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W ome o tf)e anner 2023 edition of the

Eastern Division Newsletter. | am delighted to
take on the role as the new Editor. | thank my
predecessor Dr Nita Agarwal for her great
contributions as Editor in recent years.

As usual we start with the Chair's Column
where Dr Kallur Suresh highlights recent
successful events in the region. He also
encourages members to apply for upcoming
vacancies.

| congratulate Dr James Barclay for his
winning article: ‘Can We Live and Age as Who
We Truly Are? The Future of Equality, Diversity
and Inclusion’. This is a fascinating essay
about putting communication and
relationships at the heart of psychiatry
especially by combating stigma &
discrimination and increasing inclusivity for
older adults.

This is followed by ‘Evaluation of Dementia:
Practical Strategies for Primary Care and Non-
specialist’ by Dr Amitkumar Chougule and
Balasubramanian Saravanan. They provide a
systematic approach including an algorithm
for guiding non-specialists in diagnosing
dementia. Dr Praseedom writes in ‘When a
Patient Dies: A Personal Perspective’ about
her experiences, thoughts and feelings of
when she was faced with a patient death. She
openly shares the lessons that she has learnt
hoping this would help colleagues both junior
and senior facing similar issues.

Dr Ekkehart Staufenberg as a
neuropsychiatrist, outlines in ‘Valproate
Prescribing and the Latest Update from The
Medicines  and Healthcare Products
Regulatory Agency - Clinical Caveats to
Consider’ his concerns if the new directives
regarding valproate prescribing come into
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effect. He suggests that these changes would
be costly and damaging to the health of
many patients.

We then have two articles by foundation
doctors in our region, Dr Collette Russell with
‘Psychiatry Exposure in a Regular Foundation
Training Programme Post’ and Dr Deepak
Sharma with ‘My Experiences as a Psychiatry
Foundation Fellow’. They describe their
training experiences in psychiatry and make
recommendations for improving things for
the future. These are followed by my review
of Peter Attia’s bestselling book Outlive which
is about longevity, including how to achieve a
longer ‘healthspan’.

Finally, Dr Manal El-Maraghy reports on our
successful Spring Conference which took
place at the Wellcome Genome Campus
Conference Centre at Hinxton in May 2023. |
hope that reading her report encourages you
to think about attending our next conference
in the autumn. Before that may | wish you all
happy reading and an enjoyable summer.
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It's hard to believe that another six months have gone by
since | wrote my column last autumn. So far, 2023 has
been a very busy and productive year for the Division. We
started the year with a January webinar on ADHD in adult
women which received a record number of registrations.
The speaker, Laura McConnell, deftly brought together
clinical knowledge with lived experience in a thought
provoking way.

We ran the Consultant Interview Masterclass again at the
end of February and many senior trainees took advantage
of the training session. The workshop was highly
interactive and feedback from delegates showed that it
helped them prepare for their upcoming consultant
interviews.

Our Spring Conference ‘Psychosis: What is New’ was on
Thursday 18 May and attracted a record number of
registrations. It received very good feedback on its high
quality academic content and the delegates enjoyed the
experience of being able to meet face-to-face and network
with one another. Please look out for publicity regarding
the Autumn Conference to be held at the Wellcome
Genome Campus this November.

The Eastern Division is again taking part in the
MindMasters quiz at the RCPsych International Congress in
July. Please attend the Congress in good numbers to cheer
on our team. We are also planning a Dean’s Grand Round
later this year. The College Engagement Network is
ongoing and has good representation from our Division.
The aim of the network is to ensure mutual learning,
consistency and good planning in implementing the
Community Mental Health Framework.

| want to draw your attention to a number of vacancies
within the Division, some of which we have already filled.
However, we do have some other vacancies and | would
welcome your interest and contribution in filling them.
Please see page 21 for details and how to apply.

I'm sure it's been a busy year for all of you on the clinical
and service front. Please let me know if the Division can
support you in anyway. The demand on services has never
been greater. Thank you all for the work you do for your
patients, your organisations and for the wider mental
health cause.

It is good to see things returning to normal after more
than two years of disruption to the way we work. The rest
of 2023 looks set to pose more challenges, including
industrial action by some NHS staff. Good planning and
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preparation should go a long way towards minimising
some of the adverse impact of the strikes on patient care.
This is a time of significant change in the health service
and service transformation does have an impact on the
way we work. It is important that as clinical leaders, we
contribute to shape any changes, always keeping our
patients at the centre of everything we do. Any change
can be anxiety provoking and may seem difficult to adjust
to. But it also provides ample opportunities for continuous
quality improvement, especially for those who are willing
to take positive risk and engage in the change
constructively.

The Division’s Executive Committee has been working
hard to put on some of the events | mentioned earlier. We
meet four times a year and these meetings are well
attended. There is usually representation from central
college staff. If you wish to become part of the Executive
Committee, please look out for publicity about upcoming
elections for vacant posts.

The rest of this newsletter has many interesting and high
quality contributions. We are always looking for members
to contribute articles to the newsletter. We publish
original research, opinion pieces, audits and QI projects,
service evaluations and topic reviews. Please contact our
editor Dr Sepehr Hafizi for more information and for
submitting articles.

| wish you all a great summer!

Dr Kallur Suresh
Chair, Eastern Division
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In November 2022, headlines were made when Ngozi Fulani,
a black British charity boss, was repeatedly asked where she
was “really” from by Lady Susan Hussey, the late Queen’s
lady-in-waiting. As various commentators explained, this
question — ostensibly neutral - when directed at British
people of minority ethnic backgrounds, can mask a more
sinister underlying message: “you cannot possibly be
British” (1). Lady Hussey apologised and has since resigned
(2). The relevance of this episode for our purposes is as
follows: old age psychiatry is also in the business of finding
out “where our patients are from”, not by insensitive
questioning that leaves the patient feeling disempowered,
but through empathic enquiry into their formative
experiences and relationships, family history, beliefs, values
and sociocultural context. Only through this understanding
can we find effective interventions for our patients. This
article will make the case that if old age psychiatry is to
embrace equality, diversity and inclusion (EDI), it must return
to basics: namely respectful therapeutic alliances, with
patients being treated as individuals and placed at the heart
of their care.

The consultant psychiatrist Dr Russell Razzaque has argued
that “the relational pillar has atrophied” within mental health
settings (3). Against a background of reductions in funding
and staffing crises, the current care climate prioritises rapid
throughput and shorter episodes of care, arguably
relegating the therapeutic relationship to an afterthought.
This effect may be exaggerated in older adult services.
Patronising communication towards the elderly in clinical
settings (or ‘elderspeak’) can hinder good clinician-patient
relationships (4). Doctors can be guilty of excluding older
patients from medical decision-making, turning to relatives
instead (5). In a study that presented doctors with two
identical case histories of depression — one in a young
patient and another in an older patient - the older patient
was more likely to be diagnosed with dementia or a physical
illness whilst the younger was correctly diagnosed (6). The
same study found that older adults were less likely to be
referred for specialist treatment. The combination of poor
communication with ageism within  psychiatry is
demonstrably incompatible with fairness, inclusion and
good quality care.

Of course, ageist stereotypes are not restricted to healthcare.
Despite there being more people than ever before in older
age groups in the UK, ageism remains rife in our society (7).
The ubiquity of “anti-ageing” products within the beauty
industry illustrates this well. To return to the episode
referenced above, various commentators attempted to
defend Lady Hussey by pointing to her advanced years (she
is 84), insinuating that problematic behaviour around race
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was somehow to be expected from the elderly (8). One
consequence of negative societal stereotypes about
ageing is that the patients we see in our clinics will
inevitably hold biases, conscious or otherwise,
regarding their own advanced years, a phenomenon
known as self-stereotyping. There is research to
indicate that participants with negative beliefs about
ageing die on average 7.5 years earlier than those with
more positive beliefs (9) and are more likely to develop
dementia (10). Psychiatrists have a responsibility to
understand the sociocultural influences acting upon
their patients, while never losing sight of the
uniqueness of the individual sitting in front of them.

Capturing our patients’ sociocultural contexts within
case formulations, including instances of carer strain,
will also help us to find meaningful interventions. We
live in an increasingly socially disconnected age and for
many of our patients, loneliness will be a factor in their
presentation. The elderly are at particular risk due to
the life stressors potentially encountered alongside
ageing including retirement, bereavement and loss of
hearing and vision (11). Spouses or partners of elderly
patients may experience a higher degree of carer
burden compared with working age adults due to their
increased vulnerability to frailty and ill health
themselves. The RCPsych EDI policy highlights a form of
discrimination called “direct discrimination by
association” whereby an individual is treated unfairly
due to their association with someone with a
characteristic protected under the Equality Act 2010
(12), and indeed a recent study looking at stigma in
dementia caregiving found that over two thirds of
family carers reported a degree of social ostracism due
to the health needs of their loved one (13). At the level
of major mental illness, there has been growing interest
in approaches such as “Open Dialogue” which
emphasise consistently involving the patient’s core
social network in treatment (14). Such approaches do
not appear to have been widely trialled in the elderly
population so this may be a promising avenue for the
future. An eye to context in psychiatric assessments can
help to identify and address areas of difficulty in the
system around a patient, as well as harnessing the
system’s strengths.

We are of course working in an imperfect system, and
many of the system’s shortcomings are a consequence
of unprecedented strain within both health and social
care settings. Any innovation will require creativity at
an organisational level. In my own practice | have seen
inspiring examples of collaboration between NHS and
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third sector organisations such as Mind's “Stepping Stones”
scheme in Hertfordshire, which allowed volunteers to
support inpatients through the discharge process by
assisting with social care queries and signposting to sources
of community support (15). This feels particularly relevant
for older populations who can feel excluded by modern
systems requiring access to smartphones or computers. Old
age psychiatrists should also be outspoken in championing
primary care social prescribing programmes that link
patients with community resources, not as a substitute for
existing treatments but rather as a complementary
approach (16).

In summary, we must once again place relationships and
communication at the heart of our values base as a
profession, while raising awareness of the impact of ageist
stereotypes in healthcare. Alongside this we must ensure
our interventions make use of the resources found within
our patients’ family systems and communities. In this way
we can create a future for old age psychiatry that is
experienced by patients as being truly fair, inclusive,
empowering and embracing of diversity.
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Dementia is the seventh leading cause of death and one of
the major causes of disability among older people globally
(1). According to the Alzheimer's Society, if current trends
continue, the number of people with dementia in UK is
forecast to increase to 1 million by 2025 and 1.59 million by
2040 (2). Patients who do not wish to attend a memory clinic
or undergo investigations, and frail patients especially in care
homes, often fail to receive a timely diagnosis. This is an
important step for receiving tailored support and treatment
enabling people to lead full lives and engage with their
families and communities for as long as possible. In view
of current strains on specialist services, clinicians in non-
specialist settings are essential for providing an early
diagnosis. Here we describe a practical approach for the
diagnosis of dementia in non-specialist settings.

Dementia is an umbrella term to describe chronic
widespread cognitive impairment, associated with
significant changes in functioning. These impairments may
have a number of causes and are progressive and largely
irreversible. Diagnosis is essentially a two-stage process.
Stage I: diagnosis - should be differentiated from delirium,
depression, drug treatment, concomitant physical illness,
and normal memory loss that accompanies aging. Stage I
determining cause - commonest cause is Alzheimer’s
disease, followed by vascular dementia, Lewy-body
dementia, and frontal lobe dementia.

There are three primary expressions (3):
1. Neuropsychological - amnesia; aphasia (receptive or
expressive); apraxia; agnosia
2. Neuropsychiatric — with associated symptoms such
as psychiatric and behavioural disturbances
3. Deficits in activities of daily living (ADL) - problems
in dressing, eating, and going to toilet.

This triad is common to all dementias, differentiation being
based on clinical presentation, presence of other features
and other aspects of history and examination.

It is important to recognise that diagnosis should be “timely”.
This means that diagnostic assessment should be considered
when the patient wants it and, in some cases, when the
carers need it. This should not stop clinicians from raising
awareness on the need for early diagnosis and the
availability of resources. Ruling out other diagnoses is
important as a dementia diagnosis has substantial
emotional, legal and social implications (4). The clinical
presentation can provide a major clue about the diagnosis
and can help with ruling out other diagnoses.
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Step 1: Ruling out diagnoses that may mimic
dementia

Scenario A: subjective complaint of cognitive
decline. In patients with subjective cognitive decline, it
is important to rule out clinical depression, anxiety
disorders, age appropriate cognitive decline, sleep
disorders, medication-related cognitive decline, other
medical conditions like severe constipation, thyroid
disorders, iron and vitamin deficiencies (thiamine,
niacin, vitamin B12, vitamin D), problems with eyesight
and hearing, recent concussion, amnestic disorder and
mild cognitive impairment as these conditions can
present with a dementia-like picture especially when
the patient has more than one condition.

Scenario B: carer observation of significant
cognitive decline, patient with limited insight. Here
establishing good rapport, reassurance and a rapid
assessment of insight and capacity can go a long way.
Irrespective of cognitive decline and capacity, an
attempt should be made to seek consent from the
patient before obtaining carer history. One must rule
out delirium, acute neurological conditions, and
substance intoxication before proceeding with the
dementia workup. NICE guidelines recommend the use
of the following tools to differentiate dementia from
delirium along with history and examination (5): Long
confusion assessment method (CAM) and
Observational Scale of Level of Arousal (OSLA).

If it is not possible to differentiate between delirium,
dementia, and delirium superimposed on dementia,
treat for delirium first. In case of acute neurological
condition or substance intoxication, appropriate
referrals should be made. When above conditions are
ruled out and patient is presenting with severe
cognitive and functional decline along with significant
behavioural challenges then the person may have
progressed to advanced dementia with associated
behavioural and psychological symptoms of dementia
(BPSD). In such cases, cognitive examination is not
usually feasible and a referral to the memory clinic
should be considered.

Approach to evaluation (6). Good history and
examination along with relevant investigations for
suspected diagnoses help. Where there is doubt do a
cognitive assessment. Abbreviated Mental Test Score
(AMTS) and GPCOG take few minutes and are
appropriate for screening.
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If above tests suggest significant cognitive decline, further cognitive assessments must be arranged, with a longer
appointment time or home-visit and tools like Montreal Cognition Assessment (MOCA) and Addenbrooke’s Cognitive
Examination (ACE-IIl). A normal score almost always rules out the diagnosis. However, NICE guidelines recommend “do
not rule out dementia solely because the person has a normal score on a cognitive instrument” (5). Where diagnosis is
unclear or objective cognitive decline is noticed on tests, then further steps should be followed.

Step 2: Arriving at dementia diagnosis — following ICD-10 criteria must be fulfilled (7):

1. ICD-10 Criteria Tools for assessment

v  Decline in memory characterised by im- | 1. Detailed history from patient and/or
pairment of registration, storage, and | reliable carer/family member
retrieval of new information
v  Impairment of thinking and of reasoning | 2. MOCA
capacity, and a reduction in the flow of
ideas 3. ACE-IIl
v Difficulty in attending to more than one

stimulus at a time and to shift focus of

attention
2. Evidence of clear consciousness 1. History
2. Mental status examination (MSE)
3. Impairment in personal ADL secondary to cogni- | 1. History
tive decline 2. Informant Questionnaire on Cognitive
Decline in the Elderly (IQCODE) or the
Functional Activities Questionnaire
(FAQ) (NICE, 2018)
4, Duration of cognitive decline and impairment of | History
ADL for >6 months

Step 3: Dementia subtypes
NICE do not recommend diagnosis of dementia subtypes in non-specialist settings and encourages referral to specialist

services (5).
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Algorithm for Assessment of Dementia in Primary Care (8,9):

Triggers (cognitive, behavioural/psychiatric)/functional decline/or abnormal cognitive screen

Suspect Dementia

1: History
2: MSE

3: Testing (MOCA, Clock Drawing) and rating scales

l

Criteria met for Dementia?

4: Physical and neurologic examination and laboratory tests

5: Review medications and substance use

6: Assess for depression and other psychiatric disorders

Reversible causes absent?

7: Identify neuropsychiatric/behavioural problems

=

Yes

l

»

No

|

Psychiatric, medical
work-up or treatment
as clinically indicated

Yes

A\ 4

No

l

l
l

Treat reversible
causes e.g.
depression, then re-
evaluate

8: Disclose diagnosis, provide psychoeducation, address psychosocial issues

9: Management (pharmacological and non-pharmacological)
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Conclusion

Dementias are a heterogeneous group of clinical syndromes
unified by symptoms of deteriorating cognitive and
behavioural function. Patients require a thorough history,
targeted evaluation, and ongoing psychopharmacological

References

A
N A

>
O
N
m
A
]
P
x
pX
L)
A ¢
A
T
o
P
>
Nl

8. Hinton L, Benjamin L, Bourgeois J. Dementia: Practical
strategies for Primary Care. Prim Psychiatry 2001;8:83-
7.

9. Geldmacher DS, Whitehouse PJ. Evaluation of
Dementia. N Engl J Med 1996;335(5):330-6.

Dr Amitkumar Chougule
ST5 in General Adult and Old age Psychiatry, CPFT

Balasubramanian Saravanan
Consultant Psychiatrist; Cambridge Crisis Team, CPFT



