to address the acute 
anxiety which can occur prior to meal times, especially before 
an anticipated planned increase in portion size or “dosage”.  
On occasions these need to be supplemented with short term 
use of an antipsychotic or antihistamine.

Pharmacological
There is no evidence to support the use of antidepressants 
in the treatment of AN. Until recently there has been little 
evidence to support the routine use of atypical antipsychotics 
or antihistamines to promote weight gain. In fact, for a patient 
with AN, the knowledge that a prescribed medicine has the 
potential to increase weight, can have a negative impact on 
adherence and may damage the therapeutic relationship. 

Prognosis
AN is a potentially fatal disorder. Mortality rates have been 
reported to be as high as 20% after 20 years. This is 12 
times the all-cause mortality rate for females in the same age 
group. Death is usually as a result of renal failure, ventricular 
arrhythmias or suicide. 

When occurring in childhood or early adolescence AN can 
significantly impair growth and development. However, 
with effective early intervention, 27% to 58% have a good 
outcome, 13 to 25% have intermediate outcome and 11 to 
42% have a poor outcome. 25% of patients are said to remain 
chronic after 20 years.

The greatest chance of recovery is in the first six years. A poor  
prognosis is associated with delay in recognition and treatment, 
adult onset, severe weight loss, vomiting, childhood obesity, 
low self-esteem, poor social and family relationships, 
personality disturbances and substance misuse.



Introduction to Mental Health and Therapeutics                   81Introduction to Mental Health and Therapeutics                   

Bulimia Nervosa (BN)
• BN is more common than AN.

• It is much more common in women with a sex ratio of 50:1.

• It occurs in 2% of women aged 16 to 35 years. 

• Many risk factors are shared with AN.

• It has a slightly later mean age of onset of 18.

• The genetic contribution is controversial but some studies 
suggest it to be in excess of 80%.

Clinical features of BN in addition to the 
core features listed above:
• Repetitive uncontrolled eating binges followed by self-

induced vomiting and other activities to negate the calorific 
effects such as the misuse of laxatives, enemas, diuretics, 
slimming pills, excessive exercise etc.

• These activities induce the same adverse effects and 
metabolic disturbances as in AN.

• Recurrent binge eating occurs more than twice a week for 3 
months.

• Typically 1000 to 4000 kcal are consumed in each binge.

• Feelings of loss of control and/or in distress during binges.

• It punctuates an otherwise anorexia nervosa-like pattern of 
dietary restriction.

• Self-evaluation unduly influenced by body weight and shape.

• The diagnostic criteria for AN are not met.

• The most obvious difference from AN is that body weight is 
unremarkable.

Differential diagnosis
The following must be excluded before a diagnosis of BN can 
be applied:

• Anorexia with bulimic features.

• Binging associated with other psychiatric illnesses such as 
depression or psychosis.

• Medical causes of vomiting.

• Binge-eating disorder.

Management
Treatments are markedly more effective and better evaluated 
than in AN. They include:

• Self-help manuals, increasingly being used first line.

• A modified form of CBT.

• Interpersonal therapy (IPT). This works but takes longer than 
CBT.

• Antidepressants, which reduce the frequency of binging and 
vomiting. The best evidence is for high dose fluoxetine, but 
relapse often occurs when the antidepressant is stopped.

Prognosis
BN sufferers have less serious medical complications than  
those with AN. If untreated it has a chronic fluctuating course; 
50% patients are fully recovered at 5 to 10 years’ follow up.  
For those who do achieve remission the relapse rate is of the 
order of 30%. 

A poor prognosis is associated with psychiatric co-morbidity 
including substance misuse, impulsivity, a pre-morbid or family 
history of obesity, a history of AN and poor social adjustment. 
BN is not associated with overall increase in the risk of death.

Binge Eating Disorder (BED)
BED is a serious mental illness where people experience a loss 
of control and overeat on a regular basis.

People who binge eat consume very large quantities of food 
over a short period of time (called bingeing) often eating even 
when they are not hungry. It is not about eating extra-large 
portions. 

Binges are usually planned like a ritual and can involve the 
person buying “special” binge foods. Binge eating usually takes 
place in private. People will often have feelings of guilt, disgust 
at their lack of control after binge eating. Unlike those with 
bulimia, people who binge eat do not purge themselves in an 
attempt to control their weight.

Many people with BED are overweight or obese, leading to 
high blood pressure, high cholesterol, type 2 diabetes and 
heart disease. BED affects both men and women and tends to 
be more common in adults than in younger people. 

Psychological Management 
Self-help is often considered as the first suggestion for the 
treatment of BED. If BED is still persistent, psychological 
therapies can be recommended such as cognitive behavioural 
therapy (CBT), interpersonal psychotherapy (IPT) and modified 
dialectical behaviour therapy (DBT). 

Pharmacological Management 
Consideration should be given to offering a trial of an SSRI 
antidepressant drug to patients with binge eating disorder. 
Patients with binge eating disorders should be informed that 
SSRIs can reduce binge eating, but the long-term effects are 
unknown. Antidepressant drug treatment may be sufficient 
treatment for a limited subset of patients.

Celia Feetam, Abiola Allinson

Further Reading
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of the National Institute for Clinical Excellence (2004), 
Clinical Guideline 9: Core interventions in the treatment 
and management of anorexia nervosa, bulimia nervosa and 
related eating disorders. Available via: www.nice.org.uk. 

• Cavan J, Connan F. Eating disorders: Clinical features and 
diagnosis. Clinical Pharmacist 2010 2: 9: 325-329

• Cavan J, Connan F. Eating disorders: Management. Clinical 
Pharmacist 2010 2: 9: 330-333

• Kaplan A.S. Garfinkel P.E. Editors. Medical issues and the 
Eating Disorders. Brunner/Mazel New York 1993

• www.b-eat.co.uk. 

• www.gov.uk/drug-safety-update/domperidone-risks-of-
cardiac-side-effects

• www.gov.uk/drug-safety-update/metoclopramide-risk-of-
neurological-adverse-effects
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Question 36:  

What is the potential role of a clinical pharmacist in the care of a patient with anorexia nervosa?

Question 37:  

Which medicines present an increased risk to a person with anorexia nervosa and should, therefore, be avoided?   
Give your reasons.

Question 38:  

Does a community pharmacist have a role to play in eating disorders? If so, what is it?

Task 17: 

Access the website at www.b-eat.co.uk to see what support is available to sufferers and carers from the charity 
Beating Eating Disorders.

Task 18: 

Visit your nearest eating disorders unit and spend time with a clinical psychologist to learn more about the 
psychological interventions available for the management of eating disorders

Task 19: 

Speak to a dietician with an interest in eating disorders to find out more about the re-feeding programme.
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“... reduce any risk to the 
individual and others and 
allow them to receive the 
medical care they need.”
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What is Rapid Tranquillisation?
Rapid tranquillisation is the use of medicines to quickly calm a 
patient who is displaying very agitated or aggressive behaviour.

Traditionally this has included the use of oral and parenteral 
medication. The rationale for treatment is to reduce any risk to 
the individual or others and allow them to receive the medical 
care that they need.

In 2015 NICE guideline NG10 defined rapid tranquillisation in 
terms of the use of injectable medication only with a focus on 
sedating the individual. The definition of rapid tranquillisation 
by NICE is given below: 

‘The ‘use of medication by the parenteral route (usually 
intramuscular (IM) or, exceptionally, intravenous (IV)) if oral 
medication is not possible or appropriate and urgent sedation 
with medication is needed.’

Before Prescribing Rapid Tranquillisation
The following should be taken into account prior to rapid 
tranquillisation: 

• advance statements

• legal context

• dignity of the individual 

• physical obstacles

• physical health 

• ECG 

• known drug allergies 

• medication use 

• drugs and alcohol use

Prescribing Rapid Tranquillisation
There are some general considerations that should be taken 
into account when prescribing in rapid tranquillisation. 

If there is insufficient information to guide the choice of 
medication for rapid tranquillisation, or the service user has 
not taken antipsychotic medication before, intramuscular 
lorazepam is the agent of choice. 

If there is evidence of cardiovascular disease, including a 
prolonged QT interval, or no electrocardiogram (ECG) has been 
carried out, the use of intramuscular haloperidol should be 
avoided. A safer alternative is intramuscular promethazine and 
lorazepam in combination.

When prescribing medication for use in rapid tranquillisation, 
the initial prescription should be written as a single dose, which 
should be reviewed for safety and efficacy before further 
prescribing for the individual.

After Rapid Tranquillisation
After rapid tranquillisation, the patient’s pulse, blood pressure, 
respiratory rate, temperature, level of hydration and level of 
consciousness should be monitored at least every hour until 
there are no further concerns about their physical health status. 

More frequent monitoring should be undertaken if the 
following conditions are met:

• prescribing in excess of the BNF maximum doses

• an individual who appears to be asleep or sedated

• an individual who has taken illicit drugs or alcohol

• a known pre-existing physical health problem

• harm resulting from a restrictive intervention

Juliet Shepherd

Rapid Tranquillisation
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Task 20: 

Familiarise yourself with your organisation’s rapid tranquillisation policy if there is one in place.  

Where there is a policy in place, is there evidence that patients are receiving the appropriate physical healthcare 
monitoring?

Compare rapid tranquillisation policies from at least two organisations and highlight any differences in the treatment or 
monitoring algorithms. 

Do you think that any identified differences are likely to impact on patient care? 
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“You will come across 
frequent requests for leave 
medication from anything 

between half a day to two 
weeks and usually being 

required fairly quickly.”
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As you might have discovered already, medicine supply in the 
Acute Trust or District General Hospital often involves using a 
patient’s own medication from admission and then dispensing 
original packs suitably labelled to be given to the patient on 
discharge.

Although this has been shown to be cost effective, it is not 
always the most acceptable practice on mental health units. 
Service users are often admitted in a crisis and their regular 
medication may not always be available. For some, admissions 
can be long-lasting with frequent dose adjustments, especially 
of psychotropic medication.

Prior to formal discharge from inpatient care, a service user may 
be allowed home on leave. Initially it will be for short periods 
gradually building up to a complete week, with the patient only 
attending the ward for multidisciplinary reviews. 

Even on discharge, the team may feel that the service user 
should only take home a limited amount of medication due to 
the risk of overdose. It may also be that, due to the disordered 
lifestyle that some service users lead, the team may prefer all 
items to be supplied as the same quantity so that compliance 
can be monitored easily by community staff.

In the Mental Health Dispensary (or dispensary serving a mental 
health facility) you will come across frequent requests for leave 
medication from anything between half a day to two weeks 
and usually being required fairly quickly. This can sometimes 
be awkward for large dispensaries, but it is important to bear 
in mind that it will be supporting a vulnerable person return to 
the community in a safe and structured manner and maintain 
their independence.

Question 39:  

List the reasons that you can think of to limit the number of tablets for some service users on leave or discharge?

Question 40:  

Why might short-term leave dispensing cause difficulty in large general (acute) hospital pharmacies?

Task 21: 

Receive, assess, dispense, check and supply a range of leave medication prescriptions during your visit or when back at 
your main pharmacy (as appropriate to your role). 

Mental Health and the Dispensary
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Clozapine is an atypical antipsychotic licensed for treatment 
resistant schizophrenia (TRS). It is considered to be the gold-
standard treatment for this condition; however, it is associated 
with several side-effects. Of particular concern are neutropenia 
and agranulocytosis (a reduction in the number of white blood 
cells impairing in the body’s ability to fight infection). This is a 
rare reaction but can lead to death and is the main reason it 
was withdrawn from the UK in the 1980’s. Deaths are not dose 
related and cannot be predicted, but are thought to most likely 
occur in the first few months of treatment.

During the 1980s and early 1990s, successful use of clozapine 
in other European countries with this otherwise hard to 
manage patient group led to renewed interest in the medicine 
in the UK. Due to this interest, Novartis (the manufacturer 
of Clozaril® – original UK branded clozapine) were eventually 
granted a product licence to manufacture clozapine under 
strict supply controls. There is no other medicine in the UK that 
is subjected to the strict controls that are placed on clozapine 
supply. 

Clozapine can only be prescribed and supplied by doctors, 
pharmacists and pharmacies registered with the manufacturer’s 
patient monitoring service. In order to start clozapine, a service 
user must also be registered and have evidence of a recent, 
acceptable full blood count (FBC).

Once registered, the service user must have a FBC every 
week for the first 18 weeks and can only be supplied with 
one week’s worth of clozapine at a time. After 18 weeks of 
acceptable results, the service user will move to fortnightly 
blood tests and is then able to receive fortnightly supplies.  
This carries on until the end of the first year of treatment  
(week 52) where the monitoring frequency and supplies extend 
to four weeks. This continues for the duration of the clozapine 
treatment.

There is some flexibility in the system to allow for holidays and 
to overcome the inevitable error, but the clozapine dogma is:

‘No blood test, no tablets’

Blood results are graded as: (see SPC for threshold values)

• Green OK, carry on.

• Amber Borderline low, needs repeating  
 twice weekly until green.

• Red Concern, stop immediately – 
 might never be allowed to restart.

The Clozapine Assay 
Most people recognise the need for regular haematological 
tests (FBC) when using clozapine, but medicine levels can also 
be tested. The therapeutic range of clozapine is considered 
to be 0.35-0.6mg/L. Clozapine can still be effective at plasma 
levels above or below this range, but at higher levels, side-
effects and toxicity become increasingly likely. Nevertheless, it is 
important to remember to treat the patient and not the level!

When to test
• Ideally 12 hours after a dose. Where indicated (and possible) 

withhold a dose until a sample is taken.

• At ‘steady-state’. Testing levels after a recent dose change is 
pointless. Wait at least 4 days for levels to stabilise.

What to record
• Patient details (including monitoring service registration 

number)

• Dose: total daily dose and regimen.

• DATE and TIME of last dose.

• DATE and TIME of sample.

NB: Some of the assay request forms do not prompt for all info!

The ratio of norclozapine (a metabolite) to clozapine indicates 
whether therapy is stable or not, provided the sample was 
taken correctly. A ratio of roughly 1:1.33 indicates stability. 
Reasons for a different ratio include:

• Non-adherence or ’variable’ adherence to regimen.  
For example, not regularly taking the clozapine, but popping 
a few of the pills in preparation for the assay.

• Recent dose change, i.e. not yet at steady-state.

• Change in other therapy that interacts with clozapine (eg 
other medicines, smoking etc).

• Poor sampling (not 12hrs post dose).

• Poor or fast metaboliser of clozapine.

Some assay request forms are the same as those used to order 
standard blood tests – it is important to tick the correct box! 
Clozapine assays are expensive.

Richard Heys, Andy Down

Clozapine
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Question 41:  

What are the common side-effects of clozapine?

Question 42:  

What might you recommend if a service user develops a bad chest infection?

Question 43: 

The service user says they want to stop smoking.  How can you support them with this?

Task 22: 

Identify the member of staff with lead responsibility for clozapine in your department or organisation and find out 
what flexibility in dispensing is permitted and what happens if a service user has been non-compliant.
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Appendices
Essential additional tasks and placement planning tools
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This section provides three suggested plans for the 
structure of the training placement. These should be 
adapted locally in discussion with your employer or tutor 
at your primary work base and in the mental health 
service. The four-week scheme is more appropriate for 
staff that have the opportunity to undertake a placement 
that includes experience in a dispensary providing 
services to the local mental health service where the role 
involves dispensing, supply and checking. 

Some of the ‘experiences’ are judged to be fundamental to 
the placement and are included in the example placement 
plans (e.g. time working with a CPN), to ensure that the trainee 
receives the most worthwhile and fulfilling placement. The 
longer example plans include more of these items and any local 
adaptation should aim to match the contents.

Blocks in the placement plan labelled ‘Options’ allow the 
trainee to fine-tune their own training placement. It is the 
responsibility of the trainee to organise tasks/experiences to fill 

these gaps. A list of potential ‘experiences’ is provided below, 
although certain items will only be available within certain 
trusts, e.g. forensic experience, and some will only be available 
at certain times, e.g. attendance at a meeting. 

The trainee should contact the appropriate staff, prior to 
the start of the placement, in order to arrange a mutually 
acceptable time for the ‘experience.’ This might necessitate a 
change to the placement plan. Contact details for appropriate 
staff will be available from the Mental Health Training 
Facilitator. There are also a number of additional tasks 
associated with the individual workbook chapters.

You will have time during your placement for using this 
workbook, to review information and complete tasks.  
The placement structure also includes elements of self-directed 
study, which is hopefully in accordance with your training 
contract. 

The example placement plans allow for 0.5 days per week.

Task 23: 

Identify and prioritise your learning needs for the placement. Use SMART objectives.

Using the information in the Placement Structure section of this workbook and the optional tasks, plan your placement 
to meet these objectives.

You will need to contact staff prior to the start of your placement in order to arrange some elements of the placement. 
This is your responsibility, not your tutor’s.

Appendix 1A 
Placement Structure Details
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Task 24: 

Evaluate your mental health placement.  

Refer to the learning objectives that you identified in Task 23.   Have these been met? 

If not, what else needs to be done in order to meet these objectives?

What have you identified during your placement that you need to learn?



Introduction to Mental Health and Therapeutics                   93Introduction to Mental Health and Therapeutics                   

Appendix 1A – Placement Structure Details
Tasks and Experiences in the Placement Structure

PHARMACIST ACT IV IT Y TASKS AND EXPER IENCES DUR AT ION

Pharmacist ward visit 
Shadow specialist pharmacist during routine ward visit to 
working age adult (WAA), older adult (OA) or specialist ward or 
unit

2 hours 

Ward round/MDT
Accompany specialist pharmacist as they attend ward round or 
multidisciplinary team meeting with WAA, OA or specialist team

2 - 4 hours

COLLEAGUES TASKS AND EXPER IENCES DUR AT ION

Refer to the workbook section ‘Who’s who?’ and Task 2

Community Psychiatric Nurse (CPN)
Shadow CPN during their routine work.  
To include home visit

3.5 - 7.5 hours

Occupational Therapist Attend therapy session 2 hours 

Psychologist/ Psychotherapist
Attend clinic or discussion, at discretion of psychologist/
psychotherapist

4 hours 

Service users and carers Attend group/meeting 4 hours

Social Worker Shadow social worker/discussion 2 - 4 hours

Specialist Pharmacy Technician Shadow technician during their routine work 4 hours 

Non-Medical Prescriber
Attend clinic run by a non-medical prescriber.  
Write a reflective review comparing your experience to what 
you believe about clinics run by doctors

4 hours 

Other colleagues
Arrange to spend time with another colleague and learn about 
their role in mental health

2 - 4 hours

OTHER TASKS AND EXPER IENCES DUR AT ION

Ward shift  
See Task 28

Work as a member of ward staff for a shift
3.5 - 7.5 hours

Electroconvulsive Therapy (ECT)  
See Tasks 5 and 6

Attend/observe an ECT session
1 - 3.5 hours

Community Mental Health Team 
(CMHT)

Attend outpatient clinic and/or CMHT planning meeting
4 hours 

Meetings  
See Task 27

Attend Area Prescribing Committee, Drug and Therapeutics 
Committee etc. meetings, as available

4 hours 

Medicines Reconciliation  
See Task 25

Perform assessment in accordance with local Trust policy
1 hours 

Client discussion Discuss medicines use with client 1 hours

Case study and presentation  
See Tasks 29, 30 and 31

Research case, produce and deliver presentation. Case can be 
hypothetical or real depending on available time

2 - 4 hours

Dispensary shift (optional extra)
Undertake/shadow shift focussing on mental health medication 
or services

4 hours
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Appendix 1B – Example Placement Plan – 1 week               

ONE-WEEK

MONDAY

Orientation to department and Introduction to Mental Health

Lunch

Pharmacists Ward Visit WAA

Presentation

Workbook

TUESDAY

Pharmacist Ward Visit OA

Medicines Reconciliation

Client Discussion

Lunch

Options

WEDNESDAY

Ward Round MDT – Specialist Team

Options

Lunch

Ward Round MDT - WAA

THURSDAY

CPN

Lunch

Options

FR IDAY

Self-Directed Study

Lunch

Workbook

Presentation
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Appendix 1B – Example Placement Plan – 2 weeks               

T WO -WEEKS WEEK ONE WEEK T WO

MONDAY

Orientation to department and Introduction 
to Mental Health

Ward round MDT – WAA

Lunch Lunch

Pharmacists Ward Visit WAA

Options
Workbook

TUESDAY

CPN
Self-Directed Study

Lunch

Lunch Pharmacist Ward Visit - OA

CPN
Medicines Reconciliation

Client Discussion

WEDNESDAY

Ward Round MDT – Specialist Team Ward Round MDT – Specialist Team

Lunch Presentation

ECT Lunch

Presentation Options

THURSDAY

Technician Ward shift 

Lunch Lunch 

Options
Ward Shift

Pharmacist Ward Visit – Specialist Team

FR IDAY

Pharmacist Ward Visit - OA Pharmacist Ward Visit - WAA

Presentation Occupational Therapy

Lunch Lunch

Self-Directed Study
Workbook

Presentation
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Appendix 1B – Example Placement Plan – 4 weeks

FOUR-WEEKS WEEK ONE WEEK T WO

MONDAY

Orientation to department and Introduction 
to Mental Health

Ward round MDT – WAA

Lunch Lunch

Pharmacists Ward Visit WAA

Dispensary
Workbook

TUESDAY

Dispensary
Self-Directed Study

Lunch

Lunch Pharmacist Ward Visit - OA

Dispensary
Medicines Reconciliation

Client Discussion

WEDNESDAY

Ward Round MDT – Specialist Team Ward Round MDT – Specialist Team

Lunch Presentation

Dispensary

Lunch

Options

THURSDAY

Technician Ward shift 

Lunch Lunch 

Dispensary
Ward Shift

Pharmacist Ward Visit – Specialist Team

FR IDAY

Pharmacist Ward Visit - OA Pharmacist Ward Visit - WAA

Presentation Occupational Therapy

Lunch Lunch

Self-Directed Study Dispensary



Introduction to Mental Health and Therapeutics                   97Introduction to Mental Health and Therapeutics                   

WEEK THREE WEEK FOUR

MONDAY

Dispensary Options

Lunch Lunch

Options Self-Directed Study

TUESDAY

CPN Ward Round MDT – OA

Lunch Lunch

CPN Dispensary

WEDNESDAY

ECT

Dispensary

Presentation

Lunch Lunch

Ward Visit MDT - WAA Options

THURSDAY

Technician 
Pharmacist Ward Visit - OA

Pharmacist Ward Visit Specialist Team

Lunch Lunch 

Options Dispensary

FR IDAY

Dispensary
Pharmacist Ward Visit - WAA

Workbook

Lunch Lunch

Self-Directed Study Presentation
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Appendix 1C – Blank Placement Plan Template               

FOUR WEEKS WEEK ONE WEEK T WO

MONDAY Lunch Lunch

TUESDAY Lunch Lunch

WEDNESDAY Lunch Lunch

THURSDAY Lunch Lunch

FR IDAY Lunch Lunch
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WEEK THREE WEEK FOUR

MONDAY Lunch Lunch

TUESDAY Lunch Lunch

WEDNESDAY Lunch Lunch

THURSDAY Lunch Lunch

FR IDAY Lunch Lunch
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Appendix 2A – Additional Tasks
In addition to the optional experiences in the Placement Structure (see Appendix 1a) and the tasks throughout the workbook. 

Tasks 25 – 31 are considered to be important. They will provide a fuller appreciation of the operation of a mental health service and 
the needs of those people under its care.

Task 25: 

All NHS trusts (should) have a Medicines Reconciliation policy with clear procedures. 

Find out the purpose of Medicines Reconciliation and undertake an assessment, using the local policy and procedures, of 
a newly admitted patient. 

Task 26: 

Discuss medication and treatment with a client. You might want to find out about views of treatment and experiences 
with different medications, but be prepared to answer complicated and challenging questions. Clients with a long 
history of treatment within the mental health service often know a lot about their medication.

Remember the different types of ‘medication’ and different sources!  Many psychotropic agents (as well as mental health 
conditions) have significant physiological effects. Lifestyle issues and diet could be highly relevant to overall physical and 
mental health.

Remember to refer appropriately, if necessary.

Your Mental Health Training Facilitator or another member of staff might be useful in identifying a client who would be 
appropriate for you to work with, or who would benefit from your expertise.

Task 27: 

Attend a professional meeting, if available. Good opportunities might be the Area Prescribing Committee, Drug and 
Therapeutics Committee etc.

Write a short report on:

• Function of the committee or meeting.

• Scope of topics discussed.

• What you have learned and how this has relevance to your practise?

Remember – confidentiality! 

Task 28: 

Work as a member of ward staff for a shift or part shift.

Your Mental Health Training Facilitator will be able to suggest a suitable ward, but you will need to contact the ward 
manager to arrange an appropriate time for the experience.

You will not be expected to undertake skilled tasks that you have not been trained in, but you will be expected to work 
hard!  Remember that you are under the direction of the ward staff, but you take responsibility for your own actions.
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Appendix 2B – The Presentation

Task 29: 

Presentation:

Write and deliver a 10-15 minute presentation on one of the two options detailed overleaf:

 Option A A client who you have seen during your placement.

 Option B A hypothetical client (one-week placements only).

The presentation should be delivered to a multi-disciplinary group of staff and include your pre-reg tutor/s.

Consider the structure of your presentation. It must be clear and logical.  Introduce the topic, cover the main details and 
provide a clear summary of your main points. If you try to include too much information, the presentation will become 
complicated and you risk losing the interest of your audience!

Engage your audience! It can help to ask your audience questions, but remember that you don’t have much time!

If possible, you should use Microsoft PowerPoint for your presentation and you must provide copies of handouts for the 
audience.

Task 30: 

Write a short (one to two sides of A4) reflective account of your presentation:

• What went well?

• What did not go well?

• How could the presentation be improved if you were to deliver it again?

Seek feedback from those who attended your presentation and include this in your reflection and review.

Task 31: 

On return to your primary pre-registration work base arrange to deliver your presentation to your colleagues.

Remember to incorporate any changes identified in Task 30.

Revaluate your presentation.
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Option A.  Case Study       (For tasks 29-31)

Select a patient that you have seen or had some involvement with during your placement.   
Do not choose someone with an overly complicated presentation or with many problems!

• Provide details of:

o Presentation on admission.

o Relevant mental health history.

o Details of social circumstances and family history.

o Medicines history.

o Other medical conditions.

 
• What is the diagnosis/diagnoses?

o Link the patient’s presentation to the diagnosis.

o What is the relevance of medication (including non-prescribed items)?  Remember that you are a pharmacist!

 
• Briefly describe any problems or concerns and your ideas to resolve these.

• If possible, provide details of follow-up.

Option B.  Hypothetical Case       (For tasks 29-31)

If you are on a one-week placement in mental health can use the below information and guidance points as a 
background to the presentation.

A Case of Bipolar Disorder

A patient is admitted with an acute manic episode of her bipolar disorder.

Patient details:

Age:  23 years old

Sex:  Female

Previous history:  

Known to MH services since age 16. One previous admission with a manic episode two years ago; 
frequent presentations to GP suffering from low mood and suicidal ideation.

Concomitant conditions: 

Asthma since childhood; IBS.

Current medication: 

Seretide 250 inhaler, 2 puffs BD; salbutamol inhaler, 2 puffs when required; Dianette, 1 tablet daily, 
as directed; sertraline 150mg OM; mebeverine 135mg TDS.

• Describe the sort of symptoms and behaviours she could be displaying or expressing.

• What treatment might be prescribed to reduce the acute symptoms and bring the patient back down to a more euthymic state? 
Include evidence to support your choice(s).

• If the patient was diabetic or overweight, would that change your choice of medication for treating the acute symptoms?

• If the patient was an older man would that change your choice of medication for treating the acute symptoms?

• The patient has settled and is not showing any signs of mania and therefore needs maintenance treatment. What treatment could 
be used for long-term management of her illness? Think of the following scenarios:

1 physically fit patient, first time presentation

2 physically fit patient, known to service

3 patient with poor renal function

4 patient who is overweight
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By now you should recognise that, wherever you choose 
to work, you will, inevitably, be involved in providing 
care for people with a range of mental health conditions. 
This section provides a list of recommended texts and 
reference sources that you will find useful in your 
practise, particularly in dealing with mental health issues, 
whether or not you choose to specialise in the field of 
mental health.

In addition, there are details of postgraduate training in the 
field of mental health and the College of Mental Health 
Pharmacy Pre-registration Pharmacist Bursary Award, which 
awards two years’ free membership of the group and a free 
attendance at the Annual International Psychiatric Pharmacy 
Conference of the College of Mental Health Pharmacy for 
submission of an outstanding project in the field of mental 
health pharmacy practise.

Reference Source Comments

The BNF Chapter 4 – Central Nervous System is of greatest relevance.

Shorter Oxford Textbook of Psychiatry Key reference source with good detail.

NICE Guidance and Technology Appraisals,  
via: www.nice.org.uk

Various – see NICE website for available documents.

The Psychotropic Drug Directory
Specialist mental health pharmacotherapy reference book – detailed 
information.

The Maudsley Prescribing Guidelines Specialist mental health medicines guidelines

Choice and Medication Website:  
www.choiceandmedication.org.uk

Website that offers people information about medications used in the 
mental health setting to help them make informed decisions about 
medication. Excellent resource for patients and professionals.

Rethink, via:  
www.rethink.org

Leading national mental health charity and the largest national voluntary 
sector provider of mental health services. The website provides access to 
a variety of online information and support resources as well as leaflets, 
booklets, DVDs and a lot more.

The College of Mental Health Pharmacy, via:  
www.cmhp.org.uk

The professional body for mental health specialist pharmacists. It provides 
a support network within the United Kingdom and internationally, is 
responsible for educational programmes and tools, organises and hosts 
the annual International Psychiatric Pharmacy Conference and credentials 
specialist pharmacists as experts in the field of mental health

The Royal College of Psychiatry, via:  
www.rcpsych.ac.uk

Professional and educational body for psychiatrists in the United Kingdom. 
The website has a lot of information on different aspects of mental health; 
leaflets, podcasts and more.

Appendix 4
Reading List, Further Information and Training
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This award is for projects undertaken in mental health by 
pre-registration pharmacy students. 

It includes attendance at the College’s annual conference, 
with accommodation and reasonable travel costs, plus a 
chance for the recipient to present their work as a poster 
at the conference. In addition to this the award also 
includes two years’ CMHP membership. It will be awarded 
to a winner and a runner up.

This is a long-standing award, having been first launched 
in 2002.

Criteria
To be eligible for this award, your project must have been 
undertaken during your pre-registration training. This may 
either be as part of an undergraduate sandwich course or as 
part of postgraduate training. The project could be undertaken 
in any sector of pharmacy, including community, hospital, 
academia and industry.

Your project must be wholly or mainly about a subject related 
to the practice of mental health pharmacy. It is anticipated that 
most projects undertaken by pre-registration pharmacists will 
be as part of an audit cycle, a literature search and evaluation 
as part of service development or a service evaluation. 
Applications need not be limited to such projects.

The work must have been undertaken wholly by you, the 
applicant, although the project may have been supervised.

To apply, you must have undertaken their pre-registration 
training in the year leading up to the call for applications.

You must be willing to present your project as a poster at our 
Annual International Conference, and we expect to share the 
winning and runner-up abstracts with the wider membership.

Process of application

Please submit a brief project report  
describing your work:

• The first page of the report should include the title and 
author(s) details.

• All subsequent pages must repeat the title as a header.

• All subsequent pages must not mention the author’s name.

• For the sake of anonymity in the marking process, the title 
and text should exclude any identifying names or places.

• An abstract should be included; please use the IMRAD 
format (Introduction, Methods, Results and Discussion) 
(maximum 350 words).

• The report should be no more than 1,500 words long 
excluding tables and references. A word count should be 
included.

• The report must be typed in at least 12 point, double-
spaced with standard margins, and have numbered pages. 
Tables, figures and references (numerical style) should be on 
separate pages at the end.

• As the report will act as the only means of assessing the 
project, it should be self-contained and self-explanatory

Please provide a covering letter that states:

• The full title of your project

• Your full name and correspondence address (that should be 
valid after 1st September)

• Your telephone, mobile telephone number and e-mail 
address (all valid after 1st September )

• The name and address of the supervisor(s) for the project (if 
appropriate) and all other co-applicants.

• The address(es) of the establishment(s) where the project 
was undertaken (where the data was collected)

• The address(es) of your pre-registration training 
establishment(s)

• The name and address of the applicant’s pre-registration 
tutor(s)

• A statement confirming that you undertook the work 
yourself without assistance other than that of a supervisor

• A statement acknowledging that you are willing to present 
your project as a poster at the CMHP Annual Conference

Further details, including information about previous winners, 
is available via the College of Mental Health Pharmacy website: 
www.cmhp.org.uk.

Appendix 5 
The CMHP Pre-Registration Pharmacist Award
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Appendix 6
Further Training

Applications and information

Contact: Aston University  

 0121 204 3928

or  e-mail: Dr Ian Maidment  

 (Programme Lead)  

 i.maidment@aston.ac.uk 

Programme  

Administrator:  lhs_psych@aston.ac.uk

or  visit:  www.aston.ac.uk/pt

Both courses are accredited by the College of Mental Health 
Pharmacy, which has helped to develop them and 
will continue to support them financially by awarding 
bursaries to assist selected students with their fees.

Individual modules from the Certificate in Psychiatric 
Therapeutics are also available as stand-alone units for 
continuing professional development.

Postgraduate Certificate 
in Psychiatric Therapeutics

by DISTANCE LEARNING

The Certificate in Psychiatric Therapeutics is a distance  
learning qualification, providing thorough training in the 
essential aspects of clinical psychiatric practice. It is split into  
six modules: An Introduction to Psychiatry, Underlying 
Principles, Schizophrenia, The Affective Disorders, Anxiety  
and Sleep Disorders, The Dementias and Related Disorders.  
It is not essential to work entirely in a mental health setting to 
undertake the course, but a science background is required.

Postgraduate Diploma 
in Psychiatric Pharmacy

by DISTANCE LEARNING and PRACTICE

This diploma course is available to any pharmacist working in 
a clinical psychiatric setting who already has a Postgraduate 
Certificate in Psychiatric Therapeutics from Aston University. 

It is taught in two modes with both skill-based and knowledge 
based components.

It is intended to build on knowledge gleaned in the Certificate 
year. In addition to the skill-based components it offers a 
selection of short distance learning packages. Four of these are 
compulsory with an additional two being chosen according to 
the student’s interests.

The skill-based component aims to develop and enhance 
the expertise of the psychiatric pharmacist in the clinical 
environment by setting various tasks and assignments to be 
completed by the student as part of their day-to-day work. 
Such tasks will include patient reviews, discharge planning, 
clinical interventions, case presentations, patient education, 
audit etc.
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