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	1. Introduction to Psychiatry: Basic Principles

1.1. What is Psychiatry?

Psychiatry is the discipline of clinical medicine used to diagnose, treat and research mental disorders and related conditions. There are several subspecialties of psychiatry characterized by the age or the disorder of the patient population, or even by the treatment methods that are not going to be discussed in detail in this chapter although medical students will surely learn them during their studies. To understand how psychiatric care works – without knowing the classification of psychiatric disorders first - we need to follow the psychiatric patient’s way through the healthcare system and learn what is happening on their first-and with very small differences on the follow-up-examinations. The first part of this chapter will introduce the essentials of the psychiatric care, followed by the discussion of the fundamentals of psychiatric examination and symptomatology in the latter part. 

1.2. The First Diagnosis

The onset of a psychiatric disorder may manifest via a variety of distressing symptoms and might be noticed in the social environment or by the patients themselves. The first medical examination might happen in the office of a general practitioner or other non-psychiatric specialists (most frequently internal medicine, pediatrics, neurology or occupational health). For a psychiatric examination, patients need to visit an outpatient psychiatric center (these units are commonly called “residential psychiatric care centers” referring to the chronic nature of psychiatric disorders). Seeking help at private psychiatric practices is also common; however the principles of the examination are the same in both providers. The first psychiatric interview and examination must result in a provisional diagnosis and a treatment plan that should be chosen together with the patient if possible. The psychiatrist conducting the first examination should decide between an inpatient or outpatient treatment for the patient; this decision is based largely on the severity of the patient’s symptoms, but other factors, such as the presence or absence of a supportive social environment and/or family may also influence the choice. In addition, the risk of auto- or heteroaggressive behaviors, such as suicide, harming others or self and possibility of drug use must also be assessed during the first interview. Needless to say, the estimated risk of such potentially dangerous behaviors will have a definite impact on the treatment plan. Also, potential follow-up supplementary labs or imaging tests might be indicated in order to refine the provisional diagnosis after the first interview.

1.3. The Path of the Psychiatric Patient in the Healthcare System

Although discussing treatment options in detail in the very first chapter would be premature, it should be noted that both medication(s) and psychotherapy might be used. The most important guides for selecting the appropriate treatment for the patient are the disorder and the symptoms themselves. Nevertheless, both patient preference and the therapeutic orientation of the doctor will affect the decision. However, pharmaco- and psychotherapy are by no means mutually exclusive; indeed, their combination is used for most psychiatric disorders. Some of the psychiatric patients may be successfully treated in an outpatient setting without needing further, higher-order and more expensive service. If outpatient treatment is not possible, in case of patients with moderately severe psychiatric condition, voluntary inpatient therapy might be a feasible option. It is generally required that only motivated, cooperative patients with adequate insight into their disorder should be entered into such a treatment program. Patients must consent to their voluntary admission and inpatient treatment by signing an informed consent letter upon admission to the ward. Without signed, written consent, the only legal option is court-ordered involuntary commitment, described as follows:

A minority of patients are admitted to the psychiatric wards through the so-called “court-ordered involuntary commitment.” This hospitalization occurs if the patient displays signs of immediately dangerous behavior; that is, due to their mental health condition, the patient poses immediate and direct danger to harm the health, well-being, social or financial situation of themselves or others. Assessing the presence or absence of such immediately dangerous behavior is a difficult task, even for an experienced specialist. Because the involuntary hospitalization strips these patients from the human right to free movement, a court order must confirm the necessity of mandatory treatment. The various types of endangering behaviors and the exact process of the court-ordered involuntary commitment will be described comprehensively in subsequent chapters. Whether voluntary or not, admitting a patient to a psychiatric ward requires a written referral from the referring physician. Apart from the personal and insurance data of the patient, the referral must include the chief complaints, the most relevant symptoms, the most likely diagnosis, a brief history of illness and past treatments, and a statement on the presence or absence of directly-endangering behavior. Acute wards often accept patients with no referral, since these cases are transferred by an ambulance or police officers. These situations require even more caution and thorough assessment by the medical staff, as they need to reconstruct the circumstances and the immediate cause of admission from the hindsight. The process and facilities of the available psychiatric service and the decision tree chart are shown in Figure 1.3.1.
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Figure 1.3.1. Process and Infrastructure of Psychiatric Care
1.4.
Special Psychiatric Services

As a consequence of their illness, some patients suffering from severe psychiatric conditions such as schizophrenia or bipolar disorder lose their functional working ability and frequently are unable to complete their studies or be effective at their place of employment; furthermore they often experience deterioration in social activities. Community psychiatry is designed to target this population by providing complex service in the proximity of the patients, which includes medical attention and supervision, psychotherapeutic support, and psychosocial rehabilitation. Community psychiatry may be organized in psychiatric day-care centers: in addition to the standard rehabilitation therapies, patients receive treatment on workdays during office hours from trained medical professionals. The other implementation of community psychiatry is if the community psychiatric staff visits the patients at home to check their mental status, their current needs, and therapeutic adherence. This is called “outreach” in the English-speaking psychiatric systems.

Guardianship is a legal concept that involves many psychiatric patients who have lost competence due to their mental disorder. It is the responsibility of a forensic psychiatrist to decide whether a patient lacks competence to that extent that a guardian is necessary.  If so, a court will appoint a guardian for the patient in a civil case. Other medical practitioners need only to know that patients with limited- to full-guardianship are legally incompetent, therefore the guardian of the patient should be involved with any kind of decision-making or consent regarding healthcare service.

1.5.
Stigmatization and Discrimination against Psychiatric Patients

To understand the complex phenomena of psychiatric disorders, one needs to interpret them in their own sociological context. Different societies in different times have developed various explanations for the origin of mental illnesses and the proper way to handle them. Some of these “treatment” methods were actually beneficial, while others did more harm than help. Unfortunately, the history of getting rid of these oddly-behaving individuals from banishing them from society to torturing or simply killing them, is also long and eventful. Alas, even in the modern era, negative attitudes, prejudice, and negative-discrimination of psychiatric disorders and patients are still common in society. This phenomenon is called stigmatization, and the stigma of a psychiatric disorder will help predict the negative attitudes and responses; fear, rejection, denial of help, etc. towards the patients. A real-life example for this stigmatization happened to one of our patients who was urgently transferred from the Internal Medicine ward. The patient was brought to the Internal Medicine ward because of his acute erysipelas and severe dehydration and was transferred to Psychiatry immediately upon admittance without performing any lab test or thorough physical examination, just because of his strange, yet absolutely harmless and non- aggressive behavior. Clearly, a simple lab test for plasma electrolyte levels would have been an expected minimum-care precaution before transferring to Psychiatry; yet even this extremely basic service was neglected in order to get rid of him as soon as possible.

Because of the common negative attitudes and strong stigmatization of psychiatric disorders, it is our responsibility to protect the personal rights and privacy of our patients.  Keeping confidentiality should be taken extremely seriously. The best way to do it is to not share any seemingly-funny or interesting stories of your patients. No matter how carefully you leave their names out, your audience might identify them by the circumstances.

1.6.
Example Case Reports: Illustrating the Differences Between a Voluntary and an Involuntary Psychiatric Treatment
Case #1: Ildikó, 22 year-old female student has visited a private psychiatric practice in recent months. Her psychiatrist advised her to enter an inpatient psychiatric treatment program, as the outpatient psychotherapy and medications did not improve her symptoms. About 3 months before her first session, she started to feel that she could not control her bad mood, and slowly stopped feeling joy or happiness about things she loved doing in the past. She was an avid hiker and regularly jogged and attended concerts before, but seemingly lost her motivation to do these activities. She frequently felt tense and restless, and lost her appetite. She had trouble with sleeping, often waking up in the middle of the night or very early morning and thought over and over about her life and the mistakes she had made so far. She became so exhausted that she stopped attending classes at the university and postponed two exams. She told the psychiatrist that she experienced a few similar episodes in the past, but they did not persist this long and were much less intense. She was a bit socially-awkward in her teenage years, but later developed good relationships and even had a boyfriend for one-and-a-half years; however, she neglected her friends in the last 6 months. She feels that her life is meaningless to continue, but because of her religious upbringing she does not want to commit suicide. Taking her doctor’s advice, she accepts the inpatient program and was admitted to the psychiatric ward.

Case #2: András, a 20 year-old student at the local university undergoes emergency admission to the psychiatric ward against his will. He was brought to the ward by his parents after they noticed a radical change in his behavior. Two-and-a-half years ago he gradually became more and more socially withdrawn; he avoided his friends and only left his room for classes. His grades started getting worse. One month ago, his parents noticed a sudden change in his behavior: he started posting a lot on his Facebook wall, made vague and incomprehensible hints that he was under surveillance, someone was after him, and the university was facing a severe danger. He became very agitated and hostile towards his family, shouted at them over the phone, and refused to meet them in person. On the night prior to his admission, he was wandering around the streets aimlessly in inappropriate clothing, and told a friend who saw him that his life was in danger. His parents went to his apartment, but he blocked the door and refused to open it. When the door was breached, he had to be restrained so as not to harm his parents. Apparently, he had not slept for several previous nights, did not eat anything, the apartment was a horrible mess, as he pushed the furniture from the walls in an attempt to find hidden microphones. Upon admission, he refused to being admitted and treated but followed instructions and cooperated. 

Self-Assessment Test: Please explain why both inpatient admissions are necessary, but why is one of them voluntary whilst the other is against the patient’s will? Please describe the symptoms of these young patients using technical terms whenever possible! 

Summarizing Questions:

1. What does involuntary commitment mean in psychiatry? 
How do we call the other form of treatment?

2. What is the definition of the immediately dangerous behavior?

3. Who has the right to refer a patient to a psychiatric ward? What should be contained in a referral?
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First psychiatric examinatuion


Most important aspects: �chief complaints/symptoms, �their course over time, �immediately dangerous behavior?








Voluntary admission to a psychiatric ward





pharmaco- and/or psychotherapy





Outpatient psychiatric treatment (psychiatric care centers, private practices, private clinics)





pharmaco- and/or psychotherapy








Involuntary commitment to a�psychiatric ward





Pharmacotherapy, ECT�psychoeducation





Low intensity symptoms, low risk





High intensity symptoms, high risk,�signs of immediately dangerous behavior





Intermediate intensity symptoms, moderate risk, no signs of immediately dangerous behavior





Community psychiatric facilities: residential psychiatric centers, �outreach teams, daycare centers, protected jobs, residential community for psychiatric patients 





Long-term institutional care: �chronic psychiatric and addictology ward, rehabilitation institutes, social institutes for psychiatric patients





Self-managed patient organizations, patient advocacy groups,�mental-hygiene (prevention) organizations








