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The purpose of this booklet is to give you an 

introduction to commonly encountered mental 

health conditions. Although this guide is far from 

comprehensive, it attempts to give you a good broad 

introduction into common psychiatric themes. There 

are several booklets available and although they 

cover different aspects when combined they assist 

you in delivering compassionate care to patients 

presenting with mental health need.  
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Introduction 

One of the most challenging or time-consuming 

incidents you will face during your career will be 

dealing with patients presenting with mental Illness 

versus mental health.  

The complexity of the presenting condition makes it 

very difficult for you to be able to work out exactly 

what is wrong or how you can assist someone in a 

crisis. You also may feel that you do not have the 

necessary skills to be able assist someone in need, 

which is not an unusual feeling for many clinicians.  

This booklet looks at common mental health 

conditions that you may encounter in the workplace. 

Patients presenting with physical health needs may 

also have an underlying mental health need, that 

when combined impact on the patient’s holistic well-

being.  
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Anxiety 

Stress and anxiety 

Anxiety disorders cover a spectrum of conditions 

which involve an emotional state typified by 

fearfulness, and a collection of associated unwanted 

physical symptoms. Anxiety is a normal human 

response to a stressful situation. It is characterised as 

unhealthy and therefore a medical condition, when 

it occurs independently of an obvious stressful 

stimulus, carries on when the stressful stimulus has 

ceased, or is in excess of what would typically be 

expected from that stressor. 
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Patients with a diagnosis of anxiety have often had a 

traumatic experience in life perhaps related to 

abuse, neglect, and instability or bullying. 

 

Stress and anxiety can also be related to sustained 

unrealistic pressures related to work finances or 

family life.  

 

People experiencing these conditions often have a 

lot of internal conflict or conflicting views on 

decision making leading to frequent over analysis 

and automatic negative thinking (e.g. glass is always 

half empty).  

 

Typical symptoms of stress and anxiety include the 

following: 

• Poor sleep 

• Early morning waking 

• Perceived shortness of breath 

• Palpitations 

• Nausea 

• Restlessness/unrealistic fears 

• Preoccupation 

• Avoidance 

• Clammy hands, dry mouth “butterflies in tummy” 

 



6                                                             

Treatment 

The most effective form of treatment for anxiety 

and stress is psychological support, Cognitive 

Behaviour Therapy (CBT), recovery and resilience 

work, and social support. However, medication is 

often used, ideally on a short-term basis. Some 

antidepressants can have a positive effect on anxiety 

management. The main two types are classed as 

antidepressants from the SSRI and SNRI categories, 

whilst other medications more commonly used in the 

short-term management of severe anxiety are 

Benzodiazepines. 

 

Benzodiazepines are a type of sedative that may 

sometimes be used as a short-term treatment during 

a particularly severe period of anxiety because they 

help ease the symptoms within 30 to 90 minutes of 

taking the medication. 

Examples of benzodiazepines that may be prescribed 

include chlordiazepoxide, diazepam and lorazepam. 
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Although benzodiazepines are very effective in 

treating the symptoms of anxiety, they should not 

be used for long periods of time, due to their 

addictive nature. Benzodiazepines also start to lose 

their effectiveness if used for more than four weeks. 

For this reason, patients should not usually be 

prescribed benzodiazepines for any longer than two 

to four weeks at a time. 
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Question: Can you think of any conditions 
which lead to a 999-call associated with  
heightened anxiety? 

Hyperventilation Syndrome or ‘panic attacks’ are  

often seen by ambulance clinicians.  

 

Patients may become uncontrollably breathless,  

experience chest pain, unusual sensations in their 

hands and face, or feel faint and weak following a 

real or perceived emotional stress.  

 

The diagnosis of Hyperventilation Syndrome  

should be one of exclusion, once you are confident 

that there is no underlying physical pathology. 
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Depression 

By 2030, depression is projected to become the 

second greatest cause of ‘years lived with disability’ 

worldwide. 

In the UK, it accounts for 5% of GP attendances, and 

affects up to 20% of people during their lifetime. It 

is estimated that it is a key element within a quarter 

of suicides where the person is not known to mental 

health services and relatives and friends had no 

indication that that suicide is being planned. 

Depression is often triggered by a life event around 

relationship breakup, job loss, bereavement and/or 

other traumatic life events. Of course, anyone can 

experience grief and low mood in reaction to a loss. 

This becomes more of a clinically depressive state 

when it is severe and or sustained.  

Depression often comes on gradually and many 

people continue to try to cope without asking for 

help or realising they are unwell. There can be a 
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genetic predisposition to a risk of depression and 

negative early life experiences can add to the 

vulnerability of experiencing depression.  

What is interesting, that even with better reporting 

and recognition, there is 10 times more depression in 

our society today than there was in 1945… and as 

we all know, genetic evolution doesn’t happen over 

such a short period of time. Whilst the biological 

explanation for depression involves levels of various 

neurotransmitters in the brain, it cannot fully 

explain this dramatic change in prevalence, 

suggesting there is much more underlying the 

aetiology of depression than simple DNA makeup. 
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Typical symptoms of depression include: 

 

• Feelings of guilt, worthlessness and hopelessness 

• Lack of energy 

• Lack of enjoyment of anything 

• Pessimistic 

• Emotional and tearful 

• Excessive rumination 

• Ambivalence about life and possible suicidal/  

self-harm thoughts 

• Change in weight (loss or gain) 

• Continuous low mood 

• Irritability and intolerance. 

• Inability to make decisions. 

• Irrational sleep. 
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Identifying depression 

Diagnosing depression can be difficult, especially 

when it is mild and patients may be unsure whether 

their symptoms are simply a natural low mood, or 

whether they are becoming more concerning and 

need management by their doctor. Open questions 

such as those below should be considered to start 

the patient conversation: 

 Have you been bothered by little interest or 

pleasure in doing things? 

 Have you been feeling down, depressed, or 

hopeless in the last month? 

 Do you find it hard to get out of bed in the 

morning? 

 Have you been avoiding friends and family 

recently? 
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Treatment 

Treatment for long term or recurrent depression 

involves psychological approaches such as CBT, social 

support and efforts to improve lifestyle/ functioning. 

Medication is however often a factor in the 

treatment for more severe depression. 

It is important that patients take anti-depressants 

consistently. Any gaps in treatment have a 

significant impact on the efficacy of antidepressants. 

The following pages contain lists of classifications of 

antidepressants and specific examples starting with 

the most common. 

  

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwi-78WqkJzaAhUCNxQKHaVQBQMQjRx6BAgAEAU&url=http://fortune.com/2016/07/14/big-pharma-drug-prices/&psig=AOvVaw20R3UlFeMlHPitOgjqapRV&ust=1522776884221364
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Serotonin-Specific Reuptake Inhibitors (SSRIs) 

These are usually preferred over other anti-depres-

sants as they cause fewer side effects. An overdose is 

also less likely to be serious. 

Fluoxetine is probably the best-known SSRI (sold  

under the brand name Prozac). Other SSRIs include 

citalopram (Cipramil), paroxetine (Seroxat) and  

sertraline (Lustral). 

Serotonin-Noradrenaline Reuptake Inhibitors (SNRIs) 

SNRIs are similar to SSRIs. They were designed to be 

a more effective antidepressant than SSRIs. However, 

the evidence that SNRIs are more effective in  

treating depression is uncertain. It seems some  

people respond better to SSRIs while others respond 

better to SNRIs. 

Examples of SNRIs include duloxetine (Cymbalta and  

Yentreve) and venlafaxine (Effexor). 

 



15                                                             

Tricyclic Antidepressants (TCAs) 

Tricyclic antidepressants (TCAs) are an older type of 

antidepressant. They are no longer usually  

recommended as a first-line treatment for  

depression because they can be more dangerous if 

an overdose is taken. They can also cause more  

unpleasant side-effects than SSRIs and SNRIs. 

Exceptions are sometimes made in people with  

severe depression that fails to respond to other  

mental health conditions such as obsessive  

compulsive disorder and bipolar disorder. 

 

Examples of TCAs include amitriptyline (Tryptizol), 

clomipramine (Anafranil), imipramine (Tofranil),  

lofepramine (Gamanil) and nortriptyline (Allegron). 

Some types of TCAs, such as amitriptyline, can also 

be used to treat chronic nerve pain. 
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Monoamine Oxidase Inhibitors (MAOIs) 

Monoamine oxidase inhibitors (MAOIs) are another 

older type of antidepressant with a wide range of 

side effects that are rarely used nowadays. They tend 

only to be used if other types of antidepressants are 

not effective and should only be taken under the  

supervision of a psychiatrist. 

 

A significant drawback of MAOIs is the need to 

avoid certain foods and drinks, such as cheese and 

pickled fish, which contain a protein called tyramine. 

This is because consuming tyramine while taking 

MAOIs can cause a dangerous rise in blood pressure. 

Examples of MAOIs include moclobemide (Manerix) 

and phenelzine (Nardil). 
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Bipolar Disorder 

Bipolar disorder, previously and still sometimes even 

now is referred to as manic depression, is a condition 

that relates to significant fluctuations in mood. 

These manifest as episodes of high mood (mania) 

and episodes of low mood (depression). Typically,  

patients will experience an episode for several 

weeks. Patients in a manic state can be quite  

vulnerable to making decisions and actions out of 

character that they later regret. 

 

The following table demonstrates the differential in 

presentations that may be evident between the  

typical symptoms of each episode. You may notice 

the similarities with the presentation of a patient 

suffering with depression. The key to a bipolar  

diagnosis is based on the fluctuations of mood 

against persistent feeling associated with a diagnosis 

of depression.  
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Treatment 

The principle aim in treatment of bipolar disorder is 

overall mood stabilisation, which levels out the 

peaks of mania and the troughs of depression. This is 

often achieved using a combination of established  

medications, many of which were initially developed 

for alternative medical conditions.  

Lithium carbonate is one of the most commonly  

encountered mood stabilizing agents, and is  

normally well tolerated, although the side effects 

can be significant. Patients occasionally complain of 

feeling faint and putting on weight, but the more 

serious side effects, which include lithium toxicity 

(severe gastrointestinal disturbance, drowsiness, 

ataxia and dysarthria), may be seen. 

Other medications commonly used to stabilise mood 

in bipolar disorder include the anticonvulsants, such 

as sodium valproate, and lamotrigine. 

In the emergency setting, when patients present 

with either significant depression or profound  

mania, the key treatments may include an  

emergency admission to a psychiatric ward. 
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Schizophrenia 

Is a potentially devastating mental health condition 

experienced by an incidence of approximately 10-15 

per 100,000 per year.  

Publicly, schizophrenia is commonly thought to be a 

‘split personality’, where the patient possesses and 

responds to competing personalities. This is, an  

over-simplified and quite inaccurate description of 

the diagnostic characteristics of schizophrenia. 

 

Whilst men and women are affected almost equally, 

men tend to develop symptoms at an earlier age, 

often between 19 and 27. There is strong evidence 

of a genetic component to schizophrenia, there 

being a 50% incidence of affected children from two 

affected parents, a similar risk between identical 

twins if one develops schizophrenia, and a 9% risk of 

a second sibling developing schizophrenia if one is 

already diagnosed.  

 

More unusually, the current evidence base has 

demonstrated an increased frequency of 

schizophrenia amongst winter babies; those born in 

urban, as compared to rural locations; those who 
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experienced childhood viral infections; and an as yet 

unclear association with marijuana use during 

teenager years. 

 

Schizophrenia leads to alternate or fragmented 

perceptions and patients are described as suffering 

from positive and negative symptoms. Positive 

symptoms include those which are added when the 

disease is present, such as delusions and 

hallucinations.  

 

An hallucination is where a person hears, sees, smells 

or tastes something differently or that is not there. 

The most common type is auditory hallucinations 

where patients experience voices which can be 

distressing. 

 

Delusions are fixed false beliefs. Typically, these can 

be related to grandiose delusions such as “believing 

you are God” or “have special powers” or 

persecutory delusions such as “being bugged, 

monitored or followed” or that someone is out to 

“harm them”. Negative symptoms are normal 

feelings or emotions which the disease takes away or 
dampens, and may include apathy, anhedonia, social 
withdrawal and cognitive delay. 



22                                                             

 
Patients who are psychotic and in crisis can (but not 

always) be quite impulsive, paranoid and agitated or 

aggressive. Psychotic illnesses can be caused or 

exacerbated by excessively use of drugs and alcohol.  

 

Typical symptoms of psychosis include: 

• Hallucinations ‘Voices’ 

• Paranoia 

• Impulsivity 

• Delusions, fixed beliefs 

• Withdrawal 

• Apathetic (emotionless) 

• Disorganised thoughts and speech. 

 

People with acute / crisis psychotic symptoms require 

close careful management due to impulsive risks. 

 

Treatment 

 

Patients with a diagnosis of psychosis will often have 

input from secondary mental health services. They 

may have a named Care Co-Ordinator or Community 

Psychiatric Nurse (CPN) and are likely to be seen at 
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least twice a year by a consultant psychiatrist in 

outpatients. 

Listed below are common medications that are used 

in the treatment of psychosis. It is very important 

that patients take anti- psychotics consistently at the 

correct prescribed dose as failure to do so often 

result in a relapse or deterioration in function. 

Modern atypical anti-psychotics with fewer side 

effects 

• Amisulpride 

• Aripiprazole 

• Clozapine 

• Olanzapine  

• Quetiapine 

• Risperidone 
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Older anti-psychotics still used where modern ones 

are less effective for specific patients 

• Chlorpromazine 

• Haloperidol 

• Pimozide 

• Trifluoperazine 

• Sulpiride 

 

Side effects 

Anti-psychotic medication has a number of  

Unfortunate side effects, ranging from mildly  

unpleasant through to life threatening. At the 

milder end of the spectrum, patients may complain 

of  

sleepiness and slowness, weight gain and impotence. 

However, more serious side effects include  

movement disorders such as tardive dyskinesia; long 

QT syndrome and increased risk of Torsade de 

Pointe; and with Clozapine, bone marrow  

suppression leading to neutropenia and severe  

infection. 
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Tardive Dyskinesia is a movement disorder of the  

facial muscles, characterised by lip smacking, lip 

puckering and grimacing and excessive eye  

movements. It was frequently seen in the past in  

patients who had taken high dose anti-psychotics 

for many years, although it is seen much less often 

now due to the advent of modern  

atypical anti-psychotics.  

 

Want to know more, then visit 

https://www.youtube.com/watch?v=M4Lk0861VoE 

 

The short video demonstrates an elderly patient with 

tardive dyskinesia: 

  

https://www.youtube.com/watch?v=M4Lk0861VoE
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Disorders of personality 

In medicine, we frequently use terms that, for us, 

have an implicit understanding attached to them, 

but if given careful thought are very hard to define. 

One obvious example often cited in various schools 

of philosophy is the concept of consciousness. We all 

innately know what each other means when we 

speak of consciousness, but if you try to define it, 

and describe what elements are necessary for it to 

exist; the picture becomes increasingly unclear and  

confusing! 

Similarly, when we speak of ‘personality’, it can be 

hard to identify exactly what people mean. We all 

possess a personality, but to define what constitutes 

a personality is often challenging. 

In psychiatry, ‘personality’ is commonly described as 

a collection of characteristics which influence the 

way in which someone thinks, feels and behaves. 

Whilst most people have established their  

personality by their late teens, people with a  
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personality disorder may develop traits in their  

personality which causes internal conflict or makes it 

difficult for them to acquire sufficient self-esteem to 

become resilient to the trials of normal life. As such, 

this chronic condition means people think, perceive, 

relate and feel differently than others do. 

 

“Having a personality disorder is really difficult,  

because, well, it’s like saying that I have a defect in a 

part of me that I can’t change. My personality is 

what I am, what makes me be me. How can I mend 

that? What the doctor is saying, is that to be ‘better’ 

then it [my personality] needs to look like what she 

says it should.” 

A patient’s reflection  

These personality traits can lead to odd or irrational 

behaviour which can be distressing and may upset 

others close to the person. Personality disorders are 

often triggered by experiences of neglect, abuse or 

trauma in early developmental life, and typical  

symptoms of personality disorder include: 
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• Difficulties in forming and maintaining stable 

close relationships with families, friends, partners 

and children 

• Eccentric odd or unusual behaviour 

• Feelings of distress, anxiety and worthlessness 

• Emotional instability and high expressed  

emotions 

• Difficulties with trust 

• History of self-harm/suicidal ideation 

• Repeated self-harm in adjustment to stressful  

situations. 

 

The frequency of personality disorder in the UK is 

hard to define, as the diagnostic criteria have under-

gone a great deal of uncertainty and refinement 

over the years. Some authors have suggested that 

they may be as frequent as one in five, although one 

in twenty might be nearer to the true picture.  

Fortunately, and unlike many diseases, personality  

disorders tend to improve with age. 
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Treatment 

The most effective treatment for patients with a  

personality disorder is psychological support and  

psychotherapy. No medication is currently licensed 

for the treatment of any personality disorder.  

However, medications may be prescribed to treat  

associated problems, such as depression, anxiety and  

psychotic type symptoms. 
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Addiction and dependence: drugs and alcohol 

Drugs 

As any clinician who has worked in frontline  

ambulance duties will know, drug use in the UK is 

common, and on the increase. Up to I in 4 of the UK 

population are known to have used illicit drugs at 

some point in their life, and it is thought that 

250,000 people use heroin on a regular basis, and 

150,000 use crack cocaine. The number of people 

who inject drugs in the UK is falling however, at 

around 85,000 in latest surveys. The problem is most 

prevalent in urban areas, especially bigger cities such 

as London, Manchester and Glasgow. 

Alcohol 

Alcohol misuse is a growing problem in the UK; the 

burden on healthcare systems is increasing, and the 

cost to social infrastructure is unquestionable.  

Alcohol is a contributing factor in 80% of suicides, 

50% murders and violent crimes, and 40% of road 
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traffic accidents, the rate of alcohol misuse; 

 

• is higher in men 

• in those from certain professions (including 

some healthcare settings) 

• is commonly found in those from lower  

social classes  

• in the homeless 

In addition to the physical damage that alcohol 

abuse can cause, it also exacerbates the severity and  

frequency of depressive, psychotic and anxiety  

related symptoms in those with a diagnosed mental 

health problem.  

Key terminology in substance misuse /Harmful use –  

 

A pattern of drug or alcohol misuse which incurs  

either physical or mental harm to the user. 

Examples include Alcoholic Liver Disease or Acute 

Psychosis. 
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Dependence syndrome 

Dependence on drugs or alcohol is characterised by a 

triad of diagnostic features. The patient  

demonstrates a compulsion to use the substance 

which takes priority over everything else in their life.  

 

Tolerance to the substance in that a gradually  

increasing amount is required to attain the same  

effect; and 

Withdrawal whereby the user suffers physical and 

mental symptoms when the substance is not  

available. 

In 2016, 7,327 people died from alcohol-specific 

causes in the UK. Alcohol-specific deaths have  

remained at similar levels in recent years. 

Want to know more, visit 

https://www.ons.gov.uk/search?q=alcohaol+re-

lated+deaths 

  

https://www.ons.gov.uk/search?q=alcohaol+related+deaths
https://www.ons.gov.uk/search?q=alcohaol+related+deaths
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Managing drug and alcohol addiction 

The mainstay of drug and alcohol treatment is  

detoxification, normally via a community or  

inpatient programme, and a variety of  

pharmaceutics are available to alleviate withdrawal 

symptoms, manage anxiety and improve physical 

health.   However, underpinning these approaches 

are various individual and group therapies which 

help service users identify the trigger for their be-

haviour, and build more suitable coping strategies 

for the future. 

 

Ambulance clinicians generally have very little  

involvement in the chronic management of patients 

with an addiction, and more frequently encounter 

them during a mental health crisis, or a physical 

overdose.  

There are established protocols available to guide 

the management of overdose of alcohol and drugs. 

When the patients need is more aligned to mental 

health services, it is important to establish which  
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professionals are already involved in the patients 

care and use these as a point of reference wherever 

possible. 

Detecting alcohol misuse 

It can be very hard to detect whether a patient is  

suffering from an undiagnosed alcohol dependency, 

sometimes because the patient may not recognise it 

themselves. One helpful screening tool available to 

ambulance clinicians is the CAGE mnemonic [1]. 

1. Have you ever felt you should Cut down on your 

drinking? 

2. Have people Annoyed you by criticising your  

drinking? 

3. Have you ever felt bad or Guilty about your  

drinking? 

4. Have you ever had an Eye-opener drink first thing 

in the morning to steady your nerves or get rid of a 

hangover? 
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And finally, the take home message;  

Behind all diagnosis remains the person. 

Sometimes we do not always see this. 

 

How we care for all will be the key to 

reinforcing or reducing the stigma that remains 

around mental health presentations and 

meeting identified need. 
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