
Psychiatry 
 

 

Clinical Objectives 

At the end of the appointment, the student should be able to 

 

1.  Demonstrate that they can take a brief psychiatric history and do a mental state 

examination in patients with common psychiatric disorders. 

 

2.  Demonstrate the following while interviewing and interacting with patients: 

• Good communication and interviewing skills 

• Empathy towards patients, and respect of patient rights 

• Ability to take informed consent for medical procedures 

 

3.  Describe the 'bio psychosocial model' of disease; describe how any disease has both 

physical and psychological aspects. 

 

4. Describe the incidence and prevalence of common psychiatric disorders in Sri Lanka. 

 

5.  Discuss, broadly, the different factors affecting the development (aetiology) of psychiatric 

disorders in Sri Lanka.  (For example, the role of genetics, family, environment, upbringing, 

stressors etc). 

 

6.  Describe the aetiology and clinical presentation of depression in Sri Lanka.   

     Demonstrate the ability to diagnose depression. 

      Describe the management of depression.   

List the common antidepressants used in Sri Lanka, with relevant dosages, side affects 

and contra  indications.     

 

7.  Demonstrate the ability to asses the risk of suicide in a depressed patient. 

 

8.  Demonstrate the ability to do the following tasks (regarding substance use): 

• List the substances commonly misused in this country.   

• Advice a group of men in Sri Lanka regarding the low-risk level (safe level) of alcohol 

use. 

• Obtain and document information regarding alcohol/other substance use 

• Define the terms problem drinking, alcohol misuse and alcohol dependency. 

• Clinically diagnose problem drinking, alcohol misuse and acute alcohol withdrawal 

syndrome.   

• Describe the management of acute alcohol withdrawal syndrome 
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• Describe the facilities available for the rehabilitation of a patient with alcohol 

dependency in Sri Lanka 

• List the other psychiatric disorders commonly associated with alcohol 

misuse/dependency 

 

8.  Regarding stress:   

• Define the term stress. 

• Describe the nature of stress in Sri Lanka. 

• List the disorders caused by stress. 

• List the clinical features of Post Traumatic Stress Disorder (PTSD).   

• Describe the features of normal grief. 

 

9. Regarding acute confusional state (delirium) 

• List the ICD 10 Diagnostic criteria for acute confusional state 

• List the common causes of, and common clinical presentation, of acute confusional 

state 

• Describe the management of acute confusional state 

 

10. Regarding dementia 

• Define the term dementia 

• List the ICD 10 criteria for diagnosis of dementia 

• List the common causes of dementia 

• Demonstrate the ability to assess cognitive functions (MMSE etc) 

• Demonstrate ability to clinically diagnose dementia 

 

11. Regarding schizophrenia: 

• List the ICD10 diagnostic criteria for schizophrenia.   

• Describe the clinical features of schizophrenia, including positive and negative 

features. 

• Demonstrate the ability to clinically detect patients with possible schizophrenia 

• Describe the long term care of a schizophrenia patient, with especial emphasis on 

community care, regular follow up and monitoring of medication. 

 

11. Regarding bipolar affective disorder: 

• Describe the clinical features of bipolar affective disorder 

• Describe the long term care of a patient with bipolar affective disorder, with special 

emphasis on community care, regular follow up and monitoring of medication. 

 

12. List the common postpartum disorders 

Describe the clinical features of maternal blues, postpartum depression and postpartum 

psychosis. 
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13. Regarding child psychiatry: 

• Describe the clinical features of the following disorders:  Mental retardation, attention 

deficit hyperactivity disorder (ADHD), conduct disorder, autism.  

 

14.  Briefly describe clinical features of, and demonstrate ability to clinically detect the 

following    

       Psychiatric disorders: 

 a)  Anxiety disorders: e.g. Phobic disorders, panic disorder, obsessive compulsive 

disorder 

 b)  Eating disorders, e.g. anorexia nervosa 

 c) Sexual dysfunction 

 

15.  Demonstrate the ability to detect and diagnose psychiatric disorders commonly seen in 

patients presenting to the OPD/ general medical practice.   

      E.g. depression, anxiety disorders, reactions to stress, harmful use of alcohol, alcohol 

dependency and withdrawal, learning difficulties in children 

 

16.  Briefly describe the different treatment modalities available for patients with psychiatric 

disorders in Sri Lanka.   

 

17.   List the drugs commonly used in present day psychiatric practice in Sri Lanka, with 

relevant   

       indications, dosages, side affects and contra indications.  This should include the 

following    

       categories of medication:  antidepressants, antipsychotics (typicals and atypicals), mood   

       stabilizers, anxiolytic and hypnotics 

 
 

Tasks to be completed during the appointment: 

 

1.  Each student to submit one history each to the Department of Psychiatry, within one 

month of  finishing the psychiatry appointment.  This should include a complete history, 

examination,    

     diagnosis and management plan. 

 

2. Family report:  to be completed and submitted within six months of completing the 

Psychiatry appointment.  The students should work in groups to complete this task.   
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Family report: 

The family is a very well demarcated unit of mental health to study. This is because the 

individual’s mental health is woven into the network of family relationships. Therefore most 

individual problems of mental health manifest as problems within this network of 

relationships. The reverse too happens in that stresses and problems that arise with the 

relationships in a family tend to influence the individual mental health. Your task therefore is 

to study the individual with a problem with this family in order to evaluate how his/ her 

problem affects others as well as to see how their relationships affect the patient. In order to 

do this: 

      1)   Select a patient who has had one of the following problems 

a. Schizophrenia 

b. Mania 
c. Depression  

d. Substance abuse or dependence 

e. Suicide or suicide attempt 

f. A child with psychiatric disorder or mental retardation 

g. A significant neurosis or sexual problem 

 

2) A registrar in the unit who will determine if the patient’s family has an important 

contribution to make must guide your choice. 

3) You must obtain the written consent of the patient and his/ her family that they are 

willing to allow you to visit them at home. This written consent must be attached to 

the report. 

 

4) A group of three should study one family and visit on several occasions, preferably 

over weekends. 

 

5) You must keep a careful record of the progress of patient’s illness and treatment 

 

6) Your should study the family in terms of family dynamics as mentioned above. 

 

7) Your should educate the family about the illness and attempt to change 

malfunctioning relationships. When doing this you should contact the senior registrar 

or the registrar in the unit to seek advice. 

 

8) Your should liaise with the psychiatry unit and community psychiatric services where 

relevant 

 

9) Your final report should show the progress that has been made and the progress 

made because of your work. 
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History taking in Psychiatry and Mental State Examination 
 

The following scheme is an outline for obtaining a history and performing a mental state 

examination.  However information maybe collected in a more flexible manner.   

 

In an outpatient setting, where time is limited, you may have to take only a brief history and 

mental state examination. 

 

 

History 
 

1.  Personal Data:  Name, age, marital status, occupation, address 

 

2.  Informant:  Name, relationship to patient, and your impression of the informant's 

reliability. 

 

3.  Reason for referral:  the immediate reason which caused the patient to seek treatment/be 

brought to hospital. 

 

4.  Presenting complaints and duration: 

     The symptoms (in brief) and their duration 

 

5.  History of presenting complaints: 

• A description of the symptoms and their duration, including: 

• how the symptoms began, and how the symptoms changed with time (e.g. 

increasing gradually or stepwise/ remained the same/ episodic in nature) 

• associated changes in biological functions (e.g. sleep, appetite, weight) 

• affect of symptoms on patient's relationships, day to day activity and work 

• association between symptoms and any stressors or life events 

• Any other relevant information 

 

6. Stressors:  Psychological or physical 

 

7.  Family history: 

• age and occupations of parents, and the parent's relationship with one another 

• general information about siblings 

• the patient's relationship with his parents and siblings 

• social standing of the family 

• history of psychiatric illness, suicide or substance misuse in the family 

• Any other relevant information 
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8.  Personal History: 

• Antenatal and birth history 

• Early developmental history (e.g. any delayed milestones?) 

• Health in childhood (e.g. repeated minor illnesses, fits) 

• 'Neurotic traits' in childhood?  (e.g. fears, sleep walking, nightmares, nocturnal enuresis) 

The above details are more important in younger patients (children and adolescents) and 

patients who are mentally retarded or physically handicapped. 

 

• Education:  the school performance will give an indication of the patient's intelligence and 

scholastic achievement.  Information about his participation in games and other activities, 

and his relationship with teachers and peers is also important. 

 

• Occupational history:   

• Information about the current job: this will help you understand his current life 

situation and to judge whether he is at stress at work. 

• Information about previous jobs:  for example, does he change jobs often?  If so, 

why?  Has the status of jobs declined with time? 

• How does he get on with colleagues and bosses at work? 

 

• Marital history:  This includes details of previous and present relationships. 

• Sexual history: details of sexual relationships, sexual knowledge, puberty, menarche, 

masturbation, menstruation and contraception. Satisfaction in sexual relationships, and 

history of sexual abuse. 

Note: With regard to marital and sexual history, the interviewer should use his common 

sense about what and how much to ask each individual.  For example, in many patients a 

detailed sexual history is not needed.  If needed, the sexual history should be taken with tact, 

without causing distress to the patient. 

 

• Social circumstances of the patient 

 

9.  Substance use: 

• history of substance use:  alcohol, nicotine, cannabis, other drugs of use 

• Duration of use; amount used at present and frequency of use 

• associated problems (e.g. legal/financial/social problems secondary to substance misuse) 

 

Note: if the patient's presenting problem is substance misuse, a more detailed history is 

needed. 

 

10.  Past medical/surgical history: 
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11.  Past psychiatric history: 

• Does the patient have a past history of psychiatric illness?  When?  

• Was the illness episodic?  Or was the patient continuously unwell? 

• Nature of treatment received, and response to treatment? 

• Drug adherence?  If the patient stopped treatment, why?  Any drug side affects 

reported? 

 

12.  Forensic history:  (if relevant)- information about any legal problems related to the 

patient. 

 

13.  Premorbid personality: 

• This is an attempt to get an idea about what sort of a person the patient was before he 

fell ill.  It is important because it may influence the nature of the patient's symptoms, and 

also the management. 

• Inquiry about the following features can help assess the patient's premorbid personality: 

• Relationships:  for e.g. friends- few or many; superficial or close.  Relationships with 

colleagues and bosses.  Etc 

• Leisure activities:  hobbies and other interests 

• Character:  e.g.  sensitive, reserved, timid, shy, suspicious, quarrelsome, irritable, 

impulsive, self centered, dependent, strict, fussy, rigid.....etc 

• Attitudes and standards:  attitudes towards morals, religion, health and body, etc. 

• Prevailing mood:  e.g. anxious, worrying, cheerful, optimistic, pessimistic... 
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