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H O W  T O  U S E  T H I S  B O O K

One question, one page

Every page after the weightage chapter is one question and its answer map. Nothing

continues onto a second page, so a map can be read in the time you have rather than the time

it deserves. Five blocks, always in the same order.

1 Question band The slot number, the question as a board set it, and three chips: the mark

split, the area, and where the question has been seen.

2 Skeleton Three to five rows. The mark column sums to ten, so you can see the

allocation before you read a word of content.

3 Body Two to four components, chosen for the question: a comparison table, a

flowchart, a plate, typed lines, at most one pitfall box.

4 What earns the marks Three or four things an examiner ticks. Each one names something that is on

the page above it.

5 Links The related slots in this book, and the Weave Sprint day that teaches the

underlying topic in full.

The colour code

Structure The shape of the answer: headers, rules, table heads, the question band.

When a line is indigo it is telling you how the answer is organised.

Key number A figure to carry exactly: a mark split, a threshold, a count, a cut-off.

Amber means memorise the number, not just the shape of it.

Trap The mistake the examiner is waiting for. When a line is red it is warning

you off an error that looks right until it costs you the mark.

Two ways to work. Read an area straight through, banner first, to see how the boards have

carved it up. Or use the ten sets at the back: each is ten questions and one hundred marks,

drawn one from each rank decile, so a set is a paper-shaped sitting rather than ten easy

questions or ten hard ones.

The chips are traceable. A recurrence chip names the boards and gives a count against a

stated denominator. If it says three of seventy-eight sittings, that is three sittings out of the

seventy-eight this book counted, and the boards are listed by name so you can check.
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T H E  W E I G H T A G E  C H A P T E R ,  P A G E  O N E  O F  T H R E E

Where the marks have gone

Nothing in this book is a prediction. It is a count of 78 sittings from 8 examining

boards, and a statement of where those boards have put their marks in Paper III.

Thirteen areas, weighted. The university boards are pooled by how much each is trusted, DNB

is held out and given a fixed thirty percent, and the resulting weight becomes a share of one

hundred and then a whole number of slots. The ledger of which boards were counted, how

their papers reached us, and how far each one is trusted, is on the page opposite.

AREA, IN WEIGHT ORDER UNIV POOL DNB WEIGHT SHARE SLOTS

01  Criminal and civil forensic psychiatry 0.239 0.301 0.257 11.34% 10

02  Intellectual disability and learning

disorders

0.212 0.333 0.248 10.94% 10

03  Ethics, consent and child protection 0.201 0.343 0.243 10.72% 10

04  Childhood emotional, tic, attachment and

elimination disorders

0.172 0.370 0.232 10.20% 10

05  Mental health legislation and disability

law

0.181 0.302 0.217 9.58% 9

06  ADHD and disruptive behaviour disorders 0.212 0.223 0.215 9.48% 9

07  Geriatric, consultation-liaison and

transcultural psychiatry

0.087 0.452 0.196 8.65% 8

08  ECT and neurostimulation 0.214 0.096 0.178 7.86% 8

09  Emergency psychiatry 0.209 0.000 0.147 6.45% 7

10  Perinatal and women's mental health 0.204 0.000 0.143 6.30% 7

11  Autism spectrum disorder 0.120 0.067 0.104 4.59% 5

12  Child assessment, pharmacotherapy and

interventions

0.033 0.162 0.072 3.16% 4

13  Normal child development 0.024 0.000 0.017 0.73% 3

Univ pool is the trust-weighted verdict of the seven university boards; DNB is the national paper, held out. Weight = 0.70 times the

pool plus 0.30 times DNB. Share is that weight as a fraction of Paper III. Slots are the share turned into whole questions by largest

remainder, with a floor of two and a cap of twenty; Paper III reached neither.
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T H E  W E I G H T A G E  C H A P T E R ,  P A G E  T W O  O F  T H R E E

How the hundred were picked

BOARD SITTINGS

COUNTED

HOW THE PAPERS REACHED US TRUST

RGUHS 12 Hand transcription and public mirrors of the printed papers 0.806

KUHS 9 Official university portal PDFs 0.600

TN-MGRMU 35 Public archive of the printed papers, exact sitting dates recovered 0.480

KNRUHS 3 Official university portal PDFs 0.300

MUHS 2 Two watermark-confirmed papers, read by OCR. A third-party recurrence

compilation was tested against them, matched none, and was removed

from the sitting count

0.267

NTRUHS 2 Mirror text of the printed papers 0.160

WBUHS 2 Public archive of the printed papers 0.180

DNB 10 Official NBE material; 32 of 40 files verified by checksum against the

board's own published path

fixed 0.30

Trust is how far a board sets the university pool: its standing, its number of sittings, and the quality of its evidence. DNB sits outside

the pool. A third-party compilation claiming thirteen further MUHS sittings was tested against the only confirmed MUHS papers

inside its own window, matched none of them, and was removed from this ledger; its topic distribution still contributes to area mass

at reduced quality.

Count the sittings

78 sittings from 8 boards, each weighted so that it halves roughly every six years and is reduced

again when the paper reached us as a mirror, an archive or a transcription rather than an

official file.

1

Weight the areas

Each board reads each area twice: breadth, how often it examines there, and mark share, how

much of its marks land there. The two are averaged, the boards are pooled by trust, and DNB is

held out at a fixed thirty percent.

2

Turn weight into slots

The thirteen weights become shares of one hundred, then whole slots by largest remainder,

with a floor of two and a cap of twenty so no area disappears and none swallows the book.

3

Score every eligible question

Four components: weighted recurrence (45 per cent), recency (30), how many boards have

asked it (15), and how well it is shaped as a ten-mark question (10). Normalised across all four

papers, so one score means one thing everywhere.

4

Fill the slots

The highest scorers in each area, up to that area's slot count, near-duplicates merged first. All

100 were filled from questions actually set: 5 anchor, 14 high, 5 recurrent, 76 single-

appearance.

5
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T H E  W E I G H T A G E  C H A P T E R ,  P A G E  T H R E E  O F  T H R E E

What this book cannot promise

A frequency count is a strong prior, not a prophecy. Here is exactly what that sentence

costs, stated before you rely on it.

It does not predict a paper. Nothing here says what your board will set. It says where the

marks have gone across 78 sittings, which is a different claim and a smaller one. A board that

changes its examiner, its syllabus or its habits can leave every number in this book behind in

one sitting.

Most questions were seen once. Of the 224 selectable Paper III questions in the record, 196

appeared in a single sitting. That is not a defect in the counting, it is what happens when eight

boards set different papers: the same TOPIC returns constantly while the same QUESTION

rarely does. So the selection is driven by AREA weight, where the signal is dense, and each

map prints a band rather than a frequency claim about its own question.

The band on a map is a description, not a forecast. Anchor means this question has come

back across boards and years. Single means it was set once in the record we hold. A single-

appearance question is here because its AREA is heavy, and it is a fair worked example of that

area, which is the only thing it is offered as.

Nothing here is invented. All 100 slots in this book are questions a board actually set. Where a

paper in this series cannot fill its slots from observed questions, the shortfall is authored to

syllabus and labelled as such on the map. Paper III has no such slots.

The record is uneven, and openly so. Two of the eight boards set papers in a legacy structure

that does not map onto the modern four, so their sittings are counted against all of their

papers rather than one. Two more contribute only two sittings each. The trust column on the

first page of this chapter is where that unevenness is priced in, and it is the number to argue

with if you want to argue with the weighting.

No board has endorsed this. Board names appear on every page because a count that hides

its sources is not a count. None of them was asked, and none of them is responsible for

anything in this book.
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A R E A  0 1  O F  1 3  ·  P 3 - A 0 8

Criminal and civil forensic psychiatry

10
SLOTS IN THIS BOOK

11.3%
SHARE OF THE

HUNDRED

III-01
FIRST SLOT

III-10
LAST SLOT

ANCHOR 1 HIGH 2 RECURRENT 1 SINGLE 6

R E V I S I O N  O R D E R

Start with testamentary capacity and do not leave it until all three of its slots read the same way.

McNaughton and the expert-witness slot next, because they share their structure. Ganser and

adoption last.

W H AT  I S  I N  T H I S  A R E A

Capacity and the will (four slots), criminal responsibility and the psychiatrist in court, risk of

violence, adoption, and Ganser syndrome as the forensic differential. Testamentary capacity

alone takes three of the ten, which is the single strongest question-level signal in this paper.

10
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I I I  -  0 1

Testamentary capacity [10]

10 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

KNRUHS,  KUHS,  RGUHS -  3  APPEARANCES,  3  OF 78 SESSIONS

S K E L E T O N

2 The test A sound disposing mind, and where the test comes from

4 The four limbs Each limb, what it asks, what defeats it

2 What the statute adds Sound mind, not a minor, and the execution rules

2 The psychiatrist Contemporaneous, documented, and never the judge

T H E  D E F I N I T I O N

Testamentary capacity is the mental ability to make a valid will: a sound disposing mind at the

moment of execution. The classical test is Banks v Goodfellow, 1870, which Indian courts continue to

apply alongside Section 59 of the Indian Succession Act 1925.

LIMB WHAT THE TESTATOR MUST DO WHAT DEFEATS IT

The act Understand that he is making a will and what

it does

Dementia, delirium, intoxication

The property Know in general terms what he owns Not an exact valuation

The claims Recall those who have a claim on his bounty Amnesia, severe neglect of family

No perverting

disorder

Be free of any delusion that shapes the

disposition

A delusion that does not touch the will is

no bar

The two amber cells are where most answers overreach: capacity is not perfect knowledge, and mental illness is

disqualifying only when it operates on this disposition.

W H AT  T H E  T ES T  D O ES  N OT  C OV E R

Undue influence, coercion and fraud are separate grounds that void a will even where capacity is

intact. Nor does the psychiatrist decide validity: the court does, and suspicious circumstances shift

the burden to the propounder.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 03 assessing testamentary capacity SPRINT

Day 25, Mental health legislation and forensic psychiatry

The statute and the moment. Section 59 requires a person of sound mind who is not a minor;

execution requires signature and two attesting witnesses. Capacity is judged at the time of execution,

so a lucid interval suffices, and a valid will is not undone by later deterioration.

All four limbs, attributed to Banks v Goodfellow.

Capacity fixed to the moment of execution, with the lucid interval named.

The delusion qualifier. It must operate on the disposition.

Undue influence kept separate from capacity.
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I I I  -  0 2

Discuss about the various admission procedures used for mentally ill criminal
persons. What are the criteria for Fit to stand trial? [5+5]

5 + 5 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Who is covered Undertrial, convicted, and the acquitted unsound

3 The routes In order, with the actor and the authority at each

3 Fitness criteria The five abilities, from Pritchard onward

2 What follows unfitness Not acquittal: postponement, with review

STEP WHAT HAPPENS WHO ACTS AUTHORITY

1 Unsoundness suspected before or during

trial

Magistrate or Court of

Session

Inquiry is mandatory

2 Examination and opinion on fitness Civil surgeon or psychiatrist On the court's reference

3 Trial postponed; bail with security, or

safe custody

The court Custody in a mental health

establishment

4 Prisoner found mentally ill while in cus‐

tody is transferred

Prison medical officer A prison mental health es‐

tablishment per State

5 Fitness restored, trial resumes; if acquit‐

ted as unsound, safe custody with review

Court, then the State

Government

Periodic review and release

The procedure sits in the criminal code's chapter on accused persons of unsound mind, carried forward with renumbering

into the Bharatiya Nagarik Suraksha Sanhita 2023; the custodial provisions sit in the Mental Healthcare Act 2017.

W H AT  T H E  P RO C E D U R E  D O ES  N OT  C OV E R

Unfitness is not a verdict and not an acquittal: it postpones the trial, which resumes on recovery. Nor

does it decide criminal responsibility, which is judged on the accused's state at the time of the offence.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 08 the McNaughton rule SPRINT Day 25, Mental health legislation and forensic psychiatry

Fit to stand trial. The accused must be able to understand the charge, follow the course of the

proceedings, know that he may challenge a juror or a witness, comprehend the evidence, and instruct

his counsel. Fitness is about the present; insanity is about the time of the act.

The routes given as a sequence with the deciding authority at each.

All five fitness abilities. Four out of five is a mid-band answer.

Present fitness distinguished from responsibility at the time of the act.

The prison establishment provision, which most answers omit entirely.
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I I I  -  0 3

a) What is testamentary capacity? b) How do you assess it? c) What is role of
psychiatrist in it? [3+4+3]

3 + 4 +  3 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

DNB -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

3 What it is A sound disposing mind, in four limbs

4 The assessment Step by step, each limb put to a question

2 The role Examiner, recorder, witness, expert

1 The boundary Opinion on capacity, never on validity

STEP WHAT IS DONE WHO ACTS CONDITION

1 Clarify who instructed the assessment and

tell the testator its purpose

Psychiatrist Consent, and no confiden‐

tiality assumed

2 History, medication, sensory state, and col‐

lateral from the solicitor

Psychiatrist with family Reversible causes corrected

first

3 Examine each limb by open question, in the

testator's own words

Psychiatrist alone with

him

Beneficiaries out of the room

4 Cognitive testing, and specific enquiry into

any delusion about the heirs

Psychiatrist Screening test is supportive

only

5 Record verbatim answers, ideally contempo‐

raneous with execution

Psychiatrist The record is the evidence

Where the will is already executed and the testator has died, the same limbs are reconstructed from records, witnesses and

the solicitor's attendance notes.

W H AT  T H E  PSYC H I AT R I S T  D O ES  N OT  D O

He does not pronounce the will valid, does not assess undue influence as a legal conclusion, and does

not infer incapacity from a diagnosis or from an unfair disposition. An eccentric will made with

capacity is a valid will.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 10 reporting on capacity to make a will SPRINT

Day 25, Mental health legislation and forensic psychiatry

What it is. The mental ability to make a valid will at the moment of execution: to understand the act

and its effect, to know the extent of the property, to recall those with a claim, and to be free of any

delusion that shapes the disposition. Banks v Goodfellow, 1870.

The role. To examine and give an opinion; to record it in a form that survives cross-examination; to act

as attesting witness or as expert witness, but not both in the same matter without disclosure.

The four limbs, then an assessment mapped onto them.

Examination alone, beneficiaries excluded, and verbatim recording.

Contemporaneous documentation, named as the evidence it becomes.

The limit of the role, capacity and not validity.
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I I I  -  0 4

Ganser syndrome. [10]

10 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition Named for Ganser, 1898, described in prisoners

3 The four features Approximate answers first, then the other three

3 Differential Four rivals, each separated on one finding

2 Course and forensic

weight

Abrupt recovery, amnesia, and fitness to plead

T H E  D E F I N I T I O N

A dissociative disorder whose cardinal feature is the approximate answer: a reply that is plainly

wrong yet demonstrates that the question was understood. Described by Ganser in 1898 in prisoners

awaiting trial, and classified as a dissociative rather than a factitious condition.

CONFUSED WITH WHAT IT LOOKS LIKE WHAT SEPARATES IT

Malingering Deliberate false symptoms Conscious, goal directed, and improves

unobserved

Factitious disorder Symptoms produced for the sick role Motive is care, not release

Pseudodementia Do not know replies in depression Mood precedes, and answers are omissions

Delirium Clouding, disorientation, fluctuation An organic cause, and no approximate

answers

The amber cell is the distinction the examiner is looking for, and it is also the one that cannot be made with certainty at a

single interview.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 02 fitness to stand trial SPRINT Day 15, Dissociative and conversion disorders

The four features. Approximate answers, the German vorbeireden, talking past the point: asked how

many legs a horse has, the patient says five. With them, clouding of consciousness; somatic conversion

features; and hallucinations, usually visual and vivid.

Where it sits. ICD places it among the dissociative disorders and DSM among the other specified

dissociative disorders, so it is understood as unconsciously produced. That classification is itself the

answer to the malingering question, and it is contested.

Course and forensic weight. Abrupt onset in custody or under any severe stress, abrupt recovery with

amnesia for the episode, and a real bearing on fitness to plead, which is why it is assessed over time and

never on one meeting.

The approximate answer defined precisely, wrong but showing the question was understood.

All four features, in order.

Separated from malingering on consciousness and motive, not asserted.

The eponym and the custodial setting, which is where the syndrome was found.
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I I I  -  0 5

Write in detail about the Forensic aspects of sexual offenses and its
psychiatric manifestation. [10]

10 ASKED AT 15 MARKS CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

TN-MGRMU -  3  APPEARANCES,  3  OF 78 SESSIONS

S K E L E T O N

2 The legal frame The penal provisions, and what 2013 changed

3 The examination Steps, consent, timing, and one banned practice

3 In the survivor Acute reaction, then the disorders that follow

2 In the accused What is assessed, and what it does not excuse

STEP WHAT HAPPENS WHO ACTS CONDITION

1 Informed consent for examination, treat‐

ment and evidence collection, taken

separately

Survivor, or guardian if a

child

Refusal of any part is

permitted

2 Free first aid and treatment, which no hos‐

pital may refuse

Any hospital, public or

private

Refusal is itself an offence

3 Medical examination and forensic

sampling

Registered medical

practitioner

As soon as possible, ideally

within twenty four hours

4 Report recording findings and the sur‐

vivor's account, without opinion on

consent

Examining doctor The per vaginum two-finger

test is prohibited

5 Psychiatric assessment, support and fol‐

low-up

Psychiatrist and counsellor Repeat questioning

minimised

The 2013 amendments after the Justice Verma Committee widened the definition of rape, created offences of stalking,

voyeurism and disrobing, and imposed the duty of free treatment; a child complainant is dealt with under the POCSO Act

2012.

W H AT  T H E  E X A M I N AT I O N  D O ES  N OT  D E C I D E

It never decides consent, and it never opines on whether the offence occurred: both are for the court.

A paraphilic diagnosis is not a defence, and the absence of injury is not evidence that nothing

happened.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 28 the POCSO Act in practice SPRINT Day 25, Mental health legislation and forensic psychiatry

In the survivor. An acute reaction of fear, numbing and disorganisation, then post-traumatic stress

disorder, depression, substance use, sexual dysfunction, self-harm and, in children, developmental and

behavioural regression.

In the accused. Assess paraphilic disorder, intellectual disability, psychosis, substance intoxication and

personality disorder; then fitness to stand trial and responsibility, which are separate questions.

Consent taken separately for each part of the examination.

The prohibited two-finger test, named as prohibited.

Survivor and accused answered separately.

The refusal to opine on consent, which is the boundary of the role.
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I I I  -  0 6

Discuss the assessment of risk for violence. Discuss nonpharmacological and
pharmacological management of a patient with high risk of violence. [4+3+3]

4 + 3 +  3 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

4 Assessment Three factor classes, and the method that beats intuition

3 Non-pharmacological Environment, de-escalation, restraint under law

2 Pharmacological Rapid tranquillisation, then the disorder itself

1 Afterwards Monitor, review, and write the risk plan down

Violence risk: what is assessed, and what is done

Each row pairs a class of risk factor with the intervention that answers it, because assessment that changes nothing is not assessment.

The decision drawn: which factors can still be changed today

Static factors set the baseline and are never treatable. Dynamic factors are the treatment plan. Protective factors are the discharge argument.

A S S E S S  O N  T H E  L E F T ,  A C T  O N  T H E  R I G H T

WHAT RAISES THE RISK WHAT YOU DO ABOUT IT

STATIC, unchangeable

Past violence, young age, male sex,

conduct problems, early adversity

SETS THE SETTING

Level of observation, staffing, ward

design, exit routes, alarm access

DYNAMIC, treatable today

Active psychosis, command hallucination,

intoxication, agitation, non-adherence

TREAT THE DRIVER

De-escalate first; antipsychotic for

psychosis, clozapine if persistent

PROTECTIVE

Insight, adherence, supervised housing,

engaged family, occupation

BUILD AND RECORD

Written risk management plan, named

early signs, review date

Restraint and seclusion only to prevent imminent harm, on the psychiatrist's authority, never as punishment, and reported to the Board.

What is deliberately not drawn on this page

Prediction of violence in an individual, which no instrument does, and long-term forensic disposal, which belongs to the court.

Indigo: fixed or structural Amber: what treatment changes Red: the legal limit

Fig 006.1 Risk factors paired row by row with the intervention each one licenses, so that the static row is seen to

buy observation rather than treatment.

The method. Structured professional judgement beats both unaided clinical opinion and a pure

actuarial score: a validated checklist completed in full, then a formulation. Historical, clinical and risk-

management items are rated, and short-term inpatient risk is tracked with a brief daily checklist.

Rapid tranquillisation. Intramuscular lorazepam alone where the cause is unclear; add or substitute an

antipsychotic where psychosis drives it. Do not give intramuscular olanzapine within an hour of a

parenteral benzodiazepine. Monitor pulse, blood pressure, respiration, temperature and consciousness.
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W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 02 fitness to stand trial SPRINT Day 25, Mental health legislation and forensic psychiatry

Static, dynamic and protective factors named as three classes.

Structured professional judgement named, with a validated instrument.

De-escalation placed before any drug, as the figure orders it.

Restraint tied to its statutory limits, not offered as a treatment.
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Critically discuss the role of Psychiatrists in the court of law as expert
witness in criminal offence committed by the mentally ill. [10]

10 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

RGUHS,  TN-MGRMU -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 What an expert is Opinion evidence, and the statute that admits it

4 The steps Instruction to testimony, with the duty at each

2 The two questions Fitness now, responsibility then

2 The critique Bias, retrospection, and the limits of the science

STEP WHAT IS DONE WHO ACTS THE DUTY AT THIS STEP

1 Accept the instruction and identify who is

asking and for what

Court, prosecution or

defence

Declare any prior treating

role

2 Tell the accused the purpose and that this is

not treatment

Psychiatrist No confidentiality is

promised

3 Examine, and gather records, police papers

and family accounts

Psychiatrist Multiple sources, not the in‐

terview alone

4 Form and write the opinion, with reasoning

and alternatives

Psychiatrist State the degree of

certainty

5 Testify and be cross-examined The court Concede what is not known

The two questions are separate and must be answered separately: fitness to stand trial is about the accused today, and

responsibility is about his mind at the moment of the act.

W H AT  T H E  E X P E RT  D O ES  N OT  D O

He does not decide guilt, does not opine that the accused is legally insane, and does not treat the

person he is assessing. Medical insanity is his field; legal insanity is the court's conclusion drawn from

it.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 08 the McNaughton rule SPRINT Day 25, Mental health legislation and forensic psychiatry

The expert witness. An ordinary witness speaks to facts he perceived; an expert may give an opinion,

because the law admits opinion on a point of science from a person specially skilled in it. The

psychiatrist is the court's helper, not the party's advocate, whoever pays the fee.

The critique. Retrospective opinion on a mental state months past is inference, not measurement; the

adversarial setting invites partisan drift; and the court is never bound by the opinion, which is

advisory only.

Expert opinion distinguished from factual testimony, with its statutory basis.

The warning that confidentiality does not apply, given before the examination.

Fitness and responsibility answered as two questions.

A genuine critique, since the stem says critically.
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I I I  -  0 8

Discuss the McNaughton's rule. [10]

10 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The origin The 1843 case, and the question the Lords answered

3 The rule Defect of reason, disease of mind, two alternatives

3 In India The penal provision, the burden, and the case law

2 Criticism and rivals What the rule leaves out, and the tests that answer it

STEP WHAT MUST BE SHOWN WHO MUST SHOW IT STANDARD OR NOTE

1 A defect of reason arising from disease of

the mind

The accused At the time of the act, not at

trial

2 Either not knowing the nature and quality

of the act

The accused The first alternative

3 Or not knowing that it was wrong, or con‐

trary to law

The accused India adds contrary to law

4 Proof to the civil standard, the presump‐

tion of sanity displaced

The accused Preponderance of

probabilities

5 Verdict of acquittal by reason of unsound‐

ness, then safe custody

The court Not a simple release

In India the rule is enacted as Section 84 of the Indian Penal Code, now Section 22 of the Bharatiya Nyaya Sanhita, and the

courts have repeatedly held that legal insanity, not medical insanity, is what excuses.

W H AT  T H E  RU L E  D O ES  N OT  C OV E R

Volition, emotion and diminished responsibility, which English law added by statute and India has

not. Intoxication is dealt with separately, and a diagnosis by itself proves nothing: the illness must

have produced the specified defect at the specified moment.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 07 the psychiatrist as expert witness SPRINT

Day 25, Mental health legislation and forensic psychiatry

The rule, 1843. Daniel McNaughton, intending to kill the Prime Minister, killed his secretary and was

acquitted as insane. The Lords answered: to establish the defence it must be clearly proved that, at the

time of the act, the accused was labouring under such a defect of reason, from disease of the mind, as

not to know the nature and quality of his act, or, if he did know it, that he did not know that what he

was doing was wrong.

Criticism, and the rivals. It is a purely cognitive test: it excuses the man who did not know, never the

man who knew and could not stop. Hence the irresistible impulse test, the Durham product test, and

the Model Penal Code's substantial capacity test, none of which India has adopted.

The rule quoted with both alternatives, not paraphrased into one.

Section 84 named, with the Sanhita renumbering noted.

Legal insanity against medical insanity, the line Indian courts insist on.

The cognitive limit and one named rival test.
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Adoption. [10]

10 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition A permanent transfer of parentage, in law

3 The legal routes Two statutes, two different things they do

3 Eligibility and process Who may adopt, who is adoptable, who decides

2 Psychiatric aspects Telling, attachment, and what follows placement

T H E  D E F I N I T I O N

Adoption is the process by which a child is permanently separated from his biological parents and

becomes the lawful child of his adoptive parents, with all the rights, privileges and responsibilities

that attach to a biological child. It is a change of status, not a placement.

ROUTE WHAT IT PROVIDES WHO IT SERVES

Juvenile Justice Act 2015 Full adoption, secular and available to

all

The general route, through the central

adoption authority

Hindu Adoptions and

Maintenance Act 1956

Full adoption under personal law Hindus, Buddhists, Jains and Sikhs

Guardians and Wards Act

1890

Guardianship only, ending at majority Not adoption, and confers no

inheritance

Under the 2015 Act a child is declared legally free for adoption by the Child Welfare Committee, prospective parents are

registered and home-studied, and the adoption order is now passed by the District Magistrate.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 27 the Juvenile Justice Act SPRINT Day 25, Mental health legislation and forensic psychiatry

Eligibility, in outline. Physically, mentally and financially fit parents in a stable relationship of at least

two years; at least twenty five years between child and parent; a single woman may adopt any child, a

single man may not adopt a girl; the permitted composite age of the parents falls as the child's age

rises.

Psychiatric aspects. Disclosure told early and repeatedly rather than once; attachment difficulty and

developmental delay after institutional care; identity questions in adolescence; grief in the adoptive

parents where infertility preceded; and a raised rate of referral, which reflects both risk and help-

seeking.

Adoption defined as a change of legal status, not as care of a child.

Guardianship separated from adoption, which is the commonest confusion.

The two firm numbers, the twenty five year gap and the single man rule.

Disclosure and attachment, which is where the psychiatrist actually contributes.
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A psychiatric patient is referred to you to determine if he has the capacity to
make a will. What steps you will take to know his capacity to make a will and

how will you report. [5+5]

5 + 5 CRIMINAL AND CIVIL  FORENSIC PSYCHIATRY DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 Clarify the referral Who asks, why now, and what is being disposed

4 The steps In order, with the condition attached to each

3 The report Six headings, and the opinion in one sentence

2 Limits What the report must decline to say

STEP WHAT IS DONE WHO ACTS CONDITION

1 Confirm the instruction, and explain to the

patient that this is an assessment, not

treatment

Psychiatrist No confidentiality is

promised

2 Optimise first: correct delirium, sensory im‐

pairment, sedation, pain

Treating team Assess at his best, not his

worst

3 Take history, records and collateral, including

the solicitor's instructions

Psychiatrist Beneficiaries interviewed

separately

4 Test the four limbs by open question, and

screen cognition

Psychiatrist, patient

alone

Record the answers verbatim

5 Re-examine on a second occasion where the

state fluctuates

Psychiatrist As close to execution as

possible

The report: identifying data and instruction; sources used; the examination and the verbatim answers; findings on each of the

four limbs; the opinion with its reasoning; and the limits of that opinion.

W H AT  T H E  R E P O RT  D O ES  N OT  C OV E R

It does not declare the will valid, does not rule on undue influence, and does not certify capacity for

any other decision or any other date. Capacity is decision-specific and time-specific, and the report

should say so in terms.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 01 testamentary capacity SPRINT Day 25, Mental health legislation and forensic psychiatry

The opinion. One plain sentence saying whether, in your opinion and on the balance of probabilities,

the patient had testamentary capacity at the time of examination, with the reasons that led there and

the alternative you rejected.

Optimising the patient before testing him, which most answers skip.

Verbatim recording, because the record is what the court reads.

A report with named headings, not a narrative letter.

The stated limits, which is the second half of the question.
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Intellectual disability and learning
disorders

10
SLOTS IN THIS BOOK

10.9%
SHARE OF THE

HUNDRED

III-11
FIRST SLOT

III-20
LAST SLOT

ANCHOR 1 SINGLE 9

R E V I S I O N  O R D E R

Definition and classification first: five of the ten slots open with them. Certification and IDEAS

next, because they repeat verbatim in the legislation area. The named syndromes and the test list

last.

W H AT  I S  I N  T H I S  A R E A

Definition and classification of intellectual disability (three slots), disability certification and its

regulations (two), specific learning disorder and scholastic backwardness, the intelligence tests

used in India, Fragile X, and stereotypic movement disorder.
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Fragile X syndrome. [10]

10 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

KNRUHS,  NTRUHS,  RGUHS -  4  APPEARANCES,  4  OF 78 SESSIONS

S K E L E T O N

2 The genetics Gene, repeat, methylation, and the protein lost

2 Physical phenotype Face, ears, jaw, testes, joints, valve

4 Behaviour and cognition The named cluster, and the autism overlap

2 Diagnosis and care The right test, then what actually helps the family

T H E  D E F I N I T I O N

The commonest inherited cause of intellectual disability, and the commonest single-gene cause of

autism. An expanded CGG repeat in the FMR1 gene on the long arm of the X chromosome silences

the gene by methylation once the full mutation is reached. Loss of its protein removes a brake on

synaptic signalling, leaving long thin immature dendritic spines.

DOMAIN FULL MUTATION, MALE FEMALE AND PREMUTATION WHAT SETTLES IT

Repeat size Over 200 repeats, methylated,

gene silent

55 to 200 is a premutation,

gene still active

Repeat sizing, not a

karyotype

Face and body Long face, large ears, prominent

jaw; after puberty large testes

and lax joints

Milder or absent, by X

inactivation

Suggestive only

Cognition Mild to moderate disability, ver‐

bal better than visuospatial

Learning difficulty or normal

range

Variable, so test the

gene

Carrier illness Not applicable Tremor and ataxia in older

men, early ovarian failure in

women

Premutation, not full

mutation

Amber cells are the two facts that decide the answer: size the repeat, and keep premutation illness separate from the

syndrome itself.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 12 aetiology of intellectual disability Slot III - 89 clinical features of autism

The behavioural cluster. Gaze aversion with social interest preserved, hand flapping and hand biting,

shyness and social anxiety, hyperactivity and inattention, perseverative repetitive speech, sensory

hyperarousal and tantrums on change. Autism is diagnosed in a substantial minority.

Diagnosis and management. Order FMR1 repeat testing, not a karyotype. No treatment corrects the

defect. Early intervention, speech and occupational therapy, a stimulant for inattention and a

serotonin reuptake inhibitor for anxiety, plus predictable low-stimulus routines.

The family, not just the child. Anticipation runs through the transmitting mother, so counsel and offer

cascade testing. Certify under the Rights of Persons with Disabilities Act 2016 once intellectual

disability is established.

Gene, repeat threshold and methylation in one line. Saying X-linked without the repeat is a half mark.

The premutation row. Tremor ataxia and ovarian failure belong to carriers, and most answers never

separate them.

Repeat testing named as the test. Ordering a karyotype is the classic wrong answer here.
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Provide classification of Intellectual disability (Mental retardation) based on
etiology. [10]

10 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 The axis State it: when the insult acted, not how severe

4 Prenatal Genetic and acquired kept apart, with examples

3 Perinatal and postnatal In order, and which of them India can prevent

2 Honest limits Severity is a second axis; many causes go unfound

Intellectual disability, classified by cause

One axis of division: the moment the insult acted on the developing brain.

The decision drawn: timing, not severity and not the gene list

Severity is a separate axis and belongs to a different answer. A cause list with no stated axis reads as recall.

T H R E E  B R A N C H E S  B Y  T I M I N G ,  T W O  G R O U P S  I N  E A C H

THE INSULT

divided on when it acted

PRENATAL

the largest share

PERINATAL

labour to first month

POSTNATAL

after the first month

GENETIC

Down, Fragile X

metabolic, skin

and nerve syndromes

ACQUIRED

infection, alcohol

valproate, iodine

lack, placental

AT BIRTH

asphyxia, very

preterm, very

low birth weight

NEWBORN

kernicterus,

sepsis, low sugar

bleed in the brain

BRAIN INSULT

meningitis, head

injury, seizures,

low thyroid

ENVIRONMENT

lead, severe

malnutrition,

deprivation

What is deliberately not drawn on this page

Not severity, not the intelligence bands, and not management. A tree carrying two axes at once teaches neither of them.

Indigo: the structure Amber: the largest branch Red: the preventable group

Fig 012.1 Aetiology divided on the timing of the insult, with a genetic and an acquired group inside each branch.

The red chip marks the causes public health can remove.

What India can prevent. Iodine fortification, rubella immunisation, folic acid, anaemia and nutrition

programmes, skilled birth attendance and newborn resuscitation, newborn screening for low thyroid,

lead control, and deworming. Newborn and early childhood screening runs through the national child

health screening programme.

The honest limit. No cause is found in roughly a third to a half of cases, and the yield falls further as

severity falls. Chromosomal microarray and exome sequencing raise it, but neither is routinely

available across Indian districts.
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W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 11 Fragile X syndrome Slot III - 14 definition and certification

Slot III - 16 neurodevelopmental disorders and prevention

The axis stated in one line before the tree. Timing, and only timing.

Genetic separated from acquired inside the prenatal branch. Merging them is the commonest

structural loss.

Every branch of the plate reproduced, with at least two named examples in each.

The unfound-cause line. It reads as command of the field rather than a memorised list.
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Enumerate common disability certifications in psychiatry. Discuss existing
certification regulations. How to assess specific learning disability (SLD)?

What are the assistance provided by the Government for a SLD patient?
[2+4+2+2]

2 + 4 +  2  +  2 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What is certifiable The psychiatry entries in the schedule, named

4 The route Who applies, who assesses, which scale, how long

2 Assessing learning

disability

Exclusions first, then the index and the age rule

2 What the child gets Exam provisions, reservation, schemes

STEP WHAT HAPPENS WHO ACTS CONDITION OR INTERVAL

1 Application with identity and address

proof

Parent or guardian, on the na‐

tional disability identity portal

Any time after the assessable

age

2 Assessment against the 2018 gazette

guidelines

Notified medical authority, as a

board

Board must include the relevant

specialist

3 Scoring on the prescribed instrument Psychiatrist, clinical psycholo‐

gist, special educator

Percentage, not a diagnosis

alone

4 Certificate and identity card issued;

appeal lies against the percentage

Certifying authority, then the

district appellate authority

Permanent if the condition is;

otherwise reassessed

W H AT  T H E  ACT  D O ES  N OT  C OV E R

A certificate is an entitlement document, not a diagnosis and not a treatment order: rights to care

come from the Mental Healthcare Act 2017 instead. Learning disability is not certified before about

eight years and the third class, because the achievement gap cannot be measured earlier, and no

certificate waives a course's core competency requirement.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 14 certification in intellectual disability Slot III - 18 assessment of specific learning disorder

SPRINT Day 25, Mental health legislation and forensic psychiatry

Certifiable in psychiatry. Of the twenty-one disabilities specified by the Rights of Persons with

Disabilities Act 2016, five are ours: mental illness, intellectual disability, specific learning disabilities,

autism spectrum disorder, chronic neurological conditions.

The instrument decides the number. Mental illness scores on the Indian Disability Evaluation and

Assessment Scale; intellectual disability on an intelligence test with an adaptive scale; learning

disability on the NIMHANS Index. Benchmark disability begins at forty percent.

Five psychiatry entries named from the schedule, not a general statement that mental illness is covered.

One instrument tied to each condition. The scale is what turns a diagnosis into a percentage.

Steps in order with the actor at each one, and the forty percent threshold stated.

The exclusions strip. The age and class rule for learning disability is the line most answers miss.
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Define intellectual disability and give its classification. Discuss disability
certification in intellectual disability and the benefits being provided by the

Government of India. [1+3+3+3]

1 + 3 +  3  +  3 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 Definition Three criteria, and the domain word that carries them

3 Classification Four grades set by adaptive function, tests named

3 Certification The steps, in order, with actor and interval

3 Benefits Money, guardianship, education, employment

STEP WHAT HAPPENS WHO ACTS CONDITION OR INTERVAL

1 Application on the national disability

identity portal

Parent or legal guardian From about three years, once

testing is valid

2 Intelligence testing with an adaptive be‐

haviour scale

Clinical psychologist Both, never intelligence

alone

3 Medical board assessment against the

2018 guidelines

Notified medical authority Percentage recorded on the

certificate

4 Certificate and identity card issued;

guardianship applied for where capacity

is absent

Certifying authority, then the

local level committee

Permanent, since the condi‐

tion is lifelong

Benefits follow at forty percent: disability pension, income tax relief under Sections 80DD and 80U, National Trust health

insurance, four percent of government posts, five percent of higher education seats, aids, scholarships, travel concession.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

Intellectual disability is not a mental illness under the Mental Healthcare Act 2017 unless a mental

illness coexists, so that Act's admission machinery does not follow from this certificate. Guardianship

is not a nominated representative, and a percentage is not a capacity finding.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 13 disability certification in psychiatry Slot III - 15 severity grades and pension schemes

Slot III - 17 diagnosis and psychosocial management

Definition, three criteria. Deficits in intellectual function on testing; deficits in adaptive function across

the conceptual, social and practical domains; onset in the developmental period. The domain triad is

the part most answers drop.

Classification. Mild, moderate, severe and profound, graded on adaptive function rather than the

intelligence quotient alone. Indian tests: Binet Kamat, Malin's Intelligence Scale for Indian Children,

Seguin Form Board, and the Vineland Social Maturity Scale for social age.

All three definition criteria, with the three adaptive domains named.

Grading tied to adaptive function, with at least two Indian tests named.

Steps in order with the actor at each, and the forty percent threshold before any benefit is listed.

The exclusions strip. Separating the two Acts is what marks a top answer here.
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Define intellectual disability according to DSM-5. Compare various degrees of
severity of intellectual disability. What are the various benefits and pension

schemes for persons with intellectual disability in India? [1+5+4]

1 + 5 +  4 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 Definition Three criteria, then name the axis of grading

5 The grid Four grades across the three adaptive domains

2 Pension and insurance The named schemes, with the qualifying threshold

2 Other benefits Tax, reservation, education, aids, travel

T H E  D E F I N I T I O N

Onset in the developmental period, with deficits in intellectual function on clinical assessment and

standardised testing, together with deficits in adaptive function limiting independence across the

conceptual, social and practical domains. Severity is set by adaptive function, not by the intelligence

quotient.

GRADE CONCEPTUAL SOCIAL AND PRACTICAL WHAT SETTLES IT

Mild Academic difficulty from school

age; abstract thinking, money

and time weak

Immature judgment, easily led;

self-care intact, needs help with

complex tasks

Lives independently

with intermittent

support

Moderate Primary school academics at

best; slow acquisition throughout

Simple spoken language; self-

care learned with long teaching

and reminders

Needs daily prompting;

supervised unskilled

work

Severe Little grasp of written language,

number, quantity or time

Single words and phrases; sup‐

ported for every daily activity

Supervision at all times

Profound Understanding is of the physical

world; may match and sort

objects

Very limited symbolic communi‐

cation; motor and sensory im‐

pairment common

Dependent for all per‐

sonal care

Amber cells are the support statements. Grading on support need rather than on a test score is the change from the earlier

manuals, and saying so is itself a mark.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 14 definition and certification Slot III - 17 diagnosis and psychosocial management

Pension and insurance. Benefits begin at forty percent. The national social assistance disability

pension covers adults below the poverty line, with state pensions alongside. National Trust insurance

covers intellectual disability, autism, cerebral palsy and multiple disability.

The rest of the package. Tax relief under Sections 80DD and 80U, four percent of government posts

and five percent of higher education seats, scholarships, aids and appliances, travel concession, and

guardianship through the local level committee.

A grid, not four paragraphs. The comparison has to be readable across a row.

Adaptive function named as the grading axis before the grid begins.

The forty percent threshold stated once, before any scheme is listed.

Schemes named, not described as government help in general terms.
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a) What are the neurodevelopment disorders in children? b) What are the
preventive measures of neurodevelopment disorders? c) Discuss

schizophrenia as a neurodevelopment disorder. [2+3+5]

2 + 3 +  5 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The six families Named as a group, with the shared feature stated

3 Prevention Primary, secondary, tertiary, with Indian programmes

3 The evidence Obstetric, premorbid, structural, genetic

2 The model and its limit Two hits, and what the model does not explain

FAMILY MEMBERS CORE DEFICIT

Intellectual Intellectual disability, global developmental delay Reasoning and adaptive function

Communication Language, speech sound, fluency, social pragmatic Producing or using language

Autism spectrum One category, severity graded on support Social communication plus

repetitive behaviour

Attention deficit Inattentive, hyperactive impulsive, combined Regulating attention and activity

Specific learning Reading, written expression, mathematics One skill, intelligence in range

Motor Coordination, stereotypic movement, tic

disorders

Acquiring or controlling

movement

S C H I ZO P H R E N I A  A S  A  N E U RO D E V E LO P M E N TA L  D I S O R D E R

Four lines of evidence. Obstetric complications, prenatal famine and prenatal infection raise risk.

Premorbid milestone delay, lower childhood intelligence and poor social adjustment precede onset by

years. Ventricular enlargement is present at first episode, with disordered cytoarchitecture and no

gliosis, so a developmental lesion and not a degenerative one. Risk genes overlap with autism, and

excessive adolescent pruning supplies the second hit.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 12 aetiology of intellectual disability

Slot III - 55 neurobiology of attention deficit hyperactivity disorder

Prevention in three tiers. Primary: folic acid, salt iodisation, rubella immunisation, no alcohol or

valproate in pregnancy, nutrition programmes, genetic counselling, skilled birth attendance.

Secondary: newborn thyroid screening, national child health screening, developmental surveillance.

Tertiary: early intervention, remediation, inclusive schooling.

What the model does not explain. Why onset waits for late adolescence in most cases, why some

patients have no premorbid abnormality at all, and why the illness can progress after onset. Say this,

and the answer reads as understanding rather than recall.

Six families, one member each, and the shared feature stated: a deficit in acquiring a function, never in

losing one.

Prevention split into three tiers, with named Indian programmes rather than general advice.

Four separate lines of evidence for the schizophrenia part, then the limit of the model.
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a) How to diagnose Mental retardation? b) Enumerate any four intelligence
tests used commonly for child and adolescent. c) What are the principles for

psycho social management of persons with intellectual disability? d) What
are the benefits offered by Government of India for person with intellectual
disability? [2+2+4+2]

2 + 2 +  4  +  2 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Making the diagnosis Three criteria, then the workup that finds the cause

2 Four tests Named, with the age band each covers

4 Psychosocial principles The flowchart: assess, teach, shape, protect

2 Government benefits The threshold, then the named schemes

D I A G N O S I S  F I R S T,  T H E N  T H E  T H R E E  A R M S  O F  C A R E

DELAY OR SCHOOL FAILURE

history, examination, vision and hearing cleared first

TEST BOTH DOMAINS, NEVER ONE

an intelligence test with an adaptive behaviour scale, onset in the developmental period

TEACH

individual education plan,

functional academics,

life and vocational skills

SHAPE BEHAVIOUR

functional analysis first,

then task analysis,

shaping, reinforcement

PROTECT AND ENTITLE

abuse risk, guardianship,

certification, respite,

transition to adult life

Exit rule: the search for a cause runs alongside the functional assessment, never instead of it.

Fig 017.1 Diagnosis made on both domains together, then the three arms of psychosocial care, with the search for

a cause carried along the foot.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 14 definition and certification Slot III - 15 severity grades and pension schemes

Four tests, with their range. Binet Kamat, three years upward; Malin's Intelligence Scale for Indian

Children, six to fifteen; Wechsler Intelligence Scale for Children, Indian adaptation; Seguin Form

Board for younger and non-verbal children. Adaptive function is rated separately, commonly on the

Vineland Social Maturity Scale.

Benefits, at forty percent. Disability pension, National Trust insurance and guardianship, tax relief

under Sections 80DD and 80U, four percent of posts, five percent of seats, aids, travel concession.

Both domains tested, written as the diagnostic step. Resting on the intelligence quotient alone loses

here.

Four tests named with their age bands, the adaptive scale kept separate.

Functional analysis before any behavioural technique, and the forty percent threshold before the

benefits.

30

INTELLECTUAL DISABILITY AND LEARNING DISORDERS III - 17



I I I  -  1 8

Enumerate the causes of Scholastic backwardness. Discuss in detail about
the epidemiology, clinical features, assessment and management of Specific

Learning Disorder. [10]

10 ASKED AT 15 MARKS INTELLECTUAL DISABILITY AND LEARNING DISORDERS

TN-MGRMU -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

3 Causes of backwardness Six groups, each with the clue that points to it

2 Epidemiology and features Prevalence range, the three types, what travels with them

3 Assessment Exclude, then test, then the Indian index

2 Management Remediate, accommodate, certify, treat what coexists

GROUP CAUSES THE CLUE THAT POINTS THERE

Cognitive Intellectual disability, learning disorder, borderline

intelligence

All subjects, or only one

Sensory and medical Vision, hearing, epilepsy, sedating drugs, anaemia,

worms

Copying, repetition, drowsiness

Mind and mood Attention deficit, autism, depression, anxiety, bully‐

ing, substance use

A dated fall in the record

Home and school Poverty, labour, migration, violence; teaching, class

size, language

The whole class fails

F R O M  A  FA I L I N G  C H I L D  T O  A  N A M E D  D I A G N O S I S

EXCLUDE BEFORE YOU TEST

vision, hearing, illness, absence, inadequate teaching

ALL SUBJECTS WEAK

intelligence low: take

the disability pathway

ONE SKILL WEAK

intelligence in range,

gap persists six months

ATTENTION OR MOOD

treat that first, then

retest the skills

Fig 018.1 Exclusion first, then the three profiles a failing child resolves into. Only the amber lane is a learning

disorder.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 13 assessing specific learning disability Slot III - 20 impairment in written expression

Epidemiology and features. Indian school surveys report roughly five to fifteen percent, the spread

reflecting the instrument rather than the population. Three types: reading, written expression,

mathematics.

Assessment and management. Achievement testing with an intelligence test, then the NIMHANS

Index for certification from about eight years. Multisensory remediation, exam accommodations, and

progress judged on curriculum based measurement.

Causes grouped, not listed flat, each group with the clue that points to it.

The exclusion step written before any testing.

Prevalence as a range with the reason for it, then remediation and accommodation named separately.
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Define Stereotypic Movement Disorder as per DSM-5. How would you
differentiate it from body-focused repetitive behavior disorders? Discuss the

management of Stereotypic Movement disorder. [2+4+4]

2 + 4 +  4 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition Criteria, then the two specifiers that change management

4 The grid Domain by domain, with the discriminators marked

2 Behavioural management Function first, then the technique that fits it

2 Drugs and protection Only for self injury, and only with a review date

T H E  D E F I N I T I O N

Repetitive, seemingly driven and apparently purposeless motor behaviour, such as rocking, hand

waving, head banging or self biting, beginning in the early developmental period, interfering with

activity or causing self injury, and not better explained by a substance, a neurological condition or

another mental disorder. Specify with or without self injurious behaviour.

DOMAIN STEREOTYPIC MOVEMENT BODY-FOCUSED REPETITIVE

BEHAVIOUR

WHAT SETTLES IT

Onset Early developmental period,

often before three

Around puberty, sometimes

later

Onset before three years

Form Rhythmic, bilateral, whole

body or limb

Focused grooming of hair,

skin or nails

Rhythm against grooming

Product Purposeless, nothing

removed

Tissue removed or damaged Follows from form

Urge Occurs when engrossed or

stressed; distractible

Premonitory urge, then relief A named urge first

What works Reinforcement based be‐

haviour work, enrichment

Habit reversal training The retrospective test

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 31 tics and Tourette syndrome Slot III - 39 pica

Management, in order. Treat pain and medical drivers first: dental disease, otitis, constipation, reflux,

eye disease in the blind child. Then a functional analysis. Then reinforcement of a competing

behaviour, response interruption and redirection, enrichment and sensory work, and parent training.

Protective equipment is short term and reviewed, never a substitute for the analysis.

Drugs. No drug treats the stereotypy itself. Where self injury is severe, risperidone or aripiprazole have

the best evidence, borrowed from irritability trials in autism, with metabolic monitoring. Restraint

used without a functional analysis increases the behaviour it is meant to stop.

The self injury specifier named in the definition. It is what changes the management plan.

A grid, with onset, form and urge marked as the discriminators, and tics named as the third

confusable.

Pain and medical causes searched before behaviour is analysed.

Drugs placed last and tied to self injury only.
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a) What are Specific Learning Disorder? b) What are various types of Specific
Learning Disorder. c) Write steps in assessment and management of Specific

Learning Disorder with impairment in written expression. [2+3+5]

2 + 3 +  5 INTELLECTUAL DISABILITY AND LEARNING DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition Persistence, the six-month rule, and the exclusions

3 The three types With the sub-skills each specifier names

3 Assessment steps The flowchart: clear, test, profile, certify

2 Management steps Teach the skill, then remove the barrier

T H E  D E F I N I T I O N

Difficulty learning and using an academic skill, present despite targeted help, persisting at least six

months, well below that expected for age. Not better explained by intellectual disability, uncorrected

vision or hearing, another disorder, adversity, the language of instruction, or inadequate teaching.

W R I T T E N  E X P R E S S I O N :  T H E  S T E P S ,  I N  O R D E R

PROFILE THE WRITING

spelling, grammar, organisation, and the hand itself

SEPARATE THE FAILING COMPONENT

each component has its own remedy, so the profile decides the plan

SPELLING FAILS

phonics, word structure

COMPOSITION FAILS

plan, draft, revise strategies

THE HAND FAILS

therapy, keyboard, scribe

Fig 020.1 The writing profile split into its three failing components. Remediation teaches the skill,

accommodation removes the barrier, and the child needs both.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 18 scholastic backwardness and assessment Slot III - 13 assessing specific learning disability

The three types. Reading: word accuracy, rate, comprehension. Written expression: spelling, grammar

and punctuation, clarity of organisation. Mathematics: number sense, arithmetic facts, calculation,

reasoning. Severity is graded mild, moderate or severe.

Steps that get skipped. Test oral language too, since weak spoken language produces weak writing.

Certify from about eight years for exam provisions: extra time, a scribe where the hand is the problem,

spelling not penalised outside a spelling paper.

The six-month persistence rule and the exclusion list. A definition without them is half a definition.

Three specifiers with their sub-skills, not three bare names.

The failing component identified before any remedy is chosen.

Remediation separated from accommodation, with the exam provisions named.
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Ethics, consent and child protection

10
SLOTS IN THIS BOOK

10.7%
SHARE OF THE

HUNDRED

III-21
FIRST SLOT

III-30
LAST SLOT

HIGH 1 SINGLE 9

R E V I S I O N  O R D E R

Learn the four principles once, properly: they carry three slots and they frame the consent slot

as well. Then the abuse and POCSO group, which shares a management spine. Boundaries last,

and it is short.

W H AT  I S  I N  T H I S  A R E A

The four principles of ethics and their application (three slots), informed consent, boundary

violations, and child sexual abuse with POCSO and the Juvenile Justice Act (four slots between

them).
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Discuss the long-term consequences of child sexual abuse. [10]

10 ETHICS,  CONSENT AND CHILD PROTECTION

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The frame Not one syndrome; outcome is the rule, not the exception

4 Domain by domain Psychiatric, developmental, interpersonal, physical

2 Mechanism Why the sequelae are so wide, said in one line

2 What modifies it The factors that make outcome better or worse

T H E  F R A M E

There is no single post-abuse syndrome. Child sexual abuse is a non-specific risk factor of large effect,

raising the likelihood of many adult disorders rather than producing one. A minority remain

asymptomatic, and saying so is part of an accurate answer.

DOMAIN WHAT APPEARS IN ADULT LIFE THE CLINICAL MARKER

Psychiatric Depression, post-traumatic stress disorder, anx‐

iety, substance use, eating disorder

Self-harm and suicide attempt rates

rise sharply

Personality and affect Emotional dysregulation, dissociation, chronic

shame, borderline pattern

Complex trauma presentation

Interpersonal Insecure attachment, difficulty with trust and

intimacy, revictimisation

Revictimisation is the most robust

finding

Sexual and reproductive Sexual dysfunction, early sexual activity, un‐

planned pregnancy

Often unvolunteered unless asked

Physical and social Chronic pain, functional gastrointestinal disor‐

der, poorer education and work outcome

Presents to medicine, not psychiatry

The amber rows are the two an examiner expects by name; the physical row is the one that shows the answer was learned

from patients rather than a list.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 25 assessment and management of abuse SPRINT Day 24, Child psychiatry

Why so wide. Abuse acts through disrupted attachment, altered stress response, traumatic

sexualisation, stigmatisation and betrayal, and each of those routes has its own downstream disorders.

What modifies outcome. Worse with penetrative and repeated abuse, an abuser close to the child, and

disbelief on disclosure. Better with early disclosure that is believed, one supportive caregiver, and

treatment received.

Non-specificity stated at the top, with the asymptomatic minority acknowledged.

Consequences given by domain, not as an undifferentiated list.

A mechanism offered, which separates the top band.

Moderators in both directions, protective as well as adverse.
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Discuss principles of ethics and their implications for clinical practice. [10]

10 ETHICS,  CONSENT AND CHILD PROTECTION

DNB,  NTRUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 The four principles Named, with the tradition they come from

4 What each demands One concrete clinical act per principle

2 When they collide No hierarchy; the collision is the work

2 The Indian frame The code that actually binds a practitioner here

T H E  D E F I N I T I O N

Medical ethics is the systematic study of what a doctor ought to do. The working framework is the

four principles of Beauchamp and Childress: respect for autonomy, beneficence, non-maleficence and

justice, with veracity, fidelity and confidentiality as derived duties.

PRINCIPLE WHAT IT DEMANDS AT THE BEDSIDE HOW IT IS BREACHED IN PRACTICE

Autonomy Informed consent, truth-telling, respecting a

refusal

Consent taken as a signature, not a

conversation

Beneficence Acting in the patient's interest, not the fami‐

ly's or your own

Treating to relieve the relatives' distress

Non-maleficence Weighing harm, monitoring, stopping what is

not working

Polypharmacy continued without

review

Justice Fair use of scarce time, beds and money; no

discrimination

Preferring the articulate or the paying

patient

The four have no fixed rank. An answer that names a hierarchy is wrong; an answer that shows the collision being reasoned

through is what is being marked.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 30 scope of the principles in mental health Slot III - 24 informed consent SPRINT

Day 26, Forensic ethics, consent and legal procedure

The collision. Autonomy against beneficence is the daily conflict of this specialty: the patient who

refuses treatment he needs. It is resolved by testing capacity, not by overriding the refusal, and by

using the least restrictive option that answers the risk.

The Indian frame. Principles are argued, but a practitioner here is bound by the Medical Council code

of ethics regulations of 2002, still the operative code, and by the rights chapter of the Mental

Healthcare Act 2017.

All four named and attributed.

A concrete clinical act under each, which is the implications half of the question.

The absence of a hierarchy, stated.

An Indian instrument named, not a purely Western answer.
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Describe the applications of ethics in mental health. What are the ethical
issues to be considered in a drug trial? [5+5]

5 + 5 ETHICS,  CONSENT AND CHILD PROTECTION DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Why psychiatry is

different

Capacity, coercion and stigma, all at once

3 The applications Five settings where the principles actually bite

3 Trial ethics Consent, vulnerability, placebo, compensation

2 The Indian regulation Which committee, which guideline, which registry

SETTING THE ETHICAL QUESTION HOW IT IS ANSWERED

Involuntary care Whose judgement replaces the patient's Capacity test, least restrictive option,

review

Confidentiality What may be told to a family that provides

the care

Consent, and disclosure limited to what

is needed

Risk to a third party Whether to warn Weighed case by case; not an Indian

statutory duty

Boundaries and dual roles Treating and assessing the same person Declare the role before the interview

Telepsychiatry and

records

Identity, privacy and the limits of remote

care

Follow the 2020 telemedicine guidelines

Psychiatry differs because the illness can impair the very faculty consent depends on, and because the setting can be

coercive even when nobody intends it to be.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 24 informed consent SPRINT Day 26, Forensic ethics, consent and legal procedure

In a drug trial. Independent ethics committee approval before enrolment; capacity assessed for

consent, and assent with a legally acceptable representative where it is absent; an independent witness

or audiovisual recording for vulnerable participants; placebo only where no proven treatment is being

withheld to the participant's harm; free treatment for adverse events and compensation for trial-

related injury; the right to withdraw without any loss of usual care.

The Indian regulation. The national ethical guidelines for biomedical and health research, the New

Drugs and Clinical Trials Rules 2019, a registered ethics committee, and prior registration of the trial

in the national registry.

Why psychiatry is a special case, stated before the list.

Applications given as settings, each with its resolution.

Capacity for research consent treated separately from capacity for treatment.

Compensation and registration, which are the Indian specifics.

37

ETHICS, CONSENT AND CHILD PROTECTION III - 23



I I I  -  2 4

What is informed consent? What are the various components of informed
consent? Discuss its relevance in the patients with psychotic disorders as

compared to medical disorders. [1+3+6]

1 + 3 +  6 ETHICS,  CONSENT AND CHILD PROTECTION

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 Definition A process, not a signature

3 The components Five, each of which can fail on its own

4 The comparison Domain by domain, with what settles each

2 What follows When capacity is absent, the law supplies the route

DOMAIN PSYCHOTIC DISORDER MEDICAL DISORDER WHAT SETTLES IT

Capacity May be impaired, and may

fluctuate within the day

Usually intact unless deliri‐

um or pain

Test the four abilities, do

not assume

Understanding Thought disorder and poor in‐

sight distort it

Limited by literacy and

anxiety

Ask the patient to say it

back

Voluntariness Ward setting and family pres‐

sure are coercive

Pressure is mostly time and

cost

Who benefits if he agrees

Refusal Refusal is read as illness,

wrongly

Refusal is respected readily An unwise choice is not

incapacity

If capacity is absent Nominated representative, ad‐

vance directive, supported

admission

Next of kin, emergency

doctrine

The Mental Healthcare Act

2017 supplies the route

Amber cells are the discriminators. The last one carries the most marks: the same refusal is treated differently in the two

settings, and that asymmetry is what the question is really asking about.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 43 capacity under the Act SPRINT Day 26, Forensic ethics, consent and legal procedure

Informed consent. A voluntary agreement to a specific intervention by a person with the capacity to

decide, given after disclosure of its nature, benefits, risks and alternatives, including the alternative of

no treatment. Five components: disclosure, understanding, capacity, voluntariness, and the

authorisation itself.

The Indian standard. Disclosure is judged by what a reasonably competent practitioner would tell, not

by what a particular patient would want to know, and consent covers only the procedure consented to.

Consent as a process, in the first line.

All five components named.

A grid, not two paragraphs, with discriminators marked as discriminators.

The refusal asymmetry, which is the heart of the six-mark part.
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Discuss the assessment and management of a case of child sexual abuse.
[5+5]

5 + 5 ETHICS,  CONSENT AND CHILD PROTECTION DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 First contact Believe, do not interrogate, and report

3 Assessment Medical, psychiatric and safety, in that order

3 Early management Protect, treat, and prepare for the process

2 Longer term Trauma-focused therapy and the family's own work

Child sexual abuse: four phases, and what each one owes

Drawn as a timeline because the order is the answer: reporting and safety precede any therapy, and the interview happens once.

The decision drawn: is the child safe to go home tonight

Everything else can wait a day. If the alleged abuser lives in the house, that question is answered before the clinical work begins.

T H E  O R D E R  I S  N O T  N E G O T I A B L E

1 FIRST CONTACT 2 ASSESSMENT 3 EARLY CARE 4 LONGER TERM

Believe the child

Do not re-interview

Report, it is a duty

Decide tonight's safety

Record verbatim words

One account only

Medical examination

by the right examiner

Injury, infection,

pregnancy risk

Mental state, risk,

development, family

Prophylaxis, emergency

contraception if due

Treat acute distress,

sleep and self-harm

Psychoeducate child

and non-abusing parent

Trauma-focused

cognitive therapy

Treat what persists

Work with the parent

School, court support

Review at intervals

Running through all four phases

One documented account, the non-abusing caregiver supported as the child's main protection, and no promise of secrecy at any point.

What is deliberately not drawn on this page

The investigation and the trial, which belong to the police and the court, and the assessment of the alleged abuser, which is a separate referral.

Reporting is a legal duty under the POCSO Act 2012, and failing to report is itself an offence. Consent does not release you from it.

Red: same day, and legally compelled Amber: first days Indigo: clinical, over weeks

Fig 025.1 The four phases on one timeline, with the legally compelled same-day actions in red so that reporting

and safety are never displaced by the therapy that follows them.

W H AT  E A R N S  T H E  M A R K S

The one interview rule. Every repetition costs accuracy and re-traumatises. Take one account in the

child's own words, record it verbatim, and leave the forensic interview to the trained examiner rather

than repeating it yourself.

Safety and reporting placed before clinical work, as the plate orders them.

Medical and psychiatric assessment kept as separate strands.

The non-abusing caregiver named as the protective factor, and worked with.

Trauma-focused cognitive therapy named, not therapy in general.
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SEE ALSO Slot III - 26 management under the POCSO Act Slot III - 21 long-term consequences SPRINT

Day 24, Child psychiatry
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Discuss management of a child presenting with history of sexual abuse,
especially in the background of the POCSO Act. [10]

10 ETHICS,  CONSENT AND CHILD PROTECTION DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The duty that starts it Mandatory reporting, and the penalty for silence

4 The statutory steps In order, with who acts and by when

2 Clinical care alongside It runs in parallel, never afterwards

2 Child-friendly protections The provisions written to spare the child

STEP WHAT HAPPENS WHO ACTS TIME LIMIT OR CONDITION

1 Information given to the police or the

child welfare unit, recorded in simple

language

Any person who knows,

doctor included

A duty, not a discretion

2 Child produced before the welfare com‐

mittee, care and protection arranged

Police and Child Welfare

Committee

Within twenty four hours

3 Medical examination, with a woman doc‐

tor for a girl and a trusted adult present

Registered medical

practitioner

Free, and possible without a

police report

4 Statement recorded by the Magistrate, at

the child's home or a place of his choice

Magistrate, with a support

person

Recorded once, not

repeatedly

5 Trial in a designated Special Court, in cam‐

era, the child never facing the accused

Special Court Evidence and trial are time-

bound

The Act presumes the accused's culpable mental state, which reverses the usual burden; that is a feature of the statute and

not a matter for the doctor's opinion.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

It does not make the doctor an investigator: no opinion on whether the offence occurred, no repeated

interviewing, and no promise of confidentiality once reporting is triggered. Adolescent consensual

activity below eighteen also falls within the Act, which is a recognised and unresolved difficulty.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 28 features of the POCSO Act SPRINT Day 24, Child psychiatry

Where it begins. The Act makes reporting mandatory for any person who knows or apprehends that a

sexual offence against a child has been committed, and failure to report is itself punishable. It is gender

neutral, and a child is anyone below eighteen.

Clinical care, in parallel. Injury and infection treatment, emergency contraception where indicated,

acute distress and self-harm risk, then trauma-focused cognitive behavioural therapy, work with the

non-abusing caregiver, and school liaison. Court preparation is part of treatment, not separate from it.

Mandatory reporting named first, with the offence of not reporting.

The steps in order, with the actor at each.

Clinical care shown running in parallel, not after the legal process.

The child-friendly provisions, which is where the Act earns its name.
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Juvenile justice act. [10]

10 ETHICS,  CONSENT AND CHILD PROTECTION

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Two children, two systems In conflict with law, and in need of care

2 The two bodies One for each category, and who sits on them

4 The steps Apprehension to disposal, including the 2015 change

2 The psychiatrist's part The preliminary assessment, and what it is not

STEP WHAT HAPPENS WHO ACTS CONDITION

1 Child apprehended and produced, never

lodged in a police lock-up or jail

Special juvenile police unit Within twenty four hours

2 Inquiry into the offence, the child kept out

of the adult system

Juvenile Justice Board Ordinarily completed in four

months

3 For a heinous offence by a child of sixteen

to eighteen, a preliminary assessment

Board, with a psychologist

or expert

Capacity, understanding of

consequences,

circumstances

4 Board may transfer such a case to be tried

as an adult

Children's Court Only after that assessment

5 Disposal: counselling, community service,

group home, or a place of safety

Board or Court No death penalty, no life

without release

The 2015 Act replaced the 2000 Act mainly to create this transfer route after public pressure; the same Act also carries the

adoption provisions and the central adoption authority.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

Sexual offences against children, which go to the POCSO Act 2012 and its Special Court, and mental

illness in the child, which goes to the Mental Health Care Act 2017. Nor does it validate the

assessment it asks for: there is no established instrument for judging a sixteen year old's criminal

maturity.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 09 adoption SPRINT Day 24, Child psychiatry

Two categories, two systems. A child in conflict with law, who is below eighteen and alleged to have

committed an offence, goes to the Juvenile Justice Board, a magistrate sitting with two social workers.

A child in need of care and protection goes to the Child Welfare Committee. The Act's premise is care

and reintegration, not punishment.

The preliminary assessment. It asks whether the child had the mental and physical capacity to commit

the offence, the ability to understand its consequences, and the circumstances in which it happened. It

is not a trial, not a finding of guilt, and not a psychiatric diagnosis.

The two categories separated at the start, each with its own body.

The sixteen to eighteen transfer route, which is the Act's defining feature.

The three limbs of the preliminary assessment.

An honest word on its weak evidence base.
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Define child sexual abuse. Discuss important features of the POCSO Act and
its implication in psychiatric practice. [3+4+3]

3 + 4 +  3 ETHICS,  CONSENT AND CHILD PROTECTION

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

3 Definition Contact and non-contact, and the two conditions

4 The Act's spine Six features, each with what it changes

2 For the psychiatrist What the Act requires of you specifically

1 The unresolved part One honest limit, named

FEATURE WHAT THE ACT DOES WHAT IT CHANGES IN PRACTICE

Gender neutral, under eighteen Protects any child from any offender Boys are covered, which older law did

not do

Graded offences Penetrative, aggravated, sexual as‐

sault, harassment, pornography

Severity tracks the act and the offend‐

er's position

Mandatory reporting Any person must report; silence is an

offence

Overrides clinical confidentiality

Child-friendly procedure Support person, statement recorded

once, in camera trial

Reduces repeated retelling

Presumption of guilt Culpable mental state presumed of

the accused

Reverses the ordinary burden

Special Court, time-bound Designated court, evidence and trial

within fixed periods

Faster than the general system, in

principle

W H AT  T H E  ACT  D O ES  N OT  S E T T L E

Consensual sexual activity between adolescents falls within it, so a sixteen year old's relationship is

an offence, and clinicians are drawn into reporting where no exploitation exists. Courts and law

reform bodies have repeatedly noted the problem, and it remains unresolved.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 26 management under the Act SPRINT Day 24, Child psychiatry

Child sexual abuse. The involvement of a child in sexual activity that he does not fully comprehend,

cannot give informed consent to, or is not developmentally prepared for, and which violates the law or

the social taboos of society. It covers contact and non-contact acts, and consent is legally impossible

below eighteen.

For the psychiatrist. Report on first suspicion; take one account in the child's words and record it

verbatim; give no opinion on whether the offence occurred; prepare the child for court as part of

treatment; and tell the family at the outset that confidentiality does not survive a disclosure of abuse.

A definition with both conditions, comprehension and developmental readiness.

Mandatory reporting named as overriding confidentiality.

The reversed burden, which few candidates know.

The adolescent difficulty, stated honestly rather than avoided.
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Discuss the sexual boundary violations and nonsexual boundary violations
that are important in clinical practice in Psychiatry. [5+5]

5 + 5 ETHICS,  CONSENT AND CHILD PROTECTION DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Crossing and violation The distinction the whole answer rests on

4 The non-sexual domains Where they occur, with an example in each

2 Sexual violations Absolute, and why the rule outlasts discharge

2 Prevention The slippery slope, and what interrupts it

T H E  D I S T I N CT I O N

A boundary crossing is a departure from the usual frame that is brief, non-exploitative and may even

help: seeing a distressed patient beyond the hour. A boundary violation exploits the patient and

serves the therapist's needs. Crossings are judged by context; violations never are.

DOMAIN THE VIOLATION WHY IT HARMS

Role Treating a friend or relative; becoming the

patient's business partner

Objectivity and the right to refuse both

go

Money and gifts Accepting valuable gifts, loans, investment

tips

Creates obligation the patient cannot

refuse

Time and place Repeated late sessions, meetings outside the

clinic

The frame that makes therapy safe

dissolves

Self-disclosure Confiding personal problems to the patient Reverses the direction of care

Confidentiality Using the material socially, or in teaching

without consent

Trust cannot be repaired once lost

The amber rows carry the marks because they show the mechanism: a violation is defined by whose needs are served, not

by the act's outward appearance.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 22 principles of ethics SPRINT Day 26, Forensic ethics, consent and legal procedure

Sexual violations. Absolutely prohibited, whatever the patient's apparent consent, because the power

difference makes consent meaningless. The prohibition does not lapse on discharge; a relationship

with a former psychotherapy patient remains unethical, and the conduct is professional misconduct

before the State Medical Council.

Prevention. Violations arrive gradually, so the interruption is early: notice the exception being made,

document it, keep supervision and personal therapy available, and treat the wish to make an exception

for one patient as the signal it is.

Crossing separated from violation in the first line.

Non-sexual violations given by domain, which is the five-mark half.

The rule surviving discharge, stated explicitly.

The gradual course, which is what makes prevention possible.
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What are the principles of Ethics? Describe their scope and application in
mental health. [4+3+3]

4 + 3 +  3 ETHICS,  CONSENT AND CHILD PROTECTION

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

4 The principles Four, plus the derived duties, each defined

3 Scope Where they reach, and where the law takes over

2 Application Four situations peculiar to this specialty

1 The limit What principles cannot do on their own

T H E  P R I N C I P L ES

Autonomy, the right to decide for oneself. Beneficence, acting for the patient's good. Non-maleficence,

above all doing no harm. Justice, fairness in distributing benefit and burden. From these follow

veracity, fidelity and confidentiality, which are duties rather than principles.

WHERE IT APPLIES THE MENTAL HEALTH QUESTION WHAT GOVERNS IT HERE

Treatment decisions Whether the patient may refuse Capacity, not diagnosis, decides

Involuntary admission Autonomy overridden to prevent harm Statutory grounds, review, least

restriction

Confidentiality Family, employer, and a third party at

risk

Consent first; disclosure only as far as

needed

Research Enrolling someone who cannot consent Representative, assent, ethics committee

Resource use Who gets the scarce bed or the long

appointment

Need, not articulacy or ability to pay

Scope: principles guide, statute compels. Where the Mental Healthcare Act 2017 speaks, it settles the matter; where it is

silent, the principles do the work.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 22 principles and clinical implications SPRINT

Day 26, Forensic ethics, consent and legal procedure

The limit. Principles do not rank themselves. They frame the argument and constrain the answer, but

the decision in a hard case is made by reasoning through the conflict and recording that reasoning,

which is also what protects the clinician afterwards.

Four principles defined, not merely listed, with the derived duties named as derived.

Scope answered as a boundary with the law, which is what scope means here.

Applications specific to psychiatry, not general medical examples.

The absence of a ranking, and documentation as the practical answer.

45

ETHICS, CONSENT AND CHILD PROTECTION III - 30



A R E A  0 4  O F  1 3  ·  P 3 - A 0 5

Childhood emotional, tic, attachment
and elimination disorders

10
SLOTS IN THIS BOOK

10.2%
SHARE OF THE

HUNDRED

III-31
FIRST SLOT

III-40
LAST SLOT

ANCHOR 1 HIGH 2 RECURRENT 1 SINGLE 6

R E V I S I O N  O R D E R

Enuresis first and hardest: four of the ten slots, and the pharmacology is the part most answers

get wrong. School refusal next. Tourette, anxiety, the mother infant slot and pica after that.

W H AT  I S  I N  T H I S  A R E A

Enuresis in four slots, school refusal in two, Tourette syndrome, childhood anxiety disorders,

mother infant relationship disorders, and pica.
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Etiology, clinical features, differential diagnosis and treatment of Gilles de la
Tourette syndrome. [10]

10 ASKED AT 7 MARKS

CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

DNB,  KNRUHS,  TN-MGRMU -  5  APPEARANCES,  5  OF 78 SESSIONS

S K E L E T O N

2 Aetiology Genetic, circuit and chemical, in that order

3 Clinical features The criteria, the urge, the course, the company kept

2 Differential diagnosis Movement, drug and functional causes separated

3 Treatment The stepped plate: educate, behaviour, drug, refractory

Tourette syndrome: recognise, then treat in steps

The tic is rarely what disables. The step is chosen by impairment, not by tic count.

The decision drawn: what is actually impairing this child

In most referrals it is the attention deficit or the obsessive compulsive symptoms, and treating those first changes the tics too.

A E T I O L O G Y  A N D  P H E N O M E N O L O G Y

AETIOLOGY

polygenic, familial with obsessive disorder

striatal circuit disinhibition, dopamine excess

CLINICAL FEATURES

motor and vocal tics over a year, before eighteen

premonitory urge, suppressible, waxes and wanes

T R E AT M E N T ,  I N  S T E P S

STEP ONE: EXPLAIN

tics usually wane in late

adolescence; school and

family are told first

STEP TWO: BEHAVIOUR

habit reversal inside the

comprehensive behavioural

intervention for tics

STEP THREE: DRUGS

alpha-2 agonist first,

then aripiprazole or

risperidone, monitored

If it is refractory

Botulinum toxin for a single disabling motor tic or for coprolalia; deep brain stimulation only for severe adult disease.

What is deliberately not drawn on this page

No dose table, no comorbidity algorithm, and no adult service pathway. The differential is carried in text below.

Fig 031.1 Aetiology and phenomenology in one band, then treatment as three steps, with the refractory options

held back in a separate strip.

The company it keeps. Attention deficit disorder in about half and obsessive compulsive symptoms in

a third to a half, plus anxiety, rage outbursts, learning difficulty and poor sleep. Stimulants do not, on

the evidence, worsen tics, so a coexisting attention deficit disorder should still be treated.
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P I T FA L L

Suppressibility is not proof of voluntariness. A child who holds tics through a clinic appointment and

releases them at home has not been misbehaving, and telling a family otherwise is the commonest

harm done in this condition.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 19 stereotypic movement disorder Slot III - 50 management of attention deficit disorder SPRINT

Day 23, Child behavioural, emotional & other disorders

Differential diagnosis. Provisional and persistent tic disorders, which do not meet the duration or the

combination. Stereotypies, which are rhythmic and start earlier. Chorea in rheumatic fever or Wilson

disease. Dystonia and myoclonus. Akathisia and tardive dyskinesia from antipsychotics. Compulsions,

which are preceded by a thought rather than a bodily urge. Rapid-onset functional tic-like movements

in adolescents.

The premonitory urge named, with suppressibility explained rather than treated as control.

A differential that crosses categories: movement disorder, drug induced, and functional.

Behaviour therapy placed before medication, with the named intervention.

The stimulant point. Withholding stimulants for fear of tics is the classic wrong answer.
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Define school refusal. What are the various causes of school refusal? Discuss
the psychiatric aspects of management of a child presenting with the

problem of school refusal. [2+4+4]

2 + 4 +  4 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

DNB -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 Definition Four elements, and the line that excludes truancy

4 Causes Child, school and family, each with an example

3 Management The flowchart: treat, plan, return, hold

1 The urgency rule One line on why time matters here

T H E  D E F I N I T I O N

Severe difficulty attending school, with marked emotional distress at the prospect of going, the child

remaining at home with the parents' knowledge, and no significant antisocial behaviour. That last

element separates it from truancy, where the absence is concealed and the child is elsewhere.

G E T  T H E  C H I L D  B A C K  I N ,  T H E N  K E E P  H I M  T H E R E

RETURN EARLY, GRADED IF NEEDED

every week out of school makes the next return harder

THE CHILD

treat the anxiety or

depression driving it

THE PARENTS

stop rewarding escape,

hold the morning routine

THE SCHOOL

one named contact,

bullying dealt with

Fig 032.1 Early return drawn as the red first step, then the three parties who each own one part of the plan.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 33 evaluation of school refusal Slot III - 35 childhood anxiety disorders SPRINT

Day 23, Child behavioural, emotional & other disorders

Causes, in three groups. Child: separation anxiety in the younger, social anxiety and panic in the older,

depression, specific phobia, and undiagnosed learning disorder or autism producing daily failure.

School: bullying, punishment, examination pressure, an unfamiliar language of instruction. Family:

parental anxiety or depression, overprotection, marital conflict, illness at home.

The psychiatric part. Cognitive behavioural therapy with parent sessions alongside, graded exposure

built into the return timetable, and a serotonin reuptake inhibitor where anxiety or depression is

severe. Home schooling without a dated re-entry plan entrenches the problem.

All four elements of the definition, with truancy excluded by name.

Causes grouped as child, school and family, not listed as one sequence.

Early return stated as the principle before any therapy is described.

The parent behavioural work. Treating only the child is the commonest incomplete answer.
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Discuss the evaluation of a child presenting with school refusal. [10]

10 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Frame the problem Separate refusal from truancy and from withholding

5 The five sources Child, parent, school, examination, instruments

2 Formulate the function What the absence achieves for this child

1 Risk The two enquiries that are never delegated

F R A M E  I T  B E FO R E  YO U  A S S ES S  I T

Three things look alike at the door. School refusal: the child stays home, the parents know, and there

is distress. Truancy: the absence is concealed and the child is elsewhere. School withholding: the

parents keep the child at home for their own reasons. The assessment differs completely, so the frame

comes first.

SOURCE WHAT TO COVER WHAT IT SETTLES

The child, alone Morning symptoms, fears, mood, sleep, self harm,

bullying, abuse

The private history the parent

will not hear

The parents Timeline, what happens each morning, what the

child does at home

Reinforcement, and secondary gain

The school Attendance record, marks, peer group, a named

teacher's account

Whether the trigger is inside the

school

Examination Physical review of the headache and abdominal pain Rules out illness without endless

tests

Instruments Anxiety and depression rating scales; learning as‐

sessment where marks have fallen

Severity, and a baseline to measure

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 32 causes and management Slot III - 35 childhood anxiety disorders SPRINT

Day 23, Child behavioural, emotional & other disorders

Formulate the function. Four functions are described: avoiding what provokes distress at school,

escaping social or evaluative situations, gaining attention at home, and pursuing something more

rewarding outside. The first two are anxiety driven and the last is closer to truancy, and the function

chosen decides the plan.

Risk, never delegated. Ask the child directly and privately about self harm and about abuse. A sudden

refusal in a previously well child is a safeguarding question until it is answered, and a child protection

referral runs under the Juvenile Justice Act 2015 where neglect or abuse is found.

The three-way frame at the start. Refusal, truancy, withholding.

The child interviewed alone, written as a step rather than assumed.

A named school contact treated as a data source, not as an afterthought.

The function formulated, because it is what turns an assessment into a plan.
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What is enuresis? Classify enuresis. Describe the management of enuresis in
a 15-year-old child and in a 70-year-old adult? [1+2+3+4]

1 + 2 +  3  +  4 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 Definition Frequency, duration, age, and the exclusion

2 Classification Three axes: timing, primary or secondary, symptoms

3 The adolescent Reassess first, then alarm, then a drug

4 The older adult A different problem with a different framework

D E F I N I T I O N  A N D  C L A S S I F I CAT I O N

Repeated voiding into the bed or clothes, at least twice a week for three months or causing distress, at

a chronological or developmental age of at least five, and not due to a substance or medical condition.

Three axes: nocturnal, diurnal or both; primary if never dry for six months, secondary if dryness was

lost; monosymptomatic, or with daytime symptoms.

S A M E  S Y M P T O M ,  T W O  D I F F E R E N T  P R O B L E M S

WETNESS AT NIGHT: WHOSE?

THE FIFTEEN YEAR OLD

persistence is unusual: re-examine for diabetes,

infection, constipation, sleep apnoea, abuse

THE SEVENTY YEAR OLD

not enuresis: this is incontinence in old age,

so the reversible-cause list is the framework

Fig 034.1 The two ages split at the top because they are different problems. Only the left lane is enuresis as the

definition above uses the word.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 36 treatment in detail Slot III - 38 aetiology SPRINT

Day 23, Child behavioural, emotional & other disorders

The adolescent. After reassessment: fluid timing, void before bed, treat constipation. An alarm is first

line and has the best sustained response. Desmopressin gives quick control for a camp or an

examination, with fluid restricted around the dose. An anticholinergic if the bladder is overactive;

imipramine last, with cardiac caution.

The older adult. Work the reversible causes: delirium, infection, atrophic change, diuretics and

sedatives, excess output from heart failure or diabetes, poor mobility, stool impaction. Then prostate,

overactive bladder, dementia. Timed voiding, pelvic floor work, environment and aids come before any

drug. Anticholinergics carry cognitive risk, and desmopressin is avoided over sixty-five.

The definition with all four elements, and the three classification axes named as axes.

The statement that the seventy year old does not have enuresis. That one line is what the question is

testing.

Alarm placed first for the adolescent, desmopressin positioned as short term control.

Drug cautions specific to old age: anticholinergic cognitive risk, and low sodium with desmopressin.
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Classify childhood anxiety disorders. Discuss principles of management of
each of them. [4+6]

4 + 6 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The classification Named, and what sits just outside the group

2 The common core What every one of them is treated with first

4 Disorder by disorder The specific twist each one needs

2 Medication When it is added, which drug, and for how long

DISORDER THE CORE FEAR THE SPECIFIC TWIST IN MANAGEMENT

Separation anxiety Loss of the attachment figure Graded separations, parent coached

Selective mutism Speaking where it is evaluated Shaping; never pressure to speak

Specific phobia One object or situation Graded exposure, often one long session

Social anxiety Scrutiny and humiliation Exposure plus social skills

Panic and agoraphobia The bodily sensations Interoceptive, then situational

Generalised anxiety Uncertainty across domains Worry exposure, problem solving

T H E  C O M M O N  C O R E ,  B E F O R E  A N Y  D I S O R D E R  S P E C I F I C  W O R K

EXPLAIN THE MODEL

avoidance feeds the fear

GRADED EXPOSURE

the active ingredient

CUT ACCOMMODATION

parents stop rescuing

Then, and only then, the disorder specific twist

An answer that gives six different therapies without the shared core has described six treatments and understood none.

Fig 035.1 Three shared steps run before any disorder specific work, which is why the table's last column is a twist

rather than a separate treatment.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 32 school refusal Slot III - 33 evaluation of school refusal SPRINT

Day 23, Child behavioural, emotional & other disorders

Medication. A serotonin reuptake inhibitor, usually fluoxetine or sertraline, when the disorder is

moderate to severe or therapy alone has failed. Start low, review within a fortnight for activation and

suicidal thinking, continue six to twelve months after response. Benzodiazepines are avoided in

children.

The classification named, with obsessive compulsive and post-traumatic disorders placed outside the

group but managed on the same exposure principle.

The shared core stated once before the disorder by disorder section.

Selective mutism handled correctly. Shaping, never pressure to speak, is the discriminating detail.

Drug placed second line with a duration attached.
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What is nocturnal enuresis? Describe its pharmacological and non-
pharmacological management in detail. [2+4+4]

2 + 4 +  4 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What it is Definition, natural course, and the three mechanisms

4 Non-pharmacological General measures, then the alarm protocol in full

3 Pharmacological Each drug with its rule and its risk

1 Relapse What is done when it comes back

W H AT  I T  I S ,  A N D  W H Y  I T  H A P P E N S

Bedwetting at or beyond five years, at least twice a week for three months or causing distress. A

substantial proportion remit each year without treatment. Three mechanisms combine: more urine at

night than the bladder holds, a small functional capacity with an overactive detrusor, and a high

arousal threshold.

G E N E R A L  M E A S U R E S  F I R S T,  T H E N  O N E  O F  T W O  R O U T E S

GENERAL MEASURES, ALWAYS

stop punishment, fluids earlier, void before bed, treat constipation

ALARM: LASTING CURE

use nightly for two to three months, stop

after fourteen consecutive dry nights

DESMOPRESSIN: QUICK COVER

for a camp, a journey or an examination;

relapse is the rule when it is stopped

Fig 036.1 The two routes answer different questions. The alarm is chosen for a lasting result, desmopressin for

cover on a known date, and the pair can be combined when either alone fails.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 38 aetiology and management Slot III - 40 choosing the first treatment SPRINT

Day 23, Child behavioural, emotional & other disorders

The alarm, in detail. It conditions waking to bladder fullness. Reward the behaviours the child controls,

getting up and resetting it, never a dry night. Overlearning, extra fluid at bedtime once dry, reduces

relapse. A family too tired to wake with it is the commonest reason it fails.

The drugs, with their rules. Desmopressin in the evening, with fluid restricted from an hour before to

eight hours after, and withheld during vomiting or diarrhoea, because water intoxication is the serious

harm. An anticholinergic where daytime urgency suggests an overactive bladder. Imipramine last, with

cardiac review and a real overdose risk in the home.

The three mechanisms named, because each treatment maps onto one of them.

The alarm protocol with its stopping rule, not just the word alarm.

Rewarding behaviour rather than dry nights. It is the detail that shows the method is understood.

The fluid restriction with desmopressin, and the reason for it.
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Describe the clinical features and management of mother infant relationship
disorders. [10]

10 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

KUHS,  RGUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 What the disorder is The dyad is the patient, not the mother alone

4 Clinical features On the mother's side and on the infant's side

3 Management The flowchart: safety, mother, dyad, support

1 Safeguarding The threshold at which the law is involved

PATTERN IN THE MOTHER IN THE INFANT

Emotional rejection Delayed or absent warmth, no pleasure in

the baby, avoidance

Gaze avoidance, reduced social smile,

frozen watchfulness

Hostility Anger at the infant, thoughts or threats of

harm

Distress on approach; injuries requiring

explanation

Anxious

overinvolvement

Hypervigilance, constant checking, cannot

let others hold

Feeding and sleep disturbance, irritability

Neglect Care given mechanically or not at all Poor weight gain, developmental delay

S A F E T Y  F I R S T,  T H E N  T H E  M O T H E R ,  T H E N  T H E  DYA D

ASK ABOUT THOUGHTS OF HARM

TREAT THE MOTHER

depression, psychosis or

anxiety, breastfeeding safe

WORK ON THE DYAD

video feedback guidance,

infant massage, play

BUILD THE SUPPORT

family caregivers, home

visits, growth follow-up

Fig 037.1 The safety question comes first because it decides whether the infant may be left unsupervised, and only

then do the three arms of treatment begin.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 100 adverse childhood experiences Slot III - 98 temperament

Assessment. Watch a feed and a period of play rather than relying on report. Rate maternal mood and

bonding on the standard questionnaires. Ask about the pregnancy being wanted, pressure over the

infant's sex, violence at home, and who else can help.

Safeguarding. Where there are thoughts of harm, the infant is not left alone with the mother until the

risk is managed, and admission with the infant is arranged where a facility exists. Significant neglect

makes this a child in need of care and protection under the Juvenile Justice Act 2015.

The dyad named as the patient. An answer that only treats maternal depression has answered a different

question.

Infant signs described, not merely implied from the mother's behaviour.

Observation of a feed as the method, and the safeguarding threshold with its statute.
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Etiology and management of enuresis. [4+6]

4 + 6 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Primary aetiology Genetic and physiological, the three mechanisms

2 Secondary causes Medical and psychological, each with its clue

4 Management by cause Treat the cause found, then the symptom

2 The general programme What every child gets whatever the cause

CAUSE THE CLUE THAT POINTS THERE WHAT IT CHANGES

Genetic and maturational A wet parent, primary and

monosymptomatic

Reassure, then the general programme

Constipation Infrequent hard stools, soiling, a palpa‐

ble mass

Treat it and a third become dry

Sleep disordered breathing Snoring, mouth breathing, large tonsils Refer; surgery can resolve the wetting

Urinary or metabolic Dysuria, thirst, weight loss, poor stream Urine test and glucose before anything

else

Psychological Secondary onset after a birth, a move, a

loss or abuse

Address the event, not only the bed

Neurological Sacral dimple, gait change, continuous

dribbling

Imaging and specialist referral

T H E  O R D E R  O F  W O R K

FIND A CAUSE

history, urine, abdomen

TREAT THAT CAUSE

constipation comes first

THEN THE SYMPTOM

alarm or desmopressin

The general programme, given to every child at every step

Punishment stopped, fluids moved earlier in the day, voiding before bed, a record kept, and the child never blamed for the bed.

Fig 038.1 Cause before symptom, with the general programme running underneath the whole sequence rather

than at the end of it.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 36 treatment in detail Slot III - 40 choosing the first treatment SPRINT

Day 23, Child behavioural, emotional & other disorders

Primary aetiology. Strongly familial, with concordance far higher in identical twins. Three mechanisms

combine: a blunted night-time rise in vasopressin so more urine is made, a small functional bladder

capacity with an overactive detrusor, and a raised arousal threshold so a full bladder does not wake the

child. Attention deficit disorder and developmental delay are associated.

The three mechanisms named, because the treatments map onto them one for one.

Constipation identified as the highest-yield reversible cause.

Secondary onset treated as a signal, with abuse included in what is asked about.

Cause before symptom, stated as the order of work.
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PICA. [10]

10 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition Four criteria, and the cultural exclusion

2 Who gets it, and why The populations, then the causes behind them

3 Complications What the substance does once swallowed

3 Assessment and

management

Investigate, correct, then change the behaviour

T H E  D E F I N I T I O N

Persistent eating of non-nutritive, non-food substances for at least a month, inappropriate to

developmental level, and not part of a culturally supported or socially normative practice. Where it

occurs alongside another disorder such as intellectual disability, autism or pregnancy, it is diagnosed

separately only when severe enough to warrant clinical attention in its own right.

SUBSTANCE WHERE IT POINTS WHAT IT DOES

Soil and clay Iron deficiency, poverty, cultural

practice

Worm infestation, lead, obstruction

Ice Iron deficiency anaemia Dental damage; resolves with iron

Paint and plaster Old housing, unsupervised toddler Lead poisoning, itself causing disability

Hair Trichotillomania, intellectual disability Trichobezoar, obstruction, surgery

Paper, cloth, chalk Understimulation, neglect, autism Obstruction, malnutrition

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 19 stereotypic movement disorder Slot III - 12 aetiology of intellectual disability SPRINT

Day 23, Child behavioural, emotional & other disorders

Assessment. Developmental and dietary history, who supervises the child, and what is available to eat.

Examine for pallor and an abdominal mass. Check haemoglobin, ferritin and zinc, a lead level where

exposure is plausible, and stool for ova and parasites. Image the abdomen if obstruction is suspected.

Management. Correct iron and zinc, deworm, and remove the source: lead abatement, supervision, and

enough food. Then behavioural work: reinforcing an alternative, discrimination training, blocking the

response, and enriching the environment. No drug treats pica. Under national programmes, iron and

folic acid supplementation and periodic deworming already reach many of these children.

The cultural exclusion in the definition. Geophagia that is normative in a community is not a disorder.

The one month duration and the developmental age rule.

Complications tied to the specific substance, not listed as one general set.

Deficiency corrected before behaviour work, because in many children that alone ends it.
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Causes and treatment of Nocturnal Enuresis. [10]

10 CHILDHOOD EMOTIONAL,  T IC,  ATTACHMENT AND ELIMINATION DISORDERS

RGUHS,  TN-MGRMU -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 The first split Monosymptomatic or not, and why it decides everything

3 Causes The three mechanisms, then the red flags

4 Choosing the treatment Which child gets the alarm, which gets the drug

1 Review When to stop, and when to refer onward

O N E  Q U E S T I O N  D E C I D E S  T H E  W H O L E  P L A N

ANY DAYTIME SYMPTOM?

urgency, frequency, straining, dribbling, soiling

NO: ALARM FIRST

a motivated family who

will wake with it nightly

NO, BUT A DATE LOOMS

desmopressin for the camp,

the journey, the exam

YES: NOT MONOSYMPTOMATIC

treat bladder and bowel,

refer before an alarm

Fig 040.1 The daytime question is asked first because an alarm started in a child with an overactive bladder or

constipation fails, and the failure is then blamed on the child.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 36 treatment in detail Slot III - 38 aetiology and management SPRINT

Day 23, Child behavioural, emotional & other disorders

Causes, in one line each. More urine at night than the bladder holds, from a blunted night-time

vasopressin rise. A small functional capacity with an overactive detrusor. A high arousal threshold.

Layered on those: constipation, urinary infection, sleep disordered breathing, diabetes, and a

psychological trigger where the wetting is secondary.

Red flags that redirect. Continuous dribbling, a poor stream, a sacral dimple or hair tuft, gait change,

new daytime wetting after years of dryness, weight loss with thirst, or any concern about abuse. These

go to paediatrics, urology or safeguarding before any enuresis treatment begins.

The monosymptomatic question asked first, with the reason it comes first.

Alarm and desmopressin matched to different children, rather than ranked against each other.

The red flag list, with where each one goes.

Family capacity treated as part of the choice. An alarm nobody wakes for is not a treatment.
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Mental health legislation and disability
law

9
SLOTS IN THIS BOOK

9.6%
SHARE OF THE

HUNDRED

III-41
FIRST SLOT

III-49
LAST SLOT

SINGLE 9

R E V I S I O N  O R D E R

The Act is five of the nine slots, so read the Act itself once rather than five summaries of it. Then

RPWD 2016. Then the two disability assessment slots, which reuse the certification material

from the intellectual disability area.

W H AT  I S  I N  T H I S  A R E A

The Mental Healthcare Act 2017 across five slots (advance directive, nominated representative,

capacity and admission, the definition clauses, admission of a minor), the Rights of Persons with

Disabilities Act 2016, disability assessment and IDEAS.
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Critically analyze the various aspects of Mental Health Care Act 2017. [10]

10 MENTAL HEALTH LEGISLATION AND DISABILITY LAW

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

4 What it replaced The 1987 Act, the treaty behind it, the rights charter

3 The decision machinery Capacity, advance directive, nominated representative

2 Admission and oversight Four routes, Boards in place of Magistrates

1 The critique What is enacted but not yet delivered

The architecture of the Mental Healthcare Act 2017

Written as four steps because the Act is built as four: the person, the instruments, the routes, the oversight.

The decision drawn: capacity, not diagnosis, decides which route a patient takes

The 1987 Act asked whether a person was mentally ill. This one asks whether he can make this decision, now.

F O U R  S T E P S ,  I N  T H E  O R D E R  T H E  A C T  I T S E L F  TA K E S  T H E M

STEP 1

THE PERSON

Capacity is presumed, decision-specific, and supported

Three limbs: understand the information, appreciate the consequence, communicate the choice.

STEP 2

HIS INSTRUMENTS

Advance directive and nominated representative

Made while capacity is present, registered with the Board; representative named in writing or by cascade.

STEP 3

THE ROUTES

Four admissions, chosen by capacity and by risk

Independent, supported, emergency for seventy two hours without ECT, and admission of a minor.

STEP 4

THE OVERSIGHT

Review Boards replace the Magistrate

Registration, prohibited practices, restraint reported, Section 115 lifting punishment for attempted suicide.

What is deliberately not drawn on this page

The repealed reception orders of the 1987 Act, and criminal responsibility, which is decided by the penal law and never by this Act.

Indigo: the Act's structure Amber: what the patient controls Red: oversight and prohibition

Fig 041.1 The Act drawn as the four steps it takes in its own order, with the two instruments the patient controls

kept in amber.

What it gets right. It converts a custodial statute into a rights statute: care as an entitlement,

community living, confidentiality, free care for the poor, and insurance cover for mental illness on the

same terms as physical illness.

Where it falls short. Boards are unconstituted or under-resourced in many States, the advance

directive register is largely unbuilt, capacity assessment is demanded of services without the staff for

it, and insurance parity has needed repeated prodding.
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W H AT  T H E  ACT  D O ES  N OT  C OV E R

Intellectual disability by itself, excluded from the definition of mental illness and left to the Rights of

Persons with Disabilities Act 2016. Criminal responsibility, which the penal law decides. And no right

to any particular treatment.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 43 capacity at admission and discharge Slot III - 46 the advance directive SPRINT

Day 25, Mental health legislation and forensic psychiatry

Capacity named as the organising idea, not a list of chapters.

Both instruments the patient controls, the directive and the representative.

A real critique, not a summary. The stem says critically, and the implementation gap answers it.
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Define nominated representative and his/her role in mental health care as
defined in the MHCA, 2017. Discuss challenges in managing a wandering

mentally ill patient, where nominated representative is not known or
available. [2+2+6]

2 + 2 +  6 MENTAL HEALTH LEGISLATION AND DISABILITY LAW

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Who the representative is Appointed in writing, or the statutory cascade

2 What the role carries Support the decision, do not replace the person

4 The wandering patient The steps, in order, with the actor at each

2 The challenges Identity, collateral, consent, and afterwards

STEP WHAT HAPPENS WHO ACTS TIME LIMIT OR CONDITION

1 Person found wandering at large and

unable to care for himself is taken under

protection

Officer in charge of the police

station

Section 100 duty, not a

discretion

2 Conveyed to the nearest public mental

health establishment for assessment

Police officer Within twenty four hours

3 Assessment of mental illness, capacity

and immediate risk

Psychiatrist at the

establishment

On arrival

4 No representative traceable, so one is

appointed for the patient

Mental Health Review Board On the establishment's

application

5 Treatment on the supported route, or

emergency treatment meanwhile

Psychiatrist with the appoint‐

ed representative

Thirty days, then Board

review

The amber cells are the two an examiner looks for: the police duty is mandatory, and it is time-bound.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

Tracing identity: there is no statutory mechanism, so the work falls to photographs, missing-person

records and voluntary bodies. Nor does the Act fund long stay for the unclaimed, or settle

repatriation across States.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 41 the Act as a whole SPRINT Day 25, Mental health legislation and forensic psychiatry

Nominated representative. A person appointed in writing by an adult to support his mental healthcare

decisions. Where none is appointed, the Act supplies a cascade: the person named in an advance

directive, then a relative, then a caregiver, then a person appointed by the Board.

The role. To support, not to substitute: consider the person's expressed wishes, consent where he

cannot, receive information, apply for supported admission, seek Board review, and prefer community

care.

The cascade written out in order, not merely the phrase appointed in writing.

Support rather than substitution, stated as the character of the role.

Police duty and its twenty four hour limit, with the word Section used for the provision.

The Board naming a representative as the answer to the missing one.
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Discuss capacity assessment and its implications during admission and
discharge of psychiatric patients as per MHCA, 2017. [5+5]

5 + 5 MENTAL HEALTH LEGISLATION AND DISABILITY LAW

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What capacity is Three limbs, presumed until assessed

3 How it is assessed Decision-specific, time-specific, supported first

3 At admission Which route the finding opens, and for how long

2 At discharge Who may leave, and what may briefly hold them

STEP WHAT HAPPENS WHO ACTS TIME LIMIT OR CONDITION

1 Capacity is presumed and support is

offered before any conclusion

The treating team Until assessed otherwise

2 The three limbs are tested against this

specific decision

Psychiatrist Recorded with the reasons

3 Capacity present: independent admis‐

sion on the person's own request

The person himself Discharge on request

4 Capacity absent plus a stated risk

ground: supported admission

Nominated representative,

two assessments

Up to thirty days

5 Continuation beyond that period, or

any dispute

Mental Health Review Board Board review before extension

The risk grounds are stated, not assumed: recent harm or threat of harm to self, violence to others, or an inability to care for

oneself that places one at risk.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

Capacity is not global, not permanent, and not a diagnosis. The Act does not permit incapacity to be

inferred from the illness, from an unwise choice, or from refusal of the recommended treatment; and

it gives no power to detain an independent patient who retains capacity.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 45 admission routes compared SPRINT Day 25, Mental health legislation and forensic psychiatry

Capacity, in three limbs. The ability to understand the information relevant to the decision, to

appreciate any reasonably foreseeable consequence of taking it or not taking it, and to communicate

the decision by any means. All three are needed, and each is judged for this decision at this time.

At discharge. An independent patient may leave on request, subject only to a brief statutory hold while

the establishment assesses whether the supported criteria are met. A supported patient is discharged

when capacity returns or the risk ground lapses, with a discharge plan.

All three limbs named, with the decision-specific and time-specific qualifiers.

The finding tied to a route, so capacity is shown to have a consequence.

Risk grounds stated separately from incapacity. Supported admission needs both.

Refusal distinguished from incapacity, as the exclusions strip does.
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Disability assessment in mental illness. [10]

10 MENTAL HEALTH LEGISLATION AND DISABILITY LAW

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The frame Impairment, activity limitation, participation restriction

2 The statute RPWD 2016, the schedule, and the benchmark

4 The instrument IDEAS: four domains, duration, conversion

2 What follows The certificate, the card, the entitlements

T H E  D E F I N I T I O N

Disability assessment quantifies the loss of function that a mental illness causes, not the illness itself.

The frame is the international classification of functioning: impairment of the mind, limitation of

activity, and restriction of participation. Forty per cent or more is a benchmark disability under the

Rights of Persons with Disabilities Act 2016.

DOMAIN SCORED WHAT IS RATED SCALE

Self care Hygiene, dressing, feeding, health upkeep Nought, none, to four, profound

Interpersonal activities Relations within the family and outside it Nought to four

Communication and

understanding

Comprehension, expression, everyday

reasoning

Nought to four

Work Employment, housework or schooling, as

applies

Nought to four

Duration of illness Added to the four domain scores A separate score, then converted

The amber row is the step most candidates omit: the four domain scores are summed, the duration score is added, and only

then is the total converted to a percentage by the notified table.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 48 IDEAS and the RPWD categories Slot III - 47 the RPWD Act in psychiatry SPRINT

Day 25, Mental health legislation and forensic psychiatry

Who certifies. A medical authority notified by the State, in practice a board with a psychiatrist, issuing

a certificate with a stated validity and a review date where improvement is expected.

What it unlocks. The unique disability identity card, reservation in higher education and government

employment, income tax relief, travel concession, and access to limited guardianship rather than the

plenary guardianship the Act abolished.

Function separated from diagnosis in the opening line.

All four IDEAS domains, plus duration as a fifth added score.

Forty per cent named as the benchmark, with the statute it comes from.

The entitlements, which are the reason the assessment is requested at all.
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a) What is mental illness and who are mental health professionals as per the
MHCA, 2017? b) How the admission and discharge procedures as per the

MHCA, 2017 are different from Mental Health Act,1987? c) What are the
guidelines for ECT in the MHCA, 2017? [2+2+4+2]

2 + 2 +  4  +  2 MENTAL HEALTH LEGISLATION AND DISABILITY LAW

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Two definitions What is in, what is expressly out, who qualifies

4 The routes, then and now Route by route, with the 1987 equivalent named

2 What actually changed Capacity, the Board, and discharge on request

2 ECT Three rules, one of them absolute

ROUTE UNDER THE 2017

ACT

WHO APPLIES DURATION ITS 1987 PREDECESSOR

Independent admission The person himself, having

capacity

Until he asks to leave Voluntary admission

Supported admission Representative, two

assessments

Thirty, then ninety,

then a hundred and

twenty days

Special circumstances; re‐

ception order

Emergency treatment Any registered medical

practitioner

Seventy two hours, and

no ECT

No true equivalent

Admission of a minor Nominated representative

only

Reported to and re‐

viewed by the Board

Admission by the guardian

What changed: capacity replaced diagnosis, the Board replaced the Magistrate, and the independent patient gained a right to

leave.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

It sets no upper limit on the number of treatments, prescribes no technique or electrode placement,

and regulates private practice only through registration of the establishment. Those are matters of

clinical guideline, not of statute.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 49 admission of a minor SPRINT Day 25, Mental health legislation and forensic psychiatry

Two definitions. Mental illness is a substantial disorder of thinking, mood, perception, orientation or

memory that grossly impairs judgment, behaviour, capacity to recognise reality or the ability to meet

the ordinary demands of life. It includes conditions associated with alcohol and drug abuse, and

excludes intellectual disability. A mental health professional is a psychiatrist, psychologist, psychiatric

social worker or nurse registered with the State Authority.

ECT, three rules. Unmodified ECT, without muscle relaxant and anaesthesia, is prohibited absolutely.

ECT for a minor requires both the guardian's informed consent and the Board's prior permission. ECT

can never be given as emergency treatment.

The express exclusion of intellectual disability from the definition.

Routes matched to their 1987 predecessors, which is what the question asks.

The three ECT rules, with the absolute one named as absolute.
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What is advance directive? Discuss the concept with critically examining its
utility and limitations. What is the legal status of advance directive in

Psychiatry in India. [2+4+4]

2 + 4 +  4 MENTAL HEALTH LEGISLATION AND DISABILITY LAW

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What it is A choice recorded while capacity is present

3 The steps Make, register, invoke, review, revoke

3 Utility and limits Both sides, because the stem says critically

2 Legal status in India Statutory since 2018, and distinct from a living will

STEP WHAT HAPPENS WHO ACTS CONDITION

1 The directive is written and signed The person, having capacity Capacity at the time of

making

2 It is registered and made available Mental Health Review Board Held on the Board's register

3 It governs treatment once capacity is

lost

Treating psychiatrist A duty to follow it

4 It may be reviewed, altered or cancelled

on application

The Board, on any party's

application

The Board may override it

5 It may be revoked or amended by the

maker

The person himself Only while capacity is present

It does not apply to emergency treatment, so a directive refusing admission cannot block seventy two hours of emergency

care.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

It is not a living will. End-of-life refusal of life-sustaining treatment rests on Common Cause, 2018,

and the procedure the Supreme Court simplified in 2023; the psychiatric advance directive is

statutory, and the two should never be run together in an answer.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 42 the nominated representative SPRINT Day 25, Mental health legislation and forensic psychiatry

Advance directive. A written statement by an adult, made while he has the capacity to make mental

healthcare decisions, saying how he wishes to be cared for and treated if he later loses that capacity,

and who shall be his nominated representative.

Utility. It extends autonomy across an episode, reduces family conflict at the worst moment, records a

preference between agents already tried, and suits relapsing illness.

Limits. Registers are largely unbuilt, awareness is low, capacity at the time of making is rarely

documented, the Board can set it aside, and it cannot demand a treatment that is not indicated.

Capacity at the time of making, named as the condition that validates it.

Both sides argued, because the stem says critically.

The emergency exception, which is the commonest omission.

Separated from the living will, with the Indian authority for each.
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Discuss the Rights of Persons with Disabilities Act 2016 in relation to
Psychiatry. [10]

10 ASKED AT 15 MARKS MENTAL HEALTH LEGISLATION AND DISABILITY LAW

TN-MGRMU -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What it is for The treaty behind it, and the 1995 Act it replaced

3 Who it covers Twenty one conditions; five of them psychiatric

3 The rights that bite Legal capacity, healthcare, education, employment

2 Certification and redress Benchmark, authority, Commissioner, offences

PROVISION WHAT IT GIVES WHERE IT BITES IN PRACTICE

The schedule Mental illness, intellectual disability, specific

learning disability, autism and chronic neu‐

rological conditions

Five of the twenty one are ours

Legal capacity Equal recognition before law, with support Limited guardianship replaces

plenary

Healthcare Free or affordable care, insurance, early

detection

Grounds a claim, not merely a

policy

Education and employment Free education to eighteen, reservation in

higher education and in government posts

Applies at benchmark disability

Enforcement Chief and State Commissioners, penalties for

atrocity and for false certification

A forum the 1995 Act lacked

Benchmark disability is forty per cent or more of a specified condition, certified by the notified medical authority, and it is

the threshold most entitlements are keyed to.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

It is not a treatment statute: admission, capacity to consent to treatment and involuntary care remain

with the Mental Healthcare Act 2017. It does not displace the National Trust Act 1999 for

guardianship in autism, cerebral palsy and intellectual disability, and it creates no right to a cure.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 44 disability assessment in mental illness Slot III - 48 IDEAS and the RPWD categories SPRINT

Day 25, Mental health legislation and forensic psychiatry

Why it matters to psychiatry. It gives the treatment of chronic mental illness a legal destination

beyond symptom control: certification, entitlement and enforceable non-discrimination. Passed to give

effect to the disability rights convention, it replaced the 1995 Act and widened the schedule from

seven conditions to twenty one.

The psychiatric entries counted out of the twenty one.

Limited guardianship named as the change, not just legal capacity as a phrase.

Forty per cent tied to the entitlements it unlocks.

The boundary with the 2017 Act, as the exclusions strip draws it.
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What is IDEAS, its domains and scoring? Discuss the various categories of
psychiatric disorders included as per the Rights of Persons with Disability

Act? [5+5]

5 + 5 MENTAL HEALTH LEGISLATION AND DISABILITY LAW

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What IDEAS is Who made it, what it measures, why it exists

3 Domains and scoring Four domains, duration added, then converted

3 The RPWD categories The psychiatric entries in the schedule

2 The certificate Benchmark, authority, validity, appeal

STEP WHAT IS DONE SCALE CONDITION

1 Rate self care, interpersonal activities,

communication and understanding, and

work

Each nought to four Current function, all four rated

2 Sum the four to a global disability score Nought to sixteen No domain omitted

3 Add the score for duration of illness A further nought to four The step most often

forgotten

4 Convert the total by the notified conver‐

sion table

To a percentage Forty per cent is the

benchmark

5 Certificate issued, with validity and a re‐

view date

Notified medical authority Appeal lies against the finding

The psychiatric entries in the schedule: mental illness; intellectual disability, which carries specific learning disability and

autism spectrum disorder alongside it; and chronic neurological conditions, named there as multiple sclerosis and

Parkinson's disease.

W H AT  T H E  I N S T RU M E N T  D O ES  N OT  C OV E R

IDEAS is for mental illness only. Intellectual disability is quantified by intelligence and adaptive

testing, and autism by the notified Indian scale, each with its own certification route. Using IDEAS for

those is a procedural error that invalidates the certificate.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 44 disability assessment in mental illness SPRINT

Day 25, Mental health legislation and forensic psychiatry

IDEAS. The Indian Disability Evaluation and Assessment Scale, developed by the Indian Psychiatric

Society and gazetted as the instrument for quantifying disability in mental illness. It rates current

functioning, not symptoms, and it needs an illness that has been diagnosed and treated, not a single

cross-sectional interview.

All four domains named, in the scale's own words.

Duration added as a separate score before conversion.

The schedule entries listed, not a general statement that mental illness is covered.

Instrument matched to condition, as the exclusions strip does.
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Admission of Minor as per Mental Health Care Act (MHCA) 2017. [10]

10 ASKED AT 7 MARKS MENTAL HEALTH LEGISLATION AND DISABILITY LAW

TN-MGRMU -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Who is a minor here Under eighteen, and who represents him

4 The steps Application, admission, report, review, discharge

2 The protections Separate space, an attendant, and the ECT bar

2 Why it is separate A minor cannot consent, so oversight replaces consent

STEP WHAT HAPPENS WHO ACTS TIME LIMIT OR CONDITION

1 Application for admission of the minor Nominated representative,

ordinarily the guardian

No other route exists

2 Two independent assessments support

the need for inpatient care

Psychiatrist and a second

professional

Care not possible in the

community

3 Admission is reported to the Review

Board

Medical officer in charge Within seventy two hours

4 Continued stay is reviewed Mental Health Review Board Where the stay passes thirty

days

5 Discharge on the representative's re‐

quest, with a plan

Representative and treating

team

Unless the Board directs

otherwise

The two amber cells carry the marks: the application route is exclusive, and the clock for reporting starts at admission, not

at review.

W H AT  T H E  ACT  D O ES  N OT  C OV E R

It does not create a minor's right to admit himself, and it does not answer the case of a child brought

by one parent against the other's objection, which goes to the Board. Protection from abuse and

neglect is the business of the Juvenile Justice Act 2015, not of this one.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 45 admission routes compared Slot III - 27 the Juvenile Justice Act SPRINT

Day 25, Mental health legislation and forensic psychiatry

The principle. A minor cannot give the consent that makes an adult admission independent, so the Act

does not ask him to. It substitutes an application by his nominated representative, who is his legal

guardian unless the Board orders otherwise, and then supplies external review in place of the consent

that is missing.

The protections. The minor is accommodated separately from adults; a parent, guardian or suitable

attendant stays with him, and a female attendant for a girl; and electroconvulsive therapy needs both

the guardian's informed consent and the Board's prior permission.

The exclusive application route, stated before anything else.

Both time limits, the report and the review of a longer stay.

The three physical protections, which are cheap marks most answers skip.

The ECT bar for minors, with both conditions named.
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ADHD and disruptive behaviour
disorders

9
SLOTS IN THIS BOOK

9.5%
SHARE OF THE

HUNDRED

III-50
FIRST SLOT

III-58
LAST SLOT

ANCHOR 1 HIGH 3 RECURRENT 1 SINGLE 4

R E V I S I O N  O R D E R

ADHD management first, it is the highest-scoring question in this book. Conduct disorder next,

since three slots ask it three ways. Then the single-drug slot and the two newer diagnostic

entities.

W H AT  I S  I N  T H I S  A R E A

ADHD management and neurobiology, adult ADHD, atomoxetine, conduct disorder in three

slots, oppositional defiant disorder and disruptive mood dysregulation disorder.
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I I I  -  5 0

Discuss pharmacological and nonpharmacological management of Attention
Deficit Hyperactivity Disorder. [10]

10 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

DNB,  KUHS,  NTRUHS,  RGUHS,  TN-MGRMU -  12 APPEARANCES,  12 OF 78 SESSIONS

S K E L E T O N

2 The principle Age decides which arm goes first, severity decides speed

3 Non-drug management Parent, classroom, child, in that order of evidence

3 Drug management First line, second line, and what each is chosen for

2 Monitoring What is measured at every visit, and what stops the drug

Managing attention deficit hyperactivity disorder

Age chooses the order of the two arms. Both arms run together after that.

The decision drawn: which arm goes first, not which arm is better

An answer that argues drugs against behaviour work has missed the question. The two are sequenced, not opposed.

A G E  D E C I D E S  W H I C H  A R M  G O E S  F I R S T

UNDER SIX

parent training first;

a drug only if severe

and training has failed

SCHOOL AGE

both arms together;

a written school plan

is not optional

ADOLESCENT

adherence, driving,

substance use, and

diversion of tablets

T H E  T W O  A R M S ,  R U N  T O G E T H E R

NON-DRUG

parent training in behaviour management

classroom plan and a daily report card

organisation skills, sleep, exercise

cognitive therapy from adolescence

DRUG

methylphenidate first line from six years

0.3 to 1 mg per kg daily, in divided doses, ceiling 60 mg per day

atomoxetine for tics, anxiety, diversion risk

clonidine or guanfacine as an adjunct

Monitor at every visit

Height and weight plotted, pulse and blood pressure, appetite, sleep, tics, and mood. Titrate to response, not to a fixed dose.

What is deliberately not drawn on this page

No criteria, no differential, no adult pathway. Elimination diets and neurofeedback are absent because the evidence does not put them here.

Fig 050.1 Age chooses the order, then both arms run together, with monitoring carried as a red strip because it is

the part that is skipped.

Choosing between the drugs. Stimulants act within days and have the larger effect. Atomoxetine takes

two to six weeks, is not a controlled drug, and is preferred where there are tics, marked anxiety, or a

diversion risk. Alpha-2 agonists help tics and sleep as an adjunct.

Indian practice. Methylphenidate is a controlled substance, so prescribing follows the narcotic rules

and long acting preparations are not reliably available. Large classes make a daily report card harder,

raising the value of parent training.
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P I T FA L L

A drug holiday is not a routine. It is considered only for growth faltering, and it costs the child the

school terms it covers.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 53 atomoxetine Slot III - 54 adult attention deficit disorder Slot III - 55 neurobiology

Age stated as the sequencing rule before either arm is described.

Both arms present. An answer that is only pharmacology cannot pass a question that names both.

One weight-based dose band, with titration to response.

The monitoring list. Height, weight, pulse, blood pressure, appetite, sleep, tics, mood.
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I I I  -  5 1

Discuss briefly the etiology, clinical features, prognosis and treatment of
oppositional defiant disorder. [2+4+2+2]

2 + 4 +  2  +  2 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

DNB -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 Aetiology Child, parenting and context, named as an interaction

4 Clinical features Three symptom clusters, the count, and the setting rule

2 Prognosis Each cluster predicts a different adult outcome

2 Treatment Parent first, child second, drugs almost never

T R E AT M E N T,  I N  T H E  O R D E R  T H E  E V I D E N C E  S U P P O R T S

PARENT MANAGEMENT TRAINING FIRST

break the coercive cycle before anything else is added

THEN THE CHILD

problem solving and

anger regulation work

THEN THE SCHOOL

consistent rules, and

treat any learning gap

DRUGS, RARELY

treat attention deficit;

nothing treats defiance

Fig 051.1 Parent work first, then the child and the school, with drugs as a red lane because they treat what coexists

rather than the disorder itself.

P RO G N O S I S ,  A N D  T H E  P I T FA L L  I N S I D E  I T

Most children improve. The three clusters predict differently: the irritable cluster predicts later

depression and anxiety, the headstrong cluster predicts attention deficit disorder and conduct

problems, and the vindictive cluster carries the highest risk of conduct disorder. Treating all defiance

as pre-conduct disorder misses the children whose outcome is a mood disorder.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 57 conduct disorder Slot III - 56 disruptive mood dysregulation disorder SPRINT

Day 23, Child behavioural, emotional & other disorders

Aetiology, as an interaction. Difficult temperament and poor effortful control, moderate heritability,

low verbal ability and coexisting attention deficit disorder, meeting harsh or inconsistent parenting.

The coercive cycle described by Patterson is the mechanism: the child escalates, the parent gives way,

and both are rewarded.

Clinical features. Three clusters: angry and irritable mood; argumentative and defiant behaviour;

vindictiveness. Four or more symptoms for at least six months, with someone who is not a sibling.

Under five they occur on most days, from five at least weekly. Severity is graded by how many settings

are affected.

Aetiology written as an interaction, with the coercive cycle named as the mechanism.

The count, the non-sibling rule and the age-based frequency. These turn behaviour into a diagnosis.

Prognosis split by cluster, not given as one figure for the whole disorder.
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I I I  -  5 2

Describe the course and outcome with management of Conduct disorders.
[10]

10 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The two trajectories Age at onset is the strongest prognostic fact

3 Outcome Named outcomes, and the honest proportion

3 Management by age Who is the target of treatment at each stage

2 What makes it worse The interventions that harm, and the legal interface

TRAJECTORY WHAT IT LOOKS LIKE WHERE IT TENDS TO GO

Childhood onset Before ten years, aggression, often with at‐

tention deficit disorder

Persistent; a minority reach antisocial

personality disorder

Adolescent onset After ten, peer group offending, less

aggression

Most desist in early adult life

Limited prosocial

emotions

Callous, unremorseful, shallow affect Worst outcome at any onset age

Girls Relational aggression, later onset, more

covert

More depression, anxiety and

victimisation

T H E  TA R G E T  O F  T R E AT M E N T  C H A N G E S  W I T H  A G E

TREAT THE SYSTEM, NOT ONLY THE CHILD

family, school and peer group carry the change

UNDER TWELVE

parent management

training is first line

ADOLESCENT

family and multisystem

work across settings

DO NOT DO THIS

group treatment of

offenders together

Fig 052.1 The target of treatment moves outward with age, and the red lane names the intervention that reliably

makes outcomes worse.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 57 features and aetiology Slot III - 58 definition and comorbidity SPRINT

Day 23, Child behavioural, emotional & other disorders

Outcome, and the legal interface. School dropout, substance use, injury, early parenthood,

unemployment and offending. Most do not develop antisocial personality disorder, and saying so is a

mark. A child in conflict with law is dealt with by the juvenile justice board under the Act of 2015,

where the psychiatrist assesses and does not adjudicate.

Age at onset named as the strongest prognostic fact, before any outcome is listed.

The honest proportion. A minority, not most, reach antisocial personality disorder.

Group treatment named as harmful, and the juvenile justice role kept to assessment.
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I I I  -  5 3

Atomoxetine. [10]

10 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

KNRUHS,  KUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 What it is Mechanism, and why the prefrontal effect matters

2 When it is chosen The four situations that select it over a stimulant

4 Dose and adverse effects Weight banded dosing, then the warnings

2 Monitoring What is checked, and what stops the drug

W H AT  I T  I S

A selective noradrenaline reuptake inhibitor licensed for attention deficit hyperactivity disorder.

Blocking the noradrenaline transporter also raises dopamine in the prefrontal cortex, where that

transporter does most of the clearing. It is not a stimulant and not a controlled substance.

HEADING WHAT TO WRITE THE QUALIFIER

Chosen when Tics, marked anxiety, substance misuse, or risk of

tablets being diverted

Effect is smaller than a stimulant

Dose to 70 kg Start 0.5 mg per kg daily, then target 1.2 mg per

kg daily

Maximum 1.4 mg per kg or 100

mg

Dose over 70 kg Start 40 mg daily, target 80 mg daily Maximum 100 mg daily

Onset Two to six weeks, full benefit later Never used as needed

Common effects Appetite loss, nausea, abdominal pain, sedation or

insomnia, irritability

Usually settle with time

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 50 management of attention deficit disorder Slot III - 54 adult attention deficit disorder

Stimulants and tics. Stimulants are not absolutely contraindicated in tic disorders, so a coexisting

attention deficit disorder is still treated, and atomoxetine is the preferred agent where tics are

prominent or worsen on a stimulant.

The warnings. Suicidal ideation in children and adolescents, especially in the first months. Rare liver

injury, so stop for jaundice or dark urine. Small rises in pulse and blood pressure. Avoid in narrow

angle glaucoma, phaeochromocytoma and serious cardiovascular disease, and within a fortnight of a

monoamine oxidase inhibitor.

Monitoring and interactions. Height and weight plotted, pulse and blood pressure, mood and suicidal

thinking, and any liver symptom. Metabolised by cytochrome P450 2D6, so exposure rises with

fluoxetine, paroxetine or bupropion, and in poor metabolisers.

The prefrontal dopamine point. It explains the effect without making it a stimulant.

Weight banded dosing with the two ceilings, not a single adult figure.

The slow onset stated, because it is why families stop the drug early.

Suicidality and liver injury named, with what each one triggers.
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I I I  -  5 4

What are the manifestations of adult ADHD? How does it differ from
childhood ADHD? Discuss its management in brief. [3+3+4]

3 + 3 +  4 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

3 Adult manifestations By domain, in the form adults actually present

3 The grid Domain by domain, with the diagnostic rules marked

2 Non-drug management Psychoeducation, skills, and the environment

2 Drug management Sequencing around comorbidity, and what to watch

DOMAIN IN CHILDHOOD IN ADULT LIFE WHAT SETTLES IT

Hyperactivity Runs, climbs, leaves the seat Inner restlessness, cannot sit

through a meal or a film

Form changes, the trait

persists

Inattention Careless work, loses things,

distracted

Procrastination, missed dead‐

lines, disorganisation

The domain that per‐

sists most

Impulsivity Blurts out, cannot wait a turn Interrupts, impulsive spend‐

ing, quits jobs, risky driving

Consequences, not the

behaviour

Symptom count Six or more in a domain Five or more from seventeen

years

The threshold falls with

age

Onset evidence Observed directly Several symptoms before

twelve, corroborated by an

informant

Retrospective, so seek

records

Company kept Oppositional defiant disorder,

learning disorder

Substance use, mood and anxi‐

ety disorder, personality

difficulty

Changes the treatment

order

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 50 management of attention deficit disorder Slot III - 53 atomoxetine

Management, non-drug. Psychoeducation for patient and partner, cognitive therapy adapted for adult

attention deficit disorder, structured organisation and time management systems, environmental

restructuring at work, sleep regularity, and coaching where available.

Management, drugs and order. Methylphenidate is first line. Atomoxetine where there is substance

misuse or a diversion risk. Stabilise an active substance disorder and any bipolar disorder before

starting a stimulant, check cardiovascular history and blood pressure, and counsel on driving.

A grid, not two paragraphs. The comparison has to be readable across a row.

The two diagnostic rule changes marked: five symptoms from seventeen, and onset before twelve.

Hyperactivity described as changing form, not as disappearing.

Comorbidity sequenced before prescribing. It is the line that separates a top answer.
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Neurobiology of attention deficit hyperactivity disorder. [10]

10 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Genetics and environment Heritability, polygenic risk, the exposures that survive

3 Neurochemistry Which transmitters, where, and how the drugs fit

3 Structure and networks Maturation, volumes, and the circuits involved

2 Models and limits Two or three pathways, then the honest caveat

T H E  O N E - L I N E  AC C O U N T

A highly heritable, polygenic disorder of catecholamine signalling in fronto-striatal and fronto-

parietal circuits, expressed as delayed cortical maturation rather than as a lesion, with group

differences that are real, small, and heavily overlapping with typical development.

LEVEL THE FINDING THE CAVEAT THAT MUST BE SAID

Genetic Heritability around seventy to eighty percent,

polygenic, many small effects

No single gene, and no genetic

test

Environmental Prematurity and low birth weight, lead, severe

early deprivation

Prenatal smoking is largely

confounded

Chemical Dopamine and noradrenaline in prefrontal cortex

and striatum

An inverted U, so more is not

better

Structural Delayed cortical maturation, small reductions in

basal ganglia volume

Small effects, wide overlap

Network Fronto-striatal, fronto-parietal, fronto-cerebellar;

default mode intrusion

Group level, never diagnostic

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 50 management of attention deficit disorder Slot III - 16 neurodevelopmental disorders

How the drugs fit the biology. Stimulants block the dopamine and noradrenaline transporters,

atomoxetine blocks the noradrenaline transporter, and alpha-2A agonists strengthen prefrontal

network signalling directly. All three converge on the same catecholamine deficit account.

Models, and the limit. Executive dysfunction from weak behavioural inhibition, delay aversion from a

hyposensitive reward system, and a timing pathway make up the dual and triple pathway models. No

investigation is diagnostic, and the diagnosis remains clinical.

Heritability quoted with the polygenic qualifier. A number without it invites the wrong follow-up

question.

Delayed maturation, not a lesion. That phrase is what the question is testing.

Drugs mapped onto the chemistry, which shows the biology is understood rather than listed.

The no-test caveat. It is the last mark and most answers never reach it.
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Disruptive Mood Dysregulation Disorder. [10]

10 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

NTRUHS,  RGUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

3 The criteria Outbursts, the mood between them, and every threshold

2 Why it exists The problem it was written to solve

3 Differential Four confusables, each with the deciding feature

2 Management What the thin evidence actually supports

T H E  C R I T E R I A ,  W I T H  T H E  N U M B E RS

Severe recurrent temper outbursts, verbal or behavioural, out of proportion to the provocation and to

developmental level, on average three or more times a week. Between outbursts the mood is

persistently irritable or angry, most of the day, nearly every day, and others can see it. Twelve months

or more, never symptom free for three consecutive months, in at least two of three settings and

severe in one. Onset before ten years; the diagnosis is not made before six or after eighteen.

CONFUSABLE HOW IT DIFFERS WHAT SETTLES IT

Bipolar disorder Distinct episodes, with elation, reduced sleep

need and grandiosity

Episodicity; here irritability is

chronic

Oppositional defiant Defiance directed at authority, outbursts less

severe

Cannot be diagnosed alongside;

this takes precedence

Intermittent explosive Outbursts only, three months, mood normal in

between

No irritability between episodes

Depression or attention

deficit

Irritability confined to the mood episode, or

driven by impulsivity

May coexist; both are allowed

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 51 oppositional defiant disorder Slot III - 57 conduct disorder

Why it exists. It was written to stop chronic non-episodic irritability being diagnosed as paediatric

bipolar disorder. Follow-up studies show that this pattern predicts unipolar depression and anxiety in

adult life rather than bipolar disorder, and treating it as bipolar exposed children to lithium and

antipsychotics for years.

Management, honestly. The evidence base is thin. Parent management training and anger regulation

work first. Where attention deficit disorder coexists, a stimulant has the best evidence for the

irritability itself. A serotonin reuptake inhibitor where depressive or anxiety features dominate. An

antipsychotic only for severe aggression, briefly, with metabolic monitoring.

Every threshold quoted: three a week, twelve months, two settings, onset before ten, ages six to eighteen.

The mood between outbursts. It is what separates this from every episodic diagnosis.

The exclusion with oppositional defiant disorder, stated as precedence rather than as overlap.

The reason the category was created. It is the two easiest marks on this page.
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Describe the clinical features, aetiology and management of Conduct
Disorder. [10]

10 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

NTRUHS,  RGUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

3 Clinical features Four groupings, the count, and the two specifiers

3 Aetiology Biological, family and social, as a chain not a list

3 Management The algorithm: who is treated, at what age

1 Drugs One line: what they treat, and what they do not

GROUPING EXAMPLES FROM THE CRITERIA THE RULE

Aggression to people and

animals

Bullying, fights, weapon use, cruelty, robbery,

forced sexual activity

Three or more criteria in

twelve months

Destruction of property Fire setting, deliberate damage At least one in the past six

months

Deceitfulness or theft Breaking in, conning, shoplifting Fifteen criteria in total

Serious rule violations Staying out at night, running away, truancy before

thirteen

Specify onset, and limited

prosocial emotions

C H O O S I N G  T H E  I N T E RV E N T I O N

ASSESS RISK AND PROTECTION FIRST

abuse, neglect, substance use, weapons, and who is unsafe

YOUNGER CHILD

parent training, plus

treat attention deficit

ADOLESCENT

family therapy across

home, school and peers

SEVERE AGGRESSION

risperidone briefly,

with a review date

Fig 057.1 Risk assessed before treatment is chosen, then the intervention that matches the age, with medication as

a red lane because it is symptomatic and temporary.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 52 course and outcome Slot III - 58 definition and comorbidity SPRINT

Day 23, Child behavioural, emotional & other disorders

Aetiology, as a chain. Heritable temperament with low autonomic arousal and reduced amygdala

response to distress, plus weak verbal ability, meeting harsh parenting, maltreatment and poor

supervision, and then deviant peers and school failure.

Drugs, in one line. No drug treats conduct disorder. Stimulants treat coexisting attention deficit

disorder and reduce aggression through it; risperidone reduces severe aggression short term with

metabolic monitoring. Neither replaces the family and school work.

Four groupings with the counting rule, not fifteen behaviours in a flat list.

The limited prosocial emotions specifier named, because it changes prognosis and treatment.

Aetiology written as a chain from temperament through parenting to peers.

Risk assessment placed before treatment selection.
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I I I  -  5 8

Conduct disorders. [10]

10 ADHD AND DISRUPTIVE BEHAVIOUR DISORDERS

RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition One sentence, with the duration and the count

3 Subtypes and specifiers Onset, prosocial emotions, severity

3 Epidemiology and

comorbidity

Rates as a range, then what travels with it

2 The Indian interface Where the law meets the clinic, and our role in it

T H E  D E F I N I T I O N

A repetitive and persistent pattern of behaviour violating the basic rights of others or major age-

appropriate norms, shown by three or more of fifteen criteria in the past twelve months, with at least

one in the past six months, and causing clinically significant impairment.

AXIS THE DIVISIONS WHY IT MATTERS

Age at onset Childhood onset before ten, adolescent on‐

set, unspecified

The strongest prognostic split

Prosocial emotions With limited prosocial emotions: remorse,

empathy, concern, affect

Two of four, twelve months, more

than one setting

Severity Mild, moderate, severe, by number of cri‐

teria and harm caused

Sets intensity of the response

Comorbidity Attention deficit disorder, learning disor‐

der, substance use, depression, trauma

Each is separately treatable

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 52 course and outcome Slot III - 57 features and aetiology SPRINT

Day 23, Child behavioural, emotional & other disorders

Epidemiology. Community estimates of a few percent of children and adolescents, with boys diagnosed

more often than girls. Indian school and community surveys report a wide range because instruments

and thresholds differ, so a range with its reason is the honest answer rather than a single figure.

The Indian interface. A child in conflict with law goes to the juvenile justice board under the Act of

2015, and a neglected or abused child to the child welfare committee as a child in need of care and

protection. The psychiatrist assesses capacity, development and mental illness. The board decides, not

the clinician.

The definition with three of fifteen, twelve months and six months. Naming behaviours without the

rule is a half answer.

Both specifiers, with the two of four rule on prosocial emotions.

Prevalence given as a range with its reason.

The legal boundary. Assessing, not adjudicating, is the line that reads as command of the role.
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Geriatric, consultation-liaison and
transcultural psychiatry

8
SLOTS IN THIS BOOK

8.7%
SHARE OF THE

HUNDRED

III-59
FIRST SLOT

III-66
LAST SLOT

HIGH 1 RECURRENT 1 SINGLE 6

R E V I S I O N  O R D E R

Take the two CL model slots together, they overlap almost completely. Then the two sleep slots,

likewise. Elder abuse, geriatric depression and the imbalance slot are independent and can go in

any order.

W H AT  I S  I N  T H I S  A R E A

Geriatric psychiatry in five slots (elder abuse, imbalance and its medicolegal aspects, sleep in two

slots, geriatric depression) and consultation-liaison psychiatry in three (the Indian model, the

models in general, the unconscious patient brought by police). The registered name of this area

also carries transcultural psychiatry, and no transcultural question survived selection into it.

Nothing on the pages that follow is transcultural, and the area is described here by what it

actually holds.
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I I I  -  5 9

What are the different types of elderly abuse and neglect? Discuss the
management of elderly abuse. [3+7]

3 + 7 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

3 The types All five groups, including the two usually missed

2 Recognition The signs that should raise it unprompted

4 The pathway Safety, capacity, then the branch that follows

1 The Act What the 2007 Act actually provides

Elder abuse: the types, then what is actually done

Types across the top, pathway below. Safety and capacity are settled before anything legal begins.

The decision drawn: is she safe to go home tonight

Every branch below turns on that question, and it is answered before the abuse is classified.

T H E  T Y P E S

BODILY AND SEXUAL

assault, restraint,

over-sedation, sexual

abuse: visible, and the

least often disclosed

MENTAL AND FINANCIAL

humiliation, threats,

isolation, and misuse of

pension, property or

signature: the commonest

NEGLECT, ABANDONMENT

food, hygiene, medicines,

glasses and hearing aids

withheld; active or

passive; then left behind

T H E  PAT H WAY ,  T O P  T O  B O T T O M

MAKE HER SAFE, TREAT THE INJURIES

interview her alone: the person who brought her may be the person harming her

ASSESS HER CAPACITY, AND THE CARER

capacity to decide where she lives; carer strain, dependence, substance use

SHE HAS CAPACITY

her decision holds; offer respite,

carer support, treatment and a

route back; document and review

SHE DOES NOT

protect first; involve family, the

maintenance tribunal, and the

police where a crime is alleged

The Senior Citizens Act 2007 gives a tribunal, a maintenance order, and revocation of property transferred on a promise of care.

Fig 059.1 Types above, pathway below, with capacity as the single fork that decides everything after it.

Where it happens. Most elder abuse in India is domestic and by family, so the relative who brings her is

not automatically an ally. Institutional abuse also occurs, and is under-recognised because the

complainant depends on the institution.

What should raise it unprompted. Injuries that do not match the account, delayed presentation,

dehydration and weight loss, pressure sores, poor hygiene, unexplained loss of money or a sudden

transfer of property, repeated attendances, a carer who answers for her, and fear in his presence.
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P I T FA L L

Capacity is decision-specific and is presumed. An older person with capacity may choose to return to

a household that is harming her, and the answer then is support, monitoring and an open route back,

not removal. Treating a diagnosis of dementia as automatic incapacity is the commonest version of

this error.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 61 medicolegal aspects of dementia Slot III - 66 geriatric depression SPRINT

Day 29, consultation-liaison and geriatric psychiatry

All the types named, financial abuse and neglect included, since those are the two most answers omit.

The alone interview written as a step, with the reason given in the same line.

The Act named with what it actually provides, not simply cited.
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I I I  -  6 0

Elaborate on the model of consultation liaison psychiatry that is usually used
in Indian set up. What are the common causes of referral from ICU to a

psychiatrist for epilepsy patients? [6+4]

6 + 4 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

3 The Indian model Named, then described in how it actually runs

3 Why that shape Workforce, funding and referral culture, not preference

3 Referral causes Delirium first, then drugs, then the psychiatric ones

1 The real question What the team is actually asking for

T H E  M O D E L  I N  I N D I A N  P R ACT I C E

The consultation model dominates: the psychiatrist is called after the problem is established, sees the

patient once or twice, writes an opinion, and leaves the team to carry it. True liaison, where the

psychiatrist joins the unit's rounds and sees patients before a crisis, survives only where a specialty

funds it. The reason is workforce and funding, not preference. The taxonomy itself sits on III-65.

REFERRAL TRIGGER WHAT IS USUALLY HAPPENING WHAT TO CHECK WEIGHT

Confusion after

seizures

Postictal delirium, a prolonged postic‐

tal state, or non-convulsive status

Duration, fluctuation,

electroencephalogram

Non-convulsive status

is the one that is

missed

Delirium from the

illness

Sepsis, hyponatraemia, hepatic or re‐

nal failure, sedative or alcohol

withdrawal

Sodium, cultures, drug

and alcohol history

Delirium first, psychia‐

try second

Drug-related

disturbance

Levetiracetam irritability and aggres‐

sion, topiramate slowing, phenobarbi‐

tone sedation, steroid mood change

The drug chart against

the symptom timeline

The chart dates the

symptom

Psychiatric

complication

Postictal psychosis, interictal depres‐

sion, suicidality, functional seizures

Timing relative to the

fit

Suicide risk is raised in

epilepsy

Systems questions Capacity and consent, breaking bad

news, family distress, drug

interactions

Enzyme induction,

plasma levels

Half of intensive-care

liaison work

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 65 models of consultation-liaison psychiatry Slot III - 62 the unresponsive patient SPRINT

Day 29, consultation-liaison and geriatric psychiatry

The referral is often a proxy. Teams ask for sedation when they mean distress, for capacity when they

mean disagreement, and for depression when they mean pain. Clarifying the actual question is the first

act of a good consultation.

The Indian model named as the consultation model, with the workforce reason attached rather than

implied.

Delirium placed ahead of every psychiatric label in the intensive-care setting.

The drug chart used as a diagnostic instrument, with the agents named.
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I I I  -  6 1

What are the causes of imbalance in an elderly psychiatric patient? Discuss
different medicolegal aspects of dementia. [4+6]

4 + 6 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Imbalance: drugs Iatrogenic before neurological, every time

2 Imbalance: the rest By system, ending with delirium itself

4 The legal questions Each one separately: who assesses, who decides

2 The gap What no Indian statute currently provides

THE QUESTION WHAT IS ASSESSED WHO DECIDES THE STANDARD

Testamentary capacity Nature of the act, extent of the

property, the claims of those who

might benefit

Clinician advises,

court decides

Banks v Goodfellow, still

the test

Consent to treatment Understand, retain, weigh, commu‐

nicate, now

Treating clinician,

recorded

Decision-specific,

presumed

Property and affairs Handling money, and vulnerability

to undue influence

Civil court, on

evidence

Capacity and influence

are separate

Driving Attention, reaction time, visuospa‐

tial ability, insight

Licensing authority,

on advice

Advise, document, inform

Criminal responsibility Unsoundness of mind at the time

of the act

The court The general exception,

Penal Code into Sanhita

W H AT  N O  ACT  C OV E RS

India has no general adult guardianship regime for acquired incapacity. The National Trust Act 1999

does not reach dementia. The advance directive under the Mental Healthcare Act 2017 must be made

while capacity is retained, so it arrives too late for most people already diagnosed. The Senior

Citizens Act 2007 gives maintenance, not treatment decisions. Families go to the civil court instead.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 59 elder abuse and neglect Slot III - 62 the unresponsive patient and consent SPRINT

Day 29, consultation-liaison and geriatric psychiatry

Imbalance is iatrogenic before it is neurological. Benzodiazepines, antipsychotics, tricyclics,

anticholinergics and antihypertensives, with orthostatic hypotension as the mechanism most often

missed. Review the whole chart, not the newest drug.

Then the rest, by system. Neurological: parkinsonism including the drug-induced kind, cerebellar

disease, normal pressure hydrocephalus, stroke, neuropathy, cervical myelopathy. Then vestibular,

cardiac, metabolic (hyponatraemia on an antidepressant, hypoglycaemia, B12 and thyroid), sensory

loss, sarcopenia, and delirium itself.

Imbalance answered drugs first, with orthostatic hypotension named as the mechanism.

Each legal question answered separately, with its own assessor, decider and standard, rather than one

paragraph about capacity.

The statutory gap named. Listing provisions is the competent answer; naming what none of them covers

is the top one.
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What is consultation-liaison psychiatry? Discuss how to plan for an
unconscious patient brought by local police from CL psychiatry point of

view? [2+8]

2 + 8 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition One block, then move: the marks are in part b

4 The sequence Resuscitate, history from police, examine, investigate

2 Psychiatric causes A diagnosis of exclusion, with its discriminating signs

2 Duties Consent, documentation, and the police duty

T H E  D E F I N I T I O N

Psychiatry practised at the interface with the rest of medicine: psychiatric illness in the physically ill,

physical illness presenting psychiatrically, and the behaviour, capacity and communication problems

that a general hospital generates.

STEP WHAT IS DONE WHY WEIGHT

Resuscitate Airway, breathing, circulation, glucose, thi‐

amine first where alcohol is likely, naloxone

for an opioid picture

Nothing psychiatric

happens before this

Never psychiatric

first

History from the

police

Where and how found, position, container or

note, smell, time last seen

The only history

available

Record it verbatim

Examine Injuries, needle marks, pupils, tone, reflexes,

neck stiffness, focal signs, toxidrome

Separates structural

from toxic

Document injuries for

the record

Investigate Electrolytes, renal and liver function, gases,

toxicology, imaging, and lumbar puncture or

electroencephalogram if indicated

Encephalitis and

non-convulsive sta‐

tus hide here

Electroencephalogra

m when nothing else

explains it

Then psychiatry Catatonic stupor, dissociative unresponsive‐

ness, depressive stupor, malingering

Exclusion, in that

order

The lorazepam chal‐

lenge sits here

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 65 models of consultation-liaison psychiatry Slot III - 60 the Indian model and intensive-care referral

SPRINT Day 29, consultation-liaison and geriatric psychiatry

Signs that point away from a structural cause. Resistance to eye opening, an intact eyelash reflex,

avoidance of the falling hand, normal caloric responses and a normal electroencephalogram. These are

described, and never used to accuse.

The duties around an unidentified patient. Treat under the emergency doctrine, document everything

including injuries, inform the police in writing, trace family through the hospital and the police, and

record capacity and consent as they change. The Act also places a duty on a police officer to take a

wandering person with apparent mental illness under protection and bring them for assessment.

Definition in one line, then the answer moves. Two marks do not deserve a paragraph.

Resuscitation and investigation placed ahead of every psychiatric hypothesis.

The psychiatric differential given as exclusions, with the discriminating signs named rather than

gestured at.
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What are the physiological changes in sleep in elderly persons? Discuss
differential diagnosis of insomnia in the elderly. What are the

nonpharmacological strategies to manage insomnia in elderly? [3+3+4]

3 + 3 +  4 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

3 Physiological change The baseline the differential is measured against

3 The differential Four causes, worked as a sieve

3 Non-pharmacological Ranked, with the first-line named

1 What is not done One honest line about hypnotics

W H AT  AG E I N G  D O ES  TO  S L E E P

The circadian signal weakens and advances: sleep and waking both come earlier. Slow wave sleep falls

markedly, rapid eye movement a little and sooner, arousals multiply, efficiency drops. The need

changes little; taking it in one block does.

I N S O M N I A  I N  A N  O L D E R  P E R S O N :  T H E  S I E V E ,  I N  O R D E R

IS THIS AGEING, OR IS IT ILLNESS?

an advanced phase with fragmentation needs explanation, not a prescription

WORK THREE CAUSES BEFORE PRESCRIBING

psychiatric, physical and primary sleep disorder, and the drug chart

PSYCHIATRIC

depression, anxiety,

dementia with circadian

disruption, sundowning

BODY AND SLEEP DISORDER

pain, nocturia, cardiac

failure, reflux, apnoea,

restless legs, dream enactment

THE DRUG CHART

diuretics, steroids, beta

blockers, theophylline,

caffeine, alcohol, donepezil

Only after all three are worked, and after behavioural treatment has been offered, is a hypnotic even discussed.

Fig 063.1 The drug chart gets a lane of its own, being the cause least often examined.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 64 delivering the behavioural sleep treatment Slot III - 66 geriatric depression SPRINT

Day 29, consultation-liaison and geriatric psychiatry

The non-pharmacological answer, ranked. Cognitive behavioural therapy for insomnia first: stimulus

control, sleep restriction, cognitive work and relaxation, with sleep hygiene as an adjunct and never as

the whole treatment. Then timed evening light for an advanced phase, daytime activity, restricted

napping, and treatment of pain and nocturia.

What is not done. A hypnotic as the first act. Benzodiazepines and Z drugs in this age group buy a

modest gain in sleep at the price of falls, fracture, confusion and dependence.

Normal ageing described before any pathology.

The differential worked as a sieve, with the drug chart counted as a cause.

Behavioural therapy named as first-line, with sleep hygiene demoted to an adjunct.
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Discuss the sleep changes in elderly. Write the non-pharmacological
approaches for management of sleep problems in them. [5+5]

5 + 5 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

3 Normal ageing Architecture, timing and continuity, each named

2 Not ageing Three findings that are disorders, not decades

4 Delivery The flowchart: diary, prescription, three components

1 In dementia The same measures, delivered by the carer

T H E  QU ES T I O N  B E H I N D  T H E  QU ES T I O N

Two things are being asked. Which sleep changes are ordinary ageing, and so need explanation rather

than treatment; and what can be done without a drug. Answering the first well is what makes the

second credible to a family expecting a tablet.

B E H AV I O U R A L  S L E E P  T R E AT M E N T,  I N  T H E  O R D E R  I T  I S  D E L I V E R E D

TWO WEEKS OF A SLEEP DIARY

time in bed, time asleep, naps, caffeine, alcohol, the reason for each waking

SET THE PRESCRIPTION FROM THE DIARY

measured sleep efficiency decides the time-in-bed window

STIMULUS CONTROL

bed is for sleep only;

out of bed when awake;

one fixed rising time

SLEEP RESTRICTION

time in bed set near time

asleep, then widened as

efficiency rises

COGNITIVE AND BODY

challenge catastrophic

beliefs about sleep;

relaxation, daytime activity

In dementia: the same measures delivered by the carer, with daylight exposure, a fixed routine, and less night noise and light.

Fig 064.1 The diary comes before the prescription: the window is calculated from measured sleep.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 63 the differential of insomnia in the elderly Slot III - 66 geriatric depression SPRINT

Day 29, consultation-liaison and geriatric psychiatry

Normal against pathological, stated first. Earlier sleep and waking, less slow wave sleep, more arousals

and lower efficiency are ageing. Loud snoring with witnessed apnoea, an urge to move the legs at night,

and acting out dreams are disorders, and are treated rather than explained away.

Why this is not the soft option. Behavioural treatment outperforms hypnotics at follow-up, carries no

fall or fracture risk, and its gains persist after the course ends.

Normal ageing separated from disorder, with named disorders on the pathological side.

The components named individually, not lumped together as "sleep hygiene".

The dementia and institutional adaptation included, since that is where most of these patients are.
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What is consultation-liaison psychiatry? Discuss the different models. [2+8]

2 + 8 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The definition One block, no more: eight marks are below it

2 The axis State what the classification divides on

4 The models Drawn, each with what it costs and what it buys

2 Which fits India Name the constraint, not the ideal

T H E  D E F I N I T I O N

Psychiatry practised at the interface with the rest of medicine: psychiatric illness in the physically ill,

physical illness presenting psychiatrically, and the behaviour, capacity and communication problems

a general hospital generates.

The models, drawn on one axis

The axis is position: where the psychiatrist stands relative to the medical team. Not what the psychiatrist does.

MODELS OF CL PSYCHIATRY

divided on one stated axis

CALLED IN

the consultation model

EMBEDDED

the liaison model

RESTRUCTURED

bridge, hybrid, critical care

an opinion after the

problem is established;

cheap in time, reactive;

the Indian default

joins the unit's rounds;

prevention, teaching and

earlier detection; costly

in psychiatrist time

a shared clinic inside the

medical unit, or a unit

with its own psychiatric

beds and staff

Lipowski's orientations (patient, crisis, consultee, situation, expanded) describe the visit; this axis describes the service.

Fig 065.1 One axis, three positions, and under each the cost as well as the benefit. A tree here, so no table: the

classification is the answer.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 60 the Indian model and intensive-care referral Slot III - 62 the unresponsive patient SPRINT

Day 29, consultation-liaison and geriatric psychiatry

Which fits Indian practice. The consultation model dominates, because one psychiatrist covers a whole

hospital. Liaison survives where a specialty funds it, in oncology, transplant, obstetric and epilepsy

services. The honest answer names the constraint rather than recommending the ideal.

The axis stated before the models. A list of model names with no axis reads as recall.

Every model given its cost as well as its benefit. An incomplete tree loses more than a plain list would.

The Indian answer named, with the reason. Recommending liaison without saying who would staff it is

the weak ending here.
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Clinical features and challenges in management of geriatric depression. [4+6]

4 + 6 GERIATRIC,  CONSULTATION-LIAISON AND TRANSCULTURAL PSYCHIATRY

DNB,  KUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 How it presents Different from younger adults, in named ways

2 Two special forms Cognitive impairment, and the vascular subtype

4 The pathway The flowchart: screen, stratify, treat by severity

2 Prescribing The challenge, stated as a principle

H OW  I T  P R ES E N TS  D I F F E R E N T LY

Less complaint of sadness, more somatic preoccupation, anxiety, and agitation or retardation. Guilt

and nihilistic delusions are commoner in late life. Early waking, weight loss, and a higher suicide rate

with more lethal methods and less warning.

G E R I AT R I C  D E P R E S S I O N :  T H E  PAT H WAY

SCREEN THE BODY AND THE DRUG CHART

thyroid, B12, sodium, anaemia, and every drug that can lower mood

STRATIFY: SEVERITY, PSYCHOSIS, RISK, INTAKE

suicidal intent, refusal to eat, cognitive impairment, who is at home

MILD TO MODERATE

psychological therapy and

activity, or one antidepressant

carried to a full dose

SEVERE

antidepressant, adding an

antipsychotic if psychotic;

review at four to six weeks

URGENT

ECT for stupor, refusal to

eat, psychosis or high

suicidal risk: fast and safe

Exit rule: continue at least a year after a first late-life episode, and treat the isolation, the pain and the carer's exhaustion alongside.

Fig 066.1 The body and the drug chart sit above the fork, not beside it.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 63 insomnia in the elderly Slot III - 61 medicolegal aspects of dementia SPRINT

Day 29, consultation-liaison and geriatric psychiatry

Two forms worth naming. Depression with reversible cognitive impairment, where effort is poor but

recognition is preserved and the complaint is louder than the deficit; and vascular depression, of late

onset, with executive dysfunction, white matter change and a poorer drug response.

The prescribing challenge, as a principle. Start low and go slow, but arrive at a full dose for a full

duration: undertreatment is the commoner error at this age. Watch hyponatraemia, falls, QT

prolongation, and anticholinergic burden summed across the whole chart rather than drug by drug.

The presentation described as different from younger-adult depression, in named ways rather than as

"atypical".

Undertreatment named alongside start low and go slow. Quoting only the caution is the half answer.

ECT placed as fast and safe in late life, not as a last resort after everything else has failed.
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ECT and neurostimulation

8
SLOTS IN THIS BOOK

7.9%
SHARE OF THE

HUNDRED

III-67
FIRST SLOT

III-74
LAST SLOT

HIGH 1 SINGLE 7

R E V I S I O N  O R D E R

The two ECT slots first: they are the ones a board is most likely to set. Then the non-convulsive

devices as one group, because they are asked as a group. Ketamine and the subspecialty slot last.

W H AT  I S  I N  T H I S  A R E A

ECT indications and contraindications, unilateral ECT and electrode placement, rTMS,

transcranial direct current stimulation, vagus nerve and deep brain stimulation, ketamine,

interventional psychiatry as a subspecialty, and ECT inside a prevention and rehabilitation

frame.
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Discuss indications and contraindications of Electro convulsive therapy. [10]

10 ECT AND NEUROSTIMULATION KNRUHS,  RGUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 What it is The treatment defined, and the law it is given under

3 Indications By urgency first, then by diagnosis

3 Contraindications None absolute; the risk list and what each changes

2 What decides it Speed, refractoriness, consent, the Act's limits

T H E  D E F I N I T I O N

A generalised cerebral seizure of adequate duration, induced by a brief pulse stimulus to the scalp

under general anaesthesia and muscle relaxation. Modified ECT is the only lawful form: the Mental

Healthcare Act 2017, Section 95, bars ECT without anaesthesia and relaxants, and bars it for a minor

except with guardian consent and the Board's prior permission.

DOMAIN THE CONCERN WHY IT MATTERS WHAT CHANGES

Intracranial Space-occupying lesion, raised

pressure

Surge in cerebral blood flow

and pressure

Neurosurgical opinion

first

Cardiac Recent infarct, unstable angina,

arrhythmia

Vagal bradycardia, then a

sympathetic surge

Cardiology input, rate

control

Vascular Aortic or cerebral aneurysm Transient rise in arterial

pressure

Pressure controlled

through the fit

Endocrine Pheochromocytoma Catecholamine release Alpha blockade before

treatment

Ocular, respiratory Retinal detachment, unstable air‐

way disease

Pressure change, anaesthet‐

ic risk

Specialist opinion, then

optimise

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 73 unilateral ECT and electrode placement Slot III - 70 ECT across prevention and treatment

SPRINT Day 27, ECT and neurostimulation

Urgent, where delay is itself the danger. Sustained high suicidal intent, refusal of food and fluids,

stupor, malignant catatonia, severe puerperal illness, and neuroleptic malignant syndrome.

Established by diagnosis. Severe depression, especially with melancholic or psychotic features; mania

that is unresponsive or exhausting; catatonia of any cause; schizophrenia with catatonic or affective

features, or persistent drug resistance.

There is no absolute contraindication. Raised intracranial pressure with a space-occupying lesion

comes nearest. Everything else is a risk to be quantified with the anaesthetist and consented to, not a

bar.

The Act named, not implied. Unmodified ECT is unlawful, and a minor needs guardian consent and the

Board's prior permission.

Indications ordered by urgency before diagnosis. The emergency list separates a top answer from a

recalled one.

"No absolute contraindication" written as a sentence, with raised intracranial pressure named as the

nearest thing to one, and the amber rows read as modifiers of preparation rather than bars.
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Transcranial direct current stimulation; Discuss the current status with
evidences. [10]

10 ECT AND NEUROSTIMULATION KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What it is The method, the dose, and how it differs from rTMS

5 The evidence Indication by indication, each with its study type

2 Where it stands Regulation, safety, and Indian availability

1 What is unsettled One honest sentence about the field

INDICATION WHAT IS CLAIMED EVIDENCE SO FAR STATUS

Unipolar depression Antidepressant effect as

monotherapy or add-on

Several sham-controlled tri‐

als and meta-analyses of

them

Best supported use

Auditory hallucinations Fronto-temporal montage re‐

duces voices

Small randomised trials,

replication uneven

Promising, contested

Negative symptoms Prefrontal anodal stimulation Small trials, short follow-up Trial stage

Craving in substance use Reduced cue-induced craving Short crossover studies, soft

endpoints

Trial stage

Cognition, obsessive-com‐

pulsive disorder

Working memory, symptom

reduction

Exploratory, heterogeneous

montages

Promising only

S TAT U S :  W H E R E  T H I S  S I TS  TO DAY

Safety is the strong part of the record: no seizures at conventional dose, and adverse effects limited to

itching, tingling and transient erythema under the pads. Efficacy is the weak part. Trials are small,

montages and session counts differ, and blinding is imperfect. It is not an approved standalone

treatment in Indian practice, and its place is adjunctive and largely within research and specialist

settings. It does not displace ECT where speed matters, or rTMS where the evidence base is larger.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 69 rTMS principle and utility Slot III - 72 interventional psychiatry SPRINT

Day 27, ECT and neurostimulation

The method. A weak constant current, usually 1 to 2 mA, passed between two scalp electrodes for 20 to

30 minutes daily. It does not induce a seizure and does not fire neurons; it shifts resting membrane

potential, so the anode raises and the cathode lowers cortical excitability. Effects outlast the session

through synaptic plasticity.

The usual montage. Anode over the left dorsolateral prefrontal cortex, cathode over the right, given in

a course of ten to twenty sessions. Portable, cheap, needs no anaesthesia, and can in principle be

delivered outside a procedure room.

Subthreshold, not suprathreshold. Saying it modulates excitability rather than inducing firing is the

sentence that shows the mechanism is understood.

Each indication tied to its study type. A named use with no design behind it earns nothing on this

archetype.

Status separated from promise, and safety separated from efficacy.

One honest unsolved line: heterogeneity of montage and dose is why the trials do not converge.
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Discuss the principle of RTMS, indications and utility in clinical practice.
[3+2+5]

3 + 2 +  5 ECT AND NEUROSTIMULATION DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

3 Principle Induction, coil, depth, and how the dose is set

2 Indications One established use, the rest ranked below it

3 Utility Answered as a comparison with ECT, not as a list

2 Limits and safety Seizure risk, the implant screen, durability

T H E  P R I N C I P L E

A brief high current pulse through a coil on the scalp creates a rapidly changing magnetic field. The

field crosses skull and scalp without attenuation and induces a secondary electric current in the

cortex beneath it, which depolarises interneurons a few centimetres deep. This is Faraday induction,

not conduction of electricity through the head. A figure of eight coil focuses the field, and the dose is

set as a percentage of that person's resting motor threshold.

USE TARGET AND DIRECTION EVIDENCE WHERE IT SITS

Resistant depression Left prefrontal, excitatory Largest randomised base The established use

Auditory hallucinations Left temporoparietal,

inhibitory

Several trials, modest

effect

Adjunct

Obsessive-compulsive

disorder

Supplementary motor,

orbitofrontal

Smaller randomised trials Adjunct in resistance

Negative symptoms,

craving

Prefrontal, excitatory Mixed and exploratory Trial stage

Utility is judged against the alternative: slower and weaker than ECT, better tolerated, and useless when the patient cannot

wait four weeks.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 68 transcranial direct current stimulation Slot III - 72 interventional psychiatry SPRINT

Day 27, ECT and neurostimulation

Frequency decides direction. High frequency, 5 Hz and above, raises cortical excitability; 1 Hz lowers

it. Intermittent theta burst is the short excitatory protocol, continuous theta burst the inhibitory one.

The depression protocol. High frequency over the left dorsolateral prefrontal cortex, or 1 Hz over the

right, on consecutive working days for four to six weeks. No anaesthesia, no seizure, no memory cost,

so the patient drives home.

The one serious risk is a seizure. Rare, and almost always during the session. Screen for ferromagnetic

implants near the head, cochlear implants and implanted pulse generators. Hearing protection is worn.

Faraday induction named, with the coil, the depth and the motor threshold. "Magnetic stimulation"

without the induced current is a half answer.

Frequency mapped to direction of effect, and the side that goes with each.

Utility written as a comparison with ECT. Speed, severity and memory are the three axes an examiner is

checking.

Seizure risk and the implant screen, one line each, before the answer ends.
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a) Describe terms prevention, treatment and rehabilitation in context of
psychiatry. b) Impact of ECT in these terms. [5+5]

5 + 5 ECT AND NEUROSTIMULATION DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The axis Defined by when a service acts

3 What each level does The content of all three, with examples

3 ECT at each level Drawn: none, most, and indirect

2 The honest limit Where ECT is not prevention at all

Caplan's three levels, and where ECT actually lands

One axis: how far the illness has already travelled, and the honest weight of ECT at each level.

The decision drawn: which level a treatment belongs to

A treatment is placed by the moment it acts, not by how good it is.

T H E  T H R E E  L E V E L S  O F  P R E V E N T I O N  I N  P S Y C H I AT R Y

PRIMARY

before onset

target: incidence

promotion, perinatal care,

means restriction, schools

SECONDARY

early in the episode

target: prevalence

detection, prompt and full

treatment, relapse cover

TERTIARY

after the episode

target: disability

rehabilitation, skills,

supported work, family

ECT: NO ROLE

nothing here prevents a

first episode; maintenance

ECT prevents the next

ECT: THE MAIN ROLE

fastest remission where

delay is the danger: stupor,

suicidal risk, catatonia

ECT: INDIRECT

no rehabilitative action;

by shortening the episode

it lowers what is left

What this figure deliberately does not claim

No ranking against drugs, no schedule, and no claim that ECT prevents illness. Placement, not merit.

Indigo: the level and its target Amber: where ECT carries the marks Red: what is not claimed

Fig 070.1 The levels read left to right as the illness advances, with ECT placed under each rather than praised in

general.

The axis. Caplan placed a service by the moment it acts. Primary acts before onset and lowers

incidence; secondary acts early and lowers prevalence by shortening the episode; tertiary acts after it

and lowers disability.

Treatment is not a fourth level. It is the instrument secondary prevention uses, and it counts as

prevention only because it shortens the episode and prevents the next.
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W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 67 indications and contraindications of ECT Slot III - 73 unilateral ECT and electrode placement

SPRINT Day 39, community psychiatry and public health

The axis stated before the levels, with Caplan named.

ECT placed, not praised. The answer that says it has no primary preventive role is the one that has

understood part b.

Maintenance and tertiary answered honestly. Maintenance ECT prevents the next episode, not the first,

and ECT shortens the episode that rehabilitation must then repair.
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Vagus Nerve stimulation and Deep Brain Stimulation. [10]

10 ECT AND NEUROSTIMULATION RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Both defined Implanted, reversible, adjustable: that is the shared axis

3 Vagus nerve stimulation Hardware, mechanism, use, adverse effects

3 Deep brain stimulation Targets, use, adverse effects

2 Selection and the law Who qualifies, and why this is not psychosurgery

T H E  D E F I N I T I O N

Two implanted neuromodulation treatments for severe treatment-resistant illness. Vagus nerve

stimulation delivers chronic intermittent pulses to the left cervical vagus from a generator in the

chest wall. Deep brain stimulation delivers continuous adjustable stimulation from electrodes placed

stereotactically in a defined subcortical target. Neither destroys tissue, and both are reversible and

adjustable. That is what separates them from the ablative operations they replaced.

FEATURE VAGUS NERVE STIMULATION DEEP BRAIN STIMULATION WHAT FOLLOWS

Where it acts Left cervical vagus, afferents to

the brainstem and on to limbic

cortex

Subcallosal cingulate, ventral

capsule and striatum, nucleus

accumbens

Target choice is the

whole of the second

Onset Slow: months, still improving at

a year

Weeks, and adjustable at each

visit

Changes who can wait

for it

Psychiatric use Adjunctive in resistant

depression

Refractory obsessive-compulsive

disorder best supported

Evidence is uneven in

both

Adverse effects Voice change, hoarseness, cough,

breathlessness while stimulating

Haemorrhage, infection, hard‐

ware failure, hypomania at some

targets

One is a nuisance, one is

surgical

Neurological use Refractory epilepsy Parkinson disease, dystonia,

tremor

Both entered psychiatry

from neurology

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 72 interventional psychiatry Slot III - 69 rTMS principle and utility SPRINT

Day 27, ECT and neurostimulation

Selection is the hard part. Both require a documented, adequate trial of established treatments, a

stable diagnosis, capacity, and formal multidisciplinary and ethical review. Neither answers a first

refractory episode.

Not psychosurgery, in law. The Mental Healthcare Act 2017, Section 96, reads on interventions

designed to destroy brain tissue or its functioning, and requires informed consent and the Board's

approval. Stimulation destroys nothing, so it falls outside that definition while still needing consent

and oversight on ordinary grounds.

Each defined by what is stimulated and where the hardware sits, not by the abbreviation.

Reversible and adjustable, written as the reason these replaced ablative surgery.

Onset separated: months against weeks, and what that does to selection.

The legal line. Destruction of tissue is what the psychosurgery provision turns on.
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Write briefly about Interventional Psychiatry as a subspecialty of psychiatry.
[10]

10 ECT AND NEUROSTIMULATION WBUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What it is Defined by how treatment is delivered, not by diagnosis

3 What it contains Four families, an example in each

3 Why it separated out Refractoriness, and what a procedure needs that a clinic lacks

2 What it demands Skills, governance, and the honest evidence line

T H E  D E F I N I T I O N

The subspecialty that delivers device-based and procedure-based treatments for severe or treatment-

resistant mental illness, in a setting built for anaesthesia, monitoring, consent and audit. Its unit of

practice is a procedure with a dose, a checklist and a recovery period, rather than a prescription.

FAMILY EXAMPLES WHAT IS DELIVERED SETTING

Convulsive ECT, magnetic seizure therapy An induced generalised

seizure

Anaesthesia and

recovery

Non-invasive

modulation

rTMS, theta burst, transcranial di‐

rect current stimulation

Subconvulsive cortical

modulation

Outpatient chair

Implanted modulation Vagus nerve stimulation, deep

brain stimulation

Chronic stimulation from

implanted hardware

Theatre, then clinic

Procedural

pharmacology

Intravenous ketamine, intranasal

esketamine, intravenous

clomipramine

A drug given under

observation

Day care with

monitoring

Amber marks the two families that cannot be delivered in an ordinary consulting room, which is the argument for a

subspecialty.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 71 vagus nerve and deep brain stimulation Slot III - 74 ketamine in psychiatry SPRINT

Day 27, ECT and neurostimulation

Why it separated out. A large share of depressive illness does not remit after two adequate drug trials.

The treatments that answer that are procedures, and procedures need rooms, trained staff, checklists

and outcome audit.

The failure mode is enthusiasm. A device with a plausible mechanism and thin trials is still

experimental. Ranking the families by evidence, rather than by novelty, is what a good answer does

here.

Defined by delivery, not by diagnosis. Procedures rather than drug classes is the organising idea.

The four families named, with an example in each. A list of devices with no grouping reads as recall.

The infrastructure argument. Anaesthesia, monitoring, consent and audit is why this is a subspecialty

and not a technique.

Evidence weight kept honest across established, adjunctive and experimental.
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Advantages of Unilateral Electroconvulsive Therapy and electrode placement
for the procedure. [10]

10 ECT AND NEUROSTIMULATION RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Why unilateral Dominant hemisphere spared: the whole rationale

3 The placements All three drawn, each with its surface landmark

3 Advantages Cognitive, and stated as differences not as praise

2 The condition Suprathreshold dosing, and when bitemporal still wins

T H E  R AT I O N A L E

The right hemisphere is non-dominant for language in most people. Both electrodes over it still

induce a generalised seizure, but current density over the left temporal structures that carry verbal

memory is much lower. Same treatment, different cost to memory.

T H E  T H R E E  P L A C E M E N T S ,  S E E N  F R O M  A B O V E ,  N O S E  AT  T H E  T O P

BITEMPORAL

R L

2.5 cm above the midpoint of

canthus to tragus, both sides

BIFRONTAL

R L

5 cm above the outer canthus

on each side, vertically

RIGHT UNILATERAL

R L

right frontotemporal, plus one

2.5 cm right of the vertex

Amber is the placement asked about. Wide separation is what drives current through the hemisphere rather than across the scalp.

Fig 073.1 The d'Elia position is defined by the separation of the two electrodes as much as by either landmark.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 67 indications and contraindications of ECT Slot III - 70 ECT across prevention and treatment

SPRINT Day 27, ECT and neurostimulation

The advantage is cognitive. Less retrograde and anterograde memory impairment, shorter post-ictal

disorientation and faster reorientation than bitemporal, at equal antidepressant efficacy when the dose

is adequate.

The dose is the condition. Unilateral works only well above seizure threshold, conventionally about six

times it, so the threshold is titrated at the first session. Given near threshold it is a weak treatment with

a good side effect profile, which is the worst of both. Bitemporal is still chosen where speed outweighs

memory.

Each placement given with its surface landmark, not just its name.

The dose condition stated alongside the placement. Unilateral without suprathreshold dosing is the

commonest error here.

The advantage specified as memory and reorientation, not vague tolerability.
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Ketamine in Psychiatry. [10]

10 ECT AND NEUROSTIMULATION RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What it is Receptor, origin, and why it changed the field

3 Mechanism Blockade, glutamate surge, synaptic repair

3 Uses, dose, route Each use with its dose and its time course

2 Limits Durability, adverse effects, and control status

T H E  D E F I N I T I O N

A non-competitive antagonist at the NMDA glutamate receptor, in anaesthetic use since the 1960s

and repurposed as a rapid-acting antidepressant. One subanaesthetic dose lifts mood within hours in

illness that has not responded to conventional drugs, which broke the assumption that

antidepressant action must take weeks.

USE DOSE AND ROUTE TIME COURSE EVIDENCE

Resistant depression Racemic ketamine 0.5 mg per

kg intravenously over 40

minutes

Response in hours, peak

near 24 hours

Several randomised

trials

Resistant depression Esketamine, intranasal, along‐

side an oral antidepressant

Slower and steadier than

intravenous

Registration trials

Acute suicidal ideation Single infusion, within an

admission

Ideation falls faster than

mood

Short follow-up only

Anaesthesia for ECT Anaesthetic dose, by the

anaesthetist

Does not raise seizure

threshold

Long anaesthetic

record

P I T FA L L

Dissociation, a rise in blood pressure and pulse, nausea and transient anxiety are expected effects of a

monitored dose. Cystitis, hepatobiliary injury and dependence belong to heavy recreational use.

Confusing the two lists, or forgetting that it is a controlled substance, both lose marks.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 72 interventional psychiatry Slot III - 67 indications and contraindications of ECT SPRINT

Day 12, mood disorder pharmacotherapy and resistance

The mechanism as taught. Blockade on inhibitory interneurons releases a glutamate surge, which

drives AMPA receptor throughput, brain-derived neurotrophic factor release and mTOR signalling,

and restores prefrontal synaptic connections within hours.

The problem is durability, not response. The effect fades over three to seven days, so treatment is a

course, commonly twice weekly, and the answer must say what maintains the gain afterwards.

The receptor named, and the surge that follows it. Antagonism alone does not explain an antidepressant

effect.

Dose, route and time course written down, not gestured at.

The anti-suicidal effect kept separate from the antidepressant effect.

Durability named as the limitation, with a maintenance plan implied.
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Emergency psychiatry

7
SLOTS IN THIS BOOK

6.5%
SHARE OF THE

HUNDRED

III-75
FIRST SLOT

III-81
LAST SLOT

HIGH 2 RECURRENT 1 SINGLE 4

R E V I S I O N  O R D E R

Suicide risk assessment first, and reuse its structure for the three other suicide slots. Catatonia

and NMS next, as one differential. Restraint last, and it is a short structured answer.

W H AT  I S  I N  T H I S  A R E A

Suicide risk assessment, suicide in children, deliberate self-harm in adolescents, family and mass

suicide, catatonia, neuroleptic malignant syndrome and restraint.
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Discuss the assessment of suicide risk. [10]

10 EMERGENCY PSYCHIATRY KNRUHS,  KUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 What is assessed A formulation of drivers, not a probability

3 The interview What is asked, and in what order

3 The domains Static, dynamic, warning, contextual, protective

2 The output Safety plan, means restriction, dated follow-up

W H AT  I S  B E I N G  A S S ES S E D

Not a probability. A suicide risk assessment names this person's current drivers, their access to means,

and what would have to change for them to be safer. The interview is itself the instrument, and

asking directly about suicide does not plant the idea.

DOMAIN WHAT IT COVERS WHAT IT IS FOR WEIGHT

Static Previous attempt, chronic illness, family

history, age and sex

Sets the baseline Previous attempt is the

strongest single item

Dynamic Depression severity, hopelessness, psy‐

chosis, intoxication, pain, insomnia

Treatable Where the plan actually

acts

Warning signs Rehearsal, final acts, giving things away,

sudden calm, stated intent

Shifts over hours Drives the immediate

decision

Contextual Access to means, isolation, recent loss,

discharge, debt

Partly removable Means restriction sits

here

Protective Dependants, responsibilities, faith, help-

seeking, engagement

Modifies risk Never a reason to dis‐

charge on its own

P I T FA L L

Sorting people into low, medium and high risk does not predict who will die, and a low-risk label has

been used to justify discharge. Assess drivers and modify them rather than grading and filing. A no-

suicide contract is not a safety plan and has no evidence behind it.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 80 adolescent with deliberate self-harm Slot III - 79 suicide in children SPRINT

Day 18, impulse-control disorders and suicide

The interview, in order. Normalise, then thoughts, then intent, then plan, then preparation and

rehearsal, then access to means, then what has held them back so far. Corroborate with a relative

wherever possible.

Instruments support, they do not decide. Structured tools are described here, not reproduced. They

organise the interview; they do not carry the decision.

Risk written as a formulation with named drivers, not as a category.

The direct questions written out in order, with the myth about planting the idea answered.

Means restriction and a dated follow-up carried into the disposition. An assessment that ends at a

label is unfinished.
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Enumerate catatonic symptoms and describe the management of Catatonia.
[10]

10 EMERGENCY PSYCHIATRY KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The signs Enumerated in groups, not as one long list

2 Recognition Screening, and the workup that must run alongside

4 The pathway The flowchart: stop, challenge, titrate, escalate

2 The malignant form What changes when fever and rigidity appear

Catatonia: the signs grouped, then the pathway

Benzodiazepine first, ECT early, and no antipsychotic until the picture is clear.

The decision drawn: what to give, and what to take away

The first act is subtraction: a dopamine blocker can convert this syndrome into its malignant form.

T H E  S I G N S ,  I N  T H R E E  G R O U P S

MOTOR

stupor, catalepsy, waxy

flexibility, posturing,

stereotypy, mannerism,

grimacing, agitation

SPEECH AND WILL

mutism, negativism,

echolalia, echopraxia,

verbigeration, automatic

obedience, ambitendency

MALIGNANT FEATURES

fever, autonomic

instability, rigidity,

raised creatine kinase,

delirium: an emergency

T H E  PAT H WAY ,  T O P  T O  B O T T O M

STOP THE ANTIPSYCHOTIC, SCREEN THE BODY

vitals, creatine kinase, sodium, glucose, imaging, electroencephalogram

LORAZEPAM CHALLENGE, 1 TO 2 MG

intravenous or intramuscular; read the response at five to ten minutes

RESPONDS

titrate lorazepam to 6 to 16 mg a day

in divided doses, then treat the

disorder underneath it

NO RESPONSE BY 48 TO 72 HOURS

bitemporal ECT, and it is the first

choice from the outset in the

malignant form, not a last resort

Throughout: hydration, nutrition, thromboprophylaxis, pressure care, aspiration precautions. Catatonia kills through its complications.

Fig 076.1 Signs above, pathway below, the two branches decided by one challenge dose.

Catatonia is a syndrome, not a diagnosis. It occurs in mood disorder more often than in schizophrenia,

and in medical, neurological and autoimmune illness, so it is screened for rather than waited for.

The challenge test is diagnostic and therapeutic at once. A partial response within ten minutes of 1 to

2 mg of lorazepam supports the diagnosis and starts the treatment.
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P I T FA L L

Malignant catatonia and neuroleptic malignant syndrome overlap so closely that some regard them

as one condition. With fever, rigidity and autonomic instability, stop the antipsychotic and move to

ECT early.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 77 neuroleptic malignant syndrome Slot III - 67 indications and contraindications of ECT SPRINT

Day 10, other psychotic disorders and catatonia

The signs enumerated in groups. Twelve names in one undifferentiated list reads as recall.

The lorazepam challenge with its dose, route and reading time.

ECT placed early and named as first choice in the malignant form, with supportive care written down

because immobility is what kills.
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Neuroleptic malignant syndrome [10]

10 EMERGENCY PSYCHIATRY KUHS -  3  APPEARANCES,  3  OF 78 SESSIONS

S K E L E T O N

2 Definition The tetrad, and its time relation to the drug

3 Risk and laboratory Who gets it, and what supports the diagnosis

3 What must be excluded There is no confirmatory test, so exclusion is the work

2 Management and after In order, ending with the rechallenge rule

T H E  D E F I N I T I O N

An idiosyncratic and potentially fatal reaction to dopamine blockade: hyperthermia, generalised lead

pipe rigidity, altered sensorium and autonomic instability, arising within two weeks of a dopamine

antagonist being started or raised, or of a dopamine agonist being withdrawn.

AXIS WHAT IS FOUND WHAT IT IS FOR WEIGHT

Risk High potency or parenteral antipsychotic,

rapid titration, agitation, dehydration,

catatonia, prior episode

Dates the exposure The drug history

dates the syndrome

Laboratory Creatine kinase often above 1000 units

per litre, leucocytosis, low serum iron,

myoglobinuria, acidosis

Supports There is no confirma‐

tory test

Complications Rhabdomyolysis, acute kidney injury, aspi‐

ration, venous thromboembolism,

coagulopathy

Sets the monitoring These, not the fever,

kill

Exclusions Serotonin syndrome, malignant catatonia,

malignant hyperthermia, anticholinergic

toxicity, infection, heat stroke

Each is treated

differently

Exclusion is the

diagnosis

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 76 catatonia and its management Slot III - 67 indications and contraindications of ECT SPRINT

Day 9, antipsychotics and adverse effects

Management, in order. Stop the antipsychotic and any lithium or anticholinergic; move to a monitored

bed; cool, hydrate and correct electrolytes; add bromocriptine or amantadine, and dantrolene where

rigidity and creatine kinase are extreme; ECT where the picture is refractory or overlaps with

malignant catatonia.

Rechallenge is part of the answer. Wait at least two weeks after full resolution, choose a lower potency

agent, start low, titrate slowly, and monitor temperature and creatine kinase.

The tetrad named as a tetrad, with its time relation to the drug in the same sentence.

"No confirmatory test" written down, with the laboratory findings placed as supporting rather than

diagnostic.

The rechallenge rule, which most answers never reach.
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Role of psychiatrist in family suicide. How it is different from mass suicide.
What are preventive factors. [10]

10 EMERGENCY PSYCHIATRY MUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Both defined Name the axis, and say the boundary is contested

4 The grid Domain by domain, with the discriminators marked

2 The role in each Individual work against population work

2 Prevention Population measures, means restriction named first

DOMAIN FAMILY SUICIDE MASS SUICIDE WHAT SETTLES IT

The group One household, bound by

kinship

A congregation or crowd,

unrelated

Kinship against

ideology

The driver Debt, dishonour, illness in a

dominant member, despair over

dependants

Belief, charismatic leadership,

group contagion

Private shame against

shared belief

Consent Children and dependants can‐

not consent, so the deaths are

homicide in law

Adults usually consenting, coer‐

cion variable

The legal reading differs

entirely

How it reaches

care

Through an index patient or a

survivor

Through media and community

alarm

Different entry point

The role Risk assessment, safeguarding

the dependants, treating the in‐

dex illness

Public health, media liaison,

contagion control, postvention

Individual work against

population work

P R E V E N T I V E  FACTO RS

Means restriction first: pesticide regulation and secure storage carry the largest effect in Indian data.

Then debt relief and distress schemes where indebtedness is the driver; responsible media reporting,

since detailed coverage of method and place drives imitation; gatekeeper training and accessible

helplines; and the Mental Healthcare Act 2017, Section 115, which presumes severe stress in anyone

who attempts suicide and removes the criminal shadow that kept families from asking for help.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 75 assessment of suicide risk Slot III - 79 suicide in children SPRINT

Day 18, impulse-control disorders and suicide

The terms, and the honesty they need. Usage is not settled. Family suicide describes a household dying

together, commonly with one dominant instigator and dependants who cannot truly consent. A suicide

pact is a mutual agreement, usually between two adults. Mass suicide is a larger group outside a

household, moving together under a belief or a leader. Saying the boundaries are contested is a mark,

not a hedge.

Both terms defined before the grid, with the contested boundary stated in one line.

The consent difference made explicit. Dependent children turn a family death into a homicide question,

and that changes everything downstream.

Prevention answered at population level, with means restriction named first rather than last.
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Suicide in children. [10]

10 EMERGENCY PSYCHIATRY RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The developmental frame Why it is rare early and rises through adolescence

3 Risk factors By domain, and where each one is elicited

3 How it presents Atypical, and what that does to the interview

2 What is done Treat, restrict means, plan, refer, follow up

T H E  D E V E LO P M E N TA L  F R A M E

Suicide is rare before puberty and rises steeply across adolescence. The rarity is developmental rather

than protective: a younger child's grasp of death as final and irreversible is incomplete, methods are

less available, and intent is harder to hold over time. The rise tracks the arrival of mood disorder,

impulsivity, autonomy and access.

DOMAIN WHAT RAISES RISK WHERE IT IS

FOUND

WEIGHT

Psychiatric Depression, previous attempt, substance use,

conduct problems, neurodevelopmental

conditions

Direct interview Previous attempt is

the strongest item

Family Bereavement, parental mental illness, family

history of suicide, conflict, harsh discipline

Carer interview Corroboration is

essential

Adversity Physical, sexual and emotional abuse, ne‐

glect, bullying including online

Alone, without the

carer

Surfaces only in a

private interview

Situational Examination failure, humiliation, relation‐

ship breakdown, pesticide or medicines at

home

Home and school

enquiry

Means restriction acts

here

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 80 adolescent with deliberate self-harm Slot III - 75 assessment of suicide risk SPRINT

Day 18, impulse-control disorders and suicide

Presentation is atypical. Irritability, behavioural change, falling school performance, somatic

complaints and withdrawal more often than a stated wish to die. Direct enquiry is still needed, in the

child's own words.

What is done. Treat the disorder, restrict the means at home with the carer present, write a safety plan

with both, involve the school, and refer for safeguarding where abuse is disclosed. Follow up within a

week, not a month.

The developmental frame stated before the risk list. It converts a list into an explanation.

The child interviewed alone, written as a step. Abuse and bullying surface nowhere else.

Means restriction at home and a named follow-up interval, written into the plan rather than implied.
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Evaluation of an adolescent with deliberate self-harm [10]

10 EMERGENCY PSYCHIATRY KUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The sequence Medical first, alone second, carer third

3 The act Intent read from what was done, not from what is said

3 Person, context, function Why this act, in this person, on this day

2 Disposition and duties Admit or discharge, and what the law requires

T H E  S E QU E N C E

Medical stabilisation first, and psychosocial assessment once the acute effects of the act have cleared.

Interview the adolescent alone before interviewing the carer, and say at the start what will be kept

private and what will not. An assessment done through a parent, or done while the patient is still

drowsy, is not an assessment.

AXIS WHAT IS EXAMINED THE OPENING

QUESTION

WEIGHT

The act Planning, precautions against discovery,

method, expectation of death, final acts,

regret now

"What did you think

would happen?"

Intent is read from the

act

The person Depression, psychosis, substance use, neu‐

rodevelopmental condition, previous self-

harm

"Has this happened

before?"

Repetition predicts

repetition

The context Family conflict, abuse, bullying, examina‐

tion pressure, relationship breakdown

"What was happening

that day?"

Where the plan will act

The function Affect regulation, communication, escape,

self-punishment

"What did it do for

you?"

Separates self-harm

from an attempt

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 75 assessment of suicide risk Slot III - 79 suicide in children SPRINT

Day 18, impulse-control disorders and suicide

Two constructs, not one. Non-suicidal self-injury regulates affect and tends to repeat; a suicide attempt

intends death. They coexist in the same adolescent, and the management differs, so the distinction is

drawn explicitly rather than assumed.

The duties that follow. The Mental Healthcare Act 2017, Section 115, presumes severe stress and bars

prosecution. Sexual abuse disclosed in the interview triggers a mandatory report under the Protection

of Children from Sexual Offences Act 2012. A child unsafe at home is a child protection referral, not a

discharge.

The order stated: medical, then the adolescent alone, then the carer, with confidentiality framed at the

start.

Intent inferred from the act, with the markers named rather than gestured at.

Disposition written out: means restriction, a carer conversation, a safety plan and a dated follow-up.
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Use of restraints in Psychiatric Emergencies. Advantages and Complications.
[10]

10 ASKED AT 7 MARKS EMERGENCY PSYCHIATRY

TN-MGRMU -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 What restraint is Four kinds, named separately

2 The legal frame What the Act bars outright, and what it permits

3 Advantages Time-limited and purpose-bound, never general

3 Complications Physical, psychological, and at service level

T H E  D E F I N I T I O N  A N D  T H E  L AW

Restraint covers physical holding, mechanical devices, chemical restraint by rapid tranquillisation,

and seclusion. The Mental Healthcare Act 2017 prohibits chaining in any form under Section 95, and

under Section 97 bars seclusion and solitary confinement outright while permitting physical restraint

only as the last means of preventing imminent harm, authorised by the psychiatrist in charge,

recorded, reported to the Board, and never used for punishment or staff convenience.

AXIS ADVANTAGE CLAIMED COMPLICATION WEIGHT

Immediate

safety

Prevents assault, absconding

and self-injury in the minutes

before treatment acts

Positional asphyxia, aspiration,

fracture, nerve and soft tissue in‐

jury during the hold

Prone holding is the

one that kills

Enabling care Permits examination, venous

access and essential treatment

Rhabdomyolysis, venous throm‐

boembolism, pressure injury, dehy‐

dration, hyperthermia

Duration multiplies

every risk

Predictability A rehearsed, time-limited pro‐

cedure beats an unplanned

struggle

Retraumatisation, loss of trust, dis‐

engagement, especially after abuse

Recorded in the rela‐

tionship too

Service level Buys time for de-escalation and

for medication to work

Becomes a substitute for staffing,

training and ward design

Rising rates are a ser‐

vice defect

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 76 catatonia and its management Slot III - 77 neuroleptic malignant syndrome SPRINT

Day 25, Mental health legislation and forensic psychiatry

What makes it defensible. De-escalation attempted and recorded first; the least restrictive option; a

named time limit with review; continuous observation with airway, circulation and posture monitored;

the indication documented; and a debrief with the patient afterwards.

Chemical restraint is restraint. Rapid tranquillisation carries over-sedation, respiratory depression,

hypotension, dystonia and QT prolongation, and is governed by the same rules as a mechanical device.

Calling it treatment does not exempt it.

The four kinds named separately, with the Act's prohibitions stated exactly rather than paraphrased as

"restraint is discouraged".

Advantages written as time-limited and purpose-bound, never as general benefits.

Physical complications separated from psychological ones, with positional asphyxia named.
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Perinatal and women's mental health

7
SLOTS IN THIS BOOK

6.3%
SHARE OF THE

HUNDRED

III-82
FIRST SLOT

III-88
LAST SLOT

HIGH 1 SINGLE 6

R E V I S I O N  O R D E R

One classification of postpartum illness answers five of these seven slots, so build it once and

reuse it. The bonding slot and the assessment slot are the two that need their own material.

W H AT  I S  I N  T H I S  A R E A

Postpartum psychosis in two slots, postpartum depression, postpartum blues, assessment in the

postpartum period, the psychiatric disorders of pregnancy and childbirth, and the effect of

postpartum illness on infant-mother bonding.
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Describe the assessment of mental illness during postpartum period. [10]

10 PERINATAL AND WOMEN'S MENTAL HEALTH KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 What is different here Four things a general assessment does not carry

3 Timing and the body Onset dates the syndrome; the puerperium is a medical risk period

3 The interview The mother, the infant, and the household around them

2 Red flags What moves this to the same day

W H AT  M A K ES  T H I S  A S S ES S M E N T  D I F F E R E N T

Four things a general psychiatric assessment does not carry: the timing of onset relative to delivery, a

deliberate physical screen because the puerperium is a period of high medical risk, the infant as a

second patient, and a safety triad of suicide, harm to the infant, and neglect.

AXIS WHAT IS ASKED OR DONE WHY WEIGHT

Timing Onset in the first days, within two weeks, or

later in the first year

The syndromes sepa‐

rate on timing

The first discriminator

Physical Temperature, pulse, pressure, bleeding,

haemoglobin, thyroid, glucose, infection

screen

Sepsis, eclampsia, thy‐

roiditis and anaemia

all present as mental

change

Confusion is organic

until proved otherwise

The infant Feeding, weight, who is caring, bonding, and

thoughts about the infant

The infant's safety is

part of the assessment

Asked directly, without

alarm

Screening Brief postnatal instruments, described here

and not reproduced

Finds what an open

question misses

Never a substitute for

the interview

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 83 postpartum psychosis Slot III - 88 postpartum blues SPRINT

Day 28, perinatal and women's mental health

The interview, adapted. Ask about her sleep separately from the infant's; ask about intrusive thoughts

of harm in a way that makes them safe to disclose; ask how she judges her own competence. Take a

collateral history from the partner and the household, since symptoms are under-reported by the

mother herself.

Red flags for same-day action. New or rapidly changing symptoms, perplexity or confusion, pervasive

guilt or hopelessness, estrangement from the infant, and any thought of harm to herself or the infant

carrying intent.

Timing used as the first discriminator, before any symptom list.

The physical screen written as a step, not assumed to have been done by obstetrics.

The infant assessed as a second patient, with the direct question about harm asked and recorded.
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Postpartum Psychosis. [10]

10 PERINATAL AND WOMEN'S MENTAL HEALTH KNRUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition Onset in days, and the frequency quoted as a range

3 Phenomenology Fluctuating, perplexed, and often about the infant

3 Where it belongs An affective illness, and who is most at risk

2 Differential and course Delirium excluded; episode and illness judged apart

T H E  D E F I N I T I O N

An acute psychotic episode arising almost always within the first two weeks after delivery, most

within the first few days, and classically quoted at one to two per thousand deliveries. It is a

psychiatric emergency, because of the risk of suicide and of harm to the infant.

AXIS WHAT IS FOUND WHY IT MATTERS WEIGHT

Risk Bipolar disorder, previous puerperal episode,

primiparity, sleep loss, family history, a

stopped mood stabiliser

Decides who is

watched

Bipolar disorder car‐

ries the highest risk

Differential Delirium from sepsis, eclampsia, thyroid or

electrolyte disturbance, substance

withdrawal

The presentations

overlap

Confusion is investi‐

gated, not assumed

Course Onset in days, resolution over weeks with

treatment, recurrence in a later puerperium

Sets prophylaxis High enough to plan for

Outcome Good for the episode, with continuing risk of

further affective illness

Answers the progno‐

sis part

Episode and illness

differ

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 85 aetiology and management of postpartum psychosis

Slot III - 82 assessment in the postpartum period SPRINT Day 28, perinatal and women's mental health

The picture is unstable. Kaleidoscopic and changing hour to hour, with perplexity and clouding that

resemble delirium, delusions and hallucinations often concerning the infant, and disorganisation.

Insomnia and restlessness are usually the first signs the family notices.

It is mostly a bipolar illness. Most episodes are affective, and most women either have or later declare

bipolar disorder. Treatment and prophylaxis follow that reading rather than a schizophrenia reading,

and saying so is the mark.

Onset timed in days, with the frequency given as a quoted range rather than a bare number.

The bipolar reading stated, because it drives both treatment and prophylaxis.

Delirium excluded explicitly. Perplexity is the shared feature, and the physical causes are the ones that

kill quickly.
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Psychiatric disorders associated with pregnancy and child birth [10]

10 PERINATAL AND WOMEN'S MENTAL HEALTH KUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The axis A timeline from conception to the end of the first year

3 Antenatal Half the answer, and the half most candidates skip

3 Postnatal The three syndromes, separated on timing

2 Loss and context Bereavement after loss, and the Indian risk picture

T H E  F R A M E

Pregnancy is not protective. Ordering the answer by time, from conception to the end of the first

postnatal year, turns a list into a map, and it is also how a clinician actually thinks: what is likely now,

in this woman, at this point.

PERIOD WHAT OCCURS WHAT IS SPECIFIC WEIGHT

Antenatal Depression, anxiety, tokophobia, obsessive-

compulsive disorder, relapse on stopping

medication, substance use

As common as post‐

natal depression, less

often detected

The commonest

missed diagnosis

Around delivery Acute stress and post-traumatic stress after a

frightening or complicated delivery

The event drives it,

not the hormones

Ask about the deliv‐

ery itself

First two weeks Blues, and puerperal psychosis Timing separates

them

Confusion moves it

out of blues

First year Depression, anxiety with intrusive harm

thoughts, bonding disorder

Overlaps with ordi‐

nary exhaustion

Function is the test

Pregnancy loss Grief, depression and anxiety after miscar‐

riage, stillbirth or termination

Often unacknowl‐

edged by the family

Named loss, named

grief

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 86 postpartum depression Slot III - 88 postpartum blues SPRINT

Day 28, perinatal and women's mental health

The Indian context belongs in this answer. Son preference, intimate partner and dowry-related

violence, early marriage, anaemia and undernutrition, and limited say in decisions all raise risk. The

joint household can protect or crowd, depending on the relationships inside it.

The commonest error is starting at delivery. Half the material is antenatal, and an answer that opens

with the blues has already given away those marks.

A timeline used as the organising axis, stated before the first disorder is named.

Antenatal illness given real weight, not one sentence on the way to the puerperium.

Pregnancy loss included, since most answers stop at a live birth.
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Describe the clinical features, aetiology and management of post-partum
psychosis. [10]

10 PERINATAL AND WOMEN'S MENTAL HEALTH

KUHS,  NTRUHS -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 Clinical features One line each, ending with the two risks

3 Aetiology Three groups, with the strongest predictor named

4 Management The flowchart: admit, exclude, treat, escalate

1 Next time Prophylaxis before the next delivery

Postpartum psychosis: what causes it, what to do first

Aetiology across the top, pathway below. The first decision is where she is admitted, not which drug.

The decision drawn: admit with the infant, and treat it as an affective emergency

Separating mother and infant is itself a harm, so it is a decision that has to be argued for rather than assumed.

A E T I O L O G Y ,  T H R E E  C O N T R I B U T I O N S

BIOLOGICAL

abrupt withdrawal of

oestrogen and progesterone,

dopamine sensitivity,

immune and sleep shift

GENETIC AND ILLNESS

bipolar disorder, previous

puerperal episode, family

history: the strongest

predictors of the three

PSYCHOSOCIAL

primiparity, sleep loss,

obstetric complications,

unwanted pregnancy,

marital and family stress

T H E  PAT H WAY ,  T O P  T O  B O T T O M

TREAT AS AN EMERGENCY, ADMIT

mother and infant together where a facility allows; never send her home alone

EXCLUDE AN ORGANIC CAUSE FIRST

sepsis, eclampsia, thyroid, electrolytes, substances, then treat

MEDICATION

antipsychotic, with a benzodiazepine

to restore sleep; lithium where the

feeding decision is made with her

ECT

fast and effective here; chosen for

refusal to eat, stupor, high suicidal

risk, or no response to drugs

Exit rule: recurrence in a later puerperium is high. Plan prophylaxis, protect sleep, and arrange review before the next delivery.

Fig 085.1 Aetiology above, pathway below, with medication and ECT as parallel options rather than a sequence.

The features, one line each. Onset within days of delivery; insomnia and restlessness first; a

fluctuating, perplexed picture with clouding; delusions and hallucinations often about the infant;

disorganisation; and rapid change from hour to hour.

Two risks are asked about by name. Suicide, and harm to the infant. Both are asked directly, recorded,

and used to set the level of observation rather than left as an impression.
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SEE ALSO Slot III - 83 postpartum psychosis as an entity Slot III - 86 postpartum depression SPRINT

Day 28, perinatal and women's mental health

Aetiology answered in three groups, with the bipolar loading named as the strongest single predictor.

Admission written as the first management step, with the infant considered rather than assumed away.

ECT placed as a real early option, not a footnote, and prophylaxis for the next pregnancy stated before

the answer ends.
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Describe the clinical features and management of postpartum depression.
[10]

10 PERINATAL AND WOMEN'S MENTAL HEALTH KUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Clinical features The ones specific to this setting

2 The neighbours Blues one side, psychosis the other

4 Management The flowchart: screen, stratify, treat

2 Feeding, follow-up Lactation principle, and how long to continue

W H AT  S E PA R AT ES  I T  F RO M  I TS  N E I G H B O U RS

Blues peaks around the fifth day and settles within a fortnight untreated. Depression persists past

two weeks, impairs function, and carries guilt and unwanted intrusive thoughts about the infant.

Psychosis adds perplexity, delusions and loss of insight.

M A N A G E M E N T  O F  P O S T PA R T U M  D E P R E S S I O N ,  BY  S E V E R I T Y

CONFIRM, AND EXCLUDE THE PHYSICAL

thyroid and haemoglobin, and place her on the blues to psychosis timeline

STRATIFY BY SEVERITY AND RISK

function, suicidal thoughts, thoughts about the infant, feeding and bonding

MILD

structured psychological

therapy first, protected

sleep, practical help

MODERATE

add an antidepressant;

sertraline is commonly

chosen while feeding

SEVERE

admit; ECT for stupor,

refusal to eat or high

suicidal risk

Exit rule: treat to remission, continue for at least six months, and review the infant's feeding, weight and development.

Fig 086.1 Severity chosen before treatment, with the physical screen above the fork so it cannot be skipped.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 88 postpartum blues Slot III - 87 postpartum illness and bonding SPRINT

Day 28, perinatal and women's mental health

The features that are specific. Guilt attached to being a bad mother; unwanted intrusive harm

thoughts; sleep disturbance beyond what the infant explains; poor bonding; and reduced pleasure in

the baby rather than in life generally.

The lactation principle, not a drug list. Choose the agent with the most data and the lowest relative

infant dose, use the lowest effective dose, and monitor the infant. A mother taken off treatment to

protect feeding is the worse outcome for both.

The three postnatal syndromes separated on timing and function before treatment is named.

Severity used to choose the treatment, with therapy first at the mild end rather than a drug for everyone.

Lactation answered as a principle with the infant monitored, not as a memorised list.
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Influence of Postpartum psychiatric disorders on the process of Infant-
Mother Bonding. [10]

10 PERINATAL AND WOMEN'S MENTAL HEALTH RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Bonding defined And separated from attachment, which is the infant's side

3 Disorder by disorder What each one does to the interaction itself

3 What the infant carries Attachment, development, behaviour, growth

2 Buffer and repair What protects, and why treating the mother is not enough

T H E  T WO  WO R D S  A R E  N OT  I N T E RC H A N G E A B L E

Bonding is the mother's emotional tie to her infant, present or absent from the first days. Attachment

is the infant's developing tie to a caregiver, built over the first year. They run on different clocks, and

postnatal illness can damage the first while the second is still being formed.

DISORDER WHAT IT DOES TO THE INTERACTION WHAT THE INFANT

MEETS

WEIGHT

Depression Withdrawal, flat affect, less looking,

talking and contingent response, or an

intrusive over-stimulating style

An unpredictable

partner

Reduced contingent

response is the

mechanism

Anxiety and obses‐

sional illness

Intrusive harm thoughts drive avoid‐

ance of bathing, changing, or being

alone with the infant

A carer who with‐

draws from care

Avoidance, not

aggression

Psychosis Delusional misidentification, or delu‐

sional beliefs about the infant

Real risk, and a bro‐

ken tie

The only one with an

immediate safety

question

Substance use, severe

personality difficulty

Inconsistent availability and poor

supervision

Neglect and

unpredictability

Overlaps with

safeguarding

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 86 postpartum depression Slot III - 85 aetiology and management of postpartum psychosis

SPRINT Day 28, perinatal and women's mental health

What the infant carries forward. Insecure and disorganised attachment, poorer cognitive and language

development, more behavioural difficulty, and, where care is compromised, faltering growth. Severity

and chronicity predict this better than the diagnostic label does.

What buffers, and what repairs. A second responsive caregiver, marital support and freedom from

poverty all buffer, and in a joint household that second caregiver is often the protective factor. Treating

the mother's illness is necessary and not sufficient: add dyadic and video-feedback work, admit mother

and infant together where possible, and involve the family.

Bonding and attachment defined separately at the start. Using them interchangeably costs the first two

marks.

The mechanism named as reduced contingent responsiveness, not as "the mother is sad".

The repair line. Treating the illness alone does not restore the relationship, so dyadic work is named

explicitly.
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Post partum blues. [10]

10 PERINATAL AND WOMEN'S MENTAL HEALTH RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition and timing Three numbers: onset, peak, resolution

2 Frequency and cause Common enough to be a variation, not a disorder

3 Features Defined as much by what is absent as by what is present

3 Management and

significance

No drug, and the safety net that follows

T H E  D E F I N I T I O N

A transient disturbance of mood in the first days after delivery, beginning around the third day,

peaking near the fifth, and settling by the tenth to fourteenth without treatment. It is quoted

classically as affecting between half and four fifths of mothers, which places it among normal

variations rather than among disorders.

FEATURE WHAT IS SEEN WHAT IS NOT SEEN WEIGHT

Mood Tearfulness, lability, irritability, anx‐

iety, feeling overwhelmed

Sustained low mood that does

not lift with company or good

news

Reactivity is

preserved

Timing Day three to five, gone by day ten to

fourteen

Onset later, or lasting past two

weeks

Duration is the

discriminator

Function Feeding, caring and sleeping

continue

Inability to care for the infant

or herself

Function stays

intact

Cognition and risk Insight retained throughout Guilt, hopelessness, confusion,

delusions, thoughts of harm

Any of these

changes the

diagnosis

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 86 postpartum depression Slot III - 83 postpartum psychosis SPRINT

Day 28, perinatal and women's mental health

Why it happens. The abrupt fall in oestrogen and progesterone after placental separation, on a

background of exhaustion, pain, disturbed sleep and a changed role. No treatment acts on this, and

none is needed.

Management is explanation and support. Normalise it, give the mother and the family the time course,

protect her sleep, arrange practical help, and review. No antidepressant. Reassurance is offered in a way

that still leaves her able to come back.

The timing given as three numbers: onset, peak and resolution. Vague timing is what separates a half

answer here.

Defined by what it lacks as much as by what it shows.

The safety net stated. Blues that outlasts two weeks, deepens, or adds confusion is a different diagnosis,

and blues is itself a risk marker for later depression.
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Autism spectrum disorder

5
SLOTS IN THIS BOOK

4.6%
SHARE OF THE

HUNDRED

III-89
FIRST SLOT

III-93
LAST SLOT

ANCHOR 1 HIGH 1 SINGLE 3

R E V I S I O N  O R D E R

Clinical features first, they carry three of the five slots between them. The pervasive

developmental disorder classification next. Rett last, it is a named-syndrome answer.

W H AT  I S  I N  T H I S  A R E A

Clinical features of autism spectrum disorder, the pervasive developmental disorders, high

functioning autism, the diagnostic criteria for childhood autism, and Rett syndrome.
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Describe the clinical features of autism spectrum disorder. [10]

10 AUTISM SPECTRUM DISORDER

KNRUHS,  KUHS,  TN-MGRMU, WBUHS -  5  APPEARANCES,  5  OF 78 SESSIONS

S K E L E T O N

2 The two domains Named as a dyad, with the counting rule

4 Features by domain Each strand, with the early sign to ask for

2 Severity and specifiers Graded separately for each domain

2 What travels with it The comorbidity that changes the plan

T H E  DYA D,  I N  O N E  B LO C K

Persistent deficits in social communication and social interaction across contexts, with restricted,

repetitive patterns of behaviour, interests or activities. All three social strands are required and two

of the four repetitive strands. Onset is in the early developmental period, though it may be masked

until demand exceeds capacity.

STRAND WHAT IS SEEN EARLY SIGN TO ASK FOR

Reciprocity Little sharing of interest or affect, no back and

forth conversation

No bringing an object to show, by

eighteen months

Nonverbal Reduced eye contact, few gestures, gaze and

speech not integrated

No pointing to share, by twelve

months

Relationships Cannot adjust to context, no shared pretend play,

few friendships

Little interest in other children

Repetitive Stereotypies, echolalia, lining objects, sameness,

narrow intense interests

Distress at a small change of route

Sensory Over or under reactive; fascination with lights or

spinning; pain indifference

Covering ears at ordinary sound

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 92 diagnostic criteria enumerated Slot III - 90 high functioning autism SPRINT

Day 21, Intellectual disability & autism spectrum disorder

Severity and specifiers. Three levels of support, graded separately for the social and the repetitive

domain. Specify with or without intellectual impairment, with or without language impairment, an

associated medical or genetic condition, another neurodevelopmental disorder, and catatonia.

What travels with it. Intellectual disability, epilepsy, sleep and feeding problems, attention deficit

disorder, anxiety, self injury, and catatonia appearing in adolescence. Indian assessment uses the

Indian Scale for Assessment of Autism for certification, and the INCLEN diagnostic tool for case

finding.

The dyad with its counting rule. Three of three, and two of four, is what turns a list into criteria.

An early sign attached to each strand. Pointing and showing are the cheapest marks on this page.

Severity graded per domain, not as a single global label.

Comorbidity named, because epilepsy and catatonia change the management answer.
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Describe the differential diagnosis, management and prognosis of high
functioning autism in a child. [3+4+3]

3 + 4 +  3 AUTISM SPECTRUM DISORDER DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 What the term means Autism without intellectual or language impairment

3 Differential diagnosis Four look-alikes, each with the line that separates it

4 Management Teach the skill, treat what hurts, prescribe last

2 Prognosis The predictors, and the adult risks worth naming

High functioning autism: rule out, then treat, then predict

Autism spectrum disorder without intellectual or language impairment.

The decision drawn: skills absent, or skills present but not used

Every look-alike below turns on that one question, and the answer decides both the diagnosis and the first intervention.

F O U R  L O O K - A L I K E S ,  E A C H  W I T H  I T S  S E PA R AT I N G  L I N E

SOCIAL PRAGMATIC

same social deficit,

no repetitive domain

SOCIAL ANXIETY

skills are there,

used only when safe

ATTENTION DEFICIT

misses social cues,

does not lack them

EARLY PSYCHOSIS

function is lost,

never merely absent

T H E N  T H E  T H R E E  A R M S  O F  M A N A G E M E N T ,  I N  T H I S  O R D E R

TEACH THE SKILL

social communication

groups, video modelling,

peer mediated work

TREAT WHAT HURTS

adapted cognitive therapy

for anxiety, sleep work,

a written school plan

PRESCRIBE LAST

irritability, attention or

anxiety only; no drug

treats the core deficit

Prognosis

Better with intelligence in range and useful language by six. Social difficulty persists; anxiety, depression and underemployment are the adult risks.

What is deliberately not drawn on this page

No early intensive behavioural timetable, no genetic workup, and no adult diagnostic pathway. Each is its own question.

Indigo: teaching and structure Amber: comorbidity Red: where it goes wrong

Fig 090.1 Four differentials resolved on one question, then three arms of management in order, with prognosis

carried as a strip so the answer ends where the examiner expects it.

The rest of the differential. Developmental language disorder, hearing impairment, obsessive

compulsive disorder, reactive attachment disorder, Tourette syndrome, and a gifted child placed badly.

Fragile X and the 22q11.2 deletion carry the autism phenotype and are worth testing when

dysmorphism or family history points there.

Drugs, named honestly. Risperidone and aripiprazole for irritability and aggression, with metabolic

monitoring. Methylphenidate or atomoxetine for attention symptoms, with a lower response rate and

more side effects than in attention deficit disorder alone. A serotonin reuptake inhibitor for anxiety,

watching for activation.
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Adequate speech is not adequate pragmatics. A child with fluent vocabulary who cannot repair a

misunderstanding is still in the social communication domain, and calling him shy delays the

diagnosis by years.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 89 clinical features Slot III - 91 pervasive developmental disorders SPRINT

Day 21, Intellectual disability & autism spectrum disorder

The differential given as separating lines, not as a list of names.

Behavioural and educational work placed before any drug, with the reason stated.

No drug claimed for the core deficit. Saying so is itself a mark.

Prognosis with named predictors, and the adult mental health risk.
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Describe the clinical features and management of Pervasive developmental
disorders. [10]

10 AUTISM SPECTRUM DISORDER NTRUHS,  TN-MGRMU -  2  APPEARANCES,  2  OF 78 SESSIONS

S K E L E T O N

2 What the group is The older family, the triad, and where it sits now

3 The members Each with the feature that identifies it

3 Management The pathway: assess, teach, treat, entitle

2 What changes the plan Epilepsy, regression, and the family's capacity

MEMBER THE IDENTIFYING FEATURE WHERE IT SITS NOW

Childhood autism Full triad, onset before three years Autism spectrum disorder

Atypical autism Late onset or an incomplete picture Autism spectrum disorder

Asperger syndrome No language or cognitive delay Autism spectrum disorder

Disintegrative disorder Normal for two years, then marked loss Regression, workup first

Rett syndrome Girls, hand wringing, loss of hand use Moved out, a genetic

condition

O N E  PAT H WAY  S E RV E S  T H E  W H O L E  FA M I LY

PROFILE, DO NOT LABEL

language, cognition, sensory needs, and any regression

TEACH EARLY

parent mediated work,

speech, occupational

TREAT WHAT COEXISTS

epilepsy, sleep, feeding,

irritability, attention

ENTITLE AND PROTECT

certification, schooling,

respite, abuse risk

Fig 091.1 The profile decides the plan, and the same three arms serve every member of the family. Regression is

the one branch that goes to investigation first.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 89 clinical features Slot III - 93 Rett syndrome SPRINT

Day 21, Intellectual disability & autism spectrum disorder

The triad, described. Social: no shared attention, no reciprocity, indifference to another child's distress.

Communication: speech delayed or absent, echolalia, no compensating gesture, no pretend play.

Behaviour: stereotypies, rituals, resistance to change, narrow preoccupations.

What changes the plan. Any loss of acquired skill needs electroencephalography and neurological

review before a developmental label. Epilepsy appears in a fifth to a third and peaks in adolescence.

Certification uses the Indian Scale for Assessment of Autism, and the National Trust covers autism for

insurance and guardianship.

The family named with the triad, and the fact that current systems have collapsed it into one spectrum.

One identifying feature per member, with Rett taken out of the group.

Regression routed to investigation, not to a developmental label.
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Mention clinical features common to Autistic Spectrum Disorders. Enumerate
diagnostic criteria of Childhood Autism according to DSM. [10]

10 AUTISM SPECTRUM DISORDER RGUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

1 The axis What is common to all of it, before any criterion

3 Common features Present at every severity, whatever the language level

4 The criteria, enumerated A to E, with the counting rule on each

2 Severity and specifiers Graded per domain; and how the older system differed

C O M M O N  TO  T H E  W H O L E  S P E CT RU M

Whatever the intelligence or the language level: reduced social reciprocity, impoverished nonverbal

communication, difficulty forming and keeping relationships, insistence on sameness, narrow intense

interests, and atypical sensory reactivity. Severity changes how much support is needed, not which

domains are affected.

CRITERION WHAT MUST BE PRESENT COUNTING RULE

A. Social Reciprocity; nonverbal communication; developing and keeping

relationships

All three, across contexts

B. Repetitive Stereotyped movement or speech; insistence on sameness; fixat‐

ed interests; sensory reactivity

Two of the four

C. Onset Present in the early developmental period, possibly masked until

demand rises

Required

D. Impairment Clinically significant, in social, occupational or other important

areas

Required

E. Not better

explained

By intellectual disability or global developmental delay alone Required

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 89 clinical features described Slot III - 91 pervasive developmental disorders SPRINT

Day 21, Intellectual disability & autism spectrum disorder

Severity and specifiers. Three levels of support, graded separately for the social and the repetitive

domain. Specify with or without intellectual impairment, with or without language impairment, an

associated medical or genetic condition, another neurodevelopmental disorder, and catatonia.

How the older system differed. The earlier manuals used a triad, counted language as a separate strand,

and named separate disorders. The current system folds language into a specifier, merges the disorders

into one spectrum, and requires the counting rule above.

Common features stated before the criteria. The question asks for both, in that order.

All five criteria lettered, with the counting rule written on A and B.

Severity graded per domain, not as one global label.

The triad to dyad change named. It shows which system the answer is written from.
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Rett's syndrome. [10]

10 AUTISM SPECTRUM DISORDER KUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The genetics Gene, inheritance, and why boys are rarely seen

4 The four stages Age and the change that defines each one

2 Diagnostic criteria The four main criteria, and the supportive signs

2 Management What is treatable, and what is only supported

T H E  D E F I N I T I O N

An X linked dominant neurodevelopmental disorder caused by mutation in the MECP2 gene, almost

always arising new rather than inherited, seen almost exclusively in girls because affected boys

usually do not survive infancy. Development is normal for the first six months or so, then stalls and

regresses.

STAGE AGE WHAT DEFINES IT

Stagnation 6 to 18 months Development slows, head growth decelerates, interest fades

Regression 1 to 4 years Purposeful hand use and spoken language are lost; hand

wringing appears

Plateau 2 to 10 years Some social contact returns; seizures, breathing dysrhythmia,

bruxism

Late motor decline After 10 years Scoliosis, rigidity, loss of walking; eye gaze communication

survives

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 91 pervasive developmental disorders Slot III - 12 aetiology of intellectual disability

The four main criteria. Partial or complete loss of acquired purposeful hand skills; loss of acquired

spoken language; gait abnormality; and stereotyped hand movements such as wringing, washing or

mouthing. Supportive signs include awake breathing disturbance, bruxism, cold small hands and feet,

scoliosis, and intense eye contact.

Differential and variants. Separate it from autism spectrum disorder, cerebral palsy, Angelman

syndrome and a mitochondrial disorder. Atypical forms exist: a preserved speech variant, an early

seizure variant, and a congenital variant, each with its own gene.

Management, honestly. No treatment reverses the disorder. Antiepileptic drugs for seizures, screening

for prolonged QT, physiotherapy and bracing for scoliosis, nutrition support, sleep and behaviour

work, and communication through eye gaze devices. Genetic counselling matters even though most

mutations are new.

MECP2 named, with the reason boys are rarely seen.

Four stages with ages, and the regression stage identified as the diagnostic one.

Hand stereotypy described, not merely called stereotypy.

The cardiac screen. Prolonged QT is the line most answers never reach.
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Child assessment, pharmacotherapy
and interventions

4
SLOTS IN THIS BOOK

3.2%
SHARE OF THE

HUNDRED

III-94
FIRST SLOT

III-97
LAST SLOT

SINGLE 4

R E V I S I O N  O R D E R

The two internet addiction slots share nearly all their content, so take them together. Gender

dysphoria and the scales slot are independent and short.

W H AT  I S  I N  T H I S  A R E A

Internet addiction in two slots, gender dysphoria in an adolescent, and the rating scales used in

child psychiatry.

125

CHILD ASSESSMENT, PHARMACOTHERAPY AND INTERVENTIONS
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Describe behavioral addiction and how to manage a adolescent with internet
addiction. [5+5]

5 + 5 CHILD ASSESSMENT,  PHARMACOTHERAPY AND INTERVENTIONS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition A reward behaviour carrying the dependence criteria

3 What is recognised ICD-11 admits two entities, the rest stay proposed

2 Assessment first Quantify the use, screen for what drives it

3 Management The plate: engage, sort, treat, prevent relapse

Adolescent internet addiction, managed in sequence

Behavioural addiction is a pattern, not a quantity of hours. The pattern decides which of three lanes the case takes.

The decision drawn: is the internet use the disorder, or the symptom of another one

Get this wrong and every later step is wasted. A screen habit that carries untreated attention deficit does not answer to screen rules.

E N G A G E  F I R S T ,  T H E N  S O R T  B Y  W H AT  D R I V E S  T H E  U S E

BROUGHT BY THE PARENTS

device conflict at home, school hours lost

SEE THE ADOLESCENT ALONE, BEFORE ANY RESTRICTION

an alliance built after the first confiscation cannot be built at all

USE IS THE DISORDER

behavioural work leads

USE IS A SYMPTOM

treat the parent disorder

HIGH RISK

safety leads

MOTIVATION

roll with the

refusal to stop

CBT FOR USE

schedule, then

beliefs, then plan

ADHD

stimulant plus

parent training

MOOD, ANXIETY

treat first, the

use often falls

SELF HARM

risk plan before

any device rule

SCHOOL LOSS

graded return,

school liaison

What is deliberately not drawn on this page

A drug for internet use itself, because none is licensed, and gambling disorder, which is a separate entity with its own literature.

Fig 094.1 The management sequence, with the sorting decision placed above the three lanes so that treating a

comorbid disorder is never mistaken for a failure of the behavioural plan.

COLOUR CODE steps and structure where the marks sit danger and escalation

Behavioural addiction. A repeated rewarding behaviour that acquires the features of dependence:

impaired control, priority over other interests, and continuation despite harm, for at least twelve

months.

What is recognised. The ICD-11 grouping of disorders due to addictive behaviours admits exactly two,

gambling disorder and gaming disorder. Shopping, exercise and food remain proposed, not classified.
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P I T FA L L

Hours online are not the diagnosis. Six holiday hours without impairment is no disorder; two hours

in an adolescent who has stopped eating with the family and stopped attending school may be.

Function, not duration.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 96 internet addiction as a disorder Slot III - 97 rating scales in children SPRINT

Day 24, Child psychiatry

The dependence criteria applied to a behaviour, not a description of heavy use.

Two recognised entities named, and the rest named as proposed. That distinction is the whole of part

one.

The sorting decision drawn before treatment, as the plate does.

An engagement step placed ahead of any restriction. Most answers begin with rules and lose the

adolescent.
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What is gender dysphoria? Discuss its clinical presentation and management
in a young adolescent. [2+3+5]

2 + 3 +  5 CHILD ASSESSMENT,  PHARMACOTHERAPY AND INTERVENTIONS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition Incongruence plus distress, and where each system puts it

3 Presentation Onset, the adolescent picture, what travels with it

3 The staged pathway Assess, social, suppression, hormones, in that order

2 Law and ethics Self-identification, and the prohibition on conversion

F O U R  S TA G E S  O F  R I S I N G  I R R E V E R S I B I L I T Y,  N O T H I N G  S K I P P E D

1 ASSESS

duration, comorbidity,

family, school, safety.

Nothing is reversed

2 SOCIAL

name, pronoun, dress,

school plan.

Fully reversible

3 SUPPRESSION

puberty blockade from

Tanner two, on a team

decision. Largely reversible

4 HORMONES

partly irreversible.

Surgery is adult

practice only

Running alongside every stage: treat comorbidity, work with the family, secure the school placement.

Exit rule: no stage is entered to relieve family pressure, and none is withheld as a test of resolve.

Fig 095.1 The pathway drawn as four stages of rising irreversibility, with the supports that run through all four

kept on the foot strip so they are not read as a later phase.

P I T FA L L

Any attempt to change the young person's gender identity is prohibited. Conversion practice was

held unlawful by the Madras High Court in 2021 and notified as professional misconduct by the

National Medical Commission in 2022. Self-identification is protected by NALSA, 2014.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 97 assessment instruments in children SPRINT Day 24, Child psychiatry

Gender dysphoria. Distress from a marked incongruence between experienced gender and assigned

sex, for at least six months. ICD-11 moved the construct out of mental disorders as gender

incongruence; DSM-5 keeps gender dysphoria.

Presentation at this age. Insistence rather than preference, distress at pubertal change, binding or

tucking, avoidance of changing rooms, and a request for a new name and pronoun.

What travels with it. Depression, self-harm, anxiety, autism co-occurrence, and family rejection, the

strongest predictor of poor outcome.

Incongruence and distress named as two separate requirements, with the ICD-11 relocation stated.

The four stages in order of irreversibility, as the figure sets them out.

Comorbidity and family work placed alongside, not after. Suicidality is the exam-critical line.

Self-identification named to NALSA, 2014, and the conversion prohibition to an Indian authority.
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I I I  -  9 6

a) Is internet addiction a mental disorder? b) What are the psychological and
social problem faced by them? c) How to treat an adolescent patient of

internet addiction? [2+2+2+4]

2 + 2 +  2  +  4 CHILD ASSESSMENT,  PHARMACOTHERAPY AND INTERVENTIONS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The status Answer yes and no, and say who says which

2 Psychological harm Sleep, mood, attention, self-worth

2 Social harm School, family, peers, money, safety online

4 Treatment Three tiers, none of them a device ban

DOMAIN WHAT IS SEEN WHAT IT IS MISTAKEN FOR

Sleep and mood Delayed sleep phase, morning unrousability, ir‐

ritability on interruption, low mood offline

Laziness, or an independent depressive

episode

Attention Poor sustained attention offline, falling grades Attention deficit disorder, which may

equally be the cause

Family and school Escalating conflict, deceit about hours, aggres‐

sion on device removal, absence, offline friend‐

ships dropped

Conduct disorder, or social anxiety, which

is often genuinely present

Money and safety In-game spending, loot box gambling, grooming

and cyberbullying exposure

Ordinary adolescent spending

The amber cell is the discriminator: attention deficit predating the heavy use is treated first, and the use often settles behind

it.

T H R E E  T I E R S  O F  T R E AT M E N T,  I N  T H I S  O R D E R

TIER 1 ENGAGE

motivational interviewing,

a use diary, agreed goals

TIER 2 RESTRUCTURE

cognitive therapy for use,

parent training, sleep first

TIER 3 COMORBIDITY

treat depression, anxiety

or attention deficit

No drug is licensed for internet use itself. Exit rule: a screen schedule the adolescent helped write, and one offline activity restored.

Fig 096.1 The treatment tiers, with the absence of any licensed pharmacotherapy stated on the figure so that

medication is not read as a fourth tier.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 94 behavioural addiction and its management SPRINT Day 24, Child psychiatry

The honest answer is qualified. Gaming disorder is a recognised ICD-11 diagnosis, so a specified form

of internet use is a mental disorder. Generalised internet addiction is not: DSM-5 lists internet gaming

disorder only as a condition for further study.

Part a answered both ways, with the classification named. A flat yes or a flat no both lose marks.

Psychological and social harms kept apart, because the question asks for two things.

Treatment tiered rather than listed, with engagement placed before restriction.

The line that no drug is licensed for the behaviour itself.
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a) What is Behavioural and Emotional Rating Scale? b) Enumerate the rating
scale for ADHD? Describe any one such. c) How to assess autism in a 4 year

old child? [2+2+2+4]

2 + 2 +  2  +  4 CHILD ASSESSMENT,  PHARMACOTHERAPY AND INTERVENTIONS

DNB -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The strength scale What BERS measures, and why that is unusual

2 The ADHD set Grouped by informant, not listed at random

2 One described Items, informants, scoring, what it cannot do

4 Autism at four History, observation, instrument, certification

T H E  D E F I N I T I O N

A standardised, strength-based measure of a child's emotional and behavioural competence, against a

field of problem-based instruments. Five domains: interpersonal strength, family involvement,

intrapersonal strength, school functioning and affective strength, on parent, teacher and youth forms.

INSTRUMENT INFORMANT SHAPE BEST USED FOR

Conners scales Parent, teacher, self Broad, normed, long and short

forms

Diagnosis and severity

together

Vanderbilt scales Parent, teacher Symptom items plus perfor‐

mance and comorbidity screens

Free clinic and school

use

ADHD Rating Scale Parent, teacher Eighteen criterion items, nought

to three

Direct criterion mapping

Child Behaviour

Checklist

Parent, teacher, self Broad-band, with an attention

problems scale

Screening across

disorders

The axis is the informant, because ADHD requires symptoms in more than one setting and no single rater can supply that.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 48 domains and scoring of IDEAS SPRINT Day 24, Child psychiatry

One described. The Vanderbilt parent form carries the eighteen criterion items rated nought to three,

plus screens for oppositional, conduct and anxious-depressive symptoms and separate performance

items. A domain counts only when six of nine items score two or three and performance is impaired. It

supports a diagnosis; it never makes one.

Autism at four, in sequence. History with regression enquiry, hearing and vision testing, examination

for dysmorphology; then the autism diagnostic observation schedule at the child's language level with

the parent interview; then severity, adaptive and cognitive measures, since intellectual disability is the

commonest co-occurrence.

Keep certification separate. The Indian Scale for Assessment of Autism is the instrument notified for

disability certification, and it is scored for that purpose, not for diagnosis.

The strength-based framing of BERS, named as its distinguishing feature.

ADHD scales grouped by informant, which is the axis the table divides on.

One instrument described with items, scoring and its limit.

Autism given as a sequence, certification instrument kept apart from diagnostic ones.
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Normal child development

3
SLOTS IN THIS BOOK

0.7%
SHARE OF THE

HUNDRED

III-98
FIRST SLOT

III-100
LAST SLOT

SINGLE 3

R E V I S I O N  O R D E R

Three unrelated slots, three unrelated answers. None of them is long. This is the area to read on

the night before, not the week before.

W H AT  I S  I N  T H I S  A R E A

Temperament and its implications, Piaget, and adverse childhood experiences. Three slots, the

smallest area in the book.
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What is temperament and its implication in the development of behavioral
and emotional problems in child? [10]

10 ASKED AT 15 MARKS NORMAL CHILD DEVELOPMENT

TN-MGRMU -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition Style of behaviour, constitutional, early, measurable

2 The nine dimensions Named, then clustered into the three constellations

4 Implications Fit first, then the externalising and internalising routes

2 Qualifiers Stability, cultural loading, and what it cannot predict

T H E  D E F I N I T I O N

Temperament is the constitutionally based, early appearing style of behaviour: the how of behaviour

rather than the what or the why. Thomas and Chess described nine dimensions in the New York

Longitudinal Study. Moderately heritable, moderately stable from the second year, rated by parent

report.

Temperament, and how it reaches a behaviour problem

Nine dimensions, three constellations, and the fit that decides.

The decision drawn: temperament is an input, never a diagnosis

The same child is difficult in one household and spirited in another, so the arrow runs through fit.

T H R E E  C O N S T E L L AT I O N S  O U T  O F  T H E  N I N E  D I M E N S I O N S

EASY, ABOUT 40 IN 100

regular, approaching,

adaptable, mild, positive

DIFFICULT, ABOUT 10 IN 100

irregular, withdrawing, slow

to adapt, intense, negative

SLOW TO WARM UP, 15 IN 100

low activity, mild, withdraws

first and adapts later

GOODNESS OF FIT

what parents, school and culture demand of this style

FIT IS GOOD

the style stays a style;

no disorder follows

MISFIT, OUTWARD ROUTE

difficult style met by harsh

or inconsistent handling

MISFIT, INWARD ROUTE

inhibited style met by

shielding or criticism

What is deliberately not drawn on this page

No attachment category, no trait model and no treatment. Temperament is one input, not the whole child.

Indigo: the neutral path Amber: fit, where the marks sit Red: the higher risk style

Fig 098.1 The nine dimensions clustered into three constellations, routed through goodness of fit, and the three

outcomes that follow.
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W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 100 adverse childhood experiences Slot III - 51 oppositional defiant disorder SPRINT

Day 20, Normal child development & milestones

The nine dimensions. Activity, rhythmicity, approach or withdrawal, adaptability, intensity, threshold,

mood, distractibility, persistence. About a third of the original cohort fitted none of the three clusters.

Why fit carries the marks. Difficult temperament predicts oppositional and conduct problems mainly

where handling is harsh or inconsistent. Behavioural inhibition, described by Kagan, predicts social

anxiety mainly where novelty is repeatedly avoided for the child.

The honest limit. Effects are small and probabilistic. Indian ratings load differently on rhythmicity and

approach, so use an Indian instrument such as the Malhotra Temperament Measurement Schedule.

Definition as a style, then the nine dimensions named. Naming three clusters without the dimensions is

half the definition.

The fit arrow. An answer that runs temperament straight to disorder cannot earn the four implication

marks.

The outward and inward routes kept apart. Different temperaments, different handling, different

outcomes.

One honest limit. Small effect, culture-bound ratings, no prediction for an individual child.
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Jean Piaget. [10]

10 NORMAL CHILD DEVELOPMENT KUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 The framework Constructivism, and the four process words

4 The four stages Age, what is gained, one bedside test each

2 Clinical use Explaining illness, consent, choosing a therapy

2 Criticism What later work overturned, and who answered him

T H E  F R A M E WO R K  I N  O N E  B LO C K

A constructivist stage theory: the child builds knowledge by acting on the world. Four process words

carry the theory. A schema is a unit of knowledge; assimilation fits new experience into an existing

schema; accommodation alters the schema to fit the experience; equilibration is the drive that moves

the child from one stage to the next. Stages are invariant in order and qualitative, not a matter of

knowing more.

STAGE AGE WHAT IS GAINED TEST AT THE BEDSIDE

Sensorimotor 0 to 2 Circular reactions, means and ends, ob‐

ject permanence, deferred imitation

Hide a toy under a cloth and

watch for the search

Preoperational 2 to 7 Symbols, language, pretend play; still

egocentric, animistic, centred, irreversible

Pour water into a taller glass

and ask which has more

Concrete operational 7 to 11 Conservation, reversibility, seriation,

classification, transitivity

Conservation now passes, but

only for present objects

Formal operational 11 upward Abstract and hypothetical reasoning, sys‐

tematic testing of possibilities

Give a pendulum problem and

watch for one change at a time

Amber cells are the two tests an examiner expects by name: object permanence and conservation.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 98 temperament Slot III - 100 adverse childhood experiences SPRINT

Day 20, Normal child development & milestones

Why a psychiatrist uses it. It sets the level at which illness is explained, the age at which assent

becomes meaningful, and the readiness for a therapy: thought records need concrete operations, so

younger children get play, drawing and story instead.

Where he was wrong. Infants show numerical and physical expectations far earlier than the theory

allows, transitions are gradual rather than stage-like, and formal operations are neither universal nor

reached by every adult. Vygotsky placed the same development in the social zone between child and

helper.

The four process words, defined. Assimilation and accommodation as a pair is the commonest place

marks are lost.

All four stages with ages and one gain each. A stage list with no age band reads as recall.

Object permanence and conservation named as the markers, with the test each is shown by.

One clinical use and one criticism. They are what separate a top answer from a textbook summary.
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Adverse childhood experiences. [10]

10 NORMAL CHILD DEVELOPMENT KUHS -  1  APPEARANCES,  1  OF 78 SESSIONS

S K E L E T O N

2 Definition and origin The construct, the study it came from, the score

3 The three domains Ten categories, grouped, with the dose relation

3 Mechanism Toxic stress to biology to behaviour, in that order

2 What follows clinically Enquiry, the Indian legal duty, trauma-informed care

T H E  D E F I N I T I O N

Adverse childhood experiences are potentially traumatic events and chronic stressors occurring

before the age of eighteen, counted as a simple score of exposure categories rather than weighted by

severity. The construct comes from the Kaiser study reported by Felitti and Anda, which found a

graded dose relation between the number of categories endorsed and adult disease and death.

DOMAIN CATEGORIES COUNTED WHAT RISES WITH THE SCORE

Abuse Physical, emotional, sexual Depression, suicide attempt, post-trau‐

matic stress

Neglect Physical, emotional Attachment difficulty, poor emotion

regulation

Household adversity Parental mental illness, substance use, incar‐

ceration, violence between adults, separation

or divorce

Substance use disorder, psychosis, per‐

sonality difficulty

Dose relation Score of four or more against a score of zero Risk rises across most adult health out‐

comes, not one

Amber cells are the three findings the question is testing. The score counts categories, so it treats one episode and years of

exposure alike.

W H AT  E A R N S  T H E  M A R K S

SEE ALSO Slot III - 98 temperament Slot III - 37 mother infant relationship disorders

Mechanism, in order. Prolonged activation without a buffering adult is toxic stress: altered

hypothalamic pituitary adrenal reactivity, low grade inflammation, epigenetic change at stress-

response genes, and altered amygdala and prefrontal development. Health risk behaviour follows as

coping, not as cause.

Indian frame. Sexual abuse of a minor carries a mandatory reporting duty under the Protection of

Children from Sexual Offences Act 2012. A neglected or abused child is a child in need of care and

protection under the Juvenile Justice Act 2015, referred to the child welfare committee.

The trap. The score is a population risk marker, not a diagnosis and not a prediction for the child in

front of you. Enquire routinely, never in a first interview with the parent present, and never repeat the

history for teaching.

The definition with the age boundary and the counting rule. A list of adversities with no score is half

the construct.

Three domains, then the dose relation stated as graded.

Mechanism written as a chain, from buffering failure to biology to behaviour.

The two Indian statutes named. Mandatory reporting is the line most answers never reach.

135

NORMAL CHILD DEVELOPMENT III - 100



A P P E N D I X ,  P A G E  O N E  O F  T W O

Ten sets, ten sittings

The same hundred questions, dealt into ten papers of ten. Each cell gives the slot and the

page it is answered on.

Read down a row to sit a paper. The deal is not random: the hundred are ranked by score and dealt one question from each rank

decile into each set, so every set holds one of the ten strongest, one of the ten weakest, and one from each band between. That is

why the sets are comparable to each other and why none of them is an easy paper.

SET Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10

III-S1 III-50

p 70

III-33

p 50

III-54

p 75

III-06

p 16

III-43

p 62

III-96

p 129

III-30

p 45

III-85

p 113

III-86

p 115

III-98

p 132

III-S2 III-89

p 119

III-68

p 92

III-13

p 26

III-05

p 15

III-64

p 87

III-16

p 29

III-20

p 33

III-84

p 112

III-80

p 107

III-93

p 124

III-S3 III-31

p 47

III-52

p 73

III-35

p 52

III-04

p 14

III-69

p 93

III-29

p 44

III-45

p 64

III-37

p 54

III-81

p 108

III-92

p 123

III-S4 III-11

p 23

III-22

p 36

III-94

p 126

III-03

p 13

III-65

p 88

III-36

p 53

III-10

p 21

III-70

p 94

III-57

p 78

III-91

p 122

III-S5 III-01

p 11

III-41

p 59

III-12

p 24

III-62

p 85

III-66

p 89

III-28

p 43

III-17

p 30

III-38

p 55

III-72

p 97

III-74

p 99

III-S6 III-51

p 72

III-02

p 12

III-76

p 102

III-61

p 84

III-55

p 76

III-15

p 28

III-97

p 130

III-71

p 96

III-87

p 116

III-88

p 117

III-S7 III-75

p 101

III-90

p 120

III-53

p 74

III-26

p 41

III-44

p 63

III-83

p 111

III-18

p 31

III-56

p 77

III-78

p 105

III-58

p 79

III-S8 III-67

p 91

III-34

p 51

III-23

p 37

III-25

p 39

III-07

p 18

III-09

p 20

III-77

p 104

III-49

p 68

III-39

p 56

III-73

p 98

III-S9 III-59

p 81

III-21

p 35

III-24

p 38

III-42

p 61

III-14

p 27

III-27

p 42

III-46

p 65

III-48

p 67

III-79

p 106

III-100

p 135

III-S10 III-32

p 49

III-82

p 110

III-60

p 83

III-63

p 86

III-95

p 128

III-08

p 19

III-19

p 32

III-47

p 66

III-40

p 57

III-99

p 134

No set repeats a question, a merged variant of a question, or a near-duplicate, and no set takes more than three questions from

any one area.
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A P P E N D I X ,  P A G E  T W O  O F  T W O

How to sit one of these

SET MARKS MEAN SCORE AREAS ANCHOR OR

HIGH

HEAVIEST AREAS IN THE SET

III-S1 100 0.387 8 2 ADHD 2; Perinatal 2; Childhood emotional 1

III-S2 100 0.379 7 2 Intellectual disability 3; Autism spectrum

disorder 2; ECT 1

III-S3 100 0.374 8 2 Childhood emotional 3; ADHD 1; Criminal 1

III-S4 100 0.363 9 4 Criminal 2; Intellectual disability 1; Ethics 1

III-S5 100 0.361 7 2 Intellectual disability 2; Geriatric 2; ECT 2

III-S6 100 0.358 8 0 ADHD 2; Perinatal 2; Criminal 1

III-S7 100 0.353 7 3 ADHD 3; Emergency psychiatry 2; Autism

spectrum disorder 1

III-S8 100 0.353 6 3 ECT 2; Childhood emotional 2; Ethics 2

III-S9 100 0.346 6 0 Ethics 3; Mental health legislation 3; Geriatric 1

III-S10 100 0.348 8 1 Childhood emotional 2; Geriatric 2; Perinatal 1

Mean score is the selection score of the ten questions in that set, on the same scale used across all four books. The spread

between the strongest and the weakest set is small by construction.

Three hours, ten questions, one hundred marks. That is the shape of the real paper, so it is

the shape of these. Eighteen minutes a question leaves you twenty minutes at the end, which

is roughly what you will have and roughly what you will need.

Write the skeleton first, for all ten. Spend the first twenty minutes writing nothing but mark

splits and section headings across all ten answers. The map on each page shows what that

skeleton should look like, so you can mark your own against it before you have written a line

of content. Most marks lost in this examination are lost to allocation, not to ignorance.

Then mark yourself against the anchors. Every map ends with three or four things an

examiner ticks. Those are the marking scheme, as close as this book can get to one. Count how

many you hit before you read the rest of the page, because reading the page first will convince

you that you knew it.

Sit them in order, or sit them backwards. Set one holds the strongest question in the book

and set ten the weakest, but the decile deal means the difference in mean score across all ten

sets is small. Any set is a fair paper. Sitting them in order simply means the first one you sit is

the one most like the paper you will get.

What a set is not. It is not a mock paper from any board, it is not a leak, and it is not a

prediction. It is ten questions that have been set, arranged so that ten of them together look

like a paper. Sit five of them and you will have written a hundred answers in the shape the

examination wants, which is the only preparation that has ever reliably worked.
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Index

Every entry points at the map that answers it. A subject asked in several places carries up to three pages,

and the one in bold is the map whose question is about it.

A

abandonment 81

abuse and neglect 68, 81, 84

acute stress 112

adaptive behaviour 27, 30

ADHD scales 130

adoption 20, 42

adult ADHD 75

advance directive 38, 59, 65

adverse childhood experiences 54, 132, 135

aggression 73, 77, 78

akathisia 47

Anaesthetic 99

Angelman syndrome 124

Antidepressant effect 92

Asperger syndrome 122

assent 37, 45, 134

atomoxetine 70, 74, 75

attachment 20, 35, 116

attention deficit hyperactivity

disorder

29, 70, 74

atypical autism 122

autism spectrum disorder 26, 67, 119

autonomy 36, 45, 65

B

B12 84, 89

Banks v Goodfellow 11, 13, 84

Beauchamp 36

Behaviour therapy 47

behavioural addiction 126, 129

Behavioural and Emotional Rating Scale 130

Behavioural therapy 86

benchmark disability 26, 63, 66

beneficence 36, 45

Bharatiya Nyaya Sanhita 12, 19

bifrontal 98

Binet 27, 30

bipolar disorder 75, 77, 111

birth asphyxia 24

bitemporal 98, 102

body-focused repetitive behaviour 32

bonding 54, 110, 116

boundary violation 44

breastfeeding 54

bullying 31, 49, 50

C

capacity assessment 59, 62

Capacity test 37

capacity to consent 66

Caplan 94

catatonia 91, 94, 102

Catecholamine 91

certification 24, 26, 27

Child Behaviour Checklist 130

child in conflict with law 42, 73, 79

child in need of care 42, 54, 135

child psychiatry 35, 39, 41

child sexual abuse 35, 39, 43

Child-friendly procedure 43

childhood autism 122, 123

Childress 36

chromosomal 24

Chronic stimulation 97

Citizens Act 2007 81, 84

clonidine 70

clozapine 16

cognitive impairment 89

community care 61

competence 110, 130

concrete operational 134

conduct disorder 72, 73, 77

conduct problems 16, 72, 106

confidentiality 13, 18, 43

Conners scales 130

conservation 134

consultation-liaison psychiatry 83, 85, 88

Counting rule 123

criminal responsibility 12, 59, 84

custody 12, 14, 19

D

day care 97

deep brain stimulation 47, 96, 97
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deliberate self-harm 101, 106, 107

delirium 11, 14, 83

dementia 11, 14, 84

dependence 28, 81, 126

desmopressin 51, 53, 55

developmental delay 20, 29, 54

developmental language disorder 120

Diagnostic criteria 124

differential diagnosis 47, 86, 120

Disabilities Act 2016 23, 26, 66

Disability Act 67

disability certification 26, 27, 130

disability pension 27, 28, 30

disinhibition 47

Disintegrative disorder 122

disruptive mood dysregulation disorder 72, 77

dissociation 35, 99

dopamine 47, 74, 76

drug interaction 83

DSM 14, 123

DSM-5 28, 32, 128

dyad 54, 116, 119

Dystonia 47

E

early intervention 23, 29

ECT 11, 12, 94

ECT rules 64

elder abuse 81, 84

elderly abuse 81

electroconvulsive therapy 68, 98

electrolyte 85, 104, 111

emotional dysregulation 35

English law 19

enuresis 51, 53, 55

epilepsy 31, 83, 88

esketamine 97, 99

Exit rule 30, 89, 113

expert witness 13, 18, 19

F

Factitious disorder 14

family suicide 105

family therapy 78

Felitti 135

first line 38, 44, 70

Fitness criteria 12

fitness to stand trial 14, 15, 16

FMR1 23

follow up 106

formal operational 134

Fragile X 23, 24, 120

G

gaming disorder 126, 129

Ganser syndrome 14

gender dysphoria 128

genetic counselling 29, 124

geriatric depression 81, 86, 89

glucose 55, 85, 102

goodness of fit 132

guanfacine 70

Guardians and Wards Act 20

H

habit reversal training 32

hallucination 14, 16, 92

head injury 24

hearing impairment 120

high functioning autism 119, 120

home visit 54

I

ICD-11 126, 128, 129

IDEAS 63, 66, 67

imipramine 51, 53

impulsivity 75, 77, 106

inattention 23, 75

incapacity 13, 38, 62

INCLEN 119

independent admission 62, 64

Indian index 31

Indian scale 67

Indian Succession Act 1925 11

Indian tests 27

Infant signs 54

informed consent 15, 36, 38

inpatient care 68

insight 16, 38, 84

insomnia in the elderly 86, 87, 89

institutional care 20

intellectual disability 15, 23, 28

intelligence quotient 27, 28, 30

intelligence testing 27

internet addiction 126, 129

interventional psychiatry 92, 93, 97
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iron deficiency 56

irritability 32, 54, 77

J

juvenile justice 20, 42, 50

Juvenile Justice Act 2015 20, 50, 54

K

Kagan 132

Kamat 27, 30

ketamine 97, 99

L

lead poisoning 56

learning difficulty 23, 47

legal capacity 66

Levetiracetam 83

liaison model 88

Lipowski 88

lithium 77, 104, 113

lorazepam challenge 85, 102

low birth weight 24, 76

lucid interval 11

M

magistrate 12, 20, 41

Magnetic stimulation 93

Maintenance Act 1956 20

maintenance tribunal 81

Malhotra 132

Malin 14, 27, 30

malingering 14, 85

mandatory reporting 41, 43, 135

mass suicide 105

maternal depression 54

McNaughton 12, 18, 19

McNaughton rule 12, 18, 19

MECP2 124

medical board 27

Medical disorder 38

memory impairment 98

Mental Health Act 1987 64

Mental Health Care Act 42, 59, 68

Mental Health Care Act 2017 42, 59, 68

Mental Health Review Board 61, 62, 65

Mental Healthcare Act 2017 12, 26, 59

mental retardation 24, 30

methylphenidate 70, 75, 120

MHCA 61, 62, 64

milestone 29, 132, 134

modified ECT 64, 91

mood stabiliser 111

mother infant relationship disorder 54, 135

motor coordination 29

N

Nagarik 12

NALSA 128

narrative 21

National Trust Act 1999 66, 84

Neurobiology 76

neurodevelopment 24, 29, 76

neurodevelopmental disorder 24, 29, 76

neuroleptic malignant syndrome 91, 102, 104

NIMHANS Index 26, 31

nocturnal enuresis 53, 57

nominated representative 27, 38, 61

non-maleficence 36, 45

nutrition 24, 29, 56

O

object permanence 134

obsessive-compulsive disorder 92, 93, 96

occupational therapy 23

olanzapine 16

oppositional defiant disorder 72, 75, 77

outpatient 97

P

parent management training 72, 73, 77

parent training 32, 70, 78

parental mental illness 106, 135

Parkinson's disease 67, 96

Patterson 72

Pheochromocytoma 91

physical restraint 108

Piaget 134

pica 32, 56, 76

placement 20, 64, 98

POCSO 15, 39, 41

POCSO Act 2012 15, 39, 41

police 18, 39, 85

polypharmacy 36

postpartum blues 110, 112, 115

postpartum depression 112, 113, 115

postpartum psychosis 110, 111, 113
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prematurity 76

premutation 23

Preoperational 134

prescription 86, 87, 97

Pritchard 12

prognosis 72, 78, 120

Psychiatric disorders 112

psychoeducation 75

psychotherapy 44

Psychotic disorder 38

puberty 23, 32, 106

R

rapid tranquillisation 16, 108

reactive attachment disorder 120

referral 20, 21, 83

rehabilitation 94

respite 30, 81, 122

Rett syndrome 122, 124

rhabdomyolysis 104, 108

Rights of Persons with Disabilities Act 23, 26, 66

risk assessment 78, 101, 105

risk of violence 16

risperidone 32, 47, 78

RPWD Act 63, 66, 67

rTMS 92, 93, 96

S

safeguarding 50, 54, 57

scholastic backwardness 31, 33

school refusal 49, 50, 52

screening 13, 24, 29

Screening test 13

seclusion 16, 108

sedation 21, 74, 83

Seguin form board 27, 30

seizure 24, 83, 93

seizure threshold 98, 99

selective mutism 52

Senior Citizens Act 81, 84

sensory 13, 21, 31

separation anxiety 49, 52

Serotonin syndrome 104

sertraline 52, 115

Sexual Offences Act 2012 107, 135

sibling 72

sleep hygiene 86, 87

social communication 29, 119, 120

sound disposing mind 11, 13

specific learning disorder 26, 31, 33

stereotypic movement disorder 32, 47, 56

stigma 35, 37

stimulant 23, 47, 74

substance use 15, 31, 135

suicidal ideation 74, 99

suicide risk 83, 101, 105

supervision 28, 44, 56

supported admission 38, 61, 62

Suraksha 12

T

Telepsychiatry and records 37

temper outburst 77

temperament 54, 72, 132

testamentary capacity 11, 13, 21

Thomas and Chess 132

Thought disorder 38

thyroid 24, 29, 84

tic disorder 29, 38, 47

Tourette syndrome 32, 47, 120

transcranial direct current stimulation 92, 93, 97

Trauma-focused therapy 39

Trials Rules 2019 37

trichotillomania 56

tricyclic 84

truancy 49, 50, 78

two-finger test 15

U

undue influence 11, 13, 21

unilateral ECT 91, 94

Urine test 55

V

vagus nerve stimulation 96, 97

Vanderbilt scales 130

Vineland 27, 30

vision 12, 15, 33

Vygotsky 134

W

Wards Act 1890 20

Wechsler 30

Wilson disease 47

withdrawal 83, 106, 111

working memory 92
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W E A V E  S P R I N T

This book tells you what to
answer. Sprint teaches you the
subject.
Weave 100 is a shortlist with model answers. Weave Sprint is the reading behind it:

full chapters on every topic in every paper, with a colour memory code, a clickable

contents and a complete index. The Sprint day is named at the foot of every map in

this book.

4

papers

One book for each paper of the written

examination, cover to cover.

35

days

A day of notes per topic, written to be

understood the first time.

24

volumes

Split for a coil bind, so a volume opens flat

on a ward desk.

0

rupees

Free to read, free to download, free to print.

It stays that way.

weave.clinic/sprint
TA P  O R  S CA N  TO  O P E N

https://weave.clinic/sprint


S T U D Y  T O G E T H E R

A hundred questions is a
shortlist, not a syllabus.

This counting started as a room full of residents comparing papers and arguing

about what actually comes. That room is still open. Bring a question we missed,

a paper we have not read, and the corrections. Every one of them makes the

next count better.

Join the study group

https://chat.whatsapp.com/H7TsLGK2wFl4bSe2r0Zfzn?mode=gi_t

https://chat.whatsapp.com/H7TsLGK2wFl4bSe2r0Zfzn?mode=gi_t


C R E D I T S

Who made this, and from what

Dr. Wilfred Dsouza Counting, area weighting, selection, and the answer maps. Lead

author of the Weave 100 series.

Dr. Niharika Reddy Clinical review of the child, perinatal and women's mental health

areas, and of the ethics and consent maps. Co-author.

The record. Every question in this book was read off a paper set by DNB, KNRUHS, KUHS,

MUHS, NTRUHS, RGUHS, TN Dr. MGR Medical University or WBUHS. Where a paper

reached us as a mirror, an archive or a transcription rather than an official file, that session

carries a lower weight in the count, and the weightage chapter says by how much.

The residents. Papers, corrections and photographs of question papers came from residents

across several states who had no reason to send them except that somebody else would need

them. This book is mostly their work.

The tools. The counting, weighting, selection and typesetting all run as code in this

repository, so any number in this book can be traced back to the row it came from.

P R I N T I N G  A N D  D I S T R I B U T I O N

Notes Next Door (NND), Delhi is the printing and distribution partner for the Weave study series.

The soft copy of this book is free at weave.clinic/100, and the print-ready files are published in the

same place for anyone who would rather print a set themselves. Weave 100 is free and stays free.
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W E A V E  1 0 0  -  P A P E R  I I I

Eight boards were counted: DNB, KNRUHS, KUHS, MUHS, NTRUHS,

RGUHS, TN Dr. MGR Medical University and WBUHS. Seventy-eight sittings

of theory papers, weighted by how recent they are and how well the paper is

evidenced.

From that count, thirteen areas were weighted and one hundred questions were

drawn in proportion. Each is solved as a one-page answer map: mark split,

skeleton, the content that earns the marks, and what the examiner ticks. Ten

ready-made sets at the back turn the hundred into ten sittings.

A frequency count is a strong prior, not a prophecy.

Free at weave.clinic/100. Print by Notes Next Door.

W E AV E  P OW E R E D  BY  T R I J O G

weave.clinic · wilfred@weave.clinic · niharika@weave.clinic

https://weave.clinic/100
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