Objective Structured Clinical Examination
Mock Exam Auckland April 2005 - Station Bye for 1

This is areading “bye” station

Instructions to Candidate:

You have 17 (seventeen) minutes to complete this station.

You are a psychiatry consultation-liaison registrar, in a general hospital. You are about to respond
to a referral written by a medical ward hou seofficer regarding a patient, Alice. Before you visit the
ward, you locate Alice’s past Consultation-Liaison (C-L) department records, to obtain some
background information. Her main mental health records are currently unavailable but there is
some information in the C-L notes. She is supposed to be having follow-up from the local CMHC
as far as you can tell. You were not able to talk to a staff member at the CMHC who knew Alice, as
the receptionist said that her usual doctor had left the CMHC and that her therapist had been away
on leave for 4 weeks. The receptionist was unclear what cover arrangements had been made for
Alice during her therapist’s absence, and has said she will try to locate the relevant staff member

and have them call you back later.

Your tasks are to:

1. Read the information provided from her C-L notes

2. Read the referral letter regarding Alice, also provided

Please do not make marks or notes on the records and letter provided.

These items of information will be available again to you in station 2.

You can make your own notes on the scrap paper provided, and can take that with you into

station 2, where you will continue with this scenario.




History about Alice from the C-L records

Alice Smith is a 27 year old European woman. She lives alone in a rented flat. She is estranged from her
family, being an only child whose father died of cancer when she was 6 years old, and who has a very
difficult relationship with her mother. Alice has a history of sexual abuse in childhood. The perpetrator was
her stepfather when she was aged 8-10. She tried to tell her mother but her mother apparently accused her
of lying and did not listen. The marriage to this man however broke up a few months later so the abuse
ceased. She had no counselling in her youth for this, but has had intermittent psychotherapy from 3

therapists at various centres, since age 22.

Alice has no formal psychiatric history before age 22, but when aged 9 she had a period of bedwetting
which resolved after several months. She has later told assessing staff that she was depressed “since |
was 6.” At age 22 she failed a nursing training course and took an overdose of codeine, leading to her first
C-L contact. She had at that point had chronically low mood and poor self-esteem and had a few old
lacerations to her arms. There had been no actual suicide attempts prior to that, but she described feeling
chronically suicidal and having frequent thoughts of ending her life, mostly with no clear plans however.
She has taken a further 5 overdoses requiring admission subsequently — more recently these have been of
paracetamol. On 2 occasions she required IV N-acetylcysteine treatment for these.

Alice has tried psychodynamically orientated therapy and CBT across the years, and is currently working
with a therapist at the local CMHC who uses a combined psychodynamic/DBT approach. It is noted in the
file after a prior discussion with her therapist that Alice tends to idealise her lost father, and that she has a

lot of anger towards her mother.

After failing nursing training, Alice had a number of relatively short-lived jobs as an aide caring for the
elderly in rest homes. She resigned from her last job after an argument with the manager and has been
unemployed for 2 months. She has had periods of social welfare benefits either sickness benefit or

unemployment benefit, in the past.

Alice has no current close relationship. She has a history of brief unstable relationships, at times with men
who were physically abusive. She has not been in a close relationship for several months. She has a small
number of close female friends, but says that people often let her down so she does not have a wide social
network. She sometimes goes to a local craft group as she likes to do patchwork and make stuffed

animals.



Alice does not drink alcohol, smoke cigarettes or use illicit drugs. She is not on any psychotropic
medications currently. In the past she used to abuse zopiclone but was weaned off this 2 years ago. She is
well apart from the lacerations, with no significant medical history. She has scars on her arms from past

superficial lacerations. She does not have a GP but uses emergency private A&E services at times.

Alice was last admitted medically to the same ward as currently, a month ago. At that time she had again
taken a paracetamol overdose. Prior to that her overdoses had in general been about a year apart but not
occurring at any specific time of the year. She was assessed by the C-L service. The stressors at that time
were recorded as her psychiatrist having left the CMHC to return to the UK, the pending leave by her
therapist, plus pressure on Alice from her mother who wanted Alice to move in with her and share
accommodation so as to save rent. The doctor from the C-L team who assessed Alice a month ago (not
yourself) noted in the file that contact with the CMHC was needed to see what additional supports could be
put in place across this stressful time for her. However, she was then admitted acutely to the psychiatric
ward and no further notes have been made. There is no discharge summary from the psychiatric ward in
the C-L file. You have tried to call the ward to get a summary, but her notes were in transit to medical
records and were not available. The ward receptionist looked up the electronic record system and said she

was discharged home as an informal patient after 3 days on the ward.

You note that there is a Crisis Management Plan in the C-L file, dated a year ago.



1
2)

3)

4)

Crisis Management Plan for Alice Smith Date: 10/4/04

Introduction

Alice has a diagnosis of Borderline Persondlity Disorder. She experiences frequent
suicidality, espeaaly at times of increased stressand dfficult life events. This plan
is designed to assst Alice to manage painful and dfficult fedings using coping
tedhniques which she has leaned. Alice has developed considerable resources and is
ultimately responsible for her own safety. This plan is amed to support her in
gradually developing hedthier and lessharmful ways of coping.

Aims of Plan:

To provide gpropriate and useful crisis sipport so asto assst Alice

Duration of Plan:

The plan will be reviewed after 6 months.

Reqular Support and Crisis Services Available

Weekly therapy from Claire Mallone (CMHC therapist)

Monthly follow-up from Dr Rob Taylor (CMHC psychiatrist)

Our Crisis Services will provide:

(a) Telephone and faceto facesupportive mntad (seeformat over)

(b) Eledive respite within a budget (seeformat below)

(c) Assesamnents of safety (seeover).

(d) Hospitalisation (if requested or not) when there is considered to be an imminent
risk of lossof life

(e) If Alicehas already self harmed we will ensure she seeks medicd care (arranging
thisif needed) and any psychiatric contad will be deferred until her medicd state
has gabili sed

Crisis Services will not provide the following:

a) Respite or Bureau Nurses beyond the dedive budget

b) Staff will not ad to prevent minor self-harm other than by providing support to
help ded with fedings and the situation

c) Crisis gaff will not adjust or dispense additional medication

d) Changes or revisionsto the Crisis Plan as uch, except at proper review times

Elective Respite

1. Alice ca phone and request a bureau nurse in her home up to a maximum of 12
days per threemonth period

2. Such requests must be made by Alice (not others) between 9am and 8pm.

3. Staff will not make respite support conditional on risk, safety or anything else.
It is Alicé sresponsibility to use the respite budget wisely
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When requested, staff will chedk the budget record shed (in the aisis
management plan folder) and if within budget procee to arrange respite

Staff will record the usage on the respite reaord shed in the folder

If Alice has exceaded the budget no respite will be offered though other
services will continue to be provided (e.g. phone support safety assessment,
hospitali sation)

. Alice will alow Crisis team staff to remove any stockpiled medicaions before

the Bureau Nurse arives

Supportive contact:

The premise of phone support is that self harm/suicidality is a solution to the problem
of how Alicefeds. The goal isto find other solutionsto cope with the fedings.

1.

Phone cdls are usualy about 15 minutes. You may need to negotiate to cal
bad if the team is extremely busy.

2. Listen supportively. Don't judge.
3.

Try to focus on fedings rather than the cntent or the suicidal thinking.
Remember that the distressAlicefedsisred.

Discuss fedings in context of a dain of preapitating events. Formulate and
summarise, but stay in the present, don’t discusspast abuse or traumas

Review how she has already tried to cope with the fedings — e.g. go over the
coping skills below and ask her to suggest what she wuld do to cope with how
sheisfeding.

Coping Skills
Coping skill s which sometimes help Aliceto bea distressinclude:

1. Playing the relaxation tape

2. Listening to music

3. Calling Peggy or Amanda (friends)

4. Making a aup of peppermint tea

5. Sewing and doing craftwork

Safety Assessment

Clients with borderline personality disorder often experience dwonic suicidality.
Normal principles of risk assesgnent apply but note:

Don't probe too much about safety.

Don't ask Aliceto guaranteeher safety - this is not a sensible proposition for her.
Remember that living with some risk is a difficult and everyday part of Alicés life -
and isthus also a part of ours.



Hospitalisation

a) Hospitalisation is only to prevent life threaening self harm

b) Ensure a d¢ea written plan is provided regarding the aims and length of the admisgon

¢) Hospitalisations must be short — not more than 3 days

d) Admisgons $ould idedly be dedive. Only as a last resort should the Mental Hedth
Act be used, and then only for 3 days as above.

€) The focus of care must be to ensure safety and allow a brief period for Alice to
regroup and regain more cntrol of fedings

f) Discussons with Alice during admisson must only be aout the fedings and events
leading upto the ladk of safety. Staff should not get drawn into past traumas or other
isaues

g) Inpatient staff should not review or adjust plan or medications without consultation
with relevant community staff

h) It is likely that Alice will still be experiencing alevel of risk to safety upon discharge,
asthisis along-term issue for her.

Adgreement

Signed:
Client ............ Date 12/4/04

Date 12/4/04

Date 12/4/04

For consistency of responses across caregivers and services, copies of this plan
aretogoto:

Alice, her friend Peggy, Claire Mallone her therapist (CMHC), Rob Taylor her
psychiatrist (CMHC), C-L team



Referral Letter Regarding Alice

REFERRAL — —
SMITH

DATE 20/4/05

TO Psych Liaison team BG2385

PROM Ward 10 DOB 5/9/77 AGE 27

URGENCY: URGENT
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