VG ESE i =P
/(201348 #16% HOAM

+ 2549 -

- SR EREFETIEMR -

[#ER] PEAHEFEESL R XA T Monash K 5 0 Melbourne X ¢ &4 EF 4 X W E % 422012 F4
WEEHEE “AHEFTHCERERENT FARAEE, BEE2ORAABHILELTRAARE, AAMBHEETR
MR AL MR kD EFAE, KT HREG 2R, A RPIH RS RS RS 2GEN, LRI RELR
W FR SN AR, HFDRRCHEFHEGEAN, SRR, HILERKAH PR EBRE e H4E (2FHES
be AT A E) EAMPEAMESFREMSBANSERSERTRE, WERALTEHR, FHRBLIAFRAS 2
fodnk L FH T, VAN AHESACERARRSF B LIS M. ArFEo St EE AR B 8RN
F A B &, BAA) P Monash X FARIEHIEsTF B EHEFLRL T HH B L4

EMEFHHOEERBERNE (=)

BRI

Julian Davis, Fiona Judd, Grant Blashki, Leon Piterman, Hui Yang

[E8i] ARgdis,;, SEMER, 4HESF
[FEHZ#S] R395

[ cHRARIZAES] B doi: 10.3969/. issn. 1007 —9572. 2013, 08. 002

Julian Davis, Fiona Judd, Grant Blashki, % . 4H EF v oR@EREME (=+) —ARLESE []]. +

E4#ES, 2013, 16 (8): 2549 —2551. [ www. chinagp. net]

1 &%

MA—1L38 YR BERGAIEG LS o, 81 ¥ ehF
FR 8 WA FAEFLE R, RAFFRARGER, BH
Mg iE 8 A ZHVARANAS AR T B, RFELSFHR, BT
BARBNR T, APk, LT G M kK i, RLE
BT, AEEHRAITRIEEE TREARMGH, HAN
WAL 18 AN A AT SR R I 8 — A B LR B4k, SRR,
ia$ﬁ$'}ﬁ'o
2 Hftwsk

BRI RIFLA0 %5, BRALAEPHRAELSEIHRE R
AAR B, M e A0 S AR A P, (2R phiAC F Ak
Y, BeiE T ARMRENE, WAFRSmEAR, XEEH
BAPIR MR, PPARAT SRR B, RURR M R AR B A,

HAEI, HRAERBARM, §REERBE
o, WRAENT L, AR TRUABHIIFEE, WEFLR
K, B IRILHE] T v, RFERIMEFA, EARER, &
B TAH A5, b b m it RSN SE,

AT E RS A WA, ok d 5 R 2 3%
<+ (157.1 em), 4RM& 85 kg, /& 160/95 mm Hg (1 mm Hg
=0.133 kPa), & A At B AL, IR E, F3480
H/ming e FE I TERAL AN T RS, REFEAR, 7
RARGALIET, ShERFENLPE T FTE2 om &
R#FHE, BAZMERBHREE, WIMNEA R E LN,
3 4R
3.1 A WinT LR i R B

B, WKHI DRI, HMREEINE%E (Julian
Davis) ; #KH|TF Melbourne k2% (Fiona Judd, Grant Blashki); -k
¥ Monash K% (Leon Piterman, Hui Yang)

7£: Grant Blashki, Fiona Judd f¥4E # i/ WL 2012 445 1A 5,
Leon Piterman BJ4E# fj 41 W, 2012 4E55 2A 1, Wb EH AR E &
BHRY; (http: //www. chinagp. net) ; 305 HZEIC R E S

3.2 TIREMIRE MRS TR AT
3.3 R BRI AL 7
3.4 WRTF SN, REEMHAr
3.5 RRERALH-ARITIRS?
4 fRE
4.1 MWl LISE R MR 2By BTSRRI A% I PR
R BWPE: B SEIAR; 5 AR A AR RO B
Alzheimer $iRAE R K AE. BLAh, 55005 1B A0 HEBR I K 2
e AFEE,
4.2 AIRBERUAEMIRAISWT R AT RABAERER BT A AN
RS MR L W RANAR . FERFEA L, HEIAY RIS Al
AERFE, S%RI T E DA NHLRETR, HRR
AR TR TR TR ALY ™ o 6 A 0 2 0 R 2 K 3
AL, HEWATORIHIEN., HE AR TR BRI A
FRMBIRE 2, PFEAEhE, AT BRI K/ ME
geik ) MRS R AT A, HENAREHZRE, AiE1E
A H A . BRAKPRE (R 60 ~70) HATEh A MK
A0 e A N R A A, IR SR R E, EARTRES
Pifl (fh) ARG, AR, SCEFWI A X T E M A AW
A, TTREXH (i) FAMAREEGETT .
4.3 Rz REpe oAb 2 W ST R AR AR b —— 1
WA B, M A4 ST LR AN B A RB BRI , T AW RASE
7 [T A R AR LB

TR AR BB, B W REAE 38 & (R H 2L Alzhei-
mer ST AT Ml B, LA E IR TE 40 & 24
£x B Alzheimer PR A 20 B2 R BL, & o g W A E I ik
50 % HmHE, TR, Bk —BMNFE A BEE MM
FFE A GRS ATIEZ o RS, H WA T %
(), SR RIZEIARE T PRI, LA R B A AT O ) A,
WnEYe ., Bhsh, Wk, DACH AR (3896 A IR
Frogfal, BAERE . iDIZEE N AR O ) Y& R R
fER1E B o



. 2550 «

— B BRI BT AT A s 3T, AR R ARy

AP (RER) BRI, 55 BRWEE — R, & R
AT RARIRLRA, T AR R AR B R, AL
WA ARG, KRR R DR, HE
RGeS . TR IR AR, MARANITHERL. X
RIR N R FRBEIR, IR CBIANITRZERL . FORAER IR
A, BEERM. G, RO, PR A R 2 45 R
B, TEXIRAPRIMEA BRI TR . Ad X R
DORASRIZHRER o 176 FRARMOR . MILEE, AR SR H B
MBI SRZER BMCARE, X LRI LT 2
HE— A E AT .
4.4 GREWELW, RTEMAA7  HRAESRH%LY
FSERYTBLT , A RBR ) B AR MR 2 Wi o AR LAl B
R B2 LR LA 5 05 A KB ) AR AGHE , SRIRABIR
SRR X R ETRIIRINRE S 2 I R AL, WMH
FRRA I EREA R AL A XA 1L AARR
IR, IR 5 322 0 5 42 1) 3k L B At e 3 A 1Y
%u@ﬂ

IR ELEL A - OB - M SRR T, RE
ATRBAFAERS 258 IR AE LA, M MO 22 T, A Bk 5 2 T £ 1)
Ao TERRREIR, RASSIE BN A T A S A it B
ROAEAR , fELAR R P 15 A8 St A O BREE AL IO WAk, 23R AN
MRG0 T TR A A5, 0 B R B R 5 ()
@0

AT A Alsheimer 00 R AL, gy
AT IES IS REIPAG, ANSRLRT BRGNS, SRR e i
CT o4 MRI K075, 36 76 LM — 26 M WA 2, 0 LR oy
BB, HEAEF B, MRR, DUEHERR B R M R, 3
T 223 o PRV 2 R HE R
4.5 IRAERMHAWITIRSG?  WTRARAISUIMARZ X 3657 iy
HFIAR, SSRISHTIMARZY R B o WA 25y vk 4%, o4k, & pe
TNER BA SRS, T 244 A T4 A R th L e
FAZFIRBZEMERIRITLG, RIS FHENZG R, 5 W A TT
BEASERIRIRE YA RN, B, FEER/N O st 24
BT o REZ R AR KRB B RS,
TRt BRI WO BN A AR o X RO e BRI S,
PRIERI A AL SR ARSI BIME M SRy, X— AR, 7Ehise
WHITH, FHIRBIRAE K BT i, AR
RN A R A2 HE
B &3
1 Davis JP, Judd FK, Herrman H. Depression in adults with intellectual

disability. Part 1; A review [J]. Australian & New Zealand Journal of
Psychiatry, 1997, 31 232 -242.

2 Davis JP, Judd FK, Herrman H. Evaluation of depression in adults with
intellectual disability. Part 2; A pilot study [J]. Australian & New
Zealand Journal of Psychiatry, 1997, 31 243 -251.

3 Therapeutic Guidelines, Management Guidelines Intellectual Disability
V3 [Z] .2012.

- World General Practice/Family Medicine -

[ Introduction of the Column

The Journal presents the Column of Case Studies of Mental Health in General Practice;

with academic support from Australian experts in general practice, psychology and psychiatry from Monash University and the U-
niversity of Melbourne. The Column's purpose is to respond to the increasing needs of mental health services in China, Through
study and analysis of mental health cases, we hope to improve understanding of mental illnesses in Chinese primary health set-
tings, and to build capacity amongst community health professionals in managing mental illnesses in general practice. Patient —
centred whole — person approach in general practice is the best way to maintain and improve the physical and mental health of resi-
dents. Our hope is that these case studies will lead new wave of general practice and mental health development both in practice
and research. A number of Australian experts from the disciplines of general practice, mental health and psychiatry will contribute
to the Column. A/Professor Blashki, Professor Judd and Professor Piterman are authors of General Practice Psychiatry. The Journal

——Down Syndrome

tory
Jéne is a 38 - year old single woman with Down syndrome who
home with her elderly mother and father aged 81 and 84
respectively. Her father has brought her to see you because
erned that there has been a significant decline in personal

C"""S“h&ﬂt Psychiatrist, Private Practice, Hobart, Tasma-
g Julian Davis) ; University of Melbourne, Victoria 3010,

ona Judd, ‘Gl"ﬂnt Blashki ) ; Monash University, Victoria
(Leon Piterman, Hui Yang)

cases are helping to prepare for the translation and publication of a Chinese version of the book in China. We believe Chinese men-
tal health in primary health care will reach new heights under this international cooperation.

Case Studies of Mental Health in General Practice (20)

Julian Davis, Fiona Judd, Grant Blashki, Leon Piterman, Hui Yang
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functioning over the last 8 weeks, In addition he tells you she has
been agitated and aggressive and has commenced banging her head
on the wall. Her father tells you that he has actually noticed, but
not previously mentioned to you, that he and his wife have been
concerned abouta deterioration in general functioning over the past
18 months where at times Jane has appeared confused and forgetful.
2 Other History

Jane has an IQ of 50 and requires assistance with most activi-
ties of daily living. She has no sensory impairments (visual or audi-
tory) but has a very limited vocabulary with difficulty in verbal ex-
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pression. Her mother has recently been hospitalised with Carcinoma
of the Colon and her father who has several chronic illnesses has had
difficulty caring for her even with outside assistance.

On examination, Jane is less talkative when compared with
previous visits to your surgery. She sits slumped in the chair and
lacks her usual friendly demeanour. At times she gets up and runs to
the door in an agitated fashion, She is not co - operative with simple
questioning about how she feels and when asked if anything is troub-
ling her.

Jane presents with the dysmorphic features of Down syn-
drome. Her height is 5 foot 2 inches and she weighs 85 kg. BP lying
is 160/95 with no postural drop, her pulse is irregularly irregular at
80 bpm. Examination reveals a possible right thyroid nodule. She has
no cataracts and examination of the auditory system is nor-
mal. Examination of the cardiovascular system reveals the apex beat
in the 6thleft intercostal space 2em to left of mid clavicular
line. There is a soft pan — systolic murmur at the apex. There are no
other abnormalities evident.

3 Questions
3.1 What possible diagnoses might explain Jane's presentation?
3.2 What is the probability psychiatric diagnosis?
3.3 What other diagnoses should be considered?
3.4 What will you need to do to confirm your diagnosis?
3.5 What treatment can you offer?
4  Answers
4.1 What possible diagnoses might explain Jane's presentation?
The possible psychiatric diagnoses in Jane are: - clinical depres-
sion of mild — moderate severity; an adjustment disorder with de-
pressed and anxious mood; early onset of Alzheimer type dementi-
a. In addition, an organic cause for her presentation must be con-
sidered and excluded.
4.2 What is the probability psychiatric diagnosis?  The diagno-
sis which best describes Jane's more recent problems is that of a
clinical depression. Depression presents differently in people with an
intellectual disability and frequently manifests as aggressive behav-
iour towards self or others and unexplained agitation'’ "*’, Sleep and
appetite disturbance are common and unexplained crying episodes
are frequent. Regression of activity of ADL skills is evident with poor
self — care, loss of feeding skills and sometimes regression to urina-
ry and faecal incontinence. Clinging behaviours and need for fre-
quent reassurance may occur, and sometimes suicidal ideation is
expressed. The expression of suicidal ideation in higher functioning
persons with ID (IQ 60 —70) who are mobile is a warning sign of
great significance. The person may tell you they are sad, afraid or
fearful of others. The latter may result in aggressive behaviour to-
wards the person who is feared.
4.3 What other diagnoses should be considered?  An adjust-
ment disorder with anxious and depressed mood should be consid-
ered given the changes in Jane’s environment with her mother’s ad-
mission to hospital and her father needing to recruit outside assis-
tance to help him care for Jane.

In Jane there is a very real possibility that at 38years old she is
starting to show cognitive decline from Alzheimer’s style dementi-
a. By the fourth decade, people with Down syndrome will exhibit
neuropathological changes of Alzheimer’s disease with the peak inci-
dence occurring early in the 5th decade. In Jane, further corrobora-
tive history from family, carers and other support persons is re-
quired focussing on problems with memory, decline in activities of
daily living, reduced vocabulary and expression and gradual emer-
gence of behavioural problems such as aggression, irritability,
wandering behaviour, features of sundowning ( agitation, confu-
sion and memory problems worse in the late afternoon) .
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Whenever disturbances in behaviour or mood occur in persons

with ID (intellectual disability), an organic diagnosis ( physical
illness) must be excluded. Physical disorders, like psychiatric dis-
orders, are more prevalent in those with ID and the presentation
may be masked. Occult infections, especially of the urinary tract,
the mouth and gums, and ear canal are frequent. Pain from whatev-
er cause may manifest only as behavioural disturbances. Diabetes
mellitus is more common in this group and often presents with dis-
turbances in mood and behaviour. Thyroid problems, gastro - oeso-
phageal reflux, constipation, hypertension and in women problems
with painful menstruation may not present in the typical fashion and
all must be excluded. Jane has features of a thyroid nodule with AF,
hypertension and evidence of emerging left ventricular failure and
mitral incompetence. These conditions will need investigation and
management.
4.4  What will you need to do to confirm your diagnosis?  The
probable psychiatric diagnosis can only be obtained after further cor-
roborative history is obtained such as discussing with family mem-
bers and others spend time with the patient. Cross — sectional exami-
nation for psychiatric disorder in people with intellectual disability
who are significantly impaired and have poor expression is of limited
value. The patient often has difficulties in labelling or in conveying
emotion and the conduct in the examination can be influenced by
the examiner, the way of asking questions and the presence of oth-
ers in the room.

A comprehensive biopsychosocial approach and assessment is
required looking at possible organic problems as well as psychiatric
disorders and social issues. In Jane’s case, whilst the physical dis-
orders are unlikely to be solely responsible for her presentation
they will certainly make any psychological disturbance worse and
will need to be considered in the management of her depression with
psychotropic medication.

Given the possibility of early onset Alzheimer's disease, for-
mal cognitive and functional assessment is required together with a
cerebral CT or MRI scan if such investigations are available. She
will also require some blood tests to rule out other possible causes of
dementia such as thyroid function, vitamin B12 and folate levels,
and urine test to rule out infection,

4,5 What treatment can you offer?  Depression can be treated

with antidepressant medications and SSRI antidepressants are usual-

ly the treatment of choice. Remember that people with ID have high-
er rates of medical co — morbidity and have more risk of medication
interactions. The medication should be started at a low dose and the
dose increased gradually. People with ID may not be able to advise
you of adverse effects, so careful monitoring is required, and Jane'

s father should be told about potential side — effects and asked to

watch carefully for any evidence of these®). Supporting Jane's father

and ensuring there are adequate supports in place for both him and

Jane is essential. In the long run, consideration will be needed re-

garding Jane's long term accommodation and care when her parents

have passed away.
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