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SELF-ASSESSMENT QUESTIONNAIRE

Psychiatry
z Ten self-assessment questions (SAQs) based on the published articles will appear
at the end of each CME specialty featured in Clinical Medicine. The questions have
been validated for the purpose of CME by independent experts. Two (2) CME credits
will be awarded to those achieving 80% correct answers. This opportunity is open
only to RCP Fellows and Collegiate Members in the UK who are registered for CME*.

z A loose leaf answer sheet is enclosed, which will be marked electronically at the
Royal College of Physicians. Answer sheets must be returned by 15 January
2003 to:

CME Department (SAQs), Royal College of Physicians, 
11 St Andrews Place, London NW1 4LE. 

Overseas members only can fax their answers to 020 7487 4156

Correct answers will be published in the next issue of Clinical Medicine.

*Further details on CME are available from the CME department at the Royal College of Physicians
(address above or telephone 020 7935 1174 extension 306 or 309).

Guidelines on completing the answer sheet
Your completed answer sheet will be scanned to enable a quick and accurate
analysis of results. To aid this process, please keep the following in mind:

1 Please print your GMC Number firmly and neatly

2 Only write in allocated areas on the form

3 Only use pens with black or dark blue ink

4 For optimum accuracy, ensure printed numbers avoid contact with box edges

5 Please shade circles like this: l Not like this: m 

6 Please mark any mistakes made like this: l

7 Please do not mark any of the black squares on the corners of each page

8 Please fill in your full name and address on the back of the answer sheet in
the space provided; this will be used to mail the form back to you after
marking.

4

1 A 55 year old male civil servant
who lives alone is referred to
the pain clinic by his general
practitioner (GP) with back pain
that has failed to respond to
simple analgesics. Investigations
by a neurologist (including
magnetic resonance imaging)
have failed to reveal any
relevant organic cause for his
symptoms and there are no
abnormal physical signs. He has
become increasingly
demoralised because of the
pain and has been off work for
six months. His GP has started
treatment with citalopram
20 mg (a selective serotonin
reuptake inhibitor) in addition
to ibuprofen, but with limited
benefit.

(a) He should be referred back to 
the neurologist for further 
tests

(b) Establishing a current ‘problem
list’ and asking about a ‘typical
day’ would be helpful

(c) Enquiry about his health beliefs
and attitudes, as well as assessing
his suicide risk, are a key part of
the interview

(d) Discussion of the working
environment should be
undertaken because the
workplace may be a source of
both psychological and physical
stress

(e) Changing his antidepressant from
citalopram to a tricyclic should be
considered if the pain does not
improve
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2 A 40 year old woman with a
nine-month history of chest
pain and a presumptive
diagnosis of angina is admitted
to the hospital for coronary
angiography. She is on
antianginal therapy, including
nitrates, calcium-channel
blockers and beta-blockers. The
angiogram is normal. Close
enquiry reveals that she is
experiencing panic attacks,
especially in enclosed spaces or
crowds, and that the chest pain
is associated with other physical
symptoms such as palpitations,
sweating, trembling and
breathlessness. Further enquiry
reveals marital problems and
that her 15 year old son is in
trouble with the police. She is
relieved to hear that the
angiogram is normal, but the
pain continues and she is
referred to the pain clinic for
further help.

(a) The antiangina treatment should
be continued

(b) An attempt should be made to
interview the husband to explore
the current domestic difficulties

(c) An anxiolytic such as paroxetine
may prove helpful either alone or
in addition to psychological
treatment

(d) If her panic attacks continue even
though she avoids situations in
which they occur (eg shops,
public transport), it would be
appropriate to refer her to the
local psychiatric services for
treatment of the anxiety disorder

(e) Small doses of imipramine
(eg 50 mg) can be helpful for this
kind of non-cardiac chest pain

3 A 43 year old woman presents
to the accident and emergency
department after a paracetamol
overdose. She says the
overdose is a response to
worries – her son is in trouble
with the police for theft and
there are family debts. She is
tearful and hopeless about the
prospects of sorting out her
difficulties. She has taken one
previous overdose during a
spell of tension with her
partner. She has never seen a

psychiatrist, although she has
consulted her general
practitioner (GP) for depression.
Which of the following indicate
that she is at increased risk of
suicide?

(a) GP treatment for depression

(b) Hopelessness

(c) Living at home with an unmarried
partner

(d) History of self-harm

(e) Overdose using paracetamol

4 A 32 year old man has asthma.
He has developed
breathlessness initially
associated with a chest
infection, but his symptoms are
not improving and he has been
off work for seven weeks. He
has recently separated from his
partner. He attends with
depressive symptoms. What
psychological characteristics
should be looked for in the
assessment that would suggest
an increased risk of self-harm
during this episode?

(a) Evidence of impulsivity

(b) Lack of guilt about previous
misdemeanours

(c) Black-and-white thinking

(d) Thinking of many solutions to his
problems rather than one

(e) Difficulty recalling positive
childhood experiences

5 A 55 year old man is referred
by his general practitioner (GP)
for assessment of chronic
widespread pain. He does not
appear to be depressed. On
examination, he has widespread
tenderness but no other
abnormalities. Extensive
investigations are normal.

(a) His pain is best regarded as
‘psychogenic’

(b) Antidepressants are likely to help

(c) He is likely to benefit from a
cognitive behavioural therapy
(CBT) programme

(d) A diagnosis of somatoform pain
disorder excludes a diagnosis of
fibromyalgia

(e) It is helpful to explain to him that
his symptoms are ‘psychological’

6 A 25 year old woman is
referred by her GP as an
emergency for urgent
assessment of headache. She
has been attending the GP daily
for reassurance about her
headaches. When you see her,
she says she thinks she may
have a cerebral tumour and
anxiously demands a ‘scan’ .
Examination is normal. She is
investigated with a computed
tomography scan, which is
normal. She asks for another
scan ‘in case anything has been
missed’ .

(a) She has hypochondriasis (health
anxiety)

(b) Antidepressants will not help

(c) She should be given repeated
reassurance to reduce her worry
about disease

(d) CBT is unlikely to help

(e) She will be reassured by a further
scan

7 A 75 year old man, with a
recent right middle cerebral
artery territory stroke, presents
to outpatients with symptoms of
low mood, hopelessness and
weight loss of 6 kg over the
past six weeks. His wife reports
that he often says that he sees
no point in being alive. His
medical history includes type 2
diabetes, hypertension and a
previous episode of depression.
On examination, he has some
residual hemiparesis, is flat in
affect, tearful and expressing
negative thoughts. Cognitive
examination reveals deficits in
concentration and short-term
recall.

(a) The diagnosis could be bipolar
affective disorder

(b) His cognitive impairment is highly
suggestive of a comorbid
dementia

(c) The treatment of choice is a
six-month course of
antidepressants, titrating dose to
response and adverse effects

(d) Referral to a clinical psychologist
for cognitive behavioural therapy
is warranted as the first-line
therapeutic approach
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(e) The infarct location is a significant
aetiological factor in this patient’s
affective disorder

8 A 50 year old man with
Parkinson’s disease presents to
accident and emergency where
the nursing staff report that he
is behaving strangely. His wife
says his behaviour has become
increasingly odd over the last
week and that he persistently
complains that he is running
out of medication, despite
collecting repeat prescriptions
from his general practitioner. He
is taking levodopa. He has
persecutory delusions and
reports visual hallucinations.

(a) The diagnosis is likely to be
homeostatic hedonistic
dysregulation

(b) The differential diagnosis includes
dementia

(c) Treatment with low-dose
clozapine, monitoring for
agranulocytosis, is a therapeutic
option

(d) An increase in antiparkinsonian
medication will attenuate his
psychotic symptoms

(e) A clear history of alcohol and
substance misuse should be
elicited

9 A 55 year old man is
admitted for investigation
following an episode of
haematemesis. Thirty-six hours
after his admission, the nurses
on the night shift ask for help
because he has become
increasingly frightened and
disoriented. The admitting
doctor has recorded in the
notes that the patient is a
‘social drinker’ , but blood tests
taken on admission show a
markedly elevated
gamma-glutamyltransferase. He
is tremulous, sweating
profusely, and appears terrified
of something in the corner of
the room, though there is
nothing there but an unused
drip stand. He says a camera is
trained on him and that he is
afraid some of the nurses
intend to poison him.

(a) The patient should be nursed in a
quiet, well-lit area

(b) The patient is hallucinating, so an
antipsychotic drug such as
haloperidol will be needed

(c) Treatment with a benzodiazepine
should be given as soon as
possible

(d) Once the patient has been made
comfortable, he should be given
parenteral thiamine

(e) As he has paranoid ideas as well
as hallucinations, his presentation
cannot be caused by alcohol
withdrawal alone

10 A 29 year old man is admitted
for treatment of a deep vein
thrombosis in his leg. He gives
a history of intravenous heroin
use in the past but says he is a
patient in a local methadone
clinic where he gets 80 mg
methadone daily. He says that
when he has his methadone, he
does not use any heroin or
inject any drugs. However, he
has just come out of prison
where he spent three weeks on
remand in relation to a burglary
for which he has been
acquitted. He says he was given
no methadone in prison but
was able to obtain heroin from
inmates on some days. Since
this was in short supply, he
injected it to get the maximum
effect to try to relieve
withdrawal, but still says he had
‘bad withdrawal’  while in
prison. His leg became painful

during his last few days in
prison and he has not yet been
back to the methadone clinic.
He begs you to give him his
80 mg methadone because he
cannot bear to experience more
withdrawal, and says he will
leave the hospital if he has to.

(a) It is safe to give him 80 mg
methadone provided that this
dose is checked with the
methadone clinic

(b) His tolerance to opioid drugs has
probably altered during his
period in prison

(c) If he leaves the hospital and
obtains illicit heroin, he is at risk
of accidental overdose

(d) Once he is established on
methadone, he will not need any
analgesia

(e) The methadone clinic should be
contacted as early as possible to
prepare him for discharge
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Answers to the CME SAQs published in 
Clinical Medicine September/October 2002

Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10

a) T a) F a) T a) F a) T a) T a) F a) F a) F a) F

b) F b) F b) T b) T b) T b) F b) F b) T b) T b) F

c) F c) F c) T c) T c) F c) F c) F c) T c) F c) T

d) T d) F d) T d) T d) F d) T d) T d) F d) F d) T

e) T e) T e) F e) T e) F e) T e) F e) F e) F e) F


