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Humans love stories. They nourish and excite us and have
done since we were ﬁrst offered them as fairy tales at our
parents’ knees. Patient stories are the stock and trade of
health professionals. Our jobs are rooted in eliciting the
patient’s story, understanding it and its consequences,
and then using it, examined afresh, to work with its author
to plot a new story for a better future.
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How best to reveal and understand the patient’s story
is the work of a lifetime. Histories are not delivered but
must be invited, coaxed or teased out. They cannot be
understood as script, but rather as material embedded in
the patient’s mental state, cast on the background of life
experience, and interpreted in the context of the enormous
and evolving knowledge base of medicine. In the care of
people with mental illness, the patient’s story is wrought
through the psychiatric examination.
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Any guide to the psychiatric examination occupies a
slightly awkward place in the academic ﬁrmament. Surely,
this skill is developed at the bedside. Surely, it requires
apprenticeship. We learn from observation of our teacher’s
examination and then by attempting this ourselves. We
improve by asking our supervisors what they did and why
they did it. What place for book learnin’ here?

In A Guide to Psychiatric Examination, Aquilina, Tucker,
and their contributors acknowledge all of this and yet use
it as the basis for their volume. They provide the reader
with answers to the questions that have arisen through
their experience as mentors and as mentees. They draw
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on knowledge gained primarily from their years of patient
encounters. Each page contains nuggets of clinical
wisdom set out in an easily accessible style, often in the
form of heuristics augmented by tables or simple diagrams.
The clear, crisp layout allows the apprentice to dip into the
area that is particularly relevant at each moment of their
developing experience.
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The Guide is a supervisor in a book. It is a supervisor
that has taken the time to set out their thoughts and make
these as lucid as possible. Like real supervisors, the
content is sometimes idiosyncratic – representing what
has worked for each author at the coalface. There are
barely any citations to the statements made, but it is not
that sort of book. Like the words of real supervisors, the
instruction that the Guide presents should not be simply
accepted as fact or the obviously best way forwards. The
information and advice presented in each chapter should
be examined, questioned, and further discussed with
peers and in-person supervisors. The Guide is not an endpoint, but rather a springboard for readers to ﬁnd their own
way forwards, a base from which to particularise the
magisterium of Psychiatry’s understanding of the person.
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In many ways, A Guide to Psychiatric Examination is
the perfect textbook. It will provide a robust framework for
trainees as they begin to tackle their craft. It is a launchpad
for the task of gaining clinical wisdom and academic
knowledge. By the time most readers are well into their
careers, it will be almost forgotten, but well-thumbed
copies will still sit silently on shelves, awaiting
recommendation to new apprentices seeking their own
base camp from which to start their climb.
Christopher Ryan
Clinical Associate Professor,
Westmead Hospital and the University of Sydney
April 2021
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2004 edition
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‘What did you see me do?’, I asked my trainee, at the end
of a difﬁcult psychiatric interview. ‘Oh, you asked a few
questions and just listened, I suppose.’ It was a simplistic
description of a complex process and I was both affronted
and ﬂattered; the simpler it may have seemed to be, the
more experience had gone into it.
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All of us will have witnessed, or experienced, many
kinds of interview – the journalist and politician scoring
points, police interrogating the accused, an appointments
panel digging beneath the applicant’s veneer of conﬁdence,
the bland street checklist, an intimate ﬁreside chat, or the
confessional. And we will all have watched, aghast, as an
incompetent clinician approached a patient with elements
of all these and wondered why neither of them got anything
positive from the process.
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The psychiatric examination is complex, indeed, and
requires the utmost skill. It may be the patient’s ﬁrst
contact with the helping services; it will colour the memory
of it forever. It may be the ﬁrst time the patient has entrusted
his life story to another; it is a privilege that must be
accepted with the respect it deserves. It is the psychiatrists’
equivalent of the laying on of hands, at once diagnostic,
reassuring, and therapeutic. And it entails a complex
system of balances.
The interviewer must have a framework in his head of
what he wants to achieve, and yet retain the ﬂexibility to
approach it from whatever direction is needed. The
interview must be open and facilitative, encouraging the

Foreword to the 2004 edition
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patient to take things further and further, like ripples on a
pond; but it must have a shape to it, in time and depth, that
enables the patient to leave it in reasonable order. A level
of distress may be inevitable; psychiatric problems are
painful, and we can no more avoid it than the pain of
physical illness. But that distress must be handled with
care. The interviewer must exercise an element of control
and yet leave the patient feeling empowered. Wary though
they may be of each other, both will need to trust.
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All this takes us back to that ﬁnest of balances, between
asking questions and listening, and these are equally
active processes. Indeed, ‘just listening’ is perhaps the
most difﬁcult bit of all – listening with your ears, to what
the patient says; listening to your own feelings, to what
they may tell you about the patient’s distress; listening to
the here and now, and to the layers of history that may be
crucial to its understanding.
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Yes, this is a complicated process and the authors offer
a superb guide to its implementation for trainees at all
levels, across all disciplines, in both general and speciﬁc
circumstances, with different age groups and different
diagnostic categories. But the book is much more. Anyone
reading this foreword could be forgiven for giving up in the
face of it all. The authors, however, approach the reader with
the same combination of ﬁrmness and facilitation with which
they wish the reader to approach the patient. Psychiatric
interviewing is an art form, but it is an art that can be taught.

Far from being abashed, I closed this book feeling more
conﬁdent to put my skills into practice. It helped re-awaken
in me the conviction that brought me into psychiatry in the
ﬁrst place – that human contact between the doctor and
patient, difﬁcult though it may be, is the stuff of what we
do. Thank you.
Mike Shooter
President, Royal College of Psychiatrists, 2004
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This book is written to help make you a better assessor of
people presenting with mental health problems. Although
it is not intended to be a substitute for a good psychiatry
textbook, we do try to give some understanding of what it
is you are assessing. The book has extra content online,
and you can access this using the login code provided
with this book.
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UÊ Medical students and other trainees who are spending
some time in training with a mental health service and
want to become adept and conﬁdent in taking a history
and mental state examination – read Sections 1 and 2,
and there is also some help in preparing for the
psychiatry examination in Section 7.
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UÊ Doctors who are either starting training, refreshing their
skills, or preparing for clinical examinations, or those
working in speciﬁc services like general hospitals or
with speciﬁc groups like older people, will beneﬁt from
the whole book. The in-depth topics in Section 6
should help provide a more advanced knowledge of a
topic.
UÊ Nursing and allied health team professionals and
students who work in or have a placement with
multidisciplinary teams should also ﬁnd the book useful
to build up a solid basis for a good assessment but
may want to initially avoid Section 6.
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Section 1: The basics
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Section 2: The diagnostic psychiatric
interview

lia

Read this ﬁrst. This provides you with the principles of a
good psychiatric assessment as well as the qualities you
need to cultivate to be a good interviewer, and how to get
that experience.
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This section helps you to prepare for and conduct a
diagnostic psychiatric assessment – whether spread over
several sessions or in one session. It also provides
information needed to gather a collateral history, and on
building up a therapeutic alliance, writing a summary
(known as a formulation), and recording and communicating
your ﬁndings to others. You need to read each of the
chapters several times, as there is a lot to take in – so rerefer to this as you need to. Example scripts are provided
to help you understand how questions are asked.

Section 3: Speciﬁc presentations

Sa
m

pl

e

This section will allow you to prepare for or review your
assessments for common presentations to services.
Individual chapters can be read ahead of an assessment if
you know what type of presentation you are being asked
about, as it covers how to look, listen, ask, examine, and
investigate for each presentation. It is also useful if you
want to prepare for speciﬁc types of clinical ‘stations’ in
your examination. The core of each chapter is a practical
guide to essential steps to take: look, listen, ask, examine,
and test. There are also sections on basic theory, so you
can understand what you are assessing and why you are
asking, how people present to services, and what other
conditions need to be differentiated.

How to use this book

xxiii

Section 4: Speciﬁc places

Section 5: Speciﬁc groups
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This section looks at assessments in places other than the
psychiatric clinic or ward. In such places the approach
needs to be different, as the dynamics of assessment
must take into account where the assessment is taking
place. Reading the appropriate section before or after an
assessment will be helpful, and it will help you be a more
effective practitioner. There are some sub-chapters for
more ‘niche’ topics that do not merit a chapter by
themselves.
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Not everyone is created equal (or identical). The approach
for different groups of people needs to be varied, as their
problems and presentations differ from those of the usual
working age adult. This section explores these groups,
what is different about them, and how to vary the basic
approach outlined in Section 2. There are some subchapters for more ‘niche’ topics that do not merit a chapter
by themselves.
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Section 6: In-depth topics
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In this section you can dig deeper into speciﬁc topics.
Some topics reward a more detailed knowledge of the
topic, and this will give you not just the ability to understand
your service user better, but also will allow you to impress
your colleagues and supervisors. You can skip this section
if you have not yet done the basics, but if you are interested
in improving your skills and understanding then this is the
section to start reading. There are some sub-chapters for
more ‘niche’ topics that do not merit a chapter by
themselves.
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Section 7: Approaching examinations
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You need to approach clinical stations in exams in a
different way to that in a clinical situation. This section will
apply equally well to medical students as well as to
psychiatric trainees who are preparing for their psychiatric
examinations.
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A psychiatric assessment is fundamentally a conversation.
We hope you do not need to learn how to have human
conversations through a book. You do, however, need to
temper this unique conversation with thoughtfulness, care,
technical competence, and clinical knowledge. In our
experience, the best assessments do not treat these aims
as trade-offs against each other; the kindest person can
also be the most precise diagnostician and effective
clinician.
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Seventeen years after the 2004 edition, despite the
unprecedented changes in our practices, the basic skills
for assessing people with mental health problems remain
the same. This is true whether the conversation is
conducted face-to-face or through a video link. A
respectful, humble, honest, and collaborative approach
will be therapeutic by creating a shared understanding and
by co-operatively creating possibilities. The best
experiences come from doing, reﬂecting, and learning
from every conversation.
Although the original target readership in 2004 was
psychiatric doctors and medical students, it has become
clear that nursing and allied health professionals were also
using this book. As a result, we have included more
background information to allow every reader to know not
just how to assess, but also what and why they are
assessing.
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We are a consultant and a trainee, different in ages and
hemispheres, profoundly affected by a global pandemic
which has kept us from being able to meet in person.
However, our differences have helped us write a better
book because we brought alternative viewpoints,
approaches, and expectations to the page.
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These pages are our own lessons from those
conversations. We hope they will serve as a foundation for
becoming a great clinician.
Be excellent!

Gavin Tucker
London, United Kingdom
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Carmelo Aquilina
Sydney, Australia

Au
st

ra

lia

A note on
terminology
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We would like to acknowledge that language in psychiatry
has often served extremely negative purposes, with
devastating consequences relating to stigma, discrimination,
and dehumanisation. We accept that many of the terms in
current practice may not exist in the future, and we are very
welcoming of these changes.
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We are basing our terminology on what is considered
current practice in psychiatry at the time of publication.
Wherever we understand there to be signiﬁcant
disagreement about terminology in current practice, we
have endeavoured to highlight this and encourage our
audience to keep an open mind about the future of a
particular term.
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At points throughout this guide, for the purposes of
clarity we have decided to pick terms where multiple
alternatives could be substituted. These choices should
not be read as the authors’ personal endorsements of their
preferred term. We recognise that there is ongoing debate
about preferred terminology, with a range of very valid
differing perspectives. Our own perspectives on
terminology are ever changing and we hope to learn from
all future developments in terminology. We encourage
more agency, reciprocal working, and co-production; in
the end that is the objective, with agreed terms being just
one means of achieving this end. We hope that someday
we will have a shared terminology that unites and
empowers all people we assess.
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What we call the people we assess

pr
oo

fs

©

El

se
v

ie
r

Au
st

ra

lia

At the time of writing, there is no uniﬁed term to refer to the
people we help. Our audience is multidisciplinary and is
not just a medical group. Although the traditional medical
term patient’ is the main term used by doctors, it is not the
primary term used by other team members, who use terms
such as ‘client’, ‘consumer’, and ‘service user’. Although
‘patient’ emphasises the parity of esteem we ought to
have between mental and physical healthcare, we also
acknowledge the power dynamics in psychiatry that can
be perpetuated by this term. Some people ﬁnd it more
helpful to view their experiences through a non-medical
model, and the majority of lived experience groups use
non-medicalised language to refer to themselves. We have
largely opted for the term ‘service user’, which is favoured
in the United Kingdom. In Australia and New Zealand, the
term ‘consumer’ is commonly used. We have arbitrarily
chosen the UK term to be consistent and concise, and it
describes the common feature of everyone who will be
assessed by our readers: they are accessing a health
service. At points in the book, we have used other terms to
reﬂect the range of viewpoints regarding this choice of
language.
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What we call the experiences of distress
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We have opted to use the term ‘mental illness’. We feel the
term ‘mental distress’ can diminish the seriousness and
disabling impact of the conditions we help people with.
However, we acknowledge that this term can be
pathologising, and doesn’t always capture the full
spectrum of experiences that ranges from normal reactions
to life events all the way through to conditions that have a
deﬁnitive organic pathology with a clear clinical course.
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Mania
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Much like depression, although we usually think of mania
mainly as a ‘mood’ disorder, it also causes signiﬁcant
changes to cognition, attention, arousal, and regular bodily
functions such as sleep and appetite. Only a thorough
assessment of all these impairments can help you recognise
and assess the severity and impact of mania.

Deﬁnition

Sa
m

pl

e

Mania is a syndrome of signs and symptoms characterised
by changes in mood, behaviour, thinking, cognition, and
beliefs. It requires symptoms to have been present for at
least a week (or less if they are severe). Mania is typically
pervasive and persistent, and will last for months if proper
treatment is not given. The length and pervasive nature of
mania is what differentiates it from conditions involving
emotional dysregulation and mood swings. To call mania
an ‘extreme mood swing’ is to diminish the disabling and
destructive effect it can have on a person.
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Sub-types and variants:
• If, within a presentation with elevated mood, there is no
psychotic component, and there is no interference with
social or occupational functioning, this is known as
‘hypomania’. Another marker for mania is the need for
hospitalisation, but nowadays this is dependent more on
available beds than on the symptom severity with which
you are presented. In practice, symptoms and signs are
along a continuum and there is a large grey area
between the two.
• Both DSM-V and ICD-11 distinguish between bipolar I
(at least one manic episode) and bipolar II (hypomanic
and depressive episodes).
• Cyclothymia is a persistent instability of mood with
periods of hypomania and depressive features which
are never sufﬁciently severe or persistent to meet
criteria for bipolar disorder.
• In mixed affective states there are simultaneous
depressive and manic features.

Common presentations
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People with mania rarely present themselves, as their
subjective experience is that of a pleasant mood, increased
energy, and an overwhelming sense of purpose. Concern
from others is usually the reason for people presenting to
services, usually for a combination of the following:
• Changed behaviours, e.g. staying up at night, chaotic
behaviour at work or within the family, inappropriate
behaviour towards others such as inappropriately
sexual remarks, etc.
• Unwise decisions: Another common concern is due to
unwise, impulsive, and out-of-character decisions such
as increased spending, or spending on things that are
not normally purchased (e.g. expensive cars), etc.
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• Conﬂict with family or authorities: As a result of
increased self-esteem and lack of inhibition, people
start feeling that the normal rules of behaviour do not
apply to them because of their superior talent or
privileges, and they start seeing themselves as
shackled by mediocrities. This results in aggressive
and irritable behaviour towards ofﬁcials, ﬂouting of
rules such as when driving, and trying to get others to
do what they want.
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It is common for people to be brought to the attention
of services by police or, under a pretence, by family or
friends who insist on a ‘physical’ check-up or other
reasons. The process of being detained and brought to a
place of safety by the police is a highly distressing
experience in and of itself, and before an assessment can
take place it is important that the anger and distress are
addressed ﬁrst if possible before trying to do a diagnostic
interview.
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Differential diagnosis
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Mania is a difﬁcult diagnosis when the onset is subtle and
changes are slow – here the changes are more an
exaggeration of an existing character trait (e.g. sociability)
and behaviour (e.g. buying designer clothes) rather than
anything that is clearly out of character. Life events (even if
not pleasant) can trigger mania.
• Older people commonly present with increased irritability
instead of a pressured jolly, euphoric, infectious mood. A
collateral history will reveal other symptoms such as
increased energy, reduced need for sleep, etc.
• Secondary manias are due to other recognisable
triggers, such as:
• non-prescribed drugs such as amphetamines or
cocaine, or an acute phase of opioid use
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• prescribed drugs – commonly antidepressants,
psychostimulants, thyroxine, antiparkinsonian drugs,
or androgenic steroids
• organic brain damage (giving a chronic picture of
disinhibition)
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• physical health problems – such as hyperthyroidism,
lupus, or encephalitis, or after childbirth
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In schizoaffective disorder there must be a clear history
of psychotic symptoms occurring at the same time as
elevated mood. This is a harder diagnosis to get right and
requires careful history taking and/or a good informant.
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Assessment
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Screening questions
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‘Has there ever been a time where you felt
extremely happy or energetic and that you didn’t
need to sleep, sometimes for days on end?’
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‘Has it ever happened that you had a sudden
burst of ideas and things you were going to do all
together? Did anyone get worried about this?’
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Look:
• Patients can appear hyperactive, ﬁdgety, or wanting to
wander or pace around the room.
• Sustained eye contact, attention, and concentration
can be difﬁcult to maintain given how fast they feel
their thoughts are running.
• Some people can be overfamiliar when manic and have
reduced awareness of personal boundaries and
appropriate behaviour.
• The classic description of euphoria and elation may not
come across at all during an assessment. Having
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grandiose plans frustrated, being held back by people
who do not understand what they are trying to do, or
being detained for a psychiatric assessment can lead
to marked irritability and a low tolerance threshold for
anger, especially for older patients.
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• Many guides will tell you that patients can be dressed
bizarrely; however, you should be very careful about
making assumptions of someone’s mental state based
on their clothing unless there are signiﬁcant
disturbances in physical appearance.
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Listen
To the patient:
• Pressure of speech: The rate of speech is increased
beyond what is usually considered appropriate, which
reﬂects an increase in the speed and amount of
thoughts going through their head. It can be helpful to
distinguish pressure of speech from prolixity (being
over-talkative) by observing how difﬁcult it is to
interrupt the person.
• Form of speech: Related to pressure, speech often
displays tangentiality (the person starts responding to a
question appropriately, but changes topic and doesn’t
return) and circumstantiality (the person responds to a
question appropriately, talks expansively, but eventually
returns to initial topic). Flight of ideas refers to rapid
switching from one topic to another, often with barely
related links between ideas.
• Content of speech: There may be swearing or
disinhibited speech, which has to be checked with an
informant to see if these are out of character. There can
be grandiose ideas of special powers, wealth, fame,
identity, and connections to famous people in manic
states. There may be talk of plans which are overambitious, poorly thought through, or impossible to
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carry out. There might be some suspiciousness or
frank paranoia, commonly related to plots designed to
frustrate their special powers or plans.
To informants:
Informants will describe changes in behaviour like:
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• reduced need for sleep and eating (later, exhaustion
interrupts over-activity with ‘crashing’ into sleep and
weight loss evident) – and in extreme cases manic
stupor
• impulsive, distractible
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• ﬁdgety, hard to relax
• jovial to irritable mood
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• self-neglect
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• initially, informants may notice increased drive, directed
focus and productivity – later becoming chaotic, with
over-ambitious plans, multiple simultaneous tasks, or
rapid switching between uncompleted tasks
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• informants may also describe a change which starts as
the person being more sociable, conﬁdent,
approachable, very witty and charming, but later
morphing into poor social functioning – over-familiarity,
embarrassing comments, rule breaking
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• poor occupational functioning – reports from work that
tasks are incomplete, badly done, or there are clashes
with fellow workers or clients
• clashes with the law, e.g. shoplifting, speeding,
littering, getting into ﬁghts (e.g. because of social
disinhibition)

• over-spending, over-use of alcohol or drugs, impulse
buying, shoplifting, reduced attention to details (e.g.
paying bills)
• sexual drive increased – inappropriate targets, timing,
or reckless sexual remarks or actions.
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Informants may also be able to describe:
• life-event triggers such as moving to a new house,
relationship changes, etc.
• past episodes of manic episodes or treatment
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Ask:
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• a positive family history of bipolar disorder or
schizophrenia.
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‘How are you feeling? (assesses feelings of wellbeing)
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‘Tell me about how your energy levels have been
in the last while. Have they always been this way?’
(assesses length of symptoms and insight)
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‘Tell me about how you’ve been using your
energy.’ (gives an idea on behavioural and risk
consequences of mania)
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‘What’s going on in your life right now? What are
you planning for the future?’ (assesses grandiosity,
disorganisation)

Sa
m

pl

e

‘Tell me about your sleep’ or ‘You said you’re not
sleeping at all; do you feel like you need to sleep
in the ﬁrst place, or you just don’t need to sleep?’
(biological symptom screen: people with mania
don’t feel they need to sleep, versus in insomnia
they want to sleep but can’t)
‘Tell me about your appetite.’ (biological symptom
screen)
‘Has anyone commented that this level of energy
is a change for you? Has anyone seemed worried
about you?’ (behavioural changes, insight)
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‘Tell me about the medication you’re taking. Are
there any medications you were on before that
you’ve stopped taking?’ (both prescribed and
non-prescribed medication can cause mania.
Common drugs include steroids, antidepressants,
amphetamines, cocaine, and dopamine agonists
used for Parkinson’s disease. Not taking mood
stabilisers is also a common drug-related trigger)
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‘Have these changes caused you any problems?’
(hypomania is classically described as milder
symptoms of mania not leading to signiﬁcant
disruption of life – an important distinction between
the two)
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Examine:
• Signs of weight loss, self-neglect
• Signs of physical health conditions, e.g.:
• hyperthyroidism mimicking mania: increased heart
rate, palpitations, intolerance of heat, sweating,
tremors, frequent bowel movements, menstrual
disturbances, changes in vision and exophthalmos
(protruding eyes) in Graves’ disease
• steroid-induced mania: increased central and facial
adiposity, hirsutism, muscle weakness, acne, high
blood pressure.
Investigate:
• Collateral information from others is extremely
important given common lack of insight. Get a sense of
how long this has been happening: what objective
changes have there been in personality and behaviour?
(any life event triggers, any reckless behaviour leading
to potential risk to self and others)
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• If known to have mania previously, why have they
relapsed now? (consider physical health conditions,
medications, drugs, extreme stress, sleep deprivation,
non-compliance, or dose reduction of maintenance
treatment)
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• is there any history of physical health conditions known
to trigger mania such as hyperthyroidism, HIV, lupus,
encephalitis, multiple sclerosis, Huntington’s disease,
brain tumours, stroke, traumatic brain injury, or
dementia? Particularly in elderly people, has
hyperactive delirium been investigated or ruled out by a
medical team? (see p. 300)
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Practical points
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• Be aware of your emotions and feelings around a
manic person; the transference is often strong, and you
will pick up easily on their elation or irritation.
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• In the absence of previous presentations or a collateral
source of information, mania can be difﬁcult to
distinguish from psychosis. Screening for biological
symptoms can be a useful distinguishing factor. In any
case, you should still search for triggering factors, and
do a thorough risk assessment and safe capacity
assessment around healthcare decisions.
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• Physical exhaustion is a risk when over-activity and
lack of sleep are sustained for too long a period.
• Lack of insight is a common feature of mania, and the
subjective internal feelings of hypomania and mania
can be perceived as a positive. As such, it can be quite
confusing and discomforting for someone to hear that
these are markers of illness. Careful explanation that
untreated mania can lead to an escalation of problems
and risk can help people gain insight about the nature
of their experiences.
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• If the person is agitated or over-energetic, give them
space to move around or walk around the assessment
room and discharge their energy.
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• Use your assessment skills of redirection, closed
questioning, and limit setting in a ﬁrm but polite
manner to ensure a successful assessment of someone
with ﬂight of ideas. ‘I noticed earlier you mentioned
brieﬂy that you don’t need to sleep; can we go back
and ﬁnd out a little more about that?’
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• Some people can build up vast amounts of debt and
expenditure in a manic state, but there is often the
ability to make a retrospective case to the ﬁnancial
institution that the person did not have capacity around
ﬁnances at the time and the impact of the spending
can be mitigated.
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• Have a low threshold for requesting a chaperone/
witness in the room, particularly if there is historic risk
of disinhibition and risk to others.

Sa
m

pl

e

pr
oo

fs

• It is always challenging to discuss changing someone’s
pleasant mood when they are clearly enjoying
themselves and have a period of increased conﬁdence
and self-worth, and even productivity. You should point
out what are sustainable behaviours such as spending,
misadventure and risk to reputation, employment,
relationships, etc.

